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Abstract 

Background 

Addressing the shortage and increasing the ‘home grown’ NHS workforce is a key 

aspect of the Government’s Widening Participation agenda British South Asians (BSA) 

and men are underrepresented within the nursing workforce. Existing evidence 

highlights some salient barriers (and enablers) for underrepresented groups entering 

and progressing in nursing careers. There is however little evidence exploring the 

experiences of ‘home grown’ BSA men. Therefore, this study aimed to take an 

intersectional approach to examining the barriers and enablers for BSA men entering 

and progressing in NHS nursing careers in England. 

Methods 

A convergent parallel mixed methods approach was adopted. A quantitative 

secondary descriptive analysis (using proportion ratios, for comparison between BSA 

and White men, using confidence intervals to test statistical significance) was 

conducted on national data on applications (n=150,445 applicants over 3 year period), 

acceptances and attrition rates (n=416,457 total enrolled students over 3 year period) 

in relation to nursing pre-registration courses in England and NHS nursing workforce 

(n=1,254,368 full time equivalent staff posts) from 2013-2016 inclusive.  

Qualitative focus groups were conducted in Luton, with BSA young men (n=22) and 

BSA parents (n=35). One to one interviews were conducted nationally with 

professionals and stakeholders (n=5 nurses, 5 other professionals) to ascertain their 

views. A Framework Approach was used for analysis purposes.  

 

Results and Findings 

The review of national data showed that BSA men are twice as likely to apply for 

nursing pre-registration courses than their British White male counterparts (PR=2.32: 

95% CI: 2.22-2.42); half as likely to be accepted on nursing pre-registration courses 

(PR=0.54: 95% CI: 0.47-0.62); 18% more likely to leave their nursing course without 

achieving the intended award (PR=1.18: CI 95%: 1.15-1.21); and underrepresented in 

senior, management or specialist roles within the workforce (PR=0.35: CI 95%: 0.30-

0.40). 

The focus groups and interviews revealed a number of themes. Barriers included poor 

pay and conditions negative family views, negative media representations, ethnicity 
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including culture; religion; masculinity and gender, a lack of knowledge and awareness 

of the nursing profession, and less favourable comparison of nursing with medical 

doctors as a profession. Enablers included personal circumstances, role models 

including friends and family, ethnicity including religion and masculinity and nursing as 

a noble profession. 

 

Conclusion and Recommendations 

Quantitative results suggest variation in nursing education outcomes based upon 

ethnicity which merit further enquiry via qualitative research to identify institutional 

barriers in selection practices. Difficulties in identifying ‘home grown’ BSA nurses (as 

opposed to internationally recruited nurses in the NHS workforce) highlight a 

significant challenge for benchmarking aspirations to develop a ‘home grown’ 

workforce. Data capture systems should be reviewed in the light of this finding. 

Qualitative findings suggest the need for culturally specific interventions to reduce the 

stigma associated with nursing in the BSA community to attract a more diverse nursing 

workforce, including an emphasis on the values common to BSA masculinities and 

aspects of the nursing profession. BSA male nurses experience institutional racism, 

which impedes their career progression, therefore NHS employer organisations 

should review relevant recruitment and retention policy and practice for this group. 
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Chapter One: Introduction 

1.1 Introduction  

Healthcare services in England currently face multiple and increasing pressures. 

These pressures have necessitated the recruitment and retention of increased number 

of healthcare staff. Pressures include an increasing population; an ageing population; 

changes in disease profiles and higher expectations of quality and care (NHS England, 

2016; Charlesworth and Lafond, 2017). The NHS is one the largest healthcare 

organisations in the world and is the largest employer of nurses in England (The Kings 

Fund, 2017; Appleby and Abbasi, 2018). The NHS has had to tackle the problem of a 

lack of qualified nurses, making recruitment and retention of nurses an important policy 

objective (Baker, 2017; NHS, 2019). Thus it is a key priority for the NHS to recruit and 

retain a sustainable supply of nurses, as the lack of such capacity could have a 

detrimental impact on the health outcomes of patients (Buchan, 2009; Wray et al., 

2009). 

There were 286,020 full time equivalent nurses working for the NHS in 2017 (Cope, 

2017). Health Education England1 (HEE) expect there to be a continued shortage for 

nurses over the next five years, as members of the existing workforce retire and 

pressures on the NHS services increase (RCN, 2017). A number of factors have led 

to the demand for nurses in England, including the Mid-Staffordshire Trust inquiry2 

(which created another 40,000 nursing posts in England) (Thome, 2009) and the 2016 

European Union (EU) referendum (which has seen  a  decrease of nurses from the 

EU newly registering with the Nursing and Midwifery Council’s (NMC) register from 1, 

304 in April 2016 compared to just 46 in April 2017; and increased numbers of them 

leaving the register, from 1,240 in 2012 /2013 to 4,067 in 2016/2017) (RCN, 2017). 

Although it is difficult to assign the increase of EU nurses leaving the register, and the 

decrease of them joining, directly to the EU referendum. The EU national presence in 

the NHS workforce is substantial, making up 12% (Baker, 2017) of the total in London. 

 
1HEE is a non-departmental public body set up to support the delivery of healthcare and health 
improvement to the patients and public of England by ensuring that the workforce of today and 
tomorrow has the right numbers, skills, values and behaviours, at the right time and in the right place. 
2 The Mid-Staffordshire Trust enquiry report was published in 2013, led by Robert Francis QC, 
investigating the Trust’s reported negligence and poor quality of care which allegedly led to numerous 
patient deaths between 2005 and 2009.  
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It is too early to assess the full impact of the referendum, but some research has 

reported only a slight drop in numbers of EU national nurses and health visitors from 

7.4% of the workforce in June 2016 to 7.1% in September 2017 (Baker, 2017). 

The NHS aims to educate and train a workforce that can deliver good quality health 

experiences and outcomes for the population it serves (NHSE, 2016; NHS, 2019). 

Evidence however, shows that there is an overall deficit of qualified nurses working 

within the NHS in England (Charlesworth and Lafond, 2017). Vacancy rates are 

reported differently across relevant organisations, however the national figure is 

estimated at 11%, with regional variations ranging from 8% in the North East of the 

country, rising to 15.7% in South London and up to 30% in individual London NHS 

Trusts (Buchan and Edwards, 2000; Glasper, 2016; www.parliament.uk/healthcom, 

2018).  

In England, NHS nursing vacancies have historically been filled by recruiting nurses 

internationally (Solano and Rafferty, 2007). In recent years however, government 

immigration policy has re-focused to encourage internationally recruited nursing staff 

to earn, learn and then return to their countries of origin (Grieco and Hamilton, 2004; 

Winkelmann-Gleed and Seeley, 2005). One of the political drivers for this approach 

has been the financial downturn and the related public pressure on recent 

governments to curb immigration (Dobson and Salt, 2008; Makhlouf, 2017). Political 

debate on immigration has had a number of significant influences including the 2016 

European referendum, (Goodwin and Milazzo, 2017).  

Alongside this, government priority has been to recruit more ‘home grown’3 nurses 

(Malhotra, 2006; Munn, 2018). It is now widely acknowledged that to increase the 

number of nurses (and healthcare workforce) it is necessary to widen participation of 

historically under-represented groups, specifically young people (Watson et al., 2005), 

those without qualifications (Kaehne et al., 2014), low skilled, part-time and temporary 

workers (Ross, 2013), those on low incomes and/or working age benefits, older adults 

(Robinson, Zass-ogilvie and Hudson, 2012), those with disabilities (Connor, 2008), 

 
3 For the purposes of this study,’ home grown’ refers to those people born and or socialised in the 
United Kingdom. Please see section 8.1.4 for more discussion of this term. 
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those with literacy, numeracy or learning difficulties, some Black and Asian minority 

ethnic (BAME)4 groups and men (Health Education England, 2014a).  

This move from using internationally recruited nurses to fill vacancies to developing a 

‘home grown’ workforce is a governmental policy response to a number of factors. 

Firstly, there is an acknowledgement of what has been termed the ‘revolving door’ 

phenomenon, where healthcare workers who are economic migrants, use the United 

Kingdom (UK) as a gateway for moving on to other developed countries providing 

better pay and conditions (Buchan, Jobanputra and Gough, 2004). Secondly,  the shift 

away from international recruitment include the ethical concerns around contributing 

to a ‘brain drain’ from developing countries which face their own healthcare workforce 

shortfalls (Hutt and Buchan, 2005; Garner, Conroy and Bader, 2015). Thirdly, 

healthcare employers are increasingly acknowledging their corporate social 

responsibility with regard to growing their own workforce from the local community 

(Malhotra, 2006; Humphries, Brugha and Mcgee, 2012). Fourthly, ‘home grown’ staff 

from local communities may be seen to have more commitment and loyalty to the 

healthcare organisation they work within (Malhotra, 2006) In addition, policy makers 

also recognise the value of growing a healthcare workforce from local and 

underrepresented communities, and its role in social mobility (Health Education 

England, 2014a). These reasons contribute to the belief that international recruitment 

will not provide a sustainable source for workforce supply in the future (Malhotra, 

2006). 

A recent survey carried out by NHS Employers provides further evidence of the 

problematic nature of international recruitment. The main reason that NHS trusts had 

turned to international recruitment was that local supply had not met demand. This 

evidences the need for more ‘home grown’ nurses (NHSE, 2019). 

Employers found that the biggest barriers to international recruitment are language 

testing requirements, and visa and professional registration delays. There was a 

sizeable difference between the number of offers made and the number of overseas 

applicants starting employment, particularly for nurses. At the time of the survey, 67 

 
4 The term BAME is used (as opposed to Black and minority ethnic (BME)) as it signifies the 
differences within minority ethnic communities, specifically differentiating between a homogenous 
political ‘Black’ and Asian group (Ali, 1999; Modood and Meer, 2009).  



4 
 

per cent of offers for 2018 had not resulted in actual employment. In addition, the 

amount of time taken to hire overseas staff varied significantly; the average time to 

hire an overseas nurse was seven to eight months (NHSE, 2019). 

This policy acknowledgement of the problems related with international recruitment 

have led to the most recent key NHS workforce policy document (The NHS Interim 

People Plan 2019) to having a specific section dedicated to developing the ‘home 

grown’ nursing workforce. The document, released in June 2019, identified the need 

to address the vacancy gap for nurses from the current 11% to 5% by 2028 (NHS, 

2019).  

The policy stated that increasing supply through undergraduate nursing degree 

courses was the largest and most effective supply route and reducing attrition from 

training. It committed the government to providing clear pathways into the profession 

and further developing additional entry routes through the nursing associate 

qualification and apprenticeships. This policy commitment signals a clear intention to 

meet the rising need for nurses in the NHS by developing a ‘home grown’ nursing 

workforce. 

The NHS has committed itself to recruiting a diverse workforce which better reflects 

the community it serves. Having been established for over seventy years, the NHS is 

seen to be more than simply an organisation, (Appleby and Abbasi, 2018). It is seen 

as a national institution and represents a set of values which include equality of 

opportunity (Chambers and Alexis, 2004; Priest et al., 2015; Naqvi, Razaq and Piper, 

2017). Enabling more diversity within the NHS nursing workforce can not only help 

tackle a workforce capacity issue, but it can also help develop a more representative 

workforce of the communities that the NHS serves. This is a key point for this study, 

as this would necessitate the identification and targeting of members of the local 

communities that the NHS serves.  

Despite the consensus on the importance of diversity in the workforce, NHS workforce 

datasets highlight the underrepresentation of BAME groups across various healthcare 

sectors (Naqvi, Razaq and Piper, 2017). Within the BAME group, South Asians 

(Pakistanis, Bangladeshis and Indians) are overrepresented in medical and dental but 
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underrepresented in the NHS nursing workforce5 (Iganski et al., 2001; Darr et al., 

2008; Dyson et al., 2008; Health Education England, 2014a). This is particularly 

significant because British South Asians (BSAs)6 make up the largest ethnic minority 

group in the UK at 7.5% (including Indians 2.5%, Pakistanis 2%, Bangladeshis 0.7% 

and 2.3% other Asian groups) of the total population (63.26 million) (Office for National 

Statistics, 2012). They have a younger age profile (9% of 15-29 year olds) 

(Runnymede Trust, 2015) and have high levels of demographic growth (Health 

Education England, 2014) when compared to all other ethnic groups and therefore 

have the potential to make a significant contribution to the NHS nursing workforce. 

My study focusses on BSAs as they are underrepresented in nursing and make up the 

largest ethnic minority group in England, as noted above. Therefore, they can be 

considered a significant potential resource for the NHS nursing workforce. Because 

BSA people are born and or socialised in the UK they can be considered as ‘home 

grown’. This study’s focus on ‘home grown’ aligns with current workforce policy to 

recruit and retain more ‘home grown’ nurses. This policy agenda acknowledges the 

emergence of generations of UK born and or socialised BAME people that can 

potentially contribute the NHS workforce. This will be discussed further in section 

2.2.3. The existing evidence base dealing with the specific context of BAME and BSA 

people within nursing are discussed below. 

The literature identifies a number of barriers (and enablers)7 which may explain why 

BAME groups are underrepresented in the NHS nursing workforce. The quantitative 

evidence base focuses on university course recruitment, attrition and retention and 

shows a lack of student diversity (including ethnicity) which is impacting on the 

numbers entering the NHS nursing workforce (David, Bathmaker and Crozier, 2009). 

A review of the data for BAME groups specifically reinforces this point highlighting that 

they are over represented in higher education but they are underrepresented on 

 
5 The nursing workforce refers to those people employed as qualified nurses within the NHS in 
England. The structure of NHS nursing in England will be further discussed in Chapter Two. 
6 The term British South Asian refers to those people of South Asian ethnicity, born and or socialised 
in the UK (Ali, Kalra and Sayyid, 2006). It is most closely aligned with the ethnic group definition used 
in the 2011 census (Office of National Statistics 2011) where Asian/Asian British refers to Pakistani, 
Indian and Bangladeshi (not including Chinese or any other Asian background). 
7 This study utilises a social cognitive career theory approach to conceptualising barriers and enablers 
for entering and progressing in nursing (Lent et al., 2000). This approach includes consideration of 
barriers and enablers as perceived/objective as well as relevant variables including personal goals, 
gender and ethnicity.  



6 
 

healthcare courses (Battu and Sloane, 2004; Connor et al., 2004; Abbas, 2007). 

Furthermore, South Asians are specifically reported to be underrepresented on 

nursing courses (Iganski, 1998; Darr et al., 2008; Mulholland et al., 2008). However, 

the available quantitative evidence base does not show how many of the South Asians 

within nursing education or the workforce are ‘home grown’, which is important to 

understand for the current widening participation agenda. Therefore, it is very 

important for this study to identify ‘home grown’ BSA men within the population as well 

as within the nursing workforce because identifying and supporting members of the 

local community who are underrepresented in the healthcare workforce is key to 

widening participation. It is critical to understand that concepts of social mobility and 

social justice are at the heart of the widening participation agenda (Ross, 2013; 

Heaslip et al., 2017; Ali et al., 2018) not simply diversifying the nursing workforce. It is 

not about simply having people from different ethnic or other groups within the 

workforce, but rather to develop a nursing workforce which reflects the community it 

serves (Health Education England, 2014b). This is important as evidence shows 

increasing the diversity of a ‘home grown’ NHS healthcare workforce  not only helps 

with workforce shortfalls (Health Education England, 2014a; Munn, 2018) but that 

recruiting the healthcare workforce from the diverse communities it serves  contributes 

towards providing culturally competent8 healthcare services (Vydelingum, 2006; Harris 

et al., 2013; O’Neill, 2016) which leads to improvements in quality of care for patients 

(Cohen, Gabriel and Terrell, 2002; Anderson et al., 2003), increased patient 

satisfaction (Loftin et al., 2013), improved health outcomes (Kline, 2014) and cost 

management (Hunt, 2015; O’Neill, 2016).  

 

1.2 Rationale 

The existing qualitative evidence base highlights a number of salient barriers for 

underrepresented groups not choosing nursing education and careers, specifically: 

lack of family information and support (Greenwood and Bithell, 2005; Fathi et al., 

2015); lack of access to appropriate information, advice and guidance (Darr et al., 

 
8 Culturally competent services are those which have the knowledge of different cultural beliefs, 
values and practices have the potential to reduce ethnic minority health disparities, and are less likely 
to mismanage and misdiagnose patients (Bhui et al., 2007). 
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2008; Young, 2016); financial burden of entering and remaining in higher education 

(Kim et al., 2017); isolation and loneliness; lack of emotional and moral support from 

tutors (Chambers and Alexis, 2004; Connor, 2008); experience of racism and 

discrimination (Johnson, 2012; R. Harris et al., 2013); nursing courses being more 

difficult and demanding than expected (Bowl, 2001a; Kaehne et al., 2014; Young, 

2016); lack of clarity on nursing role and career progression (Harrison and Journeaux, 

2011; Wood, 2016); lack of clarity on nursing education related expectations (Kagan 

et al., 2015; Bagdonait -Stelmokiene and Zydziunaite, 2017; Oetelaar et al., 2018) and 

the disincentive of the nursing profession being presented as inferior to other health 

care professions such as medical doctors (Witz, 1990; Schoichet, 2002).  

The issue of gender presents itself a potential barrier within the literature. For the 

purposes of this study gender is defined as the construction of roles for men and 

women within a society which are complex and contested (Taylor, 2003; Kouta and 

Kaite, 2011; O’Connor, 2013; Bishop, 2015), this is different to sex which can be 

defined as the biological difference between men and women. Western concepts of 

masculinity have been noted as entailing elements of hyper-heterosexuality, placing 

emphasis on men taking professional roles with high levels of control, 

technical/physical competence, autonomy, and rationality (Connell and 

Messerschmidt, 2005).  On the other hand, a different and at times opposite set of 

roles have been constructed as part of femininity in Western culture. These include 

women being expected to take on professional roles with more emphasis on 

caregiving, nurture and domestic duties (Yang et al., 2004; McLaughlin, Muldoon and 

Moutray, 2010; Arif and Khokhar, 2017). 

Gender9 and related issues represent a barrier as there is a well reported 

underrepresentation of men (when compared to the general population) in nursing 

education and careers (Rajacich et al., 2013; Zamanzadeh, Valizadeh, et al., 2013; 

Popper-Giveon, Keshet and Liberman, 2015). Men are less likely to apply for nursing 

education and more likely to leave without any award (Mulholland et al., 2008; Roth, 

Coleman and Lance, 2008; Rajacich et al., 2013). The literature cumulatively points to 

a range of barriers for men which include the perceived feminisation of the nursing 

profession (Genua, 2005; Klein, 2009); disincentive of low pay (Pham, 2013; 

 
9 The concept of gender is discussed in further detail in Chapter Two 
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Kluczyńska, 2017); the fear of allegations due to the sexualisation of male nurses 

touching patients (Harding, 2008); working in a female dominated environment (Shen-

Miller and Smiler, 2015); gender discrimination (Folami, 2017) and lack of positive 

male role models (Meadus, 2000; Twomey and Meadus, 2016).  

A smaller number of studies identify some enablers such as developing more gender 

neutral curriculum in nursing education, male mentoring programmes and better 

access to nursing careers information (O’Lynn, 2004; Gilchrist and Rector, 2007; 

Devito, 2015). More generally, a number of enablers were also identified including 

tutors who were patient, approachable and got to know the student personally 

(Villarruel, Canales and Torres, 2001; Gardner, 2005; Loftin et al., 2012); resilience of 

some students and developing student networks of support (Grainger, 2006; Zheng et 

al., 2014; Margo Brooks Carthon et al., 2015).  

The evidence base reports ethnicity as a barrier for those entering and progressing in 

nursing education and careers. Ethnicity is a complex concept and has been variously 

defined in the literature and is discussed in detail in Chapter Four, section 4.5.5.  As 

way of summary here, for the purposes of this study ethnicity is defined as a complex 

construct encompassing various shared characteristics including biology, culture, 

language and religion (Chaturvedi, 2001). Although ethnicity can be seen simply as a 

confounding variable in a quantitative analysis, this study considers ethnicity as a more 

challenging concept which can be self-declared (Vadher and Barrett, 2009; Hickman, 

2011a), socially constructed, individual and collective (Wolf, 2006; Schraml, 2014) and 

fluid (Nazroo, 1998). Ethnicity can also be seen to be multidimensional and better 

reflect the culture, heritage and lived experience of a group of people than other 

concepts such as race (Karlsen, 2004; Johnson, 2013). 

The majority of the evidence base explores barriers and enablers for BAME people as 

a homogenous group, failing to identify communities within communities and ethnic 

similarities and differences (Salway et al., 2009). Some of these studies do identify 

ethnic (including cultural) factors which may act as barriers to positive nursing 

education experiences for BAME students. These factors include students feeling they 

were different from everyone else on their course; cultural norms of respect leading to 

lack of eye contact with faculty staff; lack of assertiveness on the part of students to 

speak up in class; language barriers and lack of cultural support such as access to 
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BAME academic role models (Yoder, 1996; Gilchrist and Rector, 2007; Loftin et al., 

2012); institutional racism (Allan et al., 2004; Likupe et al., 2014); discrimination 

(Chambers and Alexis, 2004; Ashraf and Archibong, 2009; Arday, 2018); lack of 

cultural competence in nursing education (Yoder, 2001; Berry and Loke, 2010; 

Johnson, 2012); lack of equal opportunities within workforce recruitment and 

promotion (Sheffield, Hussain and Coleshill, 1999).  

Data shows that more women than men choose nursing courses and careers 

(Muldoon and Reilly, 2003). In the UK, only 11.5% of registered nurses are men 

(Nursing and Midwifery Council, 2016), whilst only 10% of the NHS nursing workforce 

are men (The NHS Hospital and Community Health Service Non-medical Workforce 

Census Profile, 2014). This represents a significant proportion of the population, who 

also have the potential to provide a significant contribution to the NHS nursing 

workforce. It is not clear how well ‘home grown’ BSA men are represented in nursing 

education. Furthermore, we do not know what proportion of the 10% of male nurses 

working for the NHS are ‘home grown’, BSA nurses. Baseline data is required if we 

are to support workforce development and diversification, by better understanding the 

specific opportunities, experiences and outcomes for BSA men who are part of the 

potential ‘home grown’ nursing workforce. As part of answering the research question, 

this study will carry out a review of the relevant data.  

Reviewing the evidence base as outlined above suggests a set of barriers which may 

influence not just entering but the potential progression of men and BAME people 

within nursing. This study will explore this possibility further by meeting its stated 

objectives (see section 1.3) including quantitative analysis of NHS nursing workforce 

data and qualitative research on the views of BSA male nurses and relevant 

stakeholders on the experience of working in the NHS nursing workforce. 

To examine barrier and enablers for BSA men in nursing there has to be some 

discussion of applications to nursing education. There is a need for a review of 

secondary data accessed from the University and Colleges Admissions Service 

(UCAS) and the Higher Education Statistics Agency (HESA) on applications, 

acceptances and attrition data for nursing pre-registration courses with a focus on 

identifying any patterns in relation to gender and ethnicity, specifically in the case of 

BSA men. This study will carry out that review. A similar approach will be taken in 
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identifying patterns across the NHS nursing workforce using gender and ethnicity as 

variables. To the best of my knowledge, this is the first time gender and ethnicity 

variables have been used to review education nursing pre-registration course 

applications, acceptances, attrition and nursing workforce for this target population. 

Although community and parental views have been reported as having an influence 

on educational and career choices for young people (Lent, Hackett and Brown, 2000; 

Buerhaus et al., 2005; Hegna and Smette, 2017) very little research has been carried 

out with parents and the target population themselves with regard to South Asian 

communities and nursing. A recent study from the Institute of Health Research, 

University of Bedfordshire (Ali, Randhawa, Burden, et al., 2017) did research the views 

of BSA students and reported that parental views, as well as community 

misconceptions about nursing roles, perceptions of low incomes, long working hours 

and poor careers progression were some of the barriers present for the participants. 

Another study (Daly, Swindlehurst and Johal, 2003) did include South Asian students 

and parents as study participants, that study did not focus specifically on young men. 

Similarly, although Darr (2001) carried out research with the South Asian community 

in Bradford her work did not explore the barriers and enablers experienced specifically 

by men or male nurses (Darr, 2001). Further, her work considered midwifery, 

radiography and physiotherapy as well as nursing and consequently it is difficult to 

attribute views to nursing specifically. 

Therefore, there is currently a lack of evidence as to the barriers and enablers 

specifically for BSA men choosing nursing education and careers in the NHS. There 

is a need for further findings from discussions with members of the South Asian 

community including parents/carers and BSA young men in order to better understand 

their views of barriers and enablers for BSA men choosing nursing education and 

entering nursing careers. This study will conduct these discussions using semi-

structured focus groups and help place a focus on the views and voice of BSA young 

men on this subject. 

Although some studies have researched the views of nursing students (Dyson et al., 

2008; Woods-Giscombe et al., 2015) and stakeholders/professionals within nursing 

(Ali, Randhawa, Burden, et al., 2017) there is currently a lack of research on the views 

of BSA male nurses and relevant professional stakeholders. Asking nurses and 
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relevant professionals their particular experiences and views on barriers and enablers 

has been utilised in studies focussing on men entering the nursing workforce (Sayman, 

2010; Twomey and Meadus, 2016) and separately for BAME groups entering and 

progressing in the nursing workforce (Johns, 2004; Obrey and Vydelingum, 2004) 

using semi-structured interviews to gain personal insights into the experience of 

individual professionals. However, I am not aware of any study that has explored the 

views of BSA male nurses and relevant professionals in this way. 

Therefore, there is a current need to engage with both of these groups of BSA male 

nurses and relevant professionals and stakeholders in order to identify their views on 

barriers and enablers for BSA men entering and progressing in NHS nursing education 

and careers. This approach will also facilitate identification of any emerging good 

practice, personal success strategies, as well as explore the concepts of cultural 

competence and unconscious bias (Mistry and Latoo, 2009). This study will engage 

with these groups by using semi-structured, interviews in order to gain a better 

understanding of the current situation and add to the evidence base. 

There is a clear gap in the evidence looking at the barriers and enablers for BSA men 

choosing nursing education and NHS nursing careers in England. This study will make 

a contribution towards addressing this gap by better understanding how ethnicity and 

gender intersect and contribute to BSA men’s perceptions, choices and outcomes of 

nursing education and careers. The evidence base does suggest both gender and 

ethnicity have a role in men’s experience of nursing education and careers, but what 

has not been explored is how gendered constructions of masculinity may be different 

across ethnicities and how this may impact on the situation. In an ethnically 

heterogeneous society, masculinity is performed in diverse ways. As a consequence, 

it is difficult to assume that constructions of masculinity and its performance (through 

career choice for example) are likely to be the same across the board. BSA men, like 

other men, undertake complex negotiations through various cultural codes and 

practices (Swami, 2016; Ali, Bamidele, et al., 2017). This has significant implications 

for those involved in widening participation in the nursing profession, since 

heterogeneity suggests the need for relevant strategies which recognise and are 

tailored to the challenges of diversity and specificity. This means that widening 

participation interventions are more likely to be successful if they are not grouping all 

underrepresented people (such as men) together (Kaehne et al., 2014), but by being 
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culturally literate and targeting a textured population. In the case of nursing education 

and careers, we need to know if BSA men are relatively underrepresented as well as 

what specific barriers or enablers they may face.  

The literature provides evidence that the group of nursing students and the nursing 

workforce is shaped by beliefs and ideas about gender and ethnicity. What is 

suspected is given that there are some differences between BSA men and other men; 

it seems possible that masculinity and attitudes towards nursing among these groups 

may be viewed differently. In other words, masculinity is not universal but a culturally 

embedded performance (Gill, 2012; Swami, 2016) and therefore we need to be able 

to understand some of the decision-making processes by which men perform 

masculinity in relation to career choice and the nursing profession (Brown, 2009; 

Cottingham, 2014). 

In England, there is no study that has looked at the intersection between ethnicity and 

gender for ‘home grown’ BSA men and nursing from the perspectives of the young 

men, parents, nurses and professionals. Because England has its own NHS, this study 

focuses on the context of BSA men and nursing in this country, using relevant local 

areas (such as Luton) to access and explore BSA community views. The issues 

considered in this study do have implications for the UK in general, as there are many 

cultural similarities for BSA men across the UK. There are also many similar workforce 

issues which cut across nursing employers across the UK (West and Staniszewska, 

2004).   

However, this study is focussed on the NHS nursing workforce in England. There are 

a number of reasons why England (as opposed to the UK) has been chosen as the 

geographical location for the study. One reason is that the NHS is structured by 

country, not kingdom (ie NHS England, NHS Scotland, NHS Wales and NHS Northern 

Ireland). Secondly, the workforce data required for analysis in objective 1 of this study 

is available by country from HEE. As the workforce planning organisation for the NHS, 

HEE itself has national responsibility for England (as opposed to the UK). Thirdly, the 

applications and acceptance data required for objective 1 of this study are available 

for the UK via UCAS, however a substantial amount of courses in Scotland are not 

available via UCAS.  Fourthly, the national census data required for benchmarking 
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purposes for this study is available for England and Wales, however the Scotland 

census data are subject to different governance and archiving protocols. 

Therefore, for the purposes of geographical data alignment and coherence across 

data sets, this study focusses on England as its geographical location (see figure 14 

page, 95). However, the complexity of data sources and the respective data gathering 

and dissemination processes provide challenges, above and beyond geographical 

alignment. The issue of ethnic categorisation across different organisations is one of 

the most fundamental challenges for this study.  Examining barriers and enablers to 

widening participation for BSA men entering and progressing in NHS nursing careers 

in England will inform policy makers and others engaged in increasing the number of 

‘home grown’ nurses. Having highlighted the importance of exploring the specific 

context of BSA men; relevant results and findings may be applicable to develop 

recruitment and retention strategies for target populations such as other BAME groups 

as well as men in general. 
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1.3 Research question, aim and objectives  

1.3.1 Research question 

What are the barriers and enablers for BSA men entering and progressing in NHS 

nursing careers in England? 

1.3.2 Aim 

To examine the barriers and enablers for BSA men entering and progressing in NHS 

nursing careers in England. 

1.3.3 Objectives 

The above aim and research question will be addressed by meeting the following 

objectives: 

1. To carry out a review of applications to nursing pre-registration courses and 

current NHS nursing workforce data. 

 

2. To explore South Asian community views on the barriers and enablers for BSA 

men choosing nursing education and nursing careers10. 

3. To ascertain professional and stakeholder11 (NHS managers, nursing 

education programme leads, education professionals, BSA male nurses) views 

on the barriers and enablers for BSA men entering and progressing in nursing 

education and nursing careers. 

 

 

 

 
10 Nursing education refers to those studying toward pre-registration nursing degrees. NHS nursing 
careers refers to employment as a registered nurse and subsequent career development within the 
NHS. 
11 Professionals include those working in the nursing profession and stakeholders include those who 
may have a professional interest in developing the nursing workforce 
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1.3.4 Outline of thesis 

This dissertation describes a mixed methods PhD study in order to examine the 

barriers and enablers for British South Asian (BSA) men in NHS nursing careers in 

England. This thesis is presented in nine chapters as follows:  

Chapter One: above presented the introduction, including a rationale for the study. It 

set out the research question, aim, objectives and contribution to knowledge for the 

study. 

Chapter Two: sets out the background context of men in nursing, and a discussion of 

constructs such as gender, ethnicity, patriarchy and masculinity and their impact on 

the discourse of nursing; and argues that there is a dearth of research on BAME 

(and specifically BSA) men and nursing discourse.  

Chapter Three: discusses the conceptual framework, examining the appropriateness 

of intersectionalism as a framework for the study; as well as presenting the relevant 

literature and evidence base. 

Chapter Four: presents the ontological foundations and research approach, including 

pragmatism; mixed methods and detailed methods for each objective and the 

relevant ethical considerations for the study. 

Chapters Five, Six and Seven: present the quantitative results and qualitative 

findings for the study. Those being: quantitative results of a secondary review of 

national data on application, acceptance and attrition rates for University nursing 

education. Followed by qualitative findings of semi-structured focus groups held with 

BSA young men and parents. And finally, qualitative findings of semi-structured 

interviews held with BSA male nurses and professional stakeholders. 

Chapter Eight: presents a thematic discussion of the results and findings and doing 

so meets the objectives and answers the research question. The discussion is 

presented in the context of barriers and enablers for BSA men entering and 

progressing in NHS nursing careers in England. Results and findings are finally 

converged and discussed using an intersectional approach.  
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Chapter Nine: concludes the document and outlines the study limitations, contribution 

to the field, conclusions and recommendations. 

 

1.4 Chapter Summary 

This chapter presented an introduction to the study and a rationale for the research 

question, aim and objectives, based on the current evidence base. The review of the 

current evidence base was presented as barriers and enablers considering variables 

such as ethnicity and gender. It has explained why the focus of the enquiry is 

identifying barriers and enablers for BSA men entering and progressing in NHS 

nursing careers in England. The results and findings from this research will provide 

empirical, theoretical and policy contributions on the quantitative landscape and lay / 

professional views on barriers and enablers for BSA men entering and progressing in 

NHS nursing in England. The findings will be of use to those involved in developing 

and diversifying the nursing workforce, with particular reference to widening 

participation for ethnic minority groups and men. 
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Chapter Two: Contextualising men in nursing and the nursing discourse  

2.1 Introduction 

This contextual chapter describes the evolution of nursing in the UK. Highlighting the 

history of nursing workforce issues and the complexity of how workforce issues have 

related to race and immigration resulting in a discussion of ‘home grown’ versus 

internationally recruited nurses and the emergence of the widening participation 

agenda. The chapter then goes on to provide a critical analysis of how the nursing 

discourse has contributed to constructing nursing as a feminine role. It discusses the 

key concepts of gender, masculinity and patriarchy and their impact on the discourse 

of nursing. The chapter then considers the specific position of BAME men in nursing 

discourse before discussing the concept of ethnicity in more detail within this context.  

This chapter is based on an extensive literature review. The review of the literature 

has also informed other chapters within my thesis, particularly Chapter Three and 

Chapter Eight. Figure 1 overleaf sets out some of the subject areas that will be covered 

in this Chapter and in Chapter Three. The diagram is an attempt to mind map the 

various themes that needed to be explored within the existing literature, when 

attempting to answer the research question. 
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Figure 1.  Mind map of themes related to the research question 

 

What are the barriers and enablers for BSA men entering and 
progressing in NHS nursing careers in England?

Gender

masculinty

patriarchy

Widening 
participation

Nursing education

Nursing discource

Racism within the 
NHS

ethnicity

intersectionality

 

 

This mind map was developed iteratively, as did the research question, following an 

initial literature review. The review explored the overarching question: ‘What 

interventions have been introduced to widen participation for BME men into the 

nursing profession in England?’ This initial overarching question for the literature 

review led, via an iterative process, to defining the eventual research question for the 

thesis. The final research question for the thesis was a result of reviewing the existing 

evidence base and identification of a knowledge gap. 

For the initial literature review, a search string was constructed using key words12 

which informed the searches in addition to thesauri variants (Khan et al., 2003; Dixon-

 
12 ( BME OR BAME OR minority OR ethnic ) AND ( men OR male* ) AND ( nurs* OR midwi* OR allied 
health professionals OR AHP ) AND ( widening participation OR recruitment OR WP ) AND (England) 
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Woods, 2006). Various databases were searched13, as well as google search engine, 

grey literature was identified using Ethos (dissertations and thesis search), reviewing 

reference lists of relevant articles and personal contact with identified authors. The 

identified papers were stored using Mendeley reference manager software in order to 

manage duplicates and citations in a more robust manner. Inclusion Criteria for the 

initial review included papers written in English language and papers published from 

the year 2000 onwards. Exclusion criteria included papers in languages other than 

English and papers published pre 2000.  

Although the initial literature review, as described, followed the process outlined 

above, it was not a systematic literature review (Krnic Martinic et al., 2019). My 

literature review was carried out in a systematic and organised way with the objective 

of mapping out the range of research and other evidence available on a topic (Aveyard 

and Bradbury-Jones, 2019), The question of what constitutes a systematic review or 

a literature review is contested. In their research Krnic Martinic et al (2019) found 188 

different elements that could constitute a systematic review, whilst Aveyard and 

Bradbury-Jones (2019) discussed the evolution of the literature review more generally, 

from a simple binary of traditional systematic (Cochrane) review and narrative review 

through to a position where a plethora of approaches to reviewing literature were 

established. They identified 35 different terms to describe a literature review including 

integrative reviews (Cameron et al., 2011) and rapid reviews (Razaq et al., 2020). My 

review of the existing evidence base was ongoing throughout the duration of my study, 

following the initial literature review as described above.  

What follows is a contextual exploration of some of the subjects in the diagram above, 

using the available literature, which flowed out of the original literature review. 

 

 

 

 

 
13 Academic Search Elite; ERIC; Education Abstracts; Educational Administration Abstracts; 
PsycINFO; Education Research Complete; SocIndex; CINAHL Plus with Full Text; Medline; ASSIA; 
British Nursing Database; Scopus; Cochrane; Pubmed 
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2.2 The history of nursing and workforce policy in the NHS   

The NHS is the major employer of nurses in the UK (Charlesworth and Lafond, 2017; 

West, 2017; Appleby and Abbasi, 2018) Working under the strategic leadership and 

funding of the Department of Health, the NHS is made up of a number of employer, 

administrative and commissioning organisations. The structure of the NHS has 

developed since its inception in 1948. It has moved from being a centralised provider 

service to incorporating elements of an internal market system in the 1980’s which 

includes a number of NHS and Foundation Trusts, which together are the biggest 

employers of nurses in the UK (The Kings Fund, 2017). There are a smaller number 

of nurses working within the private sector in a variety of settings including residential 

nursing homes and hospices. All nurses have to be registered with the Nursing and 

Midwifery Council (NMC) which is the UK wide regulatory body for the nursing 

profession. 

There are four different fields within the nursing education, those being: adult, children, 

mental health and learning disability (Smith et al., 2008; RCN, 2017). There are a 

number of widening participation access courses into nursing that are being explored, 

however currently, you need a nursing degree in order to become a registered nurse 

(provided by an NMC approved Higher Education Institution). Following ascertaining 

a relevant nursing degree, there are a multitude of nursing roles within the profession. 

These roles vary across fields and can include management and consultation 

responsibilities. NHS nurses in England are paid according to the Agenda for Change 

(AfC) payscale (Pirie, 2005). Nurses are placed in one of nine pay bands on the basis 

of their knowledge, responsibility, skills and effort needed for the job. Graduate nurses 

often start on Band 5 (approximately £22,000 per annum). An assessment of each 

nursing post, determines the correct pay band for each post, and as a result, the basic 

pay. Within each pay band, there are a number of pay points.  As nurses successfully 

develop their skills and knowledge, they progress in annual increments up to the 

maximum of their pay band. The highest pay band (Band 9) equates to a salary of 

approximately £98,000 per annum. Clearly this is exceptional numeration compared 

to most roles within the NHS, however it is indicative of the development of nursing as 

a profession (Watts and Green, 2004). 
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However, there is a debate as to what extent nursing has developed as a profession 

and to what extent the status of nursing professionals has been promoted (Rafferty, 

2018). The role of nursing has developed but not to the extent that some within the 

field would want it professionalised (Witz, 1990; Thomas and Richardson, 2016). One 

of the key factors in impeding the recognition and development of nursing as a 

profession has arguably been nursing’s longstanding relationship with religion. 

Nursing’s historical roots within various religious institutions has led it be seen as a 

moral, ethical and religious calling or vocation (Mackintosh, 1997; Lundmark, 2007).  

This view of nursing as a vocation was based not only in the religious virtuosity of 

nursing as an act, but the close linkage of nursing being seen as inherently a feminine 

and linked to motherhood and obedience (to often male doctors) (Yam, 2004;). 

Researchers such as Lundmark (2007) note that since the emergence of modern-day 

nursing as a profession in the late 20th century, there has been a debate on whether 

nursing should be seen as a vocation or a contract.  The view of nursing as a contract 

revolves around the scientific and technical aspects of nursing being emphasised. This 

emphasis includes the raising of educational standards for nurses (as in the 

requirement to have a minimum BSc degree in England) and the certification of 

qualified nurses (as in the requirement for registration with the NMC in the UK). 

Mainstream nursing organisations have lobbied to raise the profile and stature of 

nursing as a contract. They have argued that seeing nursing as a vocation is to the 

detriment of the profession as it is seen to hold less professionalism, less credibility 

and status within society. However, specific changes to the NHS such as the 

introduction of an internal market have been seen to further diminish the role of nursing 

in England (Hallam, 2002; Lawless et al., 2019). Here nurses were increasingly seen 

as (cheap) ancillary support to doctors in a context of needing to provide more 

healthcare services at less cost. Nurses were seen as a cheaper option of staffing 

needed to cover wards, whilst doctors did the important work of providing medical care 

(Hallam, 2002). 

This diminishing of nursing as a profession is one of the key factors which have 

contributed to the nursing shortage in the NHS. Nursing is not perceived as a high 

status profession (Arnold et al., 2003; Hollup, 2014; Duran, 2015) and as such many 

people (including BAME people and men) do not consider pursuing a career in nursing 

(Stanley, Beament, Falconer, Haigh, Saunders, Stanley, Wall, et al., 2016). Other 
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factors which have been seen to contribute to nursing shortfalls include: inadequate 

workforce planning and allocation mechanisms, resource constrained undersupply of 

new staff, poor recruitment, retention and return policies, and ineffective use of 

available nursing resources through inappropriate skill mix and utilisation, poor 

incentive structures and inadequate career support (Buchan and Aiken, 2008). These 

factors have all contributed to the overall challenge of recruiting and retaining the 

required number of nurses, which has led some governments to look abroad to help 

them cover their own staff shortages. In the case of the UK, this international 

recruitment has included nurses from within the European Economic Association 

(EEA) and more globally. The Figure 2 below shows the changing proportions of new 

entrants to the UK nursing register from 2013 to 2018. 

Figure 2. Proportions of new entrants to UK nursing register  

 

The chart above shows a six-fold increase of international recruits joining the register 

from outside the EEA between 2013 and 2018. Conversely there is a 16% decrease 

in UK or ‘home grown’ registrants in the twelve months leading to 2018. 
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2.2.1 Race and international recruitment in the NHS 

The UK government has historically struggled to recruit the required number of nursing 

staff. It actively engaged in the recruitment of nurses overseas throughout the 1950s 

and 1960s in order to fill a gap in the workforce (Raghuram, 2007; Solano and Rafferty, 

2007) . Many of these staff belonged to specific ethnic groups, and this brought its 

own set of problematic implications (Obrey and Vydelingum, 2004; Mapedzahama et 

al., 2012; Garner, Conroy and Bader, 2015). However, the 1970s saw a decline in 

overseas recruitment until around the late 1990s where the significant number of 

nurses leaving the profession came to a head. Nurses voted with their feet in the face 

of what some of them saw as an underpaid, undervalued profession within a rigid 

hierarchical organisational structure (Buchan and Edwards, 2000). In addition, the 

introduction of an internal market, introduced by a Conservative government, was 

seen to lead to a trust/employer led model where the working conditions and 

expectations were becoming increasingly undesirable. This resulted in an increase in 

those leaving the profession and a marked decrease in those entering it.  There were 

approximately 75,000 nursing students in 1984 with only half that number by 1994 

(Carter, 2000) . 

This set of circumstances has led to the government relying on a strategy of overseas 

recruitment once again from 2000 onward. This pattern did not cease and data from a 

BBC Freedom of Information request showed that on 1 December 2015, the NHS in 

England, Wales and Northern Ireland had more than 23,443 nursing vacancies with 

69% of NHS Trusts still actively recruiting for doctors or nurses abroad at that time. 

The government commissioned the Migration Advisory Committee (MAC) in October 

of that year to clarify whether there was such a shortage of nurses in the UK that these 

roles could be added to the Shortage Occupation List (SOL) Addition to the SOL would 

justify recruitment of nurses from non-European Economic Areas as the SOL identifies 

occupations were there are not enough resident workers to be able to fill the required 

posts. In 2016 the MAC advised that nursing roles would be added to the SOL, 

acknowledging the significance of the recruitment problem. The need for ‘home grown’ 

nurses to add to the workforce was clearly stated in the MAC’s advice to the 

government as its Chair emphasised the need for the country to be able maintain its 

own supply of nurses and not rely on overseas recruitment.  The 2016 report also 
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identified that vacancy rates in some NHS Trusts (especially in London and the South 

East) was at an average of 17% and some as high as 30% (Glasper, 2016). 

Alongside the longstanding need to recruit more nurses a public debate on racism and 

the (in)equality of opportunity within public services evolved, and this debate has been 

well documented. The need to recruit a diverse workforce, (as well as one that reflects 

the community it serves), has also long been recognised. Policy makers working within 

and with the NHS first made the explicit link between the need for BSA healthcare staff 

and service provision in the early 1980s. The ‘Stop Rickets Campaign’ (Department of 

Health and Social Security) made this explicit link. The re-emergence of Rickets as a 

significant threat to public health in the UK was framed as ‘Asian Rickets’ (Bivins, 

2014). The Minister for Health at the time, Gerrard Vaughan publicised the ‘Stop 

Rickets Campaign’ and had the departmental policy makers target their work with BSA 

communities and community leaders (Bivins, 2014). This led to Save the Children 

Fund making clear policy recommendations around increasing the number of South 

Asian nurses in 1983 leading to the ‘Asian Mother and Baby’ campaign in 1987 (Darr, 

2001). The deliberate effort to recruit 80 ‘link workers’ from the community for the 

project was one of the first BSA targeted initiatives for diversifying the NHS workforce 

(Darr, 2001).  

 

2.2.2 Institutional racism and unconscious bias 

Sir William Macpherson’s report on the death of Stephen Lawrence published in 1999 

was a seminal point in the evolving debate on race, institutions and services in 

England. The report brought the concept of institutional racism into public parlance, 

defining the term as “The collective failure of an organisation to provide an appropriate 

and professional service to people because of their colour, culture, or ethnic origin. It 

can be seen or detected in processes, attitudes and behaviour which amount to 

discrimination through unwitting prejudice, ignorance, thoughtlessness and racist 

stereotyping which disadvantage minority ethnic people” (Macpherson, 1999). It is 

important to acknowledge the significance of the conceptualisation of institutional 

racism, particularly in relation to intersectionalism, which is the conceptual framework 

for my study (please see Chapter Three, section 3.3 for a further discussion of this 

relationship. 
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The Macpherson report acted as a catalyst for the amendment to the existing Race 

Relations Act in the year 2000. Although the amended Act has since been superseded 

by the Equality Act 2010, many of the issues that need addressing remain the same. 

The need to challenge inequitable service provision, and eliminate inequality of 

opportunity for the potential public sector workforce, remain at the heart of the 

legislation. The focus of my study is on the workforce aspect of this issue, although 

there will inevitably be overlapping issues between workforce and service provision 

within the wider context. 

The establishment of the Equality Act, its public sector duty and the related Equality 

and Human Rights Commission demonstrate a governmental commitment to 

countering acknowledged discriminatory practice within the public sector. However, 

there is an increasing acknowledgement that discriminatory practice cannot always be 

recognised or intended directly. Notions of indirect discrimination, implicit bias and 

unconscious bias (Cornish and Jones, 2013; Williamson, 2018) have been used to try 

to explain some of the reasons why there may be such inequality of opportunity for 

minority groups including BAME people. The NHS, as one of the biggest public sector 

organisations has been referred to as a cornerstone for evaluating the strength of 

national commitments to equality of opportunity for Britain’s citizens belonging to a 

minority ethnic group (Iganski et al., 2001; Naqvi, 2016; Appleby and Abbasi, 2018). 

Alongside the legislative requirements around providers having to have equality 

policies in place, the government has in the past devised national initiatives such as 

the ‘equality delivery system’ for NHS organisations. The NHS is still one of the largest 

employers of people belonging to an ethnic minority in the UK.  Further to that, nurses 

are the largest single occupational group within the NHS (HSCIC, 2016; WRES, 2019). 

Therefore, assessing and improving the state of equality of opportunity within the 

nursing workforce could be seen to have great significance. Working on developing a 

fit for purpose nursing workforce, due to its scale, could arguably be one of the biggest, 

if not quickest, wins for the NHS.    

Upon investigation nursing in the NHS, does provide an interesting microcosm relating 

to equality and workforce issues. However, the majority of studies on this area have 

conflated the issues of diversifying the workforce and developing a workforce that 
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reflects the community it serves. The latter would need to identify the number of ‘home 

grown’ people within the community and in the workforce. 

The first major study of nursing employment in the UK in 1995, carried out by the Policy 

Studies Institute (Beishon et al 1995) found that those from Black and Minority Ethnic14 

(BME) backgrounds did report facing racism and prejudice. BME nursing staff (not 

specified whether they were ‘home grown’ or internationally recruited) not only 

routinely faced racism from patients but also felt that they could not progress within 

their careers due to prejudicial attitudes amongst White NHS management and staff.  

BME staff were notably missing from senior roles within nursing according to the 

report. 

Ever since, we consistently find reported inequity and under representation of certain 

ethnic groups in specific and senior roles within the NHS and nursing (Trueland, 2012; 

Kline, 2014; Naqvi, Razaq and Piper, 2017). Historically, the Commission for Racial 

Equality (CRE) commissioned a number of studies in the 1980s and 1990s which 

involved sending out and assessing CV success rates for various NHS vacancies and 

found that there was consistent disproportionately low shortlisting for non-English 

sounding surnames (Sheffield, Hussain and Coleshill, 1999). A study even early as 

this would seem to evidence the principles of unconscious bias in practice. 

Similar research, analysing policy and practice within the NHS, also found a ratio of 

three quarters of White NHS staff achieving between 1 and 4 promotions during their 

career whilst only one quarter of their ethnic minority counterparts enjoyed such 

success (Carter, 2000). The same research also pointed to the overrepresentation of 

nurses of African and Caribbean ethnicity in psychiatric nursing. This was a result of 

active overseas recruitment from Africa and the Caribbean during the post-war years, 

when there was an acute shortage of psychiatric nurses in the UK.  As a consequence, 

those recruiting into the psychiatric or mental health nursing vacancies often saw it as 

a ‘Black’ sector of the profession, directing new minority ethnic applicants to it. 

Furthermore, the evidence base indicates some trends around over representation of 

people of African and Caribbean ethnicity within nursing and a distinct 

 
14 The term BME is being used here as opposed to BAME because the studies in question used BME 
at the time. 
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underrepresentation of people from Pakistani, Bangladeshi and Indian backgrounds 

(Darr et al., 2008; Health Education England, 2014a; Watson, 2014).  

Regarding the NHS more widely, in 2008 the Health Service Journal carried out a 

survey of all NHS Trusts in England and based findings from the 231 respondents they 

reported that Black and Minority Ethnic staff made up 16% of the workforce, but only 

8% of non-executive directors and 5% of executive directors. Furthermore, there were 

apparent issues of Black and Minority Ethnic people being overrepresented in 

capability reviews (34%), bullying and harassment cases (44%), grievances (31%) and 

disciplinary hearings (29%). 

In an article in the Nursing Standard, Trueland (2012) found that in 2011 general 

workforce statistics showed 348,693 nurses working in the NHS in England. 20% of 

them belonged to an ethnic minority group. However, when it came to nurse 

consultants and modern matrons, the percentages were much lower at 6% and 6.6% 

respectively. She also interviewed minority ethnic nurses who had managed to work 

within senior positions who felt that no real progress had been made on the issues in 

over a decade as one recalled she was one of only 3 minority ethnic group nursing 

directors in 2001, with only 2 being in post in 2012.  

The 2012 NHS staff survey (Kline, 2013) reported that, 8% of staff reported that they 

had experienced discrimination at work from other colleagues in the last twelve 

months, of whom half (4%) reported race discrimination. Bullying and harassment 

(including that linked to a ‘protected characteristic’ in equality law) from colleagues 

and managers was reported by 24% of staff, a much higher level than that reported 

outside the NHS. 

In 2015, NHS England acknowledged that NHS Trust workforce reports and the NHS 

national staff survey data showed the treatment of BAME staff was consistently worse 

than the treatment of White staff (NHSE, 2017) . In addition, regarding leadership 

positions, BAME staff` were almost entirely absent from NHS trust boards and senior 

roles. 

There have been a number of policy initiatives incorporating efforts to try and tackle 

inequality within the NHS. These have included: The Vital Connection (2000), Race 

for Health (2004), Improving Working Lives and Positively Diverse (2004), Breaking 
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Through (2007), the Equality Delivery System (EDS) Framework (2011), Putting 

Patients First and Widening Participation (2013) and most recently the Workforce 

Race Equality Standard (WRES) However there has been a consistent failure  to make 

fundamental changes to the nature of the organisation that will translate policy to 

practice. The WRES, being the latest policy initiative being rolled out to date, involves 

Trusts self-assessing on a set of nine indicators was rolled out with the stated intention 

of closing the gap between the experiences of BME (BME being the WRES’ term) staff 

and White staff and helping to create NHS boards that are diverse and reflective of the 

communities they serve (NHS England, September 2015).  In June 2016 the first 

WRES annual report found that BME staff were more likely to report bullying and 

harassment at work than their White counterparts as well as have less trust in equality 

of opportunity in their careers and more likely to report discrimination from colleagues 

at work. The report was presented by NHS England as a benchmarking opportunity 

for Trusts to measure their progress going forward. 

In 2017, the WRES released its second annual report and although small 

improvements were reported in certain areas, there was still evidence of a more 

negative employment experience for BME staff. BME staff were still more likely to be 

disciplined than White staff (RCM, 2016), they were less likely to be employed when 

applying for similar jobs, they were overrepresented in lower paid roles and 

underrepresented in senior roles and they were still significantly more likely to 

experience discrimination from colleagues and managers than their White 

counterparts.  

A number of studies have reported the ineffectiveness of policy on the ground 

(Bagilhole and Stephens, 1999; Kalra, Abel and Esmail, 2009; Harris et al., 2013). 

Roger Kline suggests that the impact of NHS initiatives to counter race discrimination 

is unclear (Kline, 2014). When the Healthcare Commission (2006) carried out a Race 

Equality Audit it found that only 1% of NHS Trusts had fully met the requirements of 

the Race Relations (Amendment) Act 2000, and only 6% had even met two of the 

three requirements.  

Some research has suggested that part of the problem is that managers and those 

charged with implementing equalities initiatives often see them as extra, cumbersome 

additions to the everyday work they have to carry out (Johns, 2004). The policies are 
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seen as wasteful, unfair and at times detrimental to the effectiveness of the 

organisations they are trying to run. The ethnic minorities within the NHS have often 

viewed the policies with suspicion and derision, seeing them as nothing more than 

paying lip service to values that the organisation doesn’t actually believe in (Esmail, 

Kalra and Abel, 2005). In addition, for the purposes of this study another criticism of 

the equality agenda has been the emphasis on diversifying the workforce, providing 

equality of opportunity for BAME groups in general as opposed to identifying the 

specific circumstance of ‘home grown’ BAME people within the workforce. This is 

critical as it is the ‘home grown’ BAME groups that would better reflect the communities 

that the NHS serve. 

The consistent underrepresentation of BAME people in senior positions within the 

NHS (Kline, 2014) and overrepresentation of BAME staff in tribunals (RCM, 2016) and 

lower paid positions (Naqvi, 2016) demonstrates a longstanding disadvantage. 

Alongside institutional racism, concepts such as unconscious bias can be used to 

better understand why BAME people continue to face these barriers and 

disadvantages within the workplace. It is clearly a major a policy challenge to better 

understand and tackle this disadvantage. Barriers may be embedded within policies, 

practice and structures of power (as in institutional racism) or at an interpersonal level, 

as in the case of unconscious bias. There can also be conscious or conscious subtle 

prejudicial behaviour which can be termed ‘micro aggressions’ which is typified by 

subtle insults (verbal, nonverbal, and/or visual) directed toward people of colour 

(Solorzano, Ceja and Yosso, 2000).  

In addition, there are other subtle and pervasive forms of oppressive behaviour within 

the workplace which can be termed ‘incivility’. This is characterized by low-intensity 

deviant behaviour with ambiguous intent to harm the target, in violation of workplace 

norms for mutual respect (Andersson and Pearson, 1999). This type of behaviour has 

been analysed within the context of healthcare settings. (King et al., 2011). In their 

study of 142 NHS Trusts King et al. (2011) found that there was increased incivility 

within diverse organisations. However, when the social group of the workforce was 

matched with the demographic of the community they showed incivility was reduced, 

civility increased and so did organisational performance. 
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It is important to note that although King et al (2011) considered the concept of incivility 

within the paradigm of race and the workplace, Andersson and Pearson (1999) did not 

explicitly limit the impact of incivility to racial/ethnic groups. Rather they spoke about 

the relationship between incivility and any group’s self-perception of cultural superiority 

to another group. The point of incivility not being bound with race but rather any group 

within a power structure marginalising another group is important. This type of 

oppressive behaviour, or barrier, can be enacted against any group on the basis of 

their socio-economic status, gender, level of education, disability, age or any other 

characteristic. These characteristics can often be found within the relevant literature 

on underrepresented ‘home grown’ groups within the healthcare workforce. 

Therefore, we can start to align the evolving debate theorising inequality and 

disadvantage with the developing policy agenda around equality and diversity (please 

see figure 3, page 33). It can be argued that the debates encapsulated within race-

based analysis, such as anti-racism and multiculturalism have become more nuanced. 

The anti-racism agenda is aimed at countering illegal, discriminatory practice against 

BAME people (Kowal and Paradies, 2013) as multiculturalism highlights and protects 

the rights of BAME people as citizens (Elrick and Farah Schwartzman, 2015). The 

recent development of this debate includes concepts such as unconscious bias and 

incivility which continue the legacy of trying to counter discriminatory practice and 

protecting the rights of citizens, but instead of race or ethnicity being the main lens, 

any marginalised group can be considered as affected. It is the redress of an 

imbalance of power, marginalisation, underrepresentation and inequality that 

unconscious bias and incivility aim to tackle, not just race based prejudice.  

Much of the literature described above, whether discussing institutional racism or 

unconscious bias, is based in policy development, and as such, authors have not 

necessarily stated their ontological position. However much of the approach can be 

reported as pragmatic and utilising mixed methods. The conceptual or theoretical 

approaches are often grounded in critical race analysis. This approach not only 

focuses on race and ethnicity but also focusses on power (as does intersectionality). 

Leading us to consider intersectionality as an appropriate framework for this study, 

based on the evidence base, as the intent of much of the research above, is based in 

the pursuit of social justice and considers power relations between people of different 

groups akin to intersectional studies. The use of a conceptual framework like 
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intersectionalism which is based in a political philosophy in a mixed methods study, 

can add value to a study such as this (Mertens, 2010). This aspect of intersectionality 

and its relevance as a conceptual framework for this study will be further discussed in 

Chapter Three. 

 

2.2.3 Moving from international recruitment to a ‘home grown’ workforce; the 

importance of considering equity as opposed to equality 

It is important to note that the majority of the equality discourse considered in this 

chapter is based on the principles of equality meaning treating everyone the same 

(Walden et al., 2018). This approach aims to diversify the workforce and reduce 

inequality of opportunity across different groups (such as BAME and White groups) 

within the nursing workforce by treating everyone equally. However, for the purposes 

of this study, I am not simply focussing on diversifying the workforce. We are 

considering the aspiration to develop a nursing workforce that reflects the community 

it serves (NHS Health Education England, 2016). It is at this point that we need to 

consider the use of ‘equity’ as opposed to equality’ as a more nuanced and appropriate 

approach. Equity is not so much about treating everyone the same, rather providing 

everyone the particular resources they require to be successful (Takeuchi et al., 2018). 

In order to develop a nursing workforce which reflects the community it serves, those 

involved in recruiting nursing students and qualified nurses need to consider  who to 

target (‘home grown’ underrepresented groups) and what particular support each of 

them require in order to be successful (an equitable approach). Equality requirements, 

implemented without due consideration, can result in simply diversifying the workforce, 

resulting in a workforce that does not necessarily reflect the communities it serves. 

For example, healthcare providers may internationally recruit South Asian male nurses 

(diversifying the workforce) but not target and recruit British ‘home grown’ South Asian 

male nurses (which would better reflect the communities the workforce serves). 

As well as legislative requirements around healthcare providers having to have 

equality policies in place, the UK government has in the past devised national 

initiatives to widen participation for underrepresented groups, specifically in higher 

education (Boliver, 2015; Young, 2016). This concept of widening participation is not 

unique to the UK, as in other parts of the world such as Australia the term ‘equity’ is 
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more commonly used, yet the principle behind these concepts is fundamentally the 

same; to increase the opportunities for traditionally underrepresented groups to  

access and benefit from Higher Education (Heaslip et al., 2017). In the UK, widening 

participation has its origins in higher education (Vignoles, 2014). Studies have 

traditionally focussed on the viewpoint of the higher education providers (Boliver, 

2013; Newton et al., 2014) the experiences of underrepresented groups, specifically 

in the context of social class, ethnicity, older  students (Reay and David, 2002; Boliver 

and Swift, 2011; Parel and Boliver, 2014) and disabled students (Shevlin, Kenny and 

McNeela, 2004). 

Although widening participation is a relatively recent concept in healthcare for 

considering the inclusion of traditionally underrepresented groups the journey to this 

point has included a number of theoretical and political concepts. As outlined above, 

the government’s deliberate international recruitment policies had the consequence of 

introducing large numbers of BAME immigrants into the UK. The 1940s onwards saw 

not only the inception of the NHS but also significantly increased post war immigration. 

The legislative and social policy response to having these newly settled BAME groups 

included initial debates around multiculturalism and anti-racist policy and practice. The 

legislation and policy initiatives aimed to counter the racial discrimination that these 

BAME people were facing in many aspects of their lives as well as celebrate diversity 

and difference. The NHS, as a public service institution, has reflected these policy 

developments. However, the policy debate has moved on since anti-racist practice, 

through multiculturalism and promoting equality of opportunity and celebrating 

diversity of immigrant BAME communities. The debate has now shifted to engaging 

with, recruiting and retaining ‘home grown’ underrepresented groups within the NHS 

workforce. These underrepresented groups include some BAME groups such as BSAs 

within nursing. 

 

 

 

 

 



33 
 

The diagram below shows this developing policy discourse. 

Figure 3. Summary of key policy developments informing widening participation within 

the NHS workforce.  

 

The diagram above summarises the policy narrative which has informed part of the 

widening participation agenda.  The need to recruit more nurses led the NHS (along 

with the rest of the country’s public policy formation) to go on a journey. This journey 

has had social justice at its core, and moved from initial debates around anti-racism, 

through to multiculturalism and most recently included efforts to widen participation. 

However the effectiveness of these policies within the NHS and in wider public policy 

have been challenged (Craig, 2007; Kline, 2014). All of these policy initiatives aim to 

provide equity of access and opportunity for minority groups of one form or another. 

May they have been recently arrived BAME immigrants in a post war NHS, right 

through to the grandchildren of those immigrants who have been born and brought up 

in this country but still face social and economic disadvantage because of institutional 

racism, unconscious bias and other types of barriers. These barriers may manifest 

themselves in different ways and at different levels, however they continue to affect 

the ‘home grown’ population. 

• Including approaches to reduce discriminatory practice

• The Vital Connection (2000), Race for Health (2004),Improving Working 
Lives and Positively Diverse (2004)

Anti-racist policies (aimed at protecting immigrant staff)

• Including approaches to promote equal opportunities and celebrate 
diversity

• Breaking Through (2007), the EDS Framework (2011), WRES (2015 to 
present)

Multicultural policies (aimed at protecting and promoting BAME staff)

• Including approaches to recruitment and engagement of underrepresented 
groups

• Widening Participation; It matters ! (2014 to present ), Talent for Care (2014 
to present)

Widening participation policies (aimed at developing a home grown diverse staff)
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The focus on ‘home grown’ highlights the importance of being educated/trained within 

the country. The idea of growing your own workforce relies on drawing on the pool of 

domestically educated/ trained people to develop the healthcare workforce. This policy 

agenda is not necessarily about embedding requirements to protect foreign or 

internationally recruited BAME people within the NHS workforce, but rather to 

acknowledge the emergence of generations of UK born and educated BAME people 

that can potentially contribute the NHS workforce. 

This approach is acknowledged in international as well as national policy. The World 

Health Organisation set out global milestones for all countries to make progress 

toward halving their reliance on internationally trained people for national healthcare 

workforces (WHO, 2016). This aspiration to grow the healthcare workforce from within 

the borders of each member country is a clear indication of the need to move away 

from international recruitment and development of a ‘home grown’ workforce.   

At a national level, Health Education England have committed to developing a ‘home 

grown’ healthcare workforce which is trained within the country and reflects the 

communities it serves (Health Education England, 2014a). The need for the healthcare 

workforce to reflect an increasingly diverse population (including a significantly 

growing BSA population), as well as the issues around reliance on overseas 

recruitment of nurses, requires a focus on ‘home grown’ South Asians for this study 

(Inman et al., 2007; Health Education England, 2014a; Munn, 2018). This focus on 

identifying and seeking out BSA men is not only problematic in terms of empirical 

implications around data gathering and analysis, but is also problematic in its 

theoretical implications. This aspect of BSAs and a ‘home grown’ NHS nursing 

workforce will be further discussed later in the chapter (section 2.4.3).  

Alongside the workforce policy context of nursing in the NHS is it is important to 

consider the global development of nursing and the nursing discourse. This discourse 

has been dominated by certain constructs such as femininity, masculinity and 

patriarchy. These constructs constitute various aspects of gender as a social 

construct, and as such the next section provides a critical analysis of how these 

constructs have shaped nursing discourse over time.  
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2.3 Gender and the nursing discourse 

Nursing is perceived and understood within given societal constraints. There are a set 

of implicit rules which govern how we communicate and understand ideas relating to 

nursing; as such it has its own discourse15 (Hargreaves, 2005). Historically, the law, 

regulation and increasingly the role of culture have been recognised as significant 

factors in framing nursing as a feminine profession and proving a barrier for men 

entering the profession. Foucault (1979) developed the concept of discourse to 

decipher the meaning of any given subject. Discourse(s) he argued were bound 

together by the identity of the subject that held them together (ie psychiatry, medicine, 

grammar) (Foucault, 1993; Besley, 2015). In this sense nursing itself can be seen as 

a subject that holds its own discourse, in which boundaries are socially constructed 

and value, power and legitimacy are created, maintained and policed. Just as some 

discourse analysis identifies how modern democracies construct political identities on 

the basis of opposite binaries such as citizen/non-citizen, we/them, 

legitimate/illegitimate (Besley, 2015). We can identify how nursing has been socially 

constructed16 and how cultural discourse has created the rules of what nursing 

represents (and does not represent) and who can (and cannot) be seen as a nurse. 

Using this concept we can start to identify the ways in which nursing has been socially 

constructed in discourse, defining a nurse as a woman/not man, feminine/not 

masculine, female/not male, caring/not curing, as a result more men work in the NHS 

than women, yet men are underrepresented in NHS nursing (Horan, 2017) . 

We can use what Foucault (1979) termed the ‘theory of derivation’ to understand some 

of the implications of how nurses have come to symbolise a certain type of person 

over time. In their commentary on Foucault’s discursive analysis of the wet-nurse, 

Clinton and Springer (2017) refer to the evolution of the twelfth century French word 

 
15 This study uses a Foucauldian definition of discourse and can be thought of as  a complex systems 
of thoughts which have various components including ideas; attitudes; action, beliefs and practices 
that systematically construct the subjects (in this case nursing) and the contexts or worlds they inhabit 
(Foucault, 1979). The use of discourse as a concept can be utilised to identify how wider networks of 
meaning are made within structures, in this study it can help identify how nursing as a profession has 
been constructed  in society, and how it has been closely aligned with ideas of femininity to the 
exclusion of masculinity and (BAME) men (Panopio, 2010). 
16 Social constructivism as a concept is useful to this study in understanding that individuals develop 
subjective meanings of their experiences. Furthermore, these subjective meanings are negotiated 
socially and historically. They are not simply imprinted on individuals but are formed through 
interaction with others (Creswell, 2014) 
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‘nurrice’ (denoting foster mother or wet-nurse) through to contemporary discourse 

around advanced nurse practitioners in Canada. The lineage of the word nurse, 

through history can be seen to signify various ideas of nurturing and sustaining, from 

the Latin  ‘nutricius’, to the French ‘nurrice’ and later to ‘nourice’, meaning to nourish 

or nourishing (Christensen, 2017). However ‘nurrice’ was specifically and inherently 

gendered as female (as only females could act as wet-nurses); reputedly promiscuous 

(as the character of some wet-nurses was questioned) and at the same time caring 

(as in the nurturing aspect of the role of the wet-nurse) (Clinton and Springer, 2017). 

Although this analysis helps a particular understanding of nursing discourse through 

what is signified, it also sheds light on what is not signified. Neither men nor ethnicity 

are mentioned in any of this discursive analysis. The only role men play is that of the 

doctors based at the Vaugirad Hospital in Paris, who administered mercury to syphilitic 

wet-nurses as part of their treatment regimes. The exclusion of men and ethnicity may 

be a result of Foucault’s focus on using his concept of ‘the quadrilateral of language’ 

metaphor to explain how language worked as opposed to a specific focus on men and 

ethnicity in nursing. Nonetheless, the exclusion of these variables within the discursive 

analysis is significant, as it highlights the acceptance of nursing being the domain of 

women, and White women within the discourse. It is the omission of men and ethnicity 

from the analysis that emphasises this significance. 

 

2.3.1 The history of men in nursing 

The omission of men within the discourse and consequent construction and 

expectation that nursing is a feminine profession is in some aspects, in direct 

contradiction to the historical facts. Some of the earliest documents relating to the 

profession demonstrate the critical role that men played in nursing throughout history 

(Roth, Coleman and Lance, 2008). The first nursing schools in the world were founded 

in India about 250 B.C. under the reign of Buddhist King Asoka (Christensen, 2017). 

Only men were considered "pure" enough to become nurses and therefore women 

were not permitted to train as nurses (O’Lynn, 2004).  

The diagram below provides an overarching representation of how men have 

contributed to the nursing profession over time. 
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Figure 4. Overarching timeline for men in nursing  

 

 

 

Some of the earliest documents relating to the profession demonstrate the critical role 

that men played in nursing throughout history (Romem and Anson, 2005; Roth, 

Coleman and Lance, 2008). The Roman military nurses known as Nosocomi 

developed fundamental nursing practices around health and hygiene in the battlefield 

(Buck, 2015; Christensen, 2017). In Egypt and spreading throughout Turkey and then 

Europe, the Parabolani Brotherhood carried on the tradition of men caring for the sick 

through around the third century A.D. these men nurtured the sick and buried the dying 

throughout a plague at the time (Genua, 2005). The role of religion and men continued 

with St. Benedict founding the Benedictine nursing order, with St. Alexis continuing the 

work in the sixth century (Cook-Krieg, 2011).  

The St John of God’s Knights Hospitallers, the Teutonic Knights, the Knights of St. 

Lazarus and the Hospital Brothers of St. Anthony continued to provide nursing related 

services during the middle Ages (Barrett-Landau, 2014). The symbol of St John’s 

order, the Red Cross, still remains a ubiquitous symbol of health care, as does the 

3rdCentury BC

INDIA

Budhist men only 
nursing schools set 

up

3rdCentury 

EGYPT

Christian 
Parabolani 

Brotherhood starts 
providing  nursing 

duties

6th Century 

ITALY

Care for the sick is 
routinely provided 
by the Benedictine 

Monks

12th Century  

ISRAEL

Nursing standards 
are raised by St 
John's  Knights 

Hospitallers 

15th Century 

BELGIUM

Alexian Brothers 
specialise in mental 

health care and 
nursing the sick

20th Century

WORDWIDE

John Henry Durant 
wins the first Nobel 
peace prize. Male 
nursing advocacy 

groups are 
developed and men 
provide significant 
nursing  services in 
various armies and 

domestic  health 
services



38 
 

legacy of the first ambulance created by the order to train men for nursing in the field. 

The St Johns Ambulance service continues to this day. Military, religious and lay 

orders of men including the ‘Alexian Brothers’ continued the tradition around 1300 

A.D., providing nursing care for the poor and their legacy continues to this day in the 

United States (O’Lynn and Tranbarger, 2007; Arif and Khokhar, 2017).  

With the dissolution of the monasteries during the 16th and 17th centuries records of 

male nurses become scarcer (Evans, 2004). However, various civil and international 

wars throughout the centuries then saw significant numbers of men taking up nursing 

roles in battle fields across the world (Care et al., 1996; Cook-Krieg, 2011). In 1859, 

Jean Henry Dunant provided nursing care after the Battle of Solferino. He helped 

found the International Red Cross and the Geneva Convention, following which he 

was awarded the first Nobel Peace Prize in 1901 (Neff, 2014).  

 

In England, 1937 saw Edward Glavin form the British Society for Male Registered 

Nurses in order to promote the better standards of professionalism in nursing with 

male nurses carrying out the significant duties related to mental health nursing at the 

time (Mackintosh, 1997). The Ministry for Health actively recruited men for nursing 

positions in 1943 and 1949 with the result of dramatic increases in the number of male 

nurses employed during the period (Mackintosh, 1997). 

The diagram above shows that historically men have had a significant role in the 

creation and development of much of the modern nursing role (Mackintosh, 1997; 

O’Lynn and Tranbarger, 2007; Cook-Krieg, 2011). Additional developments took place 

in England during the end of the nineteenth and beginning of the twentieth century, 

where increasingly marginalised men in the nursing field tried to organise and re-

assert their place in the profession.  

There were the development of a number of male nursing associations including the 

Medico-Psychological Association which produced the first accreditation system for 

male attendants working in asylums (Christensen, 2017); The Temperance Male 

Nurse Association provided three years training programmes for those men involved 

with psychiatric nursing; The Society of Male Nurses and Masseurs and the Nurses 

Mutual Benefit Association offered similar training and The Royal Army Medical Corps 

trained over 800 male nurses using a three year programme (Mackintosh, 1997). 
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These efforts helped bolster the male contribution to nursing in England, however one 

of the key figures in nursing history at this time, Florence Nightingale, had an 

alternative and significant impact.  

 

2.3.2 Florence Nightingale’s influence on nursing 

Florence Nightingale, helped the framing of nursing as a feminine profession in 

modern western society (Garofalo and Fee, 2010; Kirk, 2011). Nightingale served in 

the Crimean war in the 1850s, tending to soldiers whilst recording the disastrous 

conditions in which care was being delivered. She eloquently lobbied the British 

government to increase resources and was critical in improving the standard of care 

and professionalism involved in what we perceive as modern day nursing. (McDonald, 

2001; O’Lynn, 2004). 

However, Nightingale was not the only nurse to have treated soldiers during the 

Crimean War, nor was she the only one to have a significant impact on nursing. Other 

nurses such as Mary Seacole travelled around the world, treating Cholera and Yellow 

Fever victims in the 1850s, as well as tending to soldiers during the Crimean War 

(Anionwu, 2012). Seacole progressed major epidemiological thinking by proposing the 

contagious nature of Cholera and adding to the development of germ theory in 

medicine and nursing (Paquet, 2017). Seacole was a Black nurse, of Jamaican and 

Scottish ancestry and did not benefit from the recognition and reputation that her White 

counterpart, Nightingale, received. 

Like Seacole, Nightingale’s impact on nursing was progressive in many ways, her work 

on statistics and epidemiology was ground breaking at the time (Beyersmann and 

Schrade, 2017). Both women developed nursing education and practice to 

professional levels (Yam, 2004; McDonald, 2012; Thomas and Richardson, 2016). 

Both emphasised the importance of cleanliness, ventilation, warmth, hydration, rest 

and nourishment in patient care in nursing (Anionwu, 2012; Paquet, 2017).  

However, it was Nightingale’s personal views and motivations on the requirements of 

the nursing role and the ‘inherent’ nature of men and women had a significant effect 

on the perception of nursing. She returned after carrying out field work in Turkey, India 

and the Crimea to a deeply Victorian England (McDonald, 2001). Views on women 
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and domesticity permeated English society. Women were valued and commended for 

their role within the home and family but not considered appropriate for the labour 

market (Young, 2008). Nightingale used the constructions of women and femininity of 

the time to suggest that women were ‘naturally’ more suited to caring and nurturing for 

wounded soldiers than men due to their caring nature, spirituality and morality 

(Christensen, 2017). She saw the nursing profession as a legitimate field for her and 

women like her, of good social and moral standing. She re-claimed nursing as a space 

for ‘legitimate’ women as opposed to the morally suspect wet-nurse concept of nurses 

at the time. She did professionalise nursing but only for women (Young, 2008), and 

for women who were educated and of a certain higher social class (Mackintosh, 1997). 

Research on this aspect of society suggests that it was this view of women being born 

with skills around intimate care and domestic duties coupled with feminized moral 

codes and concepts of ‘womanliness’ being positioned directly against concepts of 

masculinity that lead to the feminization of the profession across large parts of the 

world (Burns, 1998; Yam, 2004). This split of Victorian expectations of what women 

were expected to be like and how men were meant to behave aligned perfectly with 

the caring / curing split being spread across the medical professions – with women 

and nursing fitting in the former (Cottingham, 2014). These perceptions spread across 

Europe, North America, Latin America, non-Muslim parts of Africa and countries in 

Asia (Burns, 1998) as men were increasingly segregated and marginalised within the 

nursing profession.  

Nightingale not only lobbied government but set up a standardised set of nursing 

schools across England, none of which admitted men. This policy spread at a time 

when standardised nursing education was developing across Europe and America in 

the 1860s and 1870s (LaRocco, 2010). Systemically, women only nursing schools 

opened in the Unites States. Men were stopped from joining the mainstream nursing 

fraternity throughout the West. Specifically, in England, the Nurses Act of 1919 men 

did not allow men to register on the general nurse register in England. They were not 

allowed access to join the register fully until the 1949 Nurses Registration Act, having 

been discriminated against on the basis of gender throughout that period (Mackintosh, 

1997). Some would suggest that marginalisation stills continues and forms the basis 

of gender discrimination in nurse education and the nursing workforce to this day 

(Herdman and Badir, 2008; Kouta and Kaite, 2011). 
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Nightingale’s views and nursing school policies had a number of effects, including the 

division of labour within nursing based on gender (Monteiro, 1985; Brown, Nolan and 

Crawford, 2000). Her influence on nursing education at a critical time saw men being 

allowed only one role in nursing; that being working in psychiatric institutions. The 

segregation of duties included men being deemed fit only for disciplines such as 

mental health, with the brute strength required from men for restraining patients (Cook-

Krieg, 2011). With no formal nursing education available to men, the men that were 

allowed to work as hospital attendants increasingly became synonymous with the 

management of violent and threatening psychiatric patients (Mericle, 1983). These 

roles were occupied by men who were known as ‘keepers’ or ‘attendants’ at hospitals 

and asylums, these men were at times former inmates and patients of these 

institutions and were deemed appropriate for carrying out the physical aspects of the 

role including restraining and moving aggressive male patients (Mackintosh, 1997). 

Mericle, (1983) argues that three major factors contributed to the propensity for male 

nurses being overly represented in psychiatric nursing. Firstly, he suggests that as 

male hospital attendants were often utilised for the control of violent patients and 

aggressive behaviour from patients with mental health issues, men were viewed 

increasingly as appropriate for this area of what would become nursing. Secondly, the 

Victorian based moral perspective of men being appropriate for nursing male patients 

(coinciding with an increase in formal care and treatment for those with mental health 

issues, often male patients in asylums). Thirdly, as noted above, a number of systemic 

exclusionary policies were implemented stopping men from entering Adult nursing 

including female only nursing schools and the barring of men from joining the nursing 

register. This legacy of men gravitating toward or being assigned to mental health 

nursing is prevalent today, to the point that men have been reported to be more 

confident in mental health nursing roles than their female counterparts (Clinton and 

Hazelton, 2000; Moylan, Cullinan and Kimpel, 2014). As studies have shown not only 

do proportionally more men occupy mental health nursing roles, but they also use the 

clinical terminology of psychiatric nursing more than female nurses in order to identify 

themselves in their professional role (Bagilhole and Cross, 2006; OConnor, 2015). 

This type of phenomenon would suggest assertion of a form of patriarchy within 

nursing where men claim ownership of clinical, technical and less emotionally 



42 
 

intensive forms of nursing duties in order to maintain a masculine identity within the 

field of nursing (Connell and Messerschmidt, 2005). 

It is important to note that although men have been marginalised through a number of 

factors outlined above, they have contributed more to nursing than just in the field of 

psychiatric nursing. They have pioneered nursing education, by opening the first 

nursing schools; advanced health and hygiene in military nursing and advanced the 

cause of gender equality in the profession (Mackintosh, 1997; O’Lynn, 2004; Bagilhole 

and Cross, 2006; Cook-Krieg, 2011).  

 

2.3.3 Representing men in nursing 

Whilst sex is defined as the biological difference between men and women, the 

construction of gender roles is more complex and contested, for example the 

constructions of ‘old’ and ‘new’ forms of femininity emerge and decline over time 

incorporating elements of feminism within new femininity (Taylor, 2003). Similarly 

constructions of being a man and ‘new man’ have been identified incorporating a 

gentler, modernised, feminine and more complete masculinity (Loughrey, 2008).  It 

has become increasingly clear that concepts such as masculinity and the gendering 

of both male and female roles in contemporary western society has made it difficult for 

men to enter the nursing profession (Evans, 2004). Western concepts of masculinity 

have been noted as entailing elements of hyper-heterosexuality, control, 

technical/physical competence, autonomy, and rationality (Connell and 

Messerschmidt, 2005).  Alternatively, some research has emphasised the need to 

acknowledge the construction of masculinity being associated with violence, 

aggression, physical toughness and strength as they are seen to have a limiting effect 

on men’s help seeking behaviours (Doyal, 2001; Galdas, 2006; Ali, Bamidele, et al., 

2017). 

Strategies highlighting the positive impact that men have had on nursing would help 

counter some of the longstanding recognition in nursing discourse study that identify 

British constructions of good nurses as ‘good women’ (Hargreaves, 2005). Research 

into contemporary Western media representations of nursing and the nursing 

discourse (Kalisch and Kalisch, 1986; Kagan et al., 2015) found that there was a 
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tradition of portraying nurses as female, less intelligent and less rationale than 

physicians, who were often male. Furthermore, studies on Western media, especially 

film, consistently represent male nurses as murderers, incompetent or framing their 

sexuality as problematic (Kalisch and Kalisch, 1986; Stanley, 2012). This aligns with 

the work of others such as Meadus (2000) who identify common representations of 

male nurses as gay or effeminate and framing this as a negative thing. In some specific 

research of medical television programmes (Weaver et al., 2014a) it was found that 

three subcategories of implicit and explicit messages were being sent out around male 

nurses – those being: questioning of their choice of profession, their sexuality and their 

masculinity. 

However, there are very few notable examples of positive representations of male 

nurses. One of these exceptions is Senior Charge Nurse Charlie Fairhead, played by 

Derek Thompson, in the British medical drama Casualty (1986-present). The 

commercially successful Hollywood film Hacksaw Ridge (2016) also saw Andrew 

Garfield portray the real-life experiences of Desmond Doss, an army combat medic. 

This is another example of the minority of positive representations of male nursing 

images in Western media, however some question what negative impact media 

representations can really have. There is an argument that it is too simplistic to assume 

that media imagery such as  some mainstream Hollywood films portraying male nurses 

negatively will have a negative effect on nurse recruitment or the nursing profession 

(Pritchard, 2012).  This highlights the complexity of the actual situation, as the 

gendering of nursing is more sophisticated than it first appears. A discussion of 

different perspectives on the implications of nursing discourse and gender is required 

at this point. 

A perception that nursing, women, caring, nurturing and femininity are inextricably 

linked has developed across the Western world (Yang et al., 2004; Hargreaves, 2005; 

Sayman, 2010). However, it is possible for men to be caring, nurturing and nurses. 

This contradiction is central to understanding men and the (dis)engagement with the 

nursing profession (Hollup, 2014). The relevant societal ‘rules’ that have been 

constructed over time to dictate what men and women should be alongside what a 

nurse should be (Hargreaves, 2005). These constructs have been termed as gender 

for the putative differences between men and women, masculinity for how men should 

behave, femininity for how women should behave and wider concepts such as 
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discourse can be utilised to understand who should be considered eligible to be a 

nurse according to those constructs (Sedgwick and Kellett, 2015). 

The apparent or promoted contradiction between what it means to be masculine and 

what is required of working as a nurse are central to the challenges around identity 

formation and socialization that men undergo when considering and becoming nurses 

(Heikes, 1991; Juliff and Russell, 2016).  The exploration of gender role norms in 

structured classification instruments such as the BEM Sex Role Inventory has been 

used in studies (Loughrey, 2008) when researching male nurses. Loughrey (2008) 

found that a complex process was taking place for male nurses as they seemed to 

identify more closely with female gender role norms than male gender role norms. This 

conflation of the different societal expectations of what men and women should be like 

and the nursing profession is fundamental to understanding men and nursing more 

generally. 

As constructions of masculinity (Courtenay, 2000; Doyal, 2001) developed they were 

often framed as directly opposite to the characteristics required of nurses (Genua, 

2005), and this itself is a key challenge for men when forming their identity as nursing 

professionals (Ayala et al., 2014). Men have made a considerable contribution to the 

development of nursing as a profession throughout history (Evans, 2004) however, 

there are a number of factors which have made it increasingly difficult for them to 

consider or enter the profession in many parts of the world, including England 

(Panopio, 2010). The fact that the nursing workforce contains more women is a result 

of, and contributor to, the deterrence of men entering the profession. Whilst it is 

accepted that there are more female nurses than male, there is an added challenge 

of construction that nursing is not only a female dominated profession but that it is a 

profession more suited to women (Stanley et al., 2016). These perceptions can result 

in complex and problematic phenomenon such as the perceived sexualisation of male 

nurses’ touch, which is not the case for male doctors (Harding, 2008). These issues 

can then lead to further difficulties for men in the nursing profession, such as increased 

number of disciplinary and competence hearings. For example in 2016, concerns 

involving men made up more than 25% of the new cases for the NMC Fitness to 

Practice hearings, whilst men only made up 11.5% of the register (Nursing and 

Midwifery Council, 2018). However, some international studies have challenged the 

direct correlation of overrepresentation of male nurses in disciplinary procedures and 
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gender discrimination, finding no evidence that this is due to gender related bias at the 

level of reporting or at the level of discipline (Chiarella and Adrian, 2014). 

Apparent barriers and problems such as the ones outlined above for men entering and 

progressing in the nursing profession are one aspect of the overall picture. Alongside 

the perceived and real barriers and disadvantages men face, there is also evidence 

that men do well if and when they do enter the profession. There is merit in studying 

men and masculinity (Peretz, 2016), as this will not only acknowledge the idea that 

men have also undergone a cultural and historical process of gendering but that this 

acknowledgement can then lead to the evening out of power imbalance between men 

and women (Waling et al., 2018). This power imbalance between men and women 

has been argued to extend across various domains through patriarchal systems of 

male advantage. Patriarchy can be considered as the ‘rule of men’ (Millet, 1969) in 

which the dominance and advantage of the male gender over the female penetrates 

all other forms of social division including economic, class, caste and religion. 

However, the concept of patriarchy has hidden complexities within the context of 

nursing. Evidence suggests a ‘patriarchal paradox’ is in place for men in nursing 

(Kellett, Gregory and Evans, 2014). This study sets out a number of barriers for men 

entering and progressing in the nursing profession. These include higher attrition rates 

from nursing education (Anthony, 2004; Mulholland et al., 2008) (as acknowledged in 

objective 1 of this study). However, the key problem they identify is the gendering of 

caring within the feminine domain and consequent marginalisation of men (through 

constructions of masculinity) as unlikely care givers.  

In opposition to this argument, with regard to masculinity and nursing, Cottingham 

(2014) argues that nursing organisations, including in Britain, consistently use hyper-

masculine signifiers, images and text when trying to recruit men. Please see examples 

overleaf: 
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Figure 5. Are you man enough poster 

 

Source: Are You Man Enough… recruitment campaign. Oregon Centre for Nursing. 
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Figure 6. Adrenaline rush poster 

 

Source: American Assembly for Men in Nursing recruitment campaign. 

 

These types of recruitment materials, which are taken from an American context, rely 

on imagery relating to dominant forms of Western masculinity, appealing to men to 

join the nursing profession based on existing tenets of masculinity including sports, 

strength, action and speed (Bridges, 2013). The adoption of this form of masculinity 

from recruitment through career paths has also been reported upon.  Men are 

portrayed as distancing from feminine gendered roles and signifiers. Advertising 

vacancies, often show male nurses as physically strong, and representing decisive, 

aggressive leaders, unconditionally dedicated to their job (Cottingham, 2014; 

Cottingham, Johnson and Taylor, 2016).  
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These representations can be interpreted as men in nursing demonstrating a 

patriarchal hierarchy within nursing; dissociating from femininity and suppressing 

subordinated forms of masculinity (Connell and Messerschmidt, 2005). This image 

aligns within the real life implications of patriarchy in which men hold power and 

advantage, in practice leading some men to create ‘islands of masculinity’ (Muldoon 

and Reilly, 2003)  within the profession. Some men gravitate towards and excel in 

technical/assessment/acute and emergency roles within nursing (Kleinman, 2004). 

This particular circumstance of men being in the minority in the nursing profession, yet 

experiencing accelerated career progression (Evans, 2004); higher average earnings 

(Barrett-Landau, 2014) and preferential treatment from male medical practitioners 

(Ellis, Meeker and Hyde, 2006) evidences patriarchal advantage within nursing. In this 

sense a ‘patriarchal dividend’ (Herdman and Badir, 2008) is apparent as opposed to 

a ‘patriarchal paradox’ (Kellett, Gregory and Evans, 2014). A recent analysis on the 

position of BAME female nurses in the NHS suggests that BAME male nurses would 

experience a different level of disadvantage in comparison to White male nurses 

(Brathwaite, 2018). The use of a post-colonial perspective by Brathwaite (2018) 

highlights how BAME women experience racialised and gendered power 

disadvantages. This study would suggest that BAME women are victims of both 

patriarchal and postcolonial power structures; but that BAME men could face 

racial/ethnic prejudice in the nursing workforce, but not the gender aspect of 

patriarchal disadvantage by virtue of being men. 

Others take the argument further and suggest that men should not be considered at 

any kind of disadvantage when entering the nursing profession (Brown, 2009). In his 

article Brown (2009) posits that not only do men enjoy privilege in society at large but 

that they further utilise the ‘men’s movement’ to use a victim status in a profession 

where they actually often earn more money and progress quicker than their female 

counterparts. He questions the idea of an accepted feminisation of the nursing 

profession and associated discourse of nursing as a female profession, including 

media representations of male nurses and their sexuality as problematic. This 

argument would question the real effect of reported disadvantages for men in nursing 

such as role strain and gender discrimination (Folami, 2017). Others question the 

exploration of nursing as a profession (Witz, 1990), as she argues that the concept of 

professions itself was based in a patriarchal discourse. Rather a consideration of 
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‘professional projects’ is recommended. The projects are identified as constructed by 

gendered agents and set within a context of a division of medical labour in the late 

eighteenth and early nineteenth century. In her analysis, Witz (1990) suggests that a 

complex set of exclusionary / inclusionary / demarcation strategies are employed in a 

patriarchal system and gives the example of medical men demarcating their territory 

and privilege over female nurses. This analysis would align with the work of 

Cottingham (2014) who identifies the explicit gendering of aspects of healthcare work 

in recruitment and publicity material in order to portray men in a certain way. 

Others promote the de-gendering of the profession and portraying nursing more 

positively overall in career choice and recruitment related material, as it is seen as 

inferior to medicine (Price and Mcgillis Hall, 2014). This would de-gender the argument 

and place the emphasis on elevating the status of nursing with healthcare disciplines 

more generally in order to tackle perceptions and consequent recruitment challenges 

(Cook-Krieg, 2011). Although the move toward de-gendering the nursing profession 

may hold advantages (Pritchard, 2013; Price and Mcgillis Hall, 2014) it would seem a 

challenging task in the face of current perceptions The debate around how best to 

tackle the problem of the underrepresentation of men in the nursing profession is 

clearly complex as evidenced by the section above. However, the emphasis on 

recruitment and retention of men in nursing has often been focussed on nursing 

discourse and issues of gender, masculinity and patriarchy but not necessarily 

ethnicity. The next section of the study introduces the issue of ethnicity into the wider 

debate around the underrepresentation of men and nursing. 

 

2.3.4 Representing Black and Asian minority ethnic men in nursing 

Although there have been attempts to reframe nursing from it being a female 

profession and encourage men ‘back’ to nursing much of the attention has been 

focussed on White men/masculinity (Burns, 1998; Dorsey, 2005). Nursing shortages 

have meant that there have been recurrent nursing recruitment drives from overseas 

(Department of Health, 2004; Grieco and Hamilton, 2004; McElmurry et al., 2006; 

Solano and Rafferty, 2007) which have included men but these have not focussed 

purposively on recruiting men and thus have not consciously engaged with issues 

around masculinity. This approach to replenishing nursing staff for the UK has been 
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termed as a ‘quick fix and unsustainable’ (Buchan and Seccombe, 2013). The surge 

of internationally recruited nurses seems to be tailing off and at its peak accounted for 

more than 80,000 overseas nurses being added to the UK nursing register between 

1997 and 2004 (Buchan et al., 2005). Specifically in England, the same study analysed 

a London wide profile of internationally recruited nurses, surveying 380 respondents, 

to report that 16% of internationally recruited nurses were male compared to around 

9% within the domestic workforce. Although this shows a higher proportion of male 

nurses, there have been no deliberate efforts to recruit male nurses internationally, 

most reasons sighted for nurses coming to this country were for economic reasons 

with some commonwealth country members suggesting social factors such as joining 

family members already settled in the UK. Critically the efforts to recruit nurses 

internationally may have an unintended consequence for healthcare providers with 

regard to the equality agenda as discussed earlier in this chapter. By having more 

international employees (who are often BAME people) they would be visible in any 

monitoring of numbers of BAME nursing staff. Therefore, it could apparently seem that 

a diverse nursing workforce was in place. However, that would mask the fact that these 

BAME staff were not necessarily ‘home grown’ nurses, and not drawn from the 

communities the service was provided to. International recruits would be socialised, 

educated and trained in their own home countries and often experience a very different 

culture in the UK (Wallace, 2012; Likupe and Archibong, 2013; Thorne, 2017).   

There needs to be a considered approach to attracting, recruiting and retaining ‘home 

grown’ men specifically to the nursing workforce (O’Connor, 2012). As Health 

Education England (HEE) have stated their aim to develop a diverse and ‘home grown’ 

workforce, then we must consider how to better engage with a diverse, ‘home grown’ 

community of men (HEE,2014). This approach would need to consider the difference 

in the construction of masculinity across different ethnicities, as researchers such as 

(Swami, 2016) suggest there are subtle differences in the construction of masculinity 

depending on what ethnic background men come from. Others such as (Johnson and 

Cuyjet, 2013) report on African American men understanding their concepts of 

masculinity as closely tied to their ethnicity, as do (Jaspal and Cinnirella, 2012) for 

British Muslim men and (Gill, 2012) for British Sikh men. In this aspect we need to be 

sensitive to the idea of hegemonic masculinity not only being grounded in men holding 

power over women in society, but that hegemonic masculinity is also grounded in 
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White men holding the central position of power. The tackling of masculinity in nursing 

discourse has largely been the tackling of constructions of White, western, 

heteronormative (Shukla, 2001) constructs of masculinity in the nursing discourse. It 

is only when we are alert to this concept that we can then move on to understanding 

the differentiated approach needed to tackle the constructs of masculinity that may be 

present for men across ethnicities (including BSA men). 

There are positive examples in relation to the recruitment of men into nursing 

considering ethnicity, and lessons can be learned from how the profession is framed 

and promoted in other countries such as Ireland, Israel, Kenya, Spain and Saudi 

Arabia (where men make up more than 30% of the nursing workforce). Researchers 

such as (Popper-Giveon, Keshet and Liberman, 2015) argue that the construction of 

Arab male masculinity is not in contradiction with the expected role of a nurse and this 

is partly why there is a significant number of those men working as nurses in Israel. 

This emphasis on identifying the ethnicity (Arab) and its influence on the construction 

of masculinity are important to note as it starts to acknowledge the role of both ethnicity 

and gender on issues to do with men and nursing. This acknowledgment can help us 

identify an appropriate conceptual framework for this particular study that 

accommodates the consideration of more than one aspect of identity formation; 

intersectionalism17 (Crenshaw, 1991) is one such framework. 

In addition, the consideration of different approaches to male nursing around the world 

is useful in determining the specific situation in England. Within the discourse of 

nursing in this country, not only have men been excluded or marginalised, further to 

that, BAME men have been especially invisible. Research has been carried out into 

the male representation in nursing but to then cross reference these investigations 

with ethnicity is rare (Wingfield, 2009). One such study by Burns (1998) charted the 

structural exclusion of acknowledging a Black male nursing workforce in South Africa. 

All of the studies mentioned above researching male representation in nursing 

discourse did not focus on BAME men representation in any way. 

 
17 For the purposes of this study the terms intersectionalism and intersectionality are interchangeable 
as they both refer to the study of intersections between different disenfranchised groups or groups of 
minorities (Dutta, 2015) 
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Thus the issue of BAME men and nursing discourse has long been out of scope for 

much of the research in this area. It could be argued that not only has the Western 

nursing discourse defined nurses as women as opposed to men, but further that when 

there has been the marginalised and often negative portrayal of male nurses, they 

have been predominantly White. Therefore, twice marginalising the BAME (or for the 

purposes of this study, BSA) male population in nursing discourse. Having considered 

some of the concepts relating to gender, the next section considers the concept of 

ethnicity and how it may have an impact on this study. 

 

2.4 The problem of ethnicity and ethnic categorisation 

2.4.1 Ethnicity and ethnic categorisation as contested concepts 

It is important to note that ethnicity as a concept has developed out of a policy and 

academic discourse. Previously, the terms ethnicity and race may have been used 

interchangeably. However, race not only denotes the categorisation of people by 

physical characteristics, it has also signified potent cultural metaphors and value 

judgments justifying negative/discriminatory attitudes (Vickers, Craig and Atkin, 2013). 

Although the discrimination and racism may continue to exist, the way in which 

difference is conceptualised has developed from biologically based constructs of race 

to socially based understanding of shared kinship, heritage and culture. 

As outlined in section 2.2.2 above, a policy discourse evolved within nursing workforce 

development, stemming historically from an anti-racist movement through to a 

contemporary widening participation agenda. Similarly, anti-racism emerged as the 

antithesis to evidently racist and discriminatory service provision (Bhopal, 2007; 

Berman and Paradies, 2010). Inherent to the discriminatory treatment of BAME people 

was an ideology of race and biologically based racial hierarchy (Mistry and Latoo, 

2009). Ethnicity, as a term, provided a more nuanced understanding of difference 

which went beyond race and biology, allowing for a more sophisticated policy and 

practice response for the needs of BAME people in Britain (Atkin, 2008).    
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However, ethnicity remains a complex construct and even the way in which it is defined 

is contested. Previous research has identified that colloquial understanding of the term 

can include aspects of origin, culture, ancestry, related or similar to race, social 

similarity, religion, and identity (Suyemoto, Curley and Mukkamala, 2020). Ethnicity 

can affect behaviour through the learned experience of cultural values and social 

norms (Markus, 2008), these social norms can influence the construction of gender 

roles and related concepts such as masculinity and femininity (Swami, 2016). Ethnicity 

is more than biologically determined, as it can be conceptualised as including 

sociological processes of ethnic identification rendering ethnicity as a ‘bio-cultural’ 

concept (Salway et al., 2009). Some researchers also challenge the idea of ethnicity 

being a fixed or stable set of characteristics for any group, as they are ever evolving 

and fluid (Nazroo, 1998; Ahmad and Bradby, 2007). However utilising the concept of 

ethnicity in health research can help raise the quality of research and tackle health 

inequalities (Chaturvedi, 2001; Atkin and Chattoo, 2007; Salway et al., 2009). 

This study takes the definition of ethnicity as a complex construct encompassing 

various shared characteristics including biology, culture, language and religion 

(Chaturvedi, 2001). Using Chaturvedi’s (2001) definition which proposes ethnicity as 

a complex construct of assuredly biology, but also culture, including language and 

religion, this concept of ethnicity has been extensively utilised within epidemiological 

studies in order to explore disease variation between populations (Chaturvedi, 2001; 

Randhawa, 2012). However, it remains a problematic concept within academic 

research, as definitions and usage of ethnicity are contested. It has been argued that 

the use of ethnicity in health research has developed from an ‘untheorised’ approach 

where culture is mapped on to ethnic categories and ‘essentialised’ (Nazroo, 1998; 

Simpson, 2000). Others have argued that health research perspectives on ethnicity 

are unsophisticated and rely too heavily on the presumption that ethnic variables 

represent fixed and true genetic or cultural differences between groups and that we 

need to move beyond using biological characteristics such as ancestry for defining 

ethnicity (Karlsen, 2004; Johnson and Cuyjet, 2013).  

The subject of using ethnic categorisation for the purposes of understanding health 

inequalities and outcomes has repeatedly been contested and debated by various 

academics (Wolf, 2006; Schraml, 2014). Using ethnicity as a concept to group different 

people together presents its own challenges. Following on from Nazroo (1998) others 
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such as Salway (2009) have highlighted the dangers of using ethnic categories as a 

tool for the purposes of identifying health inequalities amongst different groups. Using 

ethnic identities as a tool in this way can lead to the mistake of viewing these identities 

as fixed. Salway (2009) argues that the formation of ethnic identity and the constant 

evolution of these identities make them fluid and complex, and as such researchers 

need to take care when trying to make sense of the particular experiences of 

individuals and groups. Another study (Ahmad and Bradby, 2007) warns of the 

dangers of focussing heavily on a given ethnic group (specifically South Asians) in 

predicting health outcomes for a general, wider population. 

Those arguing for the use of ethnicity in such a way argue that it is a helpful tool in 

better understanding the disadvantage that some groups face when engaging with 

and accessing services. They stress the importance of using concepts such as 

ethnicity to aid researching increasingly globalised, multi-ethnic societies, with rising 

numbers of refugees and migrants around the globe (Chaturvedi, 2001; Bhopal, 2004). 

Whilst those arguing against its use suggest that the subject is so fundamentally 

contested that the meaning of terms such as ethnicity are not universally agreed upon, 

therefore using them as a central construct for difference and grouping of people is 

flawed (Cho, 2006). Although this argument holds true to some extent, it does not 

provide useful alternatives to the use of ethnicity. This study is based in a pragmatic 

approach to addressing practical and real issues being faced within communities and 

their services. Therefore, adopting this approach, whilst recognising the limitations of 

concepts such as ethnicity, using BSA as a grouping for the target population is 

necessary for this study. Ethnic grouping and categorisation do present a practical 

challenge for data gathering for this study as the next section will outline. However, 

the use of ethnicity as a concept and ethnic categorisation as a tool in the 

methodological approach is a requirement for this study, as they have been used for 

similar purposes by key studies within the evidence base previously (Darr, 1998; Daly, 

Swindlehurst and Johal, 2003; Dyson et al., 2008; Ali et al., 2016). 

The evidence base, for this study has largely used a health research approach to 

utilising the concept of ethnicity. However, the fact that many countries still do not use 

ethnic categorisation within their national census data captures demonstrates the 

contestability of the construct and its use. The ethnic group question was first 
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introduced to the England and Wales census in 1991. The justification for the question 

was that ethnic group question provided information on the population’s ethnic 

characteristics which then could be used by organisations to monitor equal 

opportunities and anti-discrimination policies, and to plan for the future through 

resource allocation and informing provision of services. Since 1991 the number of tick 

boxes for individual ethnic groups has grown from nine to 18 in 2011. A relevant and 

clear example of how ethnicity has been redefined and categorised is in the case of 

the Chinese ethnic grouping. The categorisation for self-identification in England in 

2001 was as shown in the figure below. 

 

Figure 7 Asian or Asian British categorisation according to the census in 2001 

 

This classification system as presented did not clarify the ‘other Asian group’ therefore 

it is not clear how many people are included as Asian or Asian British that are not 

linked to the South Asian subcontinent. The re-positioning of the 'Chinese' tick box to 

Asian/Asian British in 2011 meant that this was now one of many other separated 

ethnic group categories for people to self-identify. Previously those of Chinese descent 

may have identified as ‘Any other ethnic group’ or ‘Any other Asian background’ as 

shown above. The figure overleaf shows the 2011 complete list of ethnic groupings. 
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Figure 7a. Complete list of ethnic grouping in the national census 2011 

 

 

This highlights a problem for the whole of this study in deciphering the exact number 

of those who are of Indian, Pakistani, Bangladeshi or Sri Lankan descent. This study 

will, where possible, use the classification system to count those of Indian, Pakistani 

and Bangladeshi descent only, as the ‘Any other Asian background’ category would 

capture any Sri Lankan people and would also include other people such as those of 

Korean, Vietnamese or Philippine descent. Another justification for this position is that 

the figures for the ‘other’ category are often significantly smaller than the main three 

Asian/Asian British categories. This study acknowledges that the construction of South 

Asian identity in the British context is itself contested and various researchers have 

commented on the diversity within this community of people (Shukla, 2001; Ali, Kalra 

and Sayyid, 2006; Uberoi and Modood, 2013). This is discussed in more detail in the 

sections below. 
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2.5 Chapter Summary 

This chapter explained the approach to the initial literature review and presented the 

context of nursing as a profession, its history and its relation to BAME groups and 

workforce policy. This was followed by a discussion of key concepts such gender, 

patriarchy and masculinity and their perceived impact on the discourse of nursing. In 

addition, it discussed how the concept of ethnicity is widely used, but also contested 

in health research. The chapter also highlighted a dearth of research on BAME (and 

specifically BSA) men and nursing discourse. This point included the need for an 

appropriate conceptual framework in order to explore the intersection of ethnicity and 

gender for this study. As noted in the introduction and rationale sections, this study 

focusses on the specific experience of BSA men as the BSA group make up the largest 

ethnic minority in the country and are reportedly underrepresented in the nursing 

workforce. The contribution that the intersectional approach can make to an 

understanding of BSA men and nursing is discussed in detail in the next chapter 

(Chapter Three). 
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Chapter Three: Conceptual framework 

3.1 Introduction 

Chapter Two presented a history of nursing and workforce policy in the NHS. This was 

followed by a discussion of the discourse of nursing focussing on ideas of gender, 

masculinity and patriarchy, looking at how the discourse of nursing has framed nursing 

as a feminine role. It also discussed some of the implications of utilising the concept 

of ethnicity when considering BSA groups. However, it argued that there is a paucity 

of knowledge in understanding the particular experience of ‘home grown’ BSA men in 

the context of nursing; consequently current research does not go far enough in 

exploring and explaining the barriers and enablers for BSA men entering and 

progressing in nursing careers.  

This chapter will consider how the evidence base further highlights the need for a more 

sophisticated conceptual framework such as intersectionalism to consider the 

research question. This chapter clarifies the linkages between the conceptual 

framework and literature review; the research question and the purpose of the study 

as stated in the rationale (Moorley and Cathala, 2019b). It will argue that compared to 

other transformative frameworks  such as critical race theory, intersectionalism can 

better help to understand the perceptions, choices and experiences of BSA men and 

nursing in this country that have an influence on barriers and enablers for this group 

and nursing careers.  

 

3.2 Decisions about the application of theory: choosing intersectionalism 

A major factor contributing to the decision about theoretical positioning and 

methodology was the result of a review of the existing evidence base (see Figure 8, 

page 59). This approach influenced the study in the decisions about theoretical 

positioning and consequent methodology. The review of the evidence base is 

discussed in more detail below. 
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Figure 8. Diagram showing how the evidence base for the study influenced the use of 

the appropriate conceptual framework  

 

3.2.1 The evidence base leading to intersectionalism 

A review of the literature was carried out with the aim of identifying the relevant 

evidence in order to synthesize findings; review methodological approaches and 

identify any gaps. Once the scope of the review had been defined; relevant sources 

were identified; the literature was then reviewed and key themes emerged (Carnwell 

and Daly, 2001). The overall evidence base on widening participation for 

underrepresented groups in nursing could be broken down thematically as follows: 

• Quantitative studies producing descriptive data on numbers of students and 

employees in nursing education and careers. Much of this literature considered 

underrepresented groups as a homogenous grouping. However, some studies 

within this theme could be identified as disaggregating gender as a variable; 

some focussed on ethnicity as a variable; however, none focused on BSA men 

as a cohort (discussed further in 3.2.2). 

• Qualitative and mixed methods studies focussing on barriers and enablers for 

underrepresented groups in nursing. Some of these studies focussed on men 

research question 
current evidence 

base
intersectionalism
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(gender); some focussed on BAME groups (ethnicity); however, none focussed 

on BSA men as a group (as discussed in 3.2.3). 

 

3.2.2 Quantitative studies on nursing student and workforce numbers 

With regard to nursing education and workforce related data, previous evidence on 

University admissions largely presents descriptive data (David, Miriam; Bathmaker, 

Ann-Marie; Crozier, 2009; Berry and Loke, 2010; Sanders and Rose-Adams, 2014) 

and shows that BAME groups are over represented in higher education (Battu and 

Sloane, 2004) but they are underrepresented on healthcare courses (Connor et al., 

2004; Health Education England, 2014a; Kaehne et al., 2014). Recruitment (Iganski, 

1998; Chevannes, 2001) and attrition from university courses has also been 

considered in relation to student representation on healthcare and nursing courses, 

with quantitative retrospective cohort analysis on student diversity and attrition rates 

(Mulholland et al., 2008; Pryjmachuk, Easton and Littlewood, 2009). 

With regard to workforce data, quantitative studies and reports show the 

underrepresentation of certain groups in the nursing workforce (Hussein, Manthorpe 

and Ismail, 1998; Sheffield, Hussain and Coleshill, 1999), specifically for men (Stanley, 

Beament, Falconer, Haigh, Saunders, Stanley, Wall, et al., 2016) and BAME people 

(Sullivan, 2004).  

Data on the NHS health workforce also shows that certain BAME groups are 

underrepresented in certain healthcare occupations  overrepresented in grievances 

(Naqvi, Razaq and Piper, 2017) and underrepresented in senior roles (Kline, 2014; 

Sprinks et al., 2014). Men have long been reported as underrepresented in nursing 

making up 11.5% of all registered nurses in the UK (NMC, 2016) in comparison to 

representing 49% of national population (Office for National Statistics, 2012) and 

within BAME groups, South Asians are underrepresented in nursing, making up 4.3% 

of the NHS  nursing workforce (HEE, 2016) compared with representing 7.5% of the 

UK population (Office for National Statistics, 2012).  

Much of the literature above, setting out the numbers in nursing education and 

workforce was produced or commissioned with a service improvement or audit 

perspective. As such, the ontological foundations were often grounded in an 
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objectivist18 position, using quantitative methods based within specific methodologies 

(Kontos and Grigorovich, 2018). This research was primarily using social categories 

of difference such as gender or ethnicity, using experimental methods limited to 

empirical data (Denzin and Lincoln, 1994). The methodologies for these purposes 

have tended to be informed by a diversity analysis, and primacy is generally given to 

gender or ethnicity, resulting in inadequate recognition of how gender interacts with 

other social categories such as  ethnicity, socioeconomic status, sexual orientation, 

and ability  (Hankivsky and Cormier, 2009). Intersectionality, however, provides a 

framework where rather than giving primacy to one social category, the intersections 

of those identifiers are examined more closely in order to gain a better understanding 

of the subject’s experience. This conceptual consideration again leads us to consider 

intersectionality as an appropriate framework for this study. 

 

3.2.3 Qualitative and mixed methods studies focussing on barriers and enablers  

There is an extensive evidence base of qualitative studies focussing on the barriers 

and enablers towards entering nursing education and careers focusing on under-

represented groups generally. These include; mature students (Reay and David, 

2002) and disabled students (Shevlin, Kenny and McNeela, 2004). A range of barriers 

have been identified which are common for many under-represented groups for 

example systemic barriers in education/service discrimination (Obrey and 

Vydelingum, 2004; Likupe et al., 2014); perceptions of nursing being physically 

challenging, lack of respect and recognition of nurses (Buerhaus et al., 2005), poor 

salaries and shift work (Ali, Randhawa, Burden, et al., 2017). US research has found 

that certain ethnic groups are more likely to suffer prejudicial processes and attitudes 

when trying to enter and progress within the healthcare workforce (Ciesielka et al., 

2005). 

In the UK there are some notable qualitative studies that have explored possible 

explanations for the under-representation of BAME groups on nursing courses and the 

nursing workforce (Darr, 1998; Chevannes, 2001; Allan et al., 2004; Sookhoo and 

Anionwu, 2006; Likupe, 2015). Themes emerging from these studies can be 

 
18 Ontological positions including objectivist and subjectivist will be discussed in more detail in 
Chapter Four 
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summarised as lack of community knowledge and misperceptions of nursing role, 

working conditions and career progress and healthcare education (Darr et al., 2008), 

as well as wider systemic barriers around in service discrimination (Likupe et al., 2014; 

Alexis and Vydelingum, 2004) and institutional racism (Likupe, 2015; Allan, 2004). 

Some of the evidence base points to the initial systemic barriers faced by BAME 

groups when applying for nursing education courses (Chevannes, 2001; Sookhoo and 

Anionwu, 2006). Dyson (2008) carried out a mixed methods study specifically looking 

at the experiences of South Asian students on a pre-registration nursing course. 

Several themes emerged around cultural background which affected students 

choosing nursing, negotiating marriage, responding to family obligations, relating to 

fellow students and accessing support. Students expressed the importance of peer 

group and personal tutor support to their academic success.  

Other studies although not specifically considering student diversity (Hughes, 2013) 

have noted the lack of social integration as a key factor within conceptual models they 

used to identify why students voluntarily dropped out of nursing and midwifery courses. 

Wrong career choice was identified by the majority of students who withdrew 

voluntarily. Other issues such as personal reasons, lack of integration, lack of 

preparedness, financial reasons, dissatisfaction with the course and/or institution were 

also quoted (Higher Education Funding Council for England 2009).  

The role of culture and religion in BAME groups choosing nursing careers in the UK 

has some notable studies, but is sparsely researched. The UK evidence base also 

indicates that ethnicity has an influence on success rates within nursing education 

careers. The cultural expectations held within ethnic groupings may also have a 

significant influence on how nursing is viewed as a career choice (Greenwood and 

Bithell, 2005). The views of community and family members of BSA men may well 

provide useful findings on what relevant (implicit and explicit) cultural enablers and 

barriers may be in place. BSA men are part of a wider community and initial findings 

from a number of studies seem to suggest specific clues within attitudes toward faith, 

gender, sexuality and nursing as a profession (Darr, 2001; Darr et al., 2008; Ali et al., 

2018). They along with some other mixed methods studies identify the lack of research 

carried out into the experiences and challenges faced by minority groups entering the 

nursing profession (Daly, Lyn Swindlehurst and Johal, 2003; Dyson et al., 2008; Allan 
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et al., 2013). Moreover, these researchers emphasise the lack of research carried out 

into the role of ethnicity and culture in influencing nursing career choices for minority 

groups. 

The literature focussing on how ethnicity influences education and career choices 

identifies barriers such as unconscious bias (O’Neill, 2016), institutional racism (Allan 

et al., 2004; Likupe, 2015), the role of cultural and religious beliefs which influence 

attitudes and perceptions specifically views of nursing as a predominantly female 

profession (Sedgwick and Kellett, 2015), providing personal care to the opposite sex 

(Daly, Swindlehurst and Johal, 2003b; Darr et al., 2008; Ali et al., 2016). The above 

literature focuses on ethnicity in relation to barriers and enablers for BAME people and 

nursing education and careers. What follows is a consideration of the literature 

focussing on gender in relation to barriers and enablers for men and nursing education 

and careers. 

As discussed in Chapter Two men have a long history in nursing (Mackintosh, 1997) 

yet remain a minority in the profession. Also, Chapter Two of this thesis considered 

part of an extensive evidence base discussing the reasons for this, which highlights 

how cultural notions of gender and masculinity may influence men’s professional 

course and career choices. Some of this literature from outside the UK comments on 

the gender dimension to choosing nursing education and careers (Rajacich et al., 

2013; Zamanzadeh, Valizadeh, et al., 2013; Devito, 2015) with some mixed methods 

research focussing on the perception of nursing as a profession, held by both males 

and females (Popper-Giveon, Keshet and Liberman, 2015; Younas et al., 2019). 

Whilst others, (Kalisch and Kalisch, 1986; Kellett, Gregory and Evans, 2014) 

concluded that there were many misperceptions about nursing and male nurses, such 

as men were less compassionate than women. These common misperceptions helped 

perpetuate a set of societal stereotypes which act as barriers deterring young men 

from choosing nursing as a career. Amongst other international studies on the 

challenges and experiences of males within nursing a number of themes also emerge 

around societal stereotypes; Zamanzadeh et al. (2013) in their study on the subject 

concluded that societal stereotypes, feminisation of the nursing profession and in 

service prejudice prevented men from entering nursing courses and careers.  
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Some studies suggest that men have been institutionally segregated and discouraged 

from entering the nursing profession in specific periods of history including nursing 

education providers declining male applicants (Care et al., 1996; Mackintosh, 1997; 

Christensen, 2017). Others suggest an alternative view and suggest that the 

segregation of men has now led to hidden advantage for men accelerating to specialist 

and elite positions in the nursing profession (Muldoon and Reilly, 2003; Evans, 2004; 

Herdman and Badir, 2008; Cottingham, Johnson and Taylor, 2016). 

The literature suggests a number of recommendations for combatting the barriers for 

men entering nursing which include targeted information and awareness raising 

around the actual role of a professional nurse, the de-gendering of nursing as a 

profession, more information on income potential/salary levels for nurses and wider 

promotion of male nurse role models to young people choosing careers. A lack of 

information and advice from schools and colleges giving information about nursing as 

a potential career for men was highlighted (Whittock and Leonard, 2003), as well as 

societal pressures such as homophobia and stereotypes of male nurses being gay, 

effeminate, less compassionate and caring that their female counterparts as 

negatively influencing men’s choices to enter nursing education and careers (Bartfay 

et al., 2010). The literature on the influence of cultural notions of masculinity on men’s 

decisions to choose nursing careers (Rajacich et al., 2013; Valizadeh et al., 2014; 

Devito, 2015) has made important contributions to understanding the under-

representation of men in the nursing workforce but has not focussed extensively on 

BAME men (Stanley et al., 2016).  

The above studies had a gender specific focus, exploring gender as the central 

construct of identity, not ethnicity. The research tends to focus on White men and their 

experiences and outcomes in relation to entering and progressing in nursing careers. 

There is a dearth of research carried out with BAME men and BSA men in particular. 

This study will ascertain and use the views of BSA young men as well as BSA male 

nurses in order to identify any emerging good practice in widening participation as 

previous studies have commented on the existence of such good practice but also on 

the lack of coherent and consolidated reporting and evaluation of the subject (Connor, 

2008; Kaehne et al., 2014; Thiele et al., 2018). 
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Overall, the majority of studies mentioned in this section have been carried out from a 

phenomenological perspective based in a pragmatic approach, using largely 

qualitative methods, but with some notable mixed methods studies. This use of 

pragmatism, and notable mixed methods in so many of the studies within the evidence 

based helped influence the research approach in my study.  Some of the studies 

researched men and nursing, some researched BAME groups and nursing, however 

none studied BSA men and nursing. This is the first research study in England that 

looks at nursing in relation to both ethnicity and gender variables by focussing on the 

barriers and enablers for BSA men as an example of both men and part of a BAME 

group, and choosing nursing education and careers. It will therefore address an 

important gap in the current evidence base. However, this study needs to utilise an 

appropriate conceptual framework to help analyse this dual marginalisation. In 

addition, considering the existence of pragmatic approaches utilising mixed methods 

in the evidence base, intersectionality presents a useful approach in both exploring 

the intersection of gender and ethnicity as factors of marginalisation and the utilisation 

of mixed methods as an appropriate methodology for intersectionalism (Hankivsky et 

al., 2010). This will be discussed further below in section 3.3. 

Having set out the evidence base above and how it points to the use of 

intersectionalism in decisions about the application of theory. The next section 

discusses the use of intersectionalism as a conceptual framework for this study. 

 

3.3 Intersectionalism as the appropriate conceptual framework 

As outlined above, (in sections 3.2.1 – 3.2.4) a number of studies investigating issues 

around men in nursing have focussed on concepts such as masculinity as central to 

the identification of barriers for men (Evans, 2004; Juliff and Russell, 2016). In 

addition, a great deal of the UK research that has focussed on BAME groups and 

nursing has largely used ethnicity or race as the central construct in identity formation. 

A further set of policy based literature has focussed on race and ethnicity, using critical 

race theory based, anti-racist and equality of opportunity approaches, to analysing the 

issues around barriers and enablers for underrepresented groups entering and 

progressing in the nursing workforce (Shields and Price, 2002; Bhopal, 2007; Mistry 

and Latoo, 2009; Kline, 2013). However within this literature, the focus on anti-racism 
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constrains the analysis by singular identity labels such as ethnic minority group. My 

study will depart from what has gone before in that the conceptual framework used 

needs to view the issues in a slightly different and more current and relevant way, as 

a range of studies (Bagilhole, 2010; Viruell-Fuentes, Miranda and Abdulrahim, 2012) 

argue, for the use of an intersectionalist lens on existing policies. They argue that  

policy development has for too long been focussed on singular constructs in identity 

formation, leaving those involved with ‘lens fatigue’ having to constantly re-asses 

levels of inequality across singular groupings such as men and women in gender 

based analysis or BAME and non-BAME in race based analysis.  

Researchers have previously used a number of theoretical approaches to analysing 

the disadvantage faced by minority groups within nursing and the workplace. These 

approaches have included critical race theory (Ackerman-Barger and Hummel, 2015); 

every day racism (Mapedzahama et al., 2012); gender based analysis (Choiniere, 

MacDonnell and Shamonda, 2010); unconscious bias (Williamson, 2018) and 

microaggressions (Solorzano, Ceja and Yosso, 2000) amongst others. Policy 

developed based in race-based perspectives has a long tradition, much of it owing to 

theoretical perspectives such as critical race theory. This study could have used critical 

race theory as its theoretical framework, as it has been widely used in educational 

theory and research (Ladson-Billings and Tate, 1995). Emerging from critical debate 

within legal studies in America, authors such as Kimberle Crenshaw contributed to its 

development as a major theoretical framework (Williams Crenshaw, 2017). Critical 

theory analyses originally focussed on the study of power structures in America 

(particularly the judicial system) and how they contributed to the subordination of 

people of colour. Alongside this there was the desire to use this critical perspective to 

help change the system toward it being more just. However critics have suggested 

that critical race theory is problematic in that it is divisive, in that it constructs insiders 

and outsiders, and it speaks only to a limited number of people and needs to be wider 

in its appeal (Litowitz, 1997). Furthermore, using a Marxist perspective, Mike Cole 

(2009) provides a number of challenges to the use of critical race theory. Namely, he 

suggests that critical race theory homogenises all White people, and presupposes that 

they have money and power – this is done through using ‘White supremacy’ as a key 

concept. Further to that he suggests that White supremacy cannot adequately explain 

nor tackle ‘non-colour-coded racism’ (Cole, 2009). This idea of non-colour-coded 
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racism is important as it starts to articulate the various forms of prejudice, 

discrimination and disadvantage that a variety of marginalised groups face. Critical 

race theory’s focus on race as being the central tenant for subjective experience is 

flawed, as it is only one aspect of the subjective experience in relation to power 

structures in any given society. 

However, intersectionality goes beyond the singe axis frameworks of gender or 

ethnicity/race, and allows for a more sophisticated analysis of the specific context of 

individuals. For example, BSA male nurses may feel that the nursing profession is 

consistently racialised and gendered. Nurses are generally presented as female, and 

White females specifically. This could lead to BSA men feeling underrepresented and 

possibly undervalued as nurses within the nursing workforce as victims of gendered 

racism within the profession,  (Solanke, 2009; Van Herk, Smith and Andrew, 2011). In 

their study Van Herk, Smith and Andrew (2011) applied a seven-step specific 

gendered racism analysis in examining the context of ‘layered identities’ of Aboriginal 

women. They advocated the incorporation of an intersectionality paradigm into 

nursing, to better understand the nuanced disadvantages that certain groups faced 

within nursing. The BSA men in my study may experience disempowerment from 

being omitted within any representations of nursing – their profession. They may face 

a double experience of disadvantage within the discourse of nursing, as they are 

neither White nor female (Dorsey, 2005; Wingfield, 2009). 

Using an intersectional approach provides a more comprehensive analytical approach 

and highlight the complexities of the intersection between ethnicity (culture and 

religion, beliefs) and gender (masculinity) and how they intersect to influence BSA 

men’s experiences of nursing.  Moorley and Cathala (2019) describe the appropriate 

conceptual framework for a study being able to predict, explain and understand a given 

topic. Intersectionalism fulfils that role and this approach has already been recognised 

as  providing a useful lens to analyse the issues, possibly providing a deeper and more 

sophisticated understanding a given situation (Hancock, 2007; Bauer, 2014).  

The intersectional approach was developed by Kimberle Crenshaw in order to analyse 

the position of ethnic minority women in the US. Intersectionality acknowledges that 

multiple factors have an influence on any phenomenon including ethnicity, faith, and 
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gender at individual level and power dynamics at a more structural and systemic level 

(Crenshaw, 1991). 

It is at the intersection of these factors that experience happens and therefore by 

talking to participants the study will help get meaningful answers to relevant questions. 

For example, by analysing ideas of masculinity between different ethnicities 

(Pettersson, 2013; Swami, 2016) we can start to identify key similarities and 

differences that may or may not have an influence on how viable nursing is, as a 

profession. In addition, using what has been traditionally a feminist approach, 

intersectionality may potentially hold hidden benefits for inspecting a men’s issue 

through a feminist lens.  

When carrying out a literature review on approaches and impact of interventions to 

facilitate Widening Participation in Healthcare Programmes (Kaehne et al., 2014) 

emphasised the importance of not discounting the intersectionality of characteristics 

of disadvantaged groups when considering widening participation. They state: 

 “The assumption that barriers to widening participation are the same for all types of 

disadvantaged groups is at least counterintuitive. The failure to either clearly define 

the characteristics of the study sample … decreases their usefulness for formulating 

widening participation strategies” (Kaehne et al., 2014, p.18).  

My study utilises this approach at the macro and micro level as it will consider the 

intersections of institutional characteristics in nursing education and the profession. 

The impact of institutional policy and practice may shed light on the institutional racism 

that BSA men may face as barriers. As mentioned in Chapter Two, section 2.2.2, 

institutional racism as a concept plays an important role in my study, as not only does 

it provide historical contextual in the evidence base around barriers for BAME people 

and nursing, but it is also integral to understanding structural inequalities which form 

part of an intersectional analysis. 

Various studies highlight the importance of understanding institutional or structural 

racism as a barrier for BAME people in education (Bowl, 2001b; Boliver, 2013; 

Alexander and Arday, 2015). It is at the macro level that we can evaluate the role of 

institutional policy and practice as a potential barrier for marginalised groups. The 

focus lies on critiquing how institutions may need changing as opposed to the 
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individuals that experience barriers within them.  In their research Viruell-Fuentes, 

Miranda and Abdulrahim (2012) focus on the impact of institutional or structural racism 

that immigrants face on their health outcomes. On that basis, they propose that using 

an intersectionalist framework for analysing immigrant health outcomes would be more 

beneficial than existing individual culture-based frameworks. They argue that cultural 

explanations may mask structural inequalities and their impact on immigrant health 

outcomes (Viruell-Fuentes, Miranda and Abdulrahim, 2012).  

The relationship between institutional racism and intersectionalism is a fundamental 

one, as it through understanding institutional racism and structural inequality that we 

can begin to determine the individual experiences of marginalised people. In their 

theorizing of ‘raciontologies’ Rosa and Diaz (2019) utilise an anthropological analysis 

of institutional racism to articulate how structural racism is produced and accepted in 

relation to intersectional identities (Rosa and Diaz, 2019). This theorization requires 

the acknowledgment of institutional racism as fundamental to the systems of power 

that impact on individuals at the intersection of their social identities. My study seeks 

to explore the intersectional experience of BSA men in relation to nursing education 

and careers in the NHS in England. Section 2.2.2 outlined how the NHS has been 

seen to be historically institutionally racist, therefore the interceptional analysis of this 

group of people within this context may well highlight institutional racism as a barrier 

for them. It is not just the NHS that has been seen to institutionally racist, much of the 

literature has focussed on the role of the police and their policy and practice. Following 

Macpherson (1999), more recent research into police violence in the USA (Ucock, 

2020) has highlighted the specifity that Black women face in this context. Again, it is 

the layering of social identities such as ethnicity and gender and their relation to macro 

level institutional racism that renders this group of people facing barriers such as social 

injustice. 

Intersectionalism uses multiple social identities such as race, gender and disability and 

provides an analysis of the intersection of those identities in relation to the institutional 

and structural interlocking systems of privilege and power (Bowleg, 2012). The 

individual characteristics of BSA men in relation to social identities around culture, 

ethnicity, gender and masculinity will inform the intersectional analysis in my study, 

the diagram below shows how these factors interrelate.  
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Figure 9: Diagram showing the intersection between ethnicity, gender and nursing 

education and careers-factors which intersect to influence perceptions, choices and 

experience of nursing. 

 

                

 

 

 

Crenshaw used intersectionality to explore the impact on women at the intersects of 

racism and patriarchy. This study will explore the implications of existing factors 

embedded within perspectives of ethnic identity, concepts of masculinity and 

institutional practices within the nursing profession and how they contribute to the 

problem of underrepresentation. As Crenshaw posited: 

 “Because of their intersectional identity as both women and people of colour within 

discourses that are shaped to respond to one or the other, the interests and 

experiences of women of colour are frequently marginalized within both” (Crenshaw, 

1991, p.1244).  

Ethnicity 
(culture, 
religion, 
beliefs)

Gender 
(masculinity)

Perceptions  
Choices 
Experience  

Nursing 

education 

and 

careers 



71 
 

My study explores how BSA men may face specific barriers due to their intersectional 

identity as being both BSA and men. My research uses intersectionality as a 

conceptual framework to help articulate the experience of BSA men and provide a 

voice for this group. It could be argued that although intersectionality has grown out of 

a feminist tradition and has helped provide a voice for certain groups of marginalised 

women, no such conceptual framework has been developed for marginalised men in 

this context. Using the work done on men and health outcomes (Courtenay, 2000; 

Banks, 2001; Doyal, 2001) this study  develops an argument around the need for a 

more coherent framework for analysing the evolving inequitable position of certain 

groups of men in this area. It could be argued that male nurses specifically are in a 

marginalised position by working in a female dominated profession, in which they must 

conform with predetermined constraining roles and expectations. Examples of this 

phenomenon in the context of nursing roles and duties, can be seen in the work of 

(Whiteside and Butcher, 2015) in their analysis of the use of touch in the nursing 

profession and exploration of concepts such as care in nursing by (Milligan, 2001). 

A number of studies have identified men as marginalised in nursing (Romem and 

Anson, 2005; Pritchard, 2012; Zamanzadeh, Valizadeh, et al., 2013; Stanley, 

Beament, Falconer, Haigh, Saunders, Stanley and Wall, 2016).This study will 

contribute to the debate by providing BSA male nurses the opportunity to shape as 

well as inform this study and its findings. This is in line with Crenshaw’s position on 

the power relationship between the researcher and the researched. My study aims to 

better utilise the agency of the researched to help establish more sophisticated 

findings (Jagosh et al., 2015). Involving BSA men in the study in this way will help 

redress the lack of knowledge and research on their views and the specific context of 

BSA men and nursing. 

It has been acknowledged that marginalisation and disempowerment may be 

unintentional; consequently, existing vulnerabilities for any group may be further 

exacerbated (Crenshaw, 1991). In other words, at times a group may be 

disadvantaged without policy makers and those within positions of power ever knowing 

that the group is at a disadvantage. It is not until we explore the specific situation for 

these groups that disadvantage, marginalisation and its affects can be assessed. 

Researchers such as (Bowleg, 2012) argue that health research and policies continue 
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to fail to recognise critical intersections of various social identities, and therefore 

continue to identify how individuals experience disadvantage at a structural level. 

 

3.3.1 Acknowledging the limitations of Intersectionalism 

It is not until we explore the specific situation of BSA men and nursing careers that we 

can start to determine the disadvantages (or advantages) that they may face at the 

intersections of both their gender and ethnicity. It is important to acknowledge the 

potential of identifying hidden advantages within these intersections, as this highlights 

a debate around the nature of intersectionalism as an approach. If we are to consider 

intersectionalism as a theory of liberation (Shannon and Rogue, 2009), then it cannot 

be an appropriate framework for this study. As already discussed in Chapter Two, the 

existence of patriarchal advantage in wider society would counter any disadvantage 

experienced by BSA men in the nursing profession. Simply being a minority is not 

enough, for this usage of intersectionalism requires there to be a structural imbalance 

in power, so that the subject of study is disempowered. BSA men by virtue of being 

men would not qualify for this kind of analysis (Collins, 2012). 

However, if we view intersectionalism as a framework for the analysis of power, then 

BSA men can be viewed as an appropriate target group for analysis, because of their 

marginal position in the discourse of nursing. This is the theoretical position that this 

study takes in utilising intersectionalism as a useful tool in analysing the twice 

marginalised position of BSA men in nursing in the context of men being a minority 

within a gendered and claimed to be feminised profession as well as being an ethnic 

minority within existing racialised structures of power and privilege (Feagin and Elias, 

2013). There may well be certain privilege that BSA men experience by virtue of being 

men in a patriarchal society; however depending on context some privilege can 

become a liability (Samuels and Ross-Sheriff, 2008). The researcher position for this 

study is that there will be benefit in exploring the intersections of social identity vectors 

for all individuals, including BSA / Black and White men (Levine-Rasky, 2011). This 

analysis in itself could reveal hidden positions of privilege and disadvantage for groups 

yet unstudied with an intersectionalist approach.  
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This lack of clarity on the function of intersectionalism (as a theory of liberation or a 

theory of power19) is one of the aspects of this approach that this study has had to 

consider before adopting it. Intersectionalism has been criticised as an approach for 

its lack of clarity. The section above (section 3.3) sets out the advantages of 

intersectionalism as an approach and how it is an appropriate conceptual framework 

for this study. However it is important to acknowledge that the use of intersectionalism 

in health research and policy development is not yet mainstreamed (Hankivsky et al., 

2014). It is a relatively new approach and as such has been criticised on a number of 

aspects including the lack of clearly defined terms and no agreed definition of 

intersectionalism (Nash, 2008). Nash (2008) also points out although intersectionalism 

is promoted as having the capacity to go beyond single axis analysis (using just race 

or gender) it often reverts to the use of Black women as quintessential intersectional 

subjects. This study moves beyond that characterisation by using BSA men as the 

subject of study. 

Other criticisms include the lack of scholarly consensus on which method to use when 

applying an intersectionalist approach (Mens-verhulst and Radtke, 1991). It has been 

described as a conceptual framework and a method in itself (Hankivsky and Cormier, 

2009). Other studies (Bowleg, 2012) note that intra category analysis (analysing 

difference within a minority group such as women) as in intersectionality, atomises the 

overall significance of the cumulative disadvantage that may be being experienced. 

This would take away from the overall political aim of intersectionalism in addressing 

social injustice (Hankivsky et al., 2014). 

Furthermore, some researchers note the difficulty in the use of intersectionalism to 

affect social change and achieve social justice as levers such as the law do not 

recognise an intersectional approach (Solanke, 2009). This still leaves intersectional 

subjects in the difficult position of having to choose one protected characteristic over 

another in order to challenge in a court of law. This reverts to single axis (or 

characteristic in context of legislation) approaches to addressing inequality and 

disadvantage. This study acknowledges the limitations that intersectionality holds as 

a conceptual framework, but utilises it as it is the most closely aligned with the results 

 
19 I would like to acknowledge and thank Dr Leroi Henry for introducing these opposing perspectives 
to me in a personal conversation at the University of Greenwich  
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of a review of the evidence base. This study will add to the developing literature which 

tries to move intersectionality from theory to practice (Angelucci, 2017), specifically in 

health service research. 

 

3.4 Chapter Summary 

This chapter has presented the conceptual foundations of the study including the 

results of a review of the existing evidence base. This helped provide a rationale of 

why intersectionality is an appropriate conceptual framework for the study. The 

chapter also acknowledged and discussed the limitations of using intersectionality. 

The next chapter discusses the methodological approach and specific methods for 

each of the research objectives and the ethical implications for the study. 
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Chapter Four: Methodology  

4.1 Introduction  

Chapter Three presented a discussion of intersectionality and the rationale for using it 

as the conceptual framework for this study. Intersectionality has its roots within   critical 

race theory and has been used extensively to consider power relationships and 

disadvantage. This chapter turns its attention to the study methodology.  

After a recap of the research aim and objectives it discusses the relationship between 

intersectionality and pragmatism and the decisions that led to adopting a mixed-

methods approach to answering the research question and meeting the objectives of 

the research.  The specific methods for each objective are described and the ethical 

process and considerations of the research are discussed. 

 

4.2 Recap of the research aim and objectives 

The aim for the study is to examine the barriers and enablers for BSA men entering 

and progressing in NHS nursing careers in England.  

The above aim is to be addressed by meeting the following objectives: 

1. To carry out a review of applications to nursing pre-registration courses and 

current NHS nursing workforce data. 

2. To explore South Asian community views on the barriers and enablers for BSA 

men choosing nursing education and nursing careers. 

3. To ascertain professional and stakeholder (NHS managers, nursing education 

programme leads, education professionals, BSA male nurses) views on the barriers 

and enablers for BSA men entering and progressing in nursing education and nursing 

careers. 
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4.3 Using intersectionality and pragmatism to frame the research design and 

methodology  

Intersectionality has provided a theoretical/conceptual framework for this study. One 

of the challenges of using intersectionality is how to embed it within research 

methodology (Mens-verhulst and Radtke, 1991; Nash, 2008; Solanke, 2009). 

However, pragmatism offers an opportunity to operationalise an intersectional 

conceptual framework in this study. By utilising a pragmatist position with an 

intersectional approach, this study attempts to operationalize the use of 

intersectionality in health service research (Bowleg, 2012; Springer, Mager Stellman 

and Jordan-Young, 2012). Pragmatism allows for a practical approach to answering 

the research question.  Therefore, pragmatism as an ontological20 approach has a 

significant influence on the shaping of this study. It is critical to have a clear 

understanding of the ontology, epistemology and methodology of a proposed piece on 

nursing research (Houghton, Hunter and Meskell, 2012).  

The link between intersectionality as a conceptual framework and pragmatism as an 

ontological position has been noted in previous research (Collins, 2012). As 

intersectionality is concerned with power and disadvantage, similarly Collins (2012) 

argues that themes of power, politics and social injustice are implicit throughout the 

discourse of pragmatism. She uses the pragmatic concept of community as a prism 

through which social inequality and social injustice can be viewed, analysed and 

challenged. Collins (2012) makes the direct link between pragmatism being inherently 

a political ontological approach, and intersectionality as a politically engaged 

theoretical approach concerned with viewing, analysing and challenging social 

injustice. Furthermore, research on feminist theory introduces the concept of ‘the 

situated imagination’ (Stoetzler and Yuval-Davis, 2002) in which there is particular 

emphasis on the contextualised nature of knowledge for individuals within a social 

system. Both intersectionality and pragmatism consider the relationship between 

power, subjectivity and social systems and the making of meaning. Collins (2012) 

quotes the feminist slogan ‘the personal is political’ as an example of how pragmatism 

encapsulates the link between subjective experience, communities, power and 

 
20 Ontology is important to consider in health research, to consider the complexity of explaining the 
phenomena in question (Walsh and Evans, 2014). Therefore explaining its role in how the study 
answers the research question is important. 
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politics. In an analysis of studies which utilise intersectionalism (Angelucci, 2017) there 

are examples given of how studies utilising pragmatic positions and intersectional 

frameworks have developed understandings of the experience marginalised groups 

such as minorities. Specifically, Angelucci (2017) points to a study of migrants, 

citizenship and sexuality, which took the under researched area of migrants and 

sexuality to add new insights to the debates around citizenship (Epstein and Carrillo, 

2014) just as my study considers the social categories of ethnicity and gender, in order 

to add to the debate around widening participation in nursing. Pragmatism fits with 

intersectionality and provides the context for the research design as described below. 

Figure 10 below shows the relationship between the ontological position, theoretical 

approach and research design in diagrammatic form. The sections below explain the 

model and what was done in more detail.   

Figure 10. Diagram showing the ontological, conceptual/theoretical and research 

framework for the study 

 

 

The diagram above illustrates how an intersectional approach influenced the use of 

pragmatism which aligned with mixed methods as a research design and how these 

were all interconnected. This interconnectivity influenced all aspects of research 

decision making including what research goals were focussed on as well as which 
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research methods were most appropriate to use (Morgan, 2014; Moorley and Cathala, 

2019b). Therefore, pragmatism serves as a particularly appropriate ontological 

concept for this research, as its goals are aligned to an explicitly political aspiration of 

widening participation that successive governments have committed to. This links 

directly to the attempt to investigate why there is a problem of underrepresentation of 

BSA men in nursing, and how we can counter this, within this study. Understanding 

this ontological positioning is critical to adequately considering the research question 

(Walsh and Evans, 2014). This study considered what problems/barriers are leading 

to underrepresentation and why they exist. Additionally, if there are specific enablers 

to help resolve and reduce those problems and ultimately how that knowledge can be 

shared and applied so that the situation is improved for all. Pragmatism is a useful 

paradigm in this case, as it has also been described as being problem-centred as well 

as real – world practice orientated (Creswell, 2014). 

As  outlined above, Morgan (2014) not only suggests that pragmatism helps prioritise 

research goals and appropriate methods, but he also argues that there has been a 

misplaced emphasis on the ‘what works’ aspects of pragmatism as an ontological 

paradigm. He argues that John Dewey, when writing about pragmatism, was just as 

interested in the philosophical positioning of pragmatism as an approach as he was 

on espousing its advantages of flexibility and practicality. He continues to point out 

that Dewey was fundamentally interested in pragmatism as a philosophical approach 

to knowledge and understanding. He placed emphasis on feeling and subjective 

colouring of all that we do as humans, and all action and belief being contextualised 

within a time and place. This fits with latter definitions of pragmatism not just as an 

approach but rather a ‘doctrine of meaning, a theory of truth’ (Denzin, 2012). However, 

he did acknowledge that making meaning of the world through subjective experience 

(interpretivism) was inevitably bound by the experiences within the nature of the world 

(positivism). This limitation on making meaning of the world has been further 

emphasised by researchers such as Holmwood (2011) when discussing a more 

sophisticated understanding of what he calls the ‘old’ pragmatism and the ‘new’ 

pragmatism (Holmwood, 2011). He argues that meanings can be made when trying to 

solve problems using pragmatism as a paradigm but those judgements and meanings 

will only and can only be valid within a certain context. This study utilises this 

understanding of pragmatism as being ‘context bound’ as the research question is 
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specifically about the barriers and enablers for BSA men and NHS nursing. The 

perception, choices and experiences that BSA men face at the intersection of their 

subjective experience is valid for them in terms of their ethnicity and their gender and 

how it relates to NHS nursing.  

Having considered other ontological positions such as grounded theory, 

phenomenology and critical realism, this study utilises pragmatism as it is most suited 

to the needs of addressing the research question. Although other positions such as 

critical realism (Bhaskar, 2008) have been suggested as appropriate for health 

research (Mcevoy, 2003; Deforge and Shaw, 2012; Pocock, 2014; Walsh and Evans, 

2014) it has its limitations in comparison to pragmatism for the purposes of this study. 

There are parallels to be drawn between critical realism and pragmatism as they both 

accommodate the concept of interpretivism which would allow for the subjective 

experience of BSA male nurses to be explored in this study. Both approaches concede 

that any knowledge is partial, incomplete and revisable in the light of changing context 

and new research (Walsh and Evans, 2014), which would align with the idea of this 

study’s research being ‘context bound’ as referred to in the previous paragraph. 

Indeed, critical realism does have a tradition of addressing the long-standing tension 

between structures in society and individual agency. This last point would align with 

the endeavours of intersectionalism which was born out of critical race and feminist 

theory (Crenshaw, 1991; Hess, 2012).   

However critical realism does have an inherent component of seeking out the 

‘generative’ mechanisms within a phenomenon, or in other words the hidden reasons 

why things are the way they are (Mcevoy, 2003). Pragmatism does not compel the 

researcher to seek out the hidden mechanisms, rather pragmatism allows the 

researcher to explore the evidence (quantitative and qualitative) free of this ontological 

bias (Morgan, 2014). Pragmatism, coupled with mixed methods allows this study to 

answer the research question.  

This study also acknowledges elements of both positivist and constructivist ontological 

perspectives. As far as the constructivist elements are concerned they are 

demonstrated in the study investigating the narrative and meaning of the problem as 

experienced by individuals and communities (Schraml, 2014) (i.e. why is there a 

problem? What can individuals who have experienced/overcome issues related to the 
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problem tell us of their stories?). With regard to the positivist elements they are 

demonstrated through the study aiming to make use of the knowledge (Houghton, 

Hunter and Meskell, 2012; Creswell, 2018) (i.e. how can we take the learning, share 

it in an applicable way for others so that they are better placed in avoiding/reducing 

the problem). 

The flexibility to use appropriate research methods can be related in this case to the 

use of mixed methods as an approach for this study. The nature of the study goals 

dictate that a range of research methods are employed. The methods need to reflect 

both constructivist and aspects of positivist schools of thought. Other researchers also 

argue that there has been a misplaced emphasis on the ‘what works’ aspects of 

pragmatism as an ontological paradigm, challenging the notion of pragmatism as 

simply a practical solution (Hothersall, 2016). Pragmatism, is seen as a sophisticated 

philosophical position and Hothersall (2016) therefore rejects the view of pragmatism 

as a practical anti-philosophy. Mixed methods are similar in this case as it is not 

necessarily practicality but rather effective reflection of the duality at the heart of a 

study that dictates a mixed methods approach should be used. This is why this study 

utilises the combination of pragmatism as a fundamental approach to understanding 

knowledge and mixed methods as an approach to utilising both quantitative and 

qualitative research methods. Both pragmatism and mixed methods allow for the 

researcher to answer the research question, acknowledging the existence of both 

positivist and constructivist understandings of knowledge, whilst utilising the research 

methods to investigate the subject matter of this study. Furthermore, some 

researchers have utilised intersectional approaches in quantitative studies (McCall, 

2005; Veenstra, 2011) and some have used qualitative approaches (Brah and 

Phoenix, 2004; Van Herk, Smith and Andrew, 2011) and this study acknowledges that 

there are both quantitative and qualitative aspects of the subject matter which need to 

be investigated appropriately. Again, to reiterate, this is not due to reliance on 

practicality or flexibility but rather because of the relationship between pragmatism as 

an ontological philosophy, the utilisation of an intersectional approach the nature of 

mixed methods and the research question for this study all align in this case.  
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4.4 Mixed methods as the logical fit 

Section 4.3 above has discussed the decisions taken relating to the methodology and 

how intersectionality as the conceptual framework helped frame decisions around 

methodology with the resulting use of pragmatism. This methodological approach is 

most appropriate as it provides an outcome orientated and practical approach to 

answering the research question for this study (Curry et al., 2013) which then led to 

adopting a mixed methods approach. This section will present a rationale for utilising 

both quantitative and qualitative methods and choosing a parallel mixed-methods 

methodology within the study (Moorley and Cathala, 2019a). 

 

4.4.1 Why choose a convergent parallel mixed-methods design 

The study was carried out in two parts which ran concurrently (Curry et al., 2013). The 

quantitative part which was to carry out a review of applications to nursing pre-

registration courses and current NHS nursing workforce data (objective 1) was born 

out of an objectivist ontological tradition. They rely on a linear cause and effect 

principle. They are based on a belief that we can observe certain phenomena 

(underrepresentation of BSA male Nurses in the NHS). The epistemological approach 

that these outputs require will naturally lean toward a more positivist tradition. This 

study therefore incorporates the pragmatist acknowledgement of positivist approaches 

to understanding a phenomenon, using empirical data and testing scientific 

hypotheses. 

The qualitative aspect of the study which was to explore South Asian community views 

on the barriers and enablers for BSA men choosing nursing education and nursing 

careers (objective 2) and to ascertain professional and stakeholder (NHS managers, 

nursing education programme leads, education professionals, BSA male nurses) 

views on the barriers and enablers for BSA men entering and progressing in nursing 

education and nursing careers (objective 3). 

This emphasis on culture and meaning is inherently about understanding the social 

construction of knowledge. As such this element of the study is constructivist in its 

ontological tradition. Understanding how culture influences subjective experience will 

acknowledge that ideas/cultural phenomenon are born in a specific time and place 
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and are as such products of their own context. There is an acknowledgement that due 

to the evolving nature of culture, we can only have a temporary understanding of any 

cultural phenomena as this may well develop and become something different 

(Holmwood, 2011). My study does add some temporal understanding of some form of 

truth within the developing body of knowledge. The epistemological approach for this 

part of the study will inherently lean toward a constructivist school of thought. The 

resulting methods used are more qualitative in nature. However, as (Johnson and 

Onwuegbuzie, 2004) argue for mixed methods to be seen as the ‘third research 

paradigm’, I believe the use of pragmatism as a more encompassing third research 

world view is more useful than the polarising binaries of constructivist and objectivist 

ontological traditions.  

There was a third part to this study incorporating a combination of both positivist and 

constructivist epistemological traditions. It includes policy related findings that identify 

solutions and recommendations and then disseminate and apply that knowledge 

elsewhere (transferability via policy guidance and recommendations etc). This will 

involve using both observed empirical evidence in the form of quantitative results from 

objective 1 and utilising qualitative findings from objectives 2 and 3. Again this is 

aligned with pragmatism in that it acknowledges both quantitative (positivist) and 

qualitative (interpretivist) positions. The figure overleaf sets out these three parts of 

the study within the wider ontological and methodological context. 
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Figure 11. The study’s objectives and outcomes in relation to the spectrum of 

epistemological, ontological, methodological and conceptual positions. 
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As the figure shows, pragmatism, intersectionalism and mixed methods align toward 

the centre of the above spectrum. Mixed methods itself has been described as a 

superior research approach as compared with mono-methods research (Johnson and 

Onwuegbuzie, 2004), it can provide more robust answers to the research question 

(Moorley and Cathala, 2019a). This is of value when trying to research the complex 

range of issues that needed to be explored during the course of this study. Johnson 

and Onwueqbuzie (2004) also present pragmatism as the appropriate philosophical 

partner for mixed methods, another reason as to why these two concepts have been 

married in this study.  

As with intersectionality and pragmatism, the ‘conceptual fit’ that a pragmatist and 

mixed method approach provide (Houghton, Hunter and Meskell, 2012) will help it 

benefit from the freedom afforded by a mixed methods approach. Mixed methods free 

the researcher from constraint, rejecting purist dogmatism from any epistemological 

school of thought (Curry et al., 2013). This approach is presented as inclusive, 

pluralistic and complimentary, allowing the researcher to ‘follow the research question’ 

(Greene, Caracelli and Graham, 1989; Denzin and Lincoln, 1994). This freedom to 

use the appropriate method for the research question being considered is of utmost 

benefit to the study. 

Furthermore, the decision to adopt a mixed methods approach for this study was 

influenced by a review of the relevant literature on barriers and enablers for South 

Asian people and the nursing profession (Darr, 1998; Dyson et al., 2008; Koch et al., 

2014). A convergent parallel mixed methods design was chosen for the original study 

(Koch et al., 2014). Their concurrent collection of quantitative and qualitative data used 

an anonymous web- based survey asking students about their most recent clinical 

placement so that their perceptions were current. The researchers advocated the use 

of the mixed method approach in order to enable a broader and more complete 

understanding of how diversity influenced the experiences of nursing students 

undertaking clinical placement and to correlate the two sets of data (students and 

staff).  

As highlighted in Chapter Three (sections 3.2.2 and 3.2.3) the evidence base includes 

a number of quantitative studies on the number of applications to nursing education 

and the nursing workforce (Connor et al., 2004; Health Education England, 2014a; 
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Kaehne et al., 2014). There have also been a number of qualitative studies outlining 

a number of barriers and enablers for underrepresented groups in nursing. In addition 

(Kouta and Kaite, 2011; Juliff and Russell, 2016; Zhang and Liu, 2016), mixed 

methods have also been utilised when specifically exploring the experiences of South 

Asian students on a nursing pre-registration programme (Dyson et al., 2008). Other 

researchers (Darr, Atkin, Johnson and Archibong, 2007) have also utilised a mixed 

methods approach when reporting on how to improve the recruitment of South Asians 

into nursing. These researchers emphasised the benefits of the approach using both 

qualitative and quantitative methods as it was particularly useful when researching 

complex, sensitive and potentially contested issues where stakeholders might have 

different perspectives. I agree with this approach as it is a relevant issue for this study 

when assessing differing viewpoints on what constitute the key enablers and barriers 

for BSA men entering and progressing in the nursing profession ( as in objective 2 ‘To 

explore South Asian community views on the barriers and enablers for BSA men 

choosing nursing education and nursing careers’ and objective 3 ‘To ascertain 

professional and stakeholder  (NHS managers, nursing education programme leads, 

education professionals, BSA male nurses) views on the barriers and enablers for BSA 

men entering and progressing in nursing education and nursing careers). The mixing 

of research tools from both traditionally positivist and interpretivist epistemological 

schools of thought has its limitations in that each approach has been noted to hold 

inherent ‘weaknesses’ and by mixing both qualitative and quantitative types of 

research my research will inevitably be bound by those respective ‘cons’. However, 

the inverse is also true, as the perceived inherent strengths of both approaches will 

add value to my research (Greene, Caracelli and Graham, 1989; Kettles, Creswell and 

Zhang, 2011; Younas et al., 2019).  

Furthermore the type of qualitative approach as demonstrated in the relevant 

objectives of this study, (as in objective 2 ‘To explore South Asian community views 

on the barriers and enablers for BSA men choosing nursing education and nursing 

careers’ and objective 3 ‘To ascertain professional and stakeholder  (NHS managers, 

nursing education programme leads, education professionals, BSA male nurses) 

views on the barriers and enablers for BSA men entering and progressing in nursing 
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education and nursing careers) presents an opportunity to provide in-depth and 

triangulated21 findings (Ali, Randhawa, Burden, et al., 2017; Creswell, 2018).  

This study benefits from a convergent parallel mixed methods design which allows 

one to provide a comprehensive analysis of the research question by using 

quantitative results from objective 1 (to carry out a review of applications to nursing 

pre-registration courses and current NHS nursing workforce data) as well as 

qualitative findings from objectives 2 (to explore South Asian community views on the 

barriers and enablers for BSA men choosing nursing education and nursing careers) 

and objective 3 (to ascertain professional and stakeholder  (NHS managers, nursing 

education programme leads, education professionals, BSA male nurses) views on the 

barriers and enablers for BSA men entering and progressing in nursing education and 

nursing careers). Converging these results and findings allows one to analyse the data 

and make meta-inferences which go beyond single method analysis (Onwuegbuzie et 

al., 2009). This study utilised a six step protocol (Farmer et al., 2006) for converging 

results and findings which included sorting; convergence coding; convergence 

assessment; researcher comparison and feedback.  

The benefits of converging results and findings when using mixed methods study 

designs have been reported on by various researchers (Farmer et al., 2006; 

Onwuegbuzie et al., 2009; Kettles, Creswell and Zhang, 2011; Creswell, 2014). The 

use of a conceptual framework such as intersectionalism develops this research 

design into being a transformative mixed methods study (Sweetman, Badiee and 

Creswell, 2010; Creswell, 2018).  Creswell (2018) uses examples of parallel mixed 

methods research design being utilised in nursing and health service research, and 

this has also helped shape the design of this study. 

This approach not only aids in eliciting findings for specific objectives but it helps 

triangulate research findings (Moorley and Cathala, 2019a). In addition the range of 

knowledge within the overall proposal is complex in nature and will require accepting 

and working within given understandings (such as the discourse on equal 

opportunities, as referred to in the literature review in Chapter Two) alongside  

 
21 Triangulation for this study holds value as it seeks convergence, corroboration and correspondence 
of results from the different methods used in the different objectives. It can also help with elaboration, 
enhancement, illustration and clarification of the results from one method with another (Creswell, 
2014) 
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uncovering new, inherently experiential and subjective understandings (such as young 

men’s perspectives on BSA masculinity). 

Having explained why the use of a convergent mixed methods study design was 

appropriate for this study. The diagram overleaf sets out the research design for the 

overall study. 
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Figure 12. Diagram showing the convergent parallel mixed methods research design 
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4.5 Research methods 

This section presents the detailed research methods for meeting each research 

objective.  

4.5.1 Objective 1: to carry out a review of applications to nursing pre-registration 

courses and current NHS nursing workforce data. 

4.5.2 Method  

Secondary data analysis on three sets of quantitative data: applications to pre-

registration nursing courses, higher education institution attrition data and NHS 

workforce data.  

Applications to pre-registration nursing courses: retrospective secondary data analysis 

(2014 to 2016 inclusive) of the Universities and Colleges Application Service (UCAS) 

database was carried out in order to assess the number of BSA male students in 

comparison to the overall applications. (Please see Chapter Five for data and results). 

The three year time period (2014-2016) was selected in order to provide a recent 

picture of the data as well as being able to identify any medium term patterns emerging 

over the three years. A relevantly recent three year period was used successfully by 

Darr (1998) when researching improving the recruitment of people of South Asian 

origin into nursing.  

Outcome measures included representativeness of applications and acceptances by 

gender and ethnicity. Data was analysed in order to identify any significant 

differences/patterns for BSA men in the context of overall applications. These were 

demonstrated through the testing of hypotheses as stated in Chapter Five.  

Identifying the number of BSA men that are applying for nursing courses at higher 

education institutions is important as it is those institutions that determine the profile 

of clinical staff working in the NHS (Chevannes, 2001). Much of the literature which 

seeks to explain the under representation of students of South Asian background on 

nursing courses is based upon a small evidence base which needs further research 

(Dyson et al., 2008). Also, the research seeks to explain underrepresentation as 

opposed to discuss widening participation, which is a relatively recent debate. 
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Widening participation would include a more sophisticated consideration of the 

concept of fair access and not only which Universities/courses underrepresented 

groups apply for, but also which applicants are accepted or admitted to those 

institutions (Boliver, 2013). 

Higher education institution attrition data: retrospective secondary data analysis was 

carried out for a 3 year period (2014-2016 inclusive). See Chapter Five for data and 

results. A similar period of time and longitudinal cohort design was previously utilised 

by Mullholand et al., (2008) in their study of this area. The subject of attrition rates 

from nursing courses in relation to student diversity is complex and contested. The 

inadequacy of the data in this area has three primary causes according to Mullholand 

et al. (2008). Those being: 1) comprehensiveness – the extent of attrition 

measurement is highly variable 2) political–philosophical – the legitimacy of 

categorising and monitoring ‘diversity groups’ is contested, and 3) methodological – 

operationalising the variables of attrition, diversity and their inter-relations is extremely 

complex, making comparison difficult (Mulholland et al., 2008). However, in order to 

gain a more relevant understanding of how BSA men engage with nursing education 

(and potential nursing careers) this study analyses secondary data on attrition rates 

from nursing courses. Although not highlighting the specific issue of diversity and 

attrition, other studies such as Hughes (2013) have emphasised the significance of 

student attrition in higher education institutions.  

Outcome measures for this data included representativeness of attrition rates by 

gender and ethnicity. Data was analysed in order to identify any significant 

differences/patterns for BSA men in the context of overall attrition rates. These were 

demonstrated through the testing of the hypotheses as stated in Chapter Five. 

NHS nursing workforce: retrospective secondary data analysis (2014 to 2016 

inclusive) of NHS Workforce Statistics in England will be carried out. This time period 

was identified in order to provide a recent picture of the data. However, this is 

deliberately not live data, as that would necessitate data cleansing and validation, 

which was already carried out by the NHS for the time period chosen. Using this 

timeframe also means that a critique of whether both the NHS and UCAS are collecting 

data using correlating categories and collection cycles may then also be produced. 
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Outcome measures for this data included representativeness of nursing workforce by 

gender, ethnicity and type of nursing speciality. Data was analysed in order to identify 

any significant differences/patterns for British South Asian males in the context of the 

overall nursing workforce. These were demonstrated through the testing of 

hypotheses as stated in Chapter Five (section 5.3.7).   

The data was interrogated in order to identify the current number of BSA men in NHS 

nursing, as defined in the rationale section for this study in Chapter One (section 1.2). 

This data helped clarify what the actual representation is and at what levels of NHS 

nursing. This study was then able to investigate if there is any pattern in the types of 

positions they may occupy. 

Having identified and gathered the basic data required to construct relevant 

hypotheses this study used the approach of constructing and testing relevant 

hypotheses. Therefore, the overall journey of starting with the stated aims of objective 

1 and ending with results for relevant hypotheses is presented in figure 14 overleaf.  
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Figure 13. Developing the hypotheses for objective 1 
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The diagram above shows the steps taken in order to be in a position where the 

benchmark data was identified and explored so that conclusions on 

underrepresentation and over representation could be made for applications to nursing 

course data, attrition from nursing course data and workforce data. 

4.5.3 Data  

Applications to pre-registration nursing courses: secondary data analysis was carried 

out to identify ethnicity and gender trends in applications to nursing degrees using the 

UCAS database (Greenwood and Bithell, 2005). 

Higher education institution attrition data: secondary data analysis was carried out to 

identify ethnicity and gender trends in attrition rates from nursing courses in England 

(Rodgers et al., 2013). This data was used to measure what the attrition rate for this 
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specific group of students is compared to males of other ethnicities as well as 

compared to the general student population. Outcome measures included the 

percentage of BSA men continuing on nursing courses having been accepted over a 

three year period (2014-2016 inclusive).  

NHS nursing workforce: secondary data analysis was carried out to identify the 

number of existing NHS registered male nurses in England which provide a descriptive 

profile of the ethnicity, gender, age, nationality, and type of nursing speciality (e.g. 

evidence highlight that Black African men are over-represented in mental health 

nursing compared to other nursing specialisms (Iganski et al., 2001). 

4.5.4 Data collection  

Data was collected between 2017 and 2019. The data was retrieved from the relevant 

databases, provided by the relevant agencies, using Excel software. Access to the 

data sources presented a number of challenges which are discussed section 4.5.5 on 

challenges of data collection below.  

Applications to pre-registration nursing courses: Access to University application data 

was publicly available via www.ucas.com. Additional breakdown of data was 

requested from HEE and from Exact, which is the UCAS body responsible for data 

requests.  

Higher education institution attrition rates: Access to this type of data is publicly 

available via the Higher Education Statistics Agency (HESA) www.hesa.ac.uk  

Additional breakdown of data was requested from HEE and from HESA.  

NHS nursing workforce: Access to NHS hospital and community health service non-

medical workforce census profile data was requested via HEE and  www.digital.nhs.uk 

(formerly Health and Social Care Information Centre) Workforce profiles for NHS 

nursing staff, including internationally recruited. In addition, workforce survey data held 

by the Nursing and Midwifery Council (NMC) was also requested.  

4.5.5 Challenges of data collection 

There were three main challenges related to collecting the quantitative data. First, 

identifying a cohesive set of data sources, second, making contact with the relevant 

http://www.ucas.com/
http://www.hesa.ac.uk/
http://www.digital.nhs.uk/
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agencies and third, differing approaches to ethnic categorisation. Each of these issues 

is described in more detail below: 

• identifying a cohesive set of data sources.  

 

To meet objective 1, this study needed three types of data; nursing education data; 

nursing workforce data and population data. This was problematic as these 

different types of data needed to be aligned to similar geographical boundaries. 

The NHS as the major employer of nurses in the UK (Charlesworth and Lafond, 

2017), provides a starting point for suitable identification of data sources. Working 

under the strategic leadership and funding of the Department of Health, the NHS 

is made up of a number of employer, administrative and commissioning 

organisations. The Foundation Trusts, which are part of this set of organisations, 

are the biggest employers of nurses in the UK (The Kings Fund, 2017). There are 

a smaller number of nurses working within the private sector in a variety of settings 

including residential nursing homes and hospices. All nurses have to be registered 

with the NMC which is the UK wide regulatory body for the nursing profession. The 

issues considered in this study do have implications for the UK in general, as there 

are many cultural similarities for BSA men across the UK. There were also many 

similar workforce issues which cut across nursing employers across the UK (West 

and Staniszewska, 2004).   

 

However, this study is focussed on the NHS nursing workforce in England. There 

are a number of reasons why England (as opposed to the UK) has been chosen 

as the geographical location for the study. One reason is that the NHS is structured 

by country, not collections of countries (i.e. NHS England, NHS Scotland, NHS 

Wales and NHS Northern Ireland). Secondly, the workforce data required for 

analysis in this study is available by  country from HEE. As the workforce planning 

organisation for the NHS, HEE itself has national responsibility for England (as 

opposed to the UK). Thirdly, the applications and acceptance data required for 

objective 1 of this study are available for the UK via UCAS, however a substantial 

amount of courses in Scotland are not available via UCAS.  Fourthly, the national 

census data required for benchmarking purposes for this study is available for 

England and Wales, however the Scotland census data are subject to different 
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governance and archiving protocols. Therefore, for the purposes of geographical 

data alignment and coherence across data sets, this study focusses on England 

as its geographical location (see figure below).  

 

 Figure 14. Diagram showing sources of data for this study across England 

 

 

 

 

• Identifying the relevant agencies and contacting the respective contacts  

Having identified the regional Health Education England (HEE) team as the first 

point of contact for workforce planning issues, a set of data templates were 

prepared and sent to the regional manager. Each template focussed on 

different areas of data. Those being applications to nursing pre-registration 

courses; attrition data from pre-registration courses and finally workforce data 

on the NHS nurses in England. HEE responded by providing relevant workforce 

data. However, they did not have access to the other two areas of data. 

The University application data required was not available as part of the general 

free to view data reports on the Universities and Colleges Admissions Service 
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(UCAS) website. However, after making contact via the advertised general 

email address, the relevant personnel from UCAS responded in a relatively 

short period of time. The requests for bespoke breakdown of University 

application data is managed by Exact, which is a commercial agency affiliated 

to UCAS. After having set out a data template which was sent to Exact, a more 

detailed specification was sought by them. This was a lengthy process as the 

agency needed me to identify each and every University course that was 

deemed to be relevant. The joint academic coding system (JACS) codes were 

used, which are a standard set of codes used within higher education to 

categorise courses by subject. However, the JACS codes supplied to Exact did 

not seem to be enough. This led to course lists numbering over a thousand 

courses in one document being forwarded to review and identify which courses 

were relevant. Eventually having shortlisted the relevant courses, these were 

identified and confirmed. Exact then proceeded to provide the requested data.  

The higher education institutions attrition data was gathered by using a similar 

process to the one described above but this time dealing with the Higher 

Education Statistics Agency (HESA). However in this case, the initial list of 

relevant JACS codes were enough for HESA to be able to identify the relevant 

courses and the specification was clarified and confirmed much more quickly 

than in the case of the application data. 

In order to complement the nursing workforce data that HEE provided, contact 

was made with a number of organisations that worked within the nursing 

profession. These organisations included: The Nursing and Midwifery Council 

(NMC); The Royal College of Nursing (RCN); The Kings Fund; The Equality 

Challenge Unit (ECU); The Workforce Race Equality Scheme (WRES) team 

and the policy team at the Scottish Funding Council (SFU). Identifying the 

appropriate personnel with access to relevant data within agencies proved 

difficult. 

One organisation had a very opaque system for making contact with the 

relevant officer, as it was made clear that I would have to put in a Freedom of 

Information (FOI) request in order to find out what ethnicity data they had on 

British South Asian (BSA) male nurses. After placing the FOI an officer 
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responded by stating they did not hold any ethnicity data on the workforce and 

that was the end of the query.  Then another email was sent to the officer 

quoting one of the strategic objectives stated in their most recent annual report 

stating that they did wish to report better on workforce and ethnicity data. The 

officer would not share who the diversity lead in the organisation was until she 

received the query as an FOI. Another organisation only put out a team email 

address and no one individual was named as a point of contact. However, 

having made the right contact with the relevant personnel, each individual 

responsible officer within the organisations was extremely helpful and 

cooperative in consequent research requests. 

• Different approaches to ethnic grouping and categorisation of data 

This study uses various data sources to build a picture of the quantitative 

context. The figure below shows the initial set of sources identified for this 

exercise. Although the national census ethnic grouping categories are widely 

used for benchmarking purposes, it may be that categorisation systems differ 

in their approach to ethnic grouping across the nursing system (i.e. across 

nursing education institutions and nursing profession organisations). These 

organisations include Universities, Universities and Colleges Admissions 

Service (UCAS), Higher Education Statistics Agency (HESA), NHS employer 

organisations such as Trusts, the Nursing and Midwifery Council (NMC) and 

others. 
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Figure 15. Diagram showing data sources across the nursing system 

 
 

The data gathering exercise for objective 1 of this study demonstrated some of 

the inconsistencies in how data was collected, grouped and disseminated. For 

example, although both UCAS and HESA used similar ethnic group 

categorisations (based on the 18 census groups) for data capture, upon 

request, UCAS provided ethnic data based on 14 ethnic groupings. However, 

HESA only provided derived ethnicity grouping breakdowns into only 10 groups 

(collapsing all ‘mixed’ ethnicities into the ‘other’ category). UCAS also rounded 

down data to the nearest five. HESA did not do this. All justifications for 

limitations placed on data dissemination were in relation to data protection. The 

end result of these inconsistencies was that it was challenging to compare like 

with like within this study, and therefore it is one of the study limitations. 

 

In addition, with regard to the nursing workforce data, there is the more general 

problem that the male proportion of the NHS nursing workforce is so low that 

any further analysis within the male cohort becomes even more disproportional 

to the overall workforce. BAME men representation varies across different 

ethnic groups and also masks the nursing specialism that certain ethnic groups 

are working in. In addition, as noted above, the Asian/Asian British 

categorisation of ethnicity does not provide the detail of how many of the 

categorised cohort are defining themselves as BSA, in other words, of South 
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Asian ethnic descent but educated in the UK/’home grown’ nurses. This set of 

statistics represent a number of overseas staff who may class themselves as 

Asian/Asian British and therefore this situation represents not only a problem in 

data categorisation but also indicates the longstanding issue of reliance on 

overseas recruitment to nursing positions in the NHS. The widening 

participation agenda is specifically aimed at developing a ‘home grown’ 

healthcare workforce, this initial consideration of data gathering showed that 

the current categorisation systems do not provide clarity in seeking to 

understand the true picture of who is ‘home grown’ and indeed BSA, and 

therefore problematic for the widening participation agenda. 

 

As noted above, a major issue this categorisation system presented was that it 

made it difficult to identify the number of ‘home grown’ South Asian people. It 

is important to define what is meant by ‘home grown’ in this context. For the 

purposes of this study,’ home grown’ refers to those of South Asian ethnic 

descent, but educated or trained in the UK. Although the key criteria here are 

ethnicity and geographical location of education, it is relevant to consider 

socialisation for South Asian immigrant and minority ethnic groups as it is an 

important variable in their understanding of their values, beliefs, culture and 

identity (Inman et al., 2007; Tummala-Narra, Inman and Ettigi, 2011; Daga and 

Raval, 2018). 

 

Certain assumptions have had to be made in this study about who may qualify 

as BSA. This study has set out the criteria of being of South Asian descent and 

educated in the UK as key to qualifying as the target population. However, as 

ethnic identity is subjective and data is subject to self-identification (in the case 

of the national census for example), this study must be alert to the complexity 

of how groups self-identify and self-report their ethnicity.  

 

The 2011 Census introduced a question on national identity for the first time. 

The question (‘How would you describe your national identity?’) allowed 

respondents to express which country/nation they felt most affiliated to. 

Acknowledging that national identity is multi-dimensional, the census allowed 

respondents to tick more than one national identity. 91% of the population 
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identified with at least one UK national identity (English, Welsh, Scottish, 

Northern Irish, and British). British identity (either on its own or combined with 

other identities) was an identity chosen by 16.3 million people (29%) (Office for 

National Statistics, 2012). 1,821,794 BSAs identified as British (3.4%). 

Research into the identification as  ‘British’ in the census, by second generation 

identities has shown that a multitude of factors can have an effect on whether 

people identify as British (Vadher and Barrett, 2009; Hickman, 2011b). Age, 

sex, educational qualifications, marital status and a number of other factors 

have been identified as having a bearing on whether second generation Irish 

people would identify as British or not.  A number of writers have analysed and 

commented on the development and acceptance of ‘British Asianness’  in the 

context of BSA identities (Ali, Kalra and Sayyid, 2006; Vadher and Barrett, 

2009; Uberoi and Modood, 2013). This cultural development poses a specific 

set of considerations and challenges to data gathering for my study. Some of 

these cultural considerations are set out below. 

 

• The emergence of BSA identity 

 

This British Asian identity has been explained in terms of a specific and 

developing culture, which involves the development of specific vernacular, 

values, space and aesthetics (Karlsen, 2004; McLoughlin, 2006). This study is 

not directly concerned with the initial South Asian immigrants to this country 

and their cultural practices; it is more with the popular sensibilities common to 

their children and their children’s children (Chattoo, Atkin and Mcneish, 2004; 

Subanthore, 2016). These popular and common sensibilities form a specific 

culture. This culture is one that has been developed by generations of children 

of immigrants, who are younger than the average population. To further 

understand the context of this culture then, we need a better understanding of 

the BSA young people involved in its production and consumption. This study 

must consider the people who have ‘cultivated’ the patterns of social behaviour 

that contribute to and directly influence what we may term BSA culture. 

 

Previous research has described these young people forming their own culture 

in the 1980s and 1990s, emerging as a more and more expressive generation 
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rebelling from previously suppressed generations (Anwar, 1998). These young 

people were of a new generation with new values, beliefs, aesthetics and 

politics. New complex forms of difference and identity were and are being 

forged, whilst the traditional categorisations of class, race and gender no longer 

hold the cultural capacity to hold the new-formed configuration of identifications 

that are emerging (Martiny et al., 2017). 

 

Those who occupy this position are the people this study has termed ‘home 

grown’ BSA, however they may define themselves in a multitude of ways. 

These people are a generation of men and women whose identities have been 

shaped by a number of cultural theories, resulting from evolution of economic 

models, migratory patterns and identity formation; including postmodernism 

(Hongcheng and Minhui, 2010); globalisation (Cleveland et al., 2016) and 

hybridisation (Purchase et al., 2018). They all combine to play a role in the 

identification processes of these people. 

 

Modood (1997) carried out some research using a revised ethnic categorisation 

system (Modood et al., 1997) to investigate ways in which young BSAs in 

England identified themselves (Modood et al., 1997). This research asserted 

that most of these people adopted the acculturative strategy of self-

identification, where the self is categorised relatively equally in terms of strong 

linkage with minority roots (dissociative strategy) as well as identification with 

the majority group dimension (assimilative strategy).   Researchers since then 

have used similar concepts around host cultures and immigrant populations 

such acculturation (Robinson, 2009) to explain the development of BSA youth, 

culture and ethnic identification. This research investigated the use of four types 

of acculturation strategies; rejection, assimilation, integration and 

marginalisation amongst BSA youth. The integrative strategy describes the 

adoption of elements of both minority and dominant majority culture in identity 

formation. Young people develop new positions in one’s identity formation, in 

which previous histories are displaced. A new, ‘free’ space is created were new 

meanings and representations are housed with new cultural points of 

identification are structured and ordered (Anwar, 1998; Karlsen, 2004; Ali, Kalra 

and Sayyid, 2006). 
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This is the space in which BSA youth exercise their power of agency, however 

it is between the designations of identity of minority and majority cultures and 

therefore a completely free restructuring of identity cannot take place 

(Robinson, 2009; Purchase et al., 2018). The power of agency has its limits. 

Even these new hybrid identities are constrained by the histories and cultural 

designations associated with the previous and present points of identification in 

terms of social identity formation (Vadher and Barrett, 2006). Therefore, any 

hybrid identity will still hold to some extent to its previous, founding cultural 

designations. Some BSA youth will identify more strongly with the minority 

culture, whilst others will identify more closely with the majority. In her research, 

Robinson (2009) found that although there were significant differences between 

Pakistani and Indian adolescents regarding integration, rejection and the 

identification with ethnic and national identities. Pakistani young people 

(majority Muslim) were more likely to reject the host culture and were more 

strongly aligned with ethnic identity than national identity. 

 

• Diversity and difference within BSAs – the case of BSA Muslims 

 

This difference between Muslim and non-Muslim BSA youth could be a result 

of a particular  focus on specifically Muslim BSA young men as a threat to the 

majority culture. Some recent research has focussed  on the increasing 

fetishisation, othering of BSA Muslim men in Britain (Tufail, 2015). Mainstream 

media has been seen to conflate religio-cultural values with a style of deviant 

masculinity (Mac an Ghaill and Haywood, 2015). This reframing of Muslim BSA 

young men in recent years is significant as mainstream perceptions of cultural 

challenges related to BSA communities were largely feminised issues of forced 

marriage and oppression regarding civil liberties. The previous representations 

of ‘Asianness’  being a feminized passive, intellectual (Daga and Raval, 2018) 

now developed to include elements of aggression, threat, sexual deviancy, and 

religious fundamentalism (Tufail, 2015).  

 

Although some of the earliest studies in youth culture have noted the rise of a 

militant resistance within Asian youth subcultures including the organising of 
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BSA youth in Bradford, Luton, East and West London setting up vigilante 

groups to defend their community (Eade and Garbin, 2006; Güney, 2013), the 

traditional perception of BSA youth as passive remained prevalent in the British 

public imagination. However, this changed with reported cases of young 

Muslims who have chosen to demonstrate preferred identification with a trans-

national ‘Muslim’ identity, by going to Afghanistan, Iraq and Syria to fight for 

Islamic State in Syria group. The notion of the Muslim ummah22 has taken a 

powerful and at times dangerous position as religious designation for these 

young people, with the ummah becoming realised for them providing trans-

national, trans-cultural entity. 

 

This type of behaviour challenged the longstanding view of BSA youth as non-

threatening in mainstream culture. Young Muslims were seen to be being 

radicalised all over Britain demonstrating heightened expressions of identity 

(Kibria, 2008). These young people were increasingly seen to be adopting 

visual manifestations of their Muslim identity, such as the wearing of the Hijab 

and Jilbab23, knit caps, raising the hems of their trousers, growing their beards. 

There was an increased use of language which consolidated camaraderie and 

community, such as addressing each other as brother, sister or Akhi24. 

 

These heighted forms of identification from BSA Muslim youth and their display 

in public spaces draws parallels with the seminal work of Hall (1993) 

commenting on Black youth in Britain at the time. Hall focussed on cultural 

identity and talked of linguistic, heightened expressions, hairstyles, ways of 

walking, standing and talking, and a means of constituting and sustaining 

camaraderie and community (Hall, 1993). 

 

The difference in BSA Muslim and non-Muslim youth with regard to identity 

construction can be noted, however religion is not the only factor differentiating 

the BSA youth experience. In a study of BSA youth in Newcastle Upon Tyne 

 
22 The Ummah is the idea of an Islamic nation or global community  
23 These are constituent parts of the burkhaa, traditional garment worn by Muslim women in the 
Middle-East 
24 An Arabic word meaning brother or friend 
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local area and regionalism was highlighted as playing a greater part in the 

appropriation of youth culture for BSAs in England (Bennet, 1997). Using music 

as an example of cultural reference, Bennet provides a good demonstration of 

the nuances of defining specific youth cultures, such as BSA youth culture. His 

research accepted the significance of musical styles such as Bhangra as 

providing fertile spaces for the ‘cultural intermezzos’ that exist in contemporary 

youth cultures, however in its conclusions it emphasised the local knowledge 

that would inform the type of cultural identification that would take place. 

Therefore, the acculturative strategy may be employed, however there may not 

be an equality of appropriation between assimilative and dissociative elements 

within the resulting identity formation. Bennet (1997) argues that the young 

Asian youth in Newcastle have a different relationship with and understanding 

of Bhangra compared to the BSA youth of Birmingham, as they had less 

opportunity to produce and consume the music than their Southern 

counterparts. The regional differences between Asians in this country in terms 

of appropriation of musical forms such as Bhangra are being eroded. There is 

more and more an equality of access to traditionally popular Asian forms of 

music such as Bhangra via the use of internet and new technologies in music 

production and consumption. 

 

• Music as an example of BSA cultural identification 

 

Bennet (1997) highlighted the difference in understanding of the term ‘English 

music’ between young BSAs in Birmingham and Newcastle. He suggested that 

because of the shared experience of young African Caribbean and BSA people 

in Birmingham (and further South), with regard to social exclusion, they 

perceived music such as rap and reggae ‘as their’ music. As these forms of 

music represent an alternative to the mainstream, they also represent an 

alternative ethnic identity, which both the BSAs and African Caribbean’s 

identified with. While in Newcastle because of the lack of young people from 

different ethnicities at the time, most forms of popular music became 

mainstream and therefore ‘English music’. This is an important point in that it 

demonstrates the negation that took place by the Newcastle BSA youth as they 

failed to recognise the African Caribbean representations as anything different 
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from the mainstream representations within the popular music landscape. The 

scarcity of young African-Caribbean people in Newcastle at the time did not 

allow the young BSAs to share their experience and further identify with any 

other group. This demarcates the twice-alienating experience of young BSAs 

in predominantly White populated areas.  

 

This relationship between BSA youth and other ethnic minority youth is an 

interesting and complex one, especially that between BSAs and African-

Caribbean youth. This study explores the perceptions of masculinities across 

ethnicities, including BSA and other ethnic minorities such as African Caribbean 

men. This is important as  recent research  (Swami, 2016) has shown 

similarities across BSA and African Caribbean young men’s aspirations around 

muscle building and body image. Previous research (Cohen and Ainley, 2000) 

tackled this point when considering the views of White youths. Cohen (2000) 

concludes that the perceptions of BSA youth and youth culture have been 

based on a complex set of points of identification embedded in the post war 

immigration period. He asserted that a double standard of ethnic representation 

developed drawing on initial split perceptions of Black and BSA youth resulting 

in the privileging of one ethnic minority over the other in mainstream youth 

culture. The adoption of many ‘Black’ styles of music by the White youths in the 

1960’s led to a valuing of the African Caribbean aesthetic. Ska, blue beat, rock 

steady and reggae were all types of music appropriated by Black British youth 

and followed in turn by White British youth. Although this unification did not 

extend to erasing the threat that the White youth felt from their Black 

counterparts, it did spark a grudging admiration of African Caribbean influenced 

dress code, music, language and ‘attitude’. The archetypal ‘rude boy’ (Williams 

and Jauhari bin Zaini, 2016) exemplified a rebel with strength and style. 

Disempowered White youth in this country adopted the stylistic while continuing 

to reject the people from whom their culture was being influenced. Racism 

survived the admiration of the aesthetic, however there was no such aesthetic 

at that point emanating from the BSA immigrant community that attracted the 

White youth. Creole or Rasta slang was far more easy and cool for the White 

soul boys to adapt and adopt than Urdu or Gujarati dialects (Wang, 2006). 
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Therefore, a tacit double standard was being developed, rather than selecting 

points of identification from the BSA community the reverse happened. While 

the African Caribbean community was seen as different, lesser and other, they 

were granted a valued place in mainstream popular and youth culture through 

their admired style. The ‘rude boy’ encapsulated many of the attributes valued 

and aspired to by the White working class youth. The BSAs were equally seen 

as other and lesser, however they were not granted any attributes of admiration 

rather they began to represent the essence of what was hated and rejected 

within the racist discourse. As Cohen (2000) states “ In effect, certain elements 

are selected from Afro-Caribbean culture and privileged because they are 

associated with the street code of manual working class masculinity; in contrast 

certain elements are selected from the Asian cultural heritage because they 

can be made to signify petty bourgeois and effeminate traits” (Bhavnani, Mirza 

and Meetoo, 2005). Cohen (2000) went on to display a formula which equated 

African Caribbean with masculine/manual/proletarian on a positive plane; and 

then Asian with feminine/mental/petty bourgeois on a negative plane.  

 

• BSAs and their political and social struggles 

 

The cultural alienation that young BSAs felt in England was rooted in the 

institutionalised social exclusion that they faced. The frustration of this imposed 

‘otherness’ (Jodelet, 2014) manifested itself in a number of ways for BSA youth. 

Social policy think-tanks, as mentioned in earlier sections, are recently 

constantly at pains to develop advice for the government in order to be seen to 

address exclusion in all its forms. Successive UK governments commissioned 

reports that indicated the need for a restructuring of institutions and traditional 

systems of representation (Cross et al., 2000). The then Labour government’s 

drive for an inclusive society led to many reports and initiatives. Consequently, 

in a letter dated 4th February 2002 the government’s Community Policy 

Directorate stated that the government was ‘committed to engaging and 

empowering all sections of the community in finding solutions; in particular, too 

many young people feel that those with power locally do not listen to them and 

do not represent their views’. This acknowledgment of the fact that young 

people are disempowered within the community was made in direct reference 



107 
 

to the young BSAs who were seen to be disengaged, and demonstrably so, in 

the North of England (Ramamurthy, 2006). 

 

One of the most apparent and violent expressions of BSAs’ dissatisfaction with 

the status quo were the much publicised ‘race riots’ in Oldham, Burnley and 

Bradford in 2001. The scenes of rampaging Asian youth hurling petrol bombs, 

wielding baseball bats and clashing with police made national lead news 

coverage. This was the consequences of a variety of provocative factors which 

included extreme right-wing political presence in the area coupled with targeted 

football hooliganism. In fact this was not the first time that Bradford had seen 

collective resistance and a display of frustration from the BSA community, the 

80s saw the organisation of young BSAs for the purposes of self-defence, the 

90s saw the demonstrations and riots in the summer of 1995. Little mainstream 

news recognition was given to the fact that the levels of poverty, substandard 

housing and high unemployment were applicable to a range of different ethnic 

groups in Bradford who were actively represented at the 2001 riots (Bagguley 

and Hussain, 2003). 

 

The media’s increasing tendency to portray young BSAs (specifically men) as 

a threat has since been a developing trait in mainstream popular discourse. 

Claire Alexander (2000) in her work on the ‘Asian gang’ points to the media 

fascination with representing BSA masculinity as criminalized in a very specific 

form. She also noted the popular perceptions of the BSA male shift from hyper 

feminine, as noted above, to hyper masculine. This masculinity is more 

problematic and perceived as threatening (Alexander, 2000). Within this study, 

findings from semi-structured focus group discussions with BSA young men 

(objective 2) explore the differences between BSA young men’s views on 

masculinity across ethnicity in relation to choosing nursing as a career. The 

differences in views across the sample may shed further light on issues of 

identification with minority or majority cultures, as well as BSA young men’s 

views on constructs such as masculinity.  

These complex issues of negotiating ethnicity manifested themselves within 

initial attempts to gather the relevant data. As the initial investigation into this 
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area indicated, there may be some analytical issues arising around data 

categorisation due to inconsistencies across the systems. There were specific 

issues around ethnic grouping and categorisation across different parts of the 

nursing system. Nursing system meaning the higher education institutions; 

UCAS; HESA; as well as the NHS workforce organisations. Each of the 

agencies contacted, gathered and held the data in different ways. There was a 

conflation of nationality with ethnicity in some of the workforce provider 

systems. This is a problem when trying to disaggregate the number of ‘home 

grown’ BSA male nurses from those South Asians recruited abroad. Therefore, 

in order to gauge the actual numbers of BSA males engaged in different parts 

of the system, this study had to use various proxy measures to identify the 

target population. These proxies included being born in the UK, and overseas 

recruited nurse status. These proxies were used to triangulate and then 

disaggregate the ‘home grown’ BSA male nurses from the internationally 

recruited South Asian male nurses within the NHS in England. Please see 

section 8.1.4 for more discussion on the issue of identifying ‘home grown’ BSA 

men. 

 

4.5.6 Data analysis 

Applications to pre-registration nursing courses 

Hypothesis 1: BSA men are significantly underrepresented in the overall applications 

to nursing courses in England 

Rationale for hypothesis 1: A number of studies have identified the 

underrepresentation of BAME students on nursing courses. This includes studies 

focussing on South Asians in the UK (Darr, 1998; Daly, Lynn Swindlehurst and Johal, 

2003a; Dyson et al., 2008) as well as international studies considering more widely 

underrepresented groups including men (Sullivan, 2004; Gilchrist and Rector, 2007; 

Zamanzadeh, Azadi, et al., 2013; Lecher, 2015). However, no previous study has 

specifically explored the representation levels of BSA men on nursing courses in 

England. 
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Data for the rates of applications were expressed as proportion ratios (PR) for the 

appropriate population, as shown below: 

 𝑃𝑅 =
𝑥1 𝑛1⁄

𝑥2 𝑛2⁄
  

Where 𝑥1 and 𝑥2are the number of applications/accepted students/or students leaving 

a course for the two populations being compared and 𝑛1 and 𝑛2are the total number 

of people in each population. 

All statistical analyses compared the White and BSA populations for applications to 

pre-registration nursing courses in England. 

 

Acceptances for pre-registration nursing courses 

Hypothesis 2: BSA men are significantly less likely to be accepted than others when 

applying to nursing courses in England 

Rationale for hypothesis 2: Some researchers have identified that some BAME groups 

are less likely to be accepted on to their preferred nursing course (Iganski, 1998; 

Chevannes, 2001), with this also being the case for some BAME groups applying for 

higher education more generally (Noden, Shiner and Modood, 2014). No previous 

study has explored the specific acceptance rates for BSA men on nursing courses in 

England.   

Data for the rates of acceptances were expressed as proportion ratios (PR) for the 

appropriate population, as shown below: 

 𝑃𝑅 =
𝑥1 𝑛1⁄

𝑥2 𝑛2⁄
  

Where 𝑥1 and 𝑥2are the number of applications/accepted students/or students leaving 

a course for the two populations being compared and 𝑛1 and 𝑛2are the total number 

of people in each population. 

All statistical analyses compared the White and BSA populations for acceptances to 

pre-registration nursing courses in England. 
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Higher education institution attrition rates  

Hypothesis 3: BSA men are significantly overrepresented in attrition rates from nursing 

courses in England 

Rationale for Hypothesis 3: The literature review found that there are a number of 

studies which have identified the attrition rates for BAME groups to be higher than the 

overall nursing and midwifery student population (Amaro, Abriam-Yago and Yoder, 

2006; Mulholland et al., 2008; Pryjmachuk, Easton and Littlewood, 2009; Hughes, 

2013). All of these studies found men had lower odds of completing their courses. 

However, no previous study has explored the attrition rates for BSA males from 

nursing courses in England. 

Data for the rates of attrition were expressed as proportion ratios (PR) for the 

appropriate population, as shown below: 

 𝑃𝑅 =
𝑥1 𝑛1⁄

𝑥2 𝑛2⁄
  

Where 𝑥1 and 𝑥2are the number of applications/accepted students/or students leaving 

a course for the two populations being compared and 𝑛1 and 𝑛2are the total number 

of people in each population. 

All statistical analyses compared the White and BSA populations for attrition rates from 

pre-registration nursing courses in England. 

 

NHS nursing workforce data 

Hypothesis 4: BSA men are significantly underrepresented in the overall NHS nursing 

workforce. 

Rationale for Hypothesis 4: Quantitative studies and reports show the 

underrepresentation of certain groups in the nursing workforce (Hussein, Manthorpe 

and Ismail, 1998; Sheffield, Hussain and Coleshill, 1999), specifically for men (Stanley, 

Beament, Falconer, Haigh, Saunders, Stanley, Wall, et al., 2016) and BAME people 

(Sullivan, 2004). Men have long been reported as underrepresented in nursing making 

up 11.5% of all registered nurses in the UK (NMC, 2016) in comparison to representing 
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49% of national population (Office for National Statistics, 2012) and within BAME 

groups, South Asians are underrepresented in nursing, making up 4.3% of the NHS  

nursing workforce (HEE, 2016) compared with representing 7.5% of the UK population 

(Office for National Statistics, 2012). However, no previous study has explored the 

number of BSA men in NHS nursing in England.  

Hypothesis 5: BSA men are overrepresented in specific disciplines within the NHS 

nursing workforce 

Rationale for Hypothesis 5: Data on the nursing workforce also shows that men have 

traditionally been overrepresented in specific disciplines such as psychiatric nursing 

(Mericle, 1983; Lockhart, 2004). Alongside this overrepresentation, certain BAME 

groups have been reportedly underrepresented in senior roles (Kline, 2014; Sprinks 

et al., 2014).  

Data for the rates of representation in the workforce were expressed as proportion 

ratios (PR) for the appropriate population, as shown below: 

 𝑃𝑅 =
𝑥1 𝑛1⁄

𝑥2 𝑛2⁄
  

Where 𝑥1 and 𝑥2are the number of applications/accepted students/or students leaving 

a course for the two populations  being compared and 𝑛1 and 𝑛2are the total number 

of people in each population. 

All statistical analyses compared the White and BSA populations. 

4.5.7 Validity and reliability 

The data was derived from records accessed via UCAS, HESA, HEE and the NMC. 

The reliability and validity of data is dependent on the national systems utilized for data 

collection by these agencies. Gender and ethnicity was recorded as self-declared, 

there are debates about the conceptualisation and utilization of categorisation of 

ethnicity (Parameshwaran and Engzell, 2015) (as discussed in Chapter Two) and 

gender (Bishop, 2015). 
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4.6 Objective 2: to explore South Asian community views on the barriers and enablers 

for BSA men choosing nursing education and nursing careers 

4.6.1 Method  

This objective focussed on the views of the South Asian community. For the purposes 

of this study, community members consisted of BSA young men (as they were 

potential BSA male nurses of the future) and BSA parents (as they have a significant 

influence on the career choice of their sons). Focus groups were carried out using a 

topic guide (see section below for discussion of the designing the topic guide) with two 

sample groups: BSA young men and BSA parents. (Please see appendices A-D for 

topic guides). Focus groups have been previously successfully used to explore young 

people’s views towards nursing education and careers (Daly, Swindlehurst and Johal, 

2003; Ali et al., 2016) and parental views (Darr, 1998). Focus groups generate in-

depth, detailed, context specific information from participants (Silverman, 2013; 

Creswell, 2014). This is an under-researched subject area and therefore utilising the 

focus group approach to gather in-depth data was of particular benefit. In addition, 

focus groups can facilitate the joint construction of meaning, and the interaction 

between the participants, points of consensus and points of divergence, how as a 

group they make sense of issues and concepts, as opposed to using one to one 

interviews – where individuals share their particular experience/view on a given 

subject (Robinson, 1999). 

Designing the topic guides 

Two semi structured topic guides were developed based on the main themes that 

emerged from the literature review and including existing research instruments 

devised for studies on nursing and midwifery for BSA students (Ali, Randhawa, 

Burden, et al., 2017). One topic guide for BSA parents, and another for BSA young 

men. Both topic guides explored participants’ perception of the nursing profession; 

views on the role of ethnicity and masculinity and nursing and how to encourage BSA 

young men to enter the nursing profession (please see Appendix A and B). In addition, 

the topic guide for use with parents was designed to capture views on how parents 

considered nursing as a career for their sons, this was done by focussing  a specific 

question (question three) to elicit these views. The topic guide for use with young men 

was aimed at capturing their views on nursing as a potential career for them, again 
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question three was focussed on this aspect of the discussion (Airey and Frontistis, 

1997; Cos and Salling, 2009).  

The study objectives were reviewed by my supervisor and I, in order to ensure that the 

topic guides were designed to meet the objectives and answer the research question.   

This objective is particularly concerned with eliciting the views of BSA young men and 

BSA parents on barriers and enablers for BSA men choosing nursing education and 

career. Therefore, the questions were constructed to draw out views and perceptions 

of participants and their knowledge or understanding of the nursing profession. 

Barriers such as perceptions of the status of nursing; comparison of being a nurse with 

being a medical doctor; perceptions of the job being physically, socially and 

psychologically demanding; long working hours; low pay; the role of ethnicity; gender 

dynamics; were all considered in designing the topic guide. In addition, when 

developing the topic guide it was explicitly coded to identify and highlight both potential 

barriers and enablers within each of the questions. 

 

4.6.2 Sample  

BSA young men 

Purposive sampling25 (Teddlie and Yu, 2007) was used to identify the target 

population, this type of sampling is often used in qualitative studies with smaller target 

populations (Dyson et al., 2008; Gledhill, Abbey and Schweitzer, 2008; Likupe and 

Archibong, 2013). Purposive sampling was utilised for this study as opposed to other 

non-random sampling techniques such as convenience sampling, as the need for a 

range of participants with different characteristics (such as faith groups) were needed 

for the study. Convenience sampling does not include heterogeneous sampling as 

purposive sampling does – hence the use of purposive sampling for this objective. The 

BSA young men in the focus groups were not the children of the BSA parents in their 

focus groups. This was not within the inclusion criteria. Below is a table setting out the 

details of the sample. 

 
25 Purposive sampling techniques are primarily used in qualitative studies and 
may be defined as selecting units (e.g., individuals, groups of individuals, institutions) based on 
specific purposes associated with answering a research study’s questions. 
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Table 1. Sample for BSA young men 

 

BSA parents 

Purposive sampling was used for this group, for the reasons set out in the sample 

section above for BSA young men. Overleaf is a table setting out the details of the 

sample group. 

 

 

 

 

 

 

 

 

 

Focus 

group ref 

No of 

participants 

Ages Ethnicity Religion Type of study 

YPFG1 3 16yrs- 

17yrs 

Indian/Pakistani Sikh and 
Muslim 

Vocational course in 

mechanical 

engineering 

YPFG2 5 17yrs- 

19yrs 

Pakistani/Bangladeshi Muslim Mix of vocational and 

academic  

YPFG3 5 17yrs- 

21yrs 

Pakistani/Bangladeshi Muslim Vocational and 

unemployed 

YPFG4 9 17yrs- 

19yrs 

Indian/Pakistani/Bangl

adeshi 

Hindu 
and 
Muslim 

Academic courses 

Total 22     
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Table 2. Sample for parents’ focus groups 

Focus 

group 

reference 

No of 

participants 

Ethnicity Religion Children’s 

ages 

Sex of parent 

PFG1 4 Pakistani Muslim 3yrs– 

35yrs  

Male* 

PFG2 3 Pakistani  (inc. 

Kashmiri) 

Muslim 4yrs-14yrs Female 

PFG3 7 Bangladeshi Muslim 4yrs– 

23yrs 

Female 

FPG4 10 Pakistani/Bangladeshi Muslim 4yrs– 

39yrs 

Female 

PFG5 7 Indian Hindu 15yrs-

34yrs 

Male 

PFG6 4 Bangladeshi/Pakistani Muslim 0yrs-18yrs Male 

Total 35     

*parent focus groups were split by gender, in line with the cultural nuance of men and 

women not mixing. This was also done in order to guard against any potential 

‘disclosure’ or ‘strategic shaping’ of comments. 

 

4.6.3 Recruitment   

The local area where the study is based (Luton) has a significant South Asian 

population and it provided a pool of potential participants for this study. Minority ethnic 

groups make up 46% of the total Luton population. The 2011 Census identifies Luton’s 

population as 203,201 with the Pakistani community accounting for approximately 

14.4% of the total, making them the largest ethnic group (ONS, 2011). Indians make 

up 5.2% and Bangladeshi 6.7% of the total population. The town has been used 

previously by researchers for similar studies exploring barriers and enablers for the 

recruitment of South Asians into nursing and midwifery (Ali, Randhawa, Burden, et al., 

2017).  

BSA young men: were recruited as participants from a number of different educational 

establishments including two schools, one college and two local youth groups in Luton. 
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The population projections for the UK show that the South Asian group are one of the 

fastest growing (Coleman, 2010) and therefore this aspect of the recruitment also 

aligns with the overall rationale of the study in focussing on the BSA people as being 

one of the largest potential contributors to the national nursing workforce (see section 

1.2 in Chapter One). BSA young men were recruited from a range of settings to ensure 

a breadth of sample which reflects potential different routes into nursing education 

including those who may be considered academically able as well as those more 

vocationally suited as well as those at risk of being not in education, employment or 

training. Schools were chosen for more academically orientated potential participants 

and colleges for more vocational. Youth centres would provide a mixture of potential 

participants from the locality. The head teachers/principles/managers of these 

establishments/organisations were contacted (with support from HEE) to provide 

information about the study and formally request support with recruiting student 

participants for the focus groups. Four schools, two further education colleges and five 

youth settings were approached in order to get initial engagement. Approaching 

educational settings such as schools has previously been used in order to get access 

and recruit young people in health studies (Darr, 1998; Wright et al., 2016). This study 

also continued to build on networks already created within Luton by previous research 

at the Institute for Health Research, for example the Collaborative Targeted Outreach 

Programme (CTOP) and the Access and Outreach team at the University of 

Bedfordshire. Local staff within the settings such as schools, colleges and youth 

centres which had engaged with the CTOP project were approached as part of the 

recruitment process and this helped this study utilise already existing contacts. 

The figure overleaf shows the journey from access to recruitment and eventually 

conducting the focus group with BSA young men. 
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Figure 16. Flow diagram showing recruitment journey for young men’s focus groups  

Drafted official 
letter requesting 

access to 
participants

Followed up with 
repeat emails and 

phone calls

Met/spoke with 
staff member who 

offered support

Confirmed 
participant 

attendance/venue/
date/consent with 

staff member

Schools via 
outreach and 
access team

Youth 
organisations

Colleges

Attended and 
carried out focus 

group

 Focus group 
cancelled on the 

day

Wrote to staff 
member thanking 
them for enabling 
the focus group

Rescheduled focus 
group

No support offered

 

 

BSA parents:  

Parents were recruited using local community contacts and snowballing techniques to 

help identify and recruit participants, beginning with recommendations from staff at the 

educational establishments. The use of snowballing techniques to recruit members of 

the South Asian lay community has previously been utilised by researchers such as 

(Shah, Dwyer and Modood, 2010). More widely, researchers have used snowballing 
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techniques to recruit BAME groups in health service research on a variety of topics 

(Bhui et al., 2007; Chan et al., 2014; Hollup, 2014; Bamidele et al., 2018). 

The figure below shows the journey from access to recruitment to eventually 

conducting the focus groups with BSA parents. 

 

Figure 17. Flow diagram showing recruitment journey for parents’ focus groups 

Drafted formal 
email requesting 

access to 
participants

Followed up with 
repeat emails and 

phone calls

Visited setting on a 
speculative basis 

Met/spoke with 
contact who offered 

support

Confirmed 
participant 

attendance/venue/
date/consent with 

staff member

Faith and 
Community 

organisations
Community 

members known 
via attendance 
at community 

fora/events

Community 
members known 
via the institute 

Attended and 
carried out focus 

group

Attended with no 
participants 

showing or focus 
group cancelled 

Called contact 
thanking them for 
enabling the focus 

group

Rescheduled focus 
group

Made phone calls 
requesting access to 

participants

No support offered
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4.6.4 Data collection 

BSA young men: four focus groups were carried out with BSA young men (n=22) 

between the ages of 16yrs and 21yrs) were carried out in Luton. The sample structure 

was developed to ensure that the relevant age range for young men considering 

career choices and different South Asian faith groups were included (Hindu, Muslim 

and Sikh) from various educational and youth settings. These participants were 

selected in order to try and reflect the diversity of the town from which they were 

recruited. Please see section below on recruitment for further details. 

There was an expectation that they would be fluent in spoken and written English as 

the expected age range of the target group would suggest the likelihood of being 

educated and socialised in the UK. This was the case and no interpretation or other 

support was required when holding the discussion or completing the required 

paperwork consent form and participant characteristics form. 

BSA parents: six focus group discussions were carried out with BSA parents n=35), 

including those belonging to different South Asian faith groups (Hindu, Muslim and 

Sikh). Findings were assessed to determine (in conjunction with the study supervisors) 

whether additional focus groups should be set up, if it was deemed that data saturation 

had not been achieved. This eventually was the number of focus group discussions to 

achieve data saturation, in other words no new themes/sub-themes were emerging 

from discussions (Sheffield, Hussain and Coleshill, 1999; Miles, Huberman and 

Saldaña, 2014). 

 It was considered that for this group there may have been instances where the parents 

may have been born and brought up in India, Pakistan or Bangladesh and they may 

not be fluent/confident conversing in the English. It was clarified beforehand with the 

community contact as to whether a translator would be required and this was not 

needed. Parent participants were grouped into single sex focus groups, respecting the 

religio-cultural norm discouraging men and women from mixing. Gender mixing is not 

generally promoted within South Asian cultures and in addition this was done in order 

to guard against any potential ‘disclosure’ or ‘strategic shaping’ of comments, as can 

happen in specific focus group contexts especially with regard to mixing men and 

women (Hollander, 2004). Focus groups mixed those of different ethnicities and ages. 
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All focus group discussions were digitally audio recorded and fully transcribed 

verbatim (Harkness and Israel, 2018). 

4.6.5 Challenges of data collection 

There were three main challenges to data collection for this objective. These 

challenges included firstly, facilitating focus groups appropriately with BSA young men 

of different academic abilities. Secondly, getting access to BSA parents within the 

community. Thirdly, managing my position as a male researcher researching the views 

of BSA females (mothers) 

• Facilitating focus groups appropriately with BSA young men of different 

academic abilities 

Recruiting BSA young men was easier as there were identifiable schools/colleges and 

youth settings that could be approached. The schools and colleges were prompt, 

professional and amicable in their dealings as it was clear that some of these 

organisations had worked with the Institute for Health Research before and knew the 

basic protocols of contributing to research. The official letters and emails sent to the 

heads/principals and managers of these organisations ensured that there was senior 

management support for the research, however in some cases identifying the relevant 

personnel who would be the main contact and enable the sessions was not clear. 

However, in the majority of cases an individual was identified by the organisation and 

they carried out their role of providing access to the participants (as well as the venue). 

When setting up the focus groups, it was ensured that there was a range of academic 

ability within the sample and one of the consequences of this was that the level of 

knowledge varied hugely amongst the young people. As a researcher I had to regularly 

change my approach of questioning, tone and register of voice (Miles, Huberman and 

Saldaña, 2014) as well as language and use of slang when dealing with the different 

young men. Sometimes additional effort was needed, for provoking conversation with 

some groups, and prompting particular individuals to speak. Other times the heated 

debate needed dampening in a situation where a particularly outspoken or dominant 

member of the group was trying to influence others. Often when gender stereotypes 

were questioned certain young men would respond vociferously and insist that others 

in the group complied, ie suggesting ‘nursing was a girls job’(Whitehead, Mason and 

Ellis, 2007). 
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• Getting access to BSA parents within the community 

Recruiting BSA parents presented different challenges to recruiting young men data 

gathering. Initially much of this involved efforts to recruit. There were a number of 

potential resources identified with regard to help in recruiting participants. These 

included: faith and community groups identified via internet search, community 

members who had worked with the Institute of Health Research previously (including 

community recruiters) and members of the community who had attended various 

relevant forums and meetings. However, after initial contact by email and telephone it 

became clear that recruiting was going to be more difficult than originally anticipated. 

It became clear that community members were not going to respond to emails and 

telephone calls, face to face meetings were enabled, often by dropping in on people 

unannounced. Specific diarised days were set aside in order to drive to faith centres 

including temples, mosques and gurudwaras. At some of these venues there was clear 

resistance, one such incident was at a place of worship where a gentleman who 

claimed to speak on behalf of the organisation suggested that his community would 

not be interested in supporting this research. He suggested that his community were 

self-reliant and did not need nor want to engage with such research. The clear and 

forceful rejection of my research was personally disappointing. The gentleman made 

it very clear, verbally and non-verbally that he was not interested in pursuing the 

conversation any further and gestured for me to leave the premises. This was a 

sobering experience for me as a researcher, having to understand that not all 

members of the community may see the value in my research (Nápoles-Springer and 

Stewart, 2006). 

Other experiences were more positive and some places of worship welcomed the 

research and agreed to have their committee members table a specific item on my 

research at their next meeting where they agreed unanimously to support the research 

by not only recruiting parents but providing the venue also. With some faith groups it 

became clear that there were intra religious tensions and some schools of thought 

were predominant in some places of worship and if the research wished to engage 

with one that may exclude it from engaging with another. There were territorial politics 

present which acted as a barrier to recruiting the widest range of participants. There 

was engagement at some community organisation sessions but they were focussed 

on elderly lunch clubs and activities which was not the appropriate demographic, these 
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were the grandparents as opposed to parents of BSA young people. Some community 

members showed interest in recruiting but only if there was a financial incentive in 

place for them and the participants. This proved to be another barrier. 

• Managing my position as a male researcher researching the views of BSA 

females 

Carrying out focus group discussions with BSA mothers provided a specific set of 

challenges. Getting access to groups of BSA females was more problematic than 

getting access to groups of BSA males. This was due to the fact that as a BSA male, 

social norms within the BSA community meant that my requests to engage with groups 

of females was sometimes met with suspicion. Although I shared an ethnic 

background with the participants, the difference in gender became a major barrier for 

me when approaching potential participants (Carter, 2004). Although Carter (2004) 

reflected on his experience as a male White researcher, interviewing African 

Caribbean women, he acknowledged the ethnic and gender difference as a potential 

barrier to effectively carrying out his research. He considered ethnic matching as 

potentially advantageous in countering this barrier, yet my experience highlighted the 

importance of gender as a potential barrier in accessing participants for my research. 

Other South Asian researchers have noted the significance of the gender divide 

between them and participants when researching other South Asians (Abbas, 2007). 

However, I believe my experience researching South Asian women was particularly 

nuanced due to the nature of the research question. Sections of the topic guide I used 

to structure the focus group discussions particularly focussed on questions around 

masculinity. I had to be especially careful when broaching the subject of sex, sexuality 

and expected cultural norms with these participants, as I did not want to offend. This 

was a key learning point for me when considering how I was conducting my research 

and considering issues of reflexivity within research (Yip, 2008). 

 Although, it was difficult to get initial access to this sample group, when I was 

successful in gaining access, then there were often cohesive groups readily available 

for focus group discussions. These cohesive groups sometimes consisted of 

friendship groups, community service user groups, and faith interest groups. I was 

conscious that when I was carrying out the focus group discussions that I was the only 

male in the room and unfortunately this may have led to unnecessarily hasty exits from 
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the venues – where in a similar context with BSA men I would often wait around after 

the focus group discussion and try to develop further contacts and network within the 

community.  

 

Piloting the research instruments 

The topic guides were designed as described in the relevant section above (designing 

the topic guides). However, the topic guide was piloted with colleagues within the 

University of Bedfordshire, following which specific training sessions were attended on 

how to use topic guides when conducting focus groups. The topic guides were tested 

again within training sessions, as examples of research instruments that were suitable 

for use with focus groups. Iterative changes were made to the topic guides during this 

process, and once the study supervisors were satisfied with the final guide it was used 

with participants.  The study supervisor also observed a focus group as it was carried 

out with BSA parents. 

 

4.6.6 Data analysis 

All focus groups were audio recorded with permission and then transcribed verbatim 

by me. Audio recordings were heard and transcripts were checked by the study 

supervisor (please see section on validity below). Four focus groups were carried out 

with groups of BSA young men and six focus groups were carried out with BSA 

parents. NVivo (v11) was to be used to manage the data set (Wang et al., 2011). NVivo 

enables the synthesis of different data types so patient and practitioner accounts can 

be synthesised to meet the research objectives. However, I could not familiarize 

myself with NVivo and master it to a satisfactory level. I felt that I did not have the 

technical understanding of how to use the software in order to utilise it correctly. 

Following this realisation, identified themes, sub-themes and relevant sections of the 

transcripts were entered in Microsoft Excel. The director of studies checked the 

transcripts and evolving Excel spreadsheet. A Framework Approach (Ritchie and 

Spencer, 1994) was used to analyse the data which involved: a detailed familiarisation 

with the data; identification of key themes to form a coding frame; indexing the material 

according to the coding frame; charting (including creating a spreadsheet); and then 
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interpreting the findings in the context of other research in the area and policy and 

practice considerations (including relating findings to the existing evidence base).  

The Framework Approach was a valuable tool for this study and more widely it is 

recognized as a useful tool for qualitative research analysis in healthcare and policy 

research (Srivastava and Thomson, 2009; Smith and Firth, 2011). Overall the 

framework approach relies on a thematic, comparative organisation of narratives 

which will allow the research team to compare and contrast between and within each 

sample. The study looked for similarities as well as differences in views. In order to 

become familiarised with the data, I repeatedly listened to the audio output. This 

facilitated identification of recurrent potential themes and sub-themes. These potential 

themes and sub-themes emerged from the discussions and were identified as 

inductive themes and noted. Additionally, themes derived from the evidence base 

(which informed the development of the topic guides) were also identified. These 

deductive themes were also noted and coded in conjunction with the inductive themes 

and sub-themes (Fereday and Muir-Cochrane, 2006).  To minimise researcher bias 

during analysis the coding frame was developed, discussed and refined in an iterative 

process in meetings with the study supervisors. As noted above some of the themes 

were identified deductively guided by the semi structured topic guides and other 

themes inductively as they emerged from the data. Themes and sub-themes were also 

discussed with the supervisors redefined until a consensus was achieved. The number 

of focus group discussions was sufficient to generate adequate thematic depth on the 

barriers and enablers for BSA men and nursing in England (Chattoo, Atkin and 

Mcneish, 2004; Nápoles-Springer and Stewart, 2006) 

After having identified potential themes and sub-themes using relevant terminology 

from the existing literature and /or the transcripts (Spencer et al., 2003) attempts were 

made to manually represent the emerging themes and sub-themes. This proved to be 

problematic as the process of identifying themes and sub-themes was an iterative one, 

and manual, hardcopy representations needed to be continually updated. 

The picture overleaf shows one version of the manual, hardcopy attempts to 

categorise themes and sub-themes. 
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Figure18. Picture of poster showing emerging themes and sub-themes 

 

 

Eventually, Microsoft Excel was used to represent the emerging matrix. The matrix 

was separated by BSA young men focus groups and BSA parents’ focus groups. 

However emerging themes and sub-themes were aligned (Darr, 1998) and 

represented as one framework. Corresponding narratives from each transcript were 

then placed in individual cells within Microsoft Excel. The same coding framework was 

used to analyse all the transcriptions as it maintained the original themes and sub-

themes across participants 

Once the initial framework and matrix had been decided in conjunction with my 

supervisors the iterative process of indexing and charting the remaining transcripts 

took place. This is seen as a useful way of processing large amount of data and helps 

identify any outlier data that then does not fit easily into given themes and sub-themes 

(Ritchie and Spencer, 1994)The same coding framework was used to analyse all the 

transcriptions as it maintained the original themes and sub-themes across participants. 

The findings are presented in Chapter Six.  
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4.6.7 Validity 

The internal validity relates to the fitness for use of the research instruments, which 

for this study was strengthened, as both the young men and parents’ topic guides were 

adapted from an existing validated instrument used by the Institute of Health Research 

as part of the Collaborative Targeted Outreach Programme in 2017 (Ali, Randhawa, 

Burden, et al., 2017) (please see section on developing the topic guides above). 

Further enhancement of internal validity for this study, was ensured through 

standardised procedures of producing and handing out information sheets for 

participants and ensuring they were read before consent was obtained. The topic 

guide included a section on introducing the study and the researcher ensured the 

same procedure for giving this information was followed before each focus group 

commenced.  

The validity of findings were assessed on to what extent the findings/results actually 

measure what was set out to be measured i.e. if the original research questions are 

answered, and if the aim and objectives are met at the end of the study (Barry et al., 

2014). In addition, validity is also assessed upon the level of accuracy results may 

provide. However, the concept of validity is so problematic and widely debated that it 

has been argued that there is no single definition and the meaning of the term depends 

entirely on the individual and belief system in question (Winter, 2000).  Specific validity 

of research instruments such as surveys have been discussed (Barry et al., 2014) and 

concepts such as internal and external validity can be considered as part of wider 

assessments of qualitative and quantitative studies. 

External validity for the study can be assessed on the extent to which the results and 

findings can be confirmed by external means. This was ensured in this study by the 

degree of triangulation (Denzin, 2012) between findings generated by different 

participant groups converge ie the exploration of lay community views, BSA male 

nurse views and the views of professionals working in the NHS and nursing education. 

Previous qualitative and mixed methods studies researching similar issues were used 

to ensure that the number of groups/participants and sampling frame was robust (Darr, 

2001; Dyson et al., 2008; Ali, Randhawa, Burden, et al., 2017; Ali et al., 2018) and that 

the research findings could be representative from a qualitative perspective and from 



127 
 

which we can see emergent themes and any age, gender and ethnic differences, 

(Mason, 2010). 

Due to the subjective nature of this qualitative part of the study a number of strategies 

were employed to help ensure a robust process of data collection and analysis (Miles, 

Huberman and Saldaña, 2014). These included: piloting of the topic guides to ensure 

relevance of the questions being asked in relation to the information being sought; 

observation of focus groups by the Director of Study and inclusion of resulting 

feedback; consultation with the Director of Study in agreeing interpretations to stay 

true to the original narrative (Spencer et al., 2003). 

With regard to generalisibility, the findings from this objective are representative of 

different age groups, sexes, faith groups and countries of origin (Pakistan, India, 

Bangladesh and England). However they are representative of the local community 

residing in Luton, therefore due to nuances in environmental influences on participant 

beliefs, perspectives and experiences, the degree to which these findings can be 

inferred to other towns and cities may be questionable (Kisely and Kendall, 2011). 

Checking findings from this objective with BSA male nurses and professionals and 

stakeholders who are from across the country (in objective 3) will help ensure further 

reliability of these findings. 

 

4.7 Objective 3: Ascertain professionals and stakeholders (NHS managers, nursing 

education programme leads, education professionals, BSA male nurses) views on the 

barriers and enablers for BSA men entering and progressing in nursing education and 

careers. 

4.7.1 Method   

One to one semi structured interviews with the use of two topic guides (please see 

appendices C and D) were used for two separate sample groups. Those being 1) BSA 

male nurses and 2) NHS and nursing education professionals 

A set of one to one semi structured interviews were carried out with male BSA nurses 

so that participants can share their detailed experience and perspectives on what key 

enablers and barriers may be have been in place for them and possible ways forward 
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to help recruit and employ more male BSA nurses. The topic guide for the interview 

was developed using the existing evidence base and responses gained from focus 

groups held with BSA young men and BSA parents (objective 2). Previous research 

has successfully used semi structured interviews with recently graduated nurses to 

gauge similar information (Amaro, Abriam-Yago and Yoder, 2006).  

A second set of one to one semi structured interviews with professionals working in 

NHS and nursing education so that in depth and detailed information can be obtained 

from participants on what they believe key barriers and enablers may be in place and 

possible ways forward to help recruit and employ more male BSA nurses.  

4.7.2 Sample 

BSA male nurses: BSA males who were employed as nurses within the NHS at some 

stage in their career.  

NHS and nursing education professionals: NHS managers; nursing education 

programme leads; education professionals and other professionals engaged in 

nursing education and employment. This included strategic stakeholders such as 

those involved in the development of the nursing workforce more widely (NHS, NMC 

and Royal College of Nursing (RCN)). 

 

Table 3. Sample details for objective 3 interviews 

Role Sector Ethnicity 

NHS nurse Nursing workforce BSA (Indian heritage) 
NHS nurse Nursing workforce BSA (Pakistani heritage) 
NHS nurse Nursing workforce BSA (Bangladeshi 

heritage) 
NHS nurse Nursing workforce BSA (Indian heritage) 
NHS nurse Nursing workforce BSA (Indian heritage) 
Policy manager Nursing workforce policy Black British Caribbean 
Policy manager Nursing workforce policy Black British African  
NHS manager Nursing workforce  White British 
Senior lecturer Nursing education BSA (Indian heritage) 
Senior lecturer Nursing education White British 
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4.7.3 Recruitment  

BSA male nurses: purposive sampling was used to recruit male British South Asian 

nurses, using snowballing techniques to help identify and recruit participants, due to 

the scarcity of male BSA nurses (Thakker, 2009), beginning with recommendations 

from staff at NHS trusts selected by convenience sampling. As above, a call for 

interested parties went out through relevant organisations and associated media. A 

more comprehensive approach covering various potential recruitment sources was 

developed after initial attempts to secure participants yielded little success. These are 

described in more detail under challenges of data collection below. 

NHS and nursing education professionals: purposive sampling was used to recruit key 

professionals via initial recommendations made by regional professionals involved in 

nursing workforce development. Access was gained to the wider pool of professionals 

via introduction by organisations such as HEE. A call for interested parties to be 

involved in the research went out through relevant organisations such as HEE, NMC 

and the RCN utilising word of mouth, social networking media, newsletters and 

websites. 

 

4.7.4 Data collection 

All participants were interviewed using a semi-structured interview method, as has 

been used by previous researchers to investigate professional nurse perspectives. 

The semi-structured interview was based on a topic guide (Obrey and Vydelingum, 

2004; Rajacich et al., 2013; Whiteside and Butcher, 2015) which was developed to 

incorporate summary findings from the BSA young men and BSA parents in objective 

2. Specifically research (Popper-Giveon, Keshet and Liberman, 2015) has previously 

incorporated semi-structured interviews to investigate the experience of Arab male 

nurses in Israel with a view to increase gender diversity in that workforce. This study 

also takes a similar approach and interviews were recorded, transcribed and analysed 

thematically.  
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4.7.5 Challenges of data collection 

There were two main themes within challenges to recruiting relevant BSA male nurse 

participants for this objective. They included: identifying the relevant NHS employer 

contact and identifying the BSA as opposed to South Asian male nurses. These 

challenges are outlined in more detail below: 

• Identifying the relevant contacts within NHS employer organisations 

 One of the approaches taken to recruit BSA male nurses for this study was to 

utilize the support of national nursing organisations to promote the study. These 

national organisations included HEE, NMC, RCN and NHS Employers. The 

latter of these sent out a request to all 153 Equality and Diversity contacts in 

NHS Trusts nationally. This exercise meant that the research got national 

exposure within nurse employer organisations. It was seen to have the backing 

of national organisations like HEE and NHS Employers, however this did not 

result in further recruitment of the target population. It led to a number of 

different professionals making contact with me but upon follow up phone calls 

and email conversations it became clear that these contacts did not know of 

any ‘home grown’ BSA male nurses in their respective organisations. The 

responses were initially promising but it was symptomatic of the ethnic grouping 

generalisations that are made by some people – ie the term South Asian was 

interpreted to be relevant to those recruited from abroad including from the 

Philippines.  

• Recruiting BSA ‘home grown’ male nurses as opposed to internationally 

recruited/trained South Asian male nurses 

This became the clearest challenge to recruiting ‘home grown’ BSA male 

nurses. It seemed that colleagues within organisations knew of internationally 

recruited South Asian male nurses but could not identify ‘home grown’ BSA 

male nurses. I had conversations with a range of notable and well-established 

stakeholders within the nursing community who could not personally identify 

any ‘home grown’ BSA male nurses. Stakeholders included equalities leads for 

a major national nursing organisations, a BSA male chair of an NHS Trust, a 

BSA male programme lead for a national NHS workforce organisation, the 
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Regional Chief Nurse for the London Region, Senior nursing educators of South 

Asian descent, all of whom were well connected with other minority ethnic 

nursing professionals did not personally know of any one ‘home grown’ BSA 

male nurse 

An example of the confusion about differentiating between ‘home grown’ and 

other BSA male nurses was demonstrated when I was offered access to some 

BSA ‘home grown’ nurses in the North West of the country. After an initial 

positive response like this, it seemed 4 interviews had been scheduled within 

one NHS Trust– however upon arriving at the site and meeting the nurses it 

became clear they were internationally recruited and not ‘home grown’. This 

was symptomatic of a fundamental problem in that there is no way for even 

those professionals working on widening participation within nursing employer 

organisations to identify ‘home grown’ nurses. It therefore calls into question 

the viability of setting goals to develop home grown workforce within strategies 

such as ‘Widening Participation it matters’ (2014), as we cannot set a 

benchmark for ‘home grown’ nurses. We can identify ‘home grown’ nursing 

students because the UCAS system allows for the segregation of ‘domestic’ 

applications/acceptances. However, this is not the case for NHS Trusts. 

Therefore, we cannot identify where the destinations for ‘home grown’ BSA 

nurse students are in the workforce. What kind of roles do they hold? For how 

long? What are the attrition rates for them within the nursing workforce? These 

questions lead to the fundamental challenge of how can we have policies to 

develop a ‘home grown’ workforce if we don’t know who they are and where 

they are. 

Another example of this issue was when engaging with a senior nursing lecturer 

of South Asian ethnicity who suggested she knew of some BSA male nurses. 

After clarification on the telephone that I was looking for ‘home grown’ nurses 

she confirmed she knew of none. It is notable that a senior researcher and 

lecturer in nursing, from a South Asian background, with contacts in BAME and 

nursing fields did not know a single ‘home grown’ BSA male nurse. 

It became apparent that many of those working within nursing and equalities 

do know of BSA male nurses but that they are not ‘home grown’ nurses. This 
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could indicate that the vast majority of those BSA male nurses on NHS 

Electronic Service Register (even with British nationality) are not ‘home 

grown’. They have no other choice than indicating they are Asian/Asian British 

and then either Indian, Pakistani, Bangladeshi or other – thus conflating ‘home 

grown’ with internationally trained/recruited nurses. 

• Using a range of recruitment strategies 

This included visiting a range of community and faith centres nationally (in 

areas with high South Asian populations). Mosques, gurudwaras, temples and 

community centres were targeted in cities such as London, Leicester, Bradford, 

Slough and Leeds. Committee members and community leaders were 

requested to share information about the research and they were personally 

questioned on whether they knew of any local residents that were BSA male 

nurses. This approach led to the identification of one BSA male nurse of Indian 

ethnicity. The diagram below sets out some of the ways in which attempts were 

made to recruit relevant participants. The number of approaches taken 

demonstrates the difficulties involved in successfully identifying and recruiting 

BSA male nurses. 

Figure 19. Flow diagram showing challenges of recruiting BSA male nurses (overleaf). 
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4.7.6 Data analysis  

BSA male nurses: A framework approach was used to carry out a thematic analysis. 

This approach consisted of transcribing the interviews which involved audio recording 

interviews with permission and then transcription verbatim by me. The audio 

recordings were heard and transcripts were checked by the study supervisor in order 

to confirm accuracy. Consistency was sought across transcripts to note any significant 

non-verbal communication such as any long pauses. 

Familiarisation with the transcripts involved reading and re-reading the transcripts. 

This process helped me navigate the key themes later in the data analysis, as re-

reading the transcripts brought me closer to the text in each interview transcript. 

The coding process then consisted of taking each of the hardcopy transcripts and 

highlighting particular passages or words which aligned with an identifiable barriers or 

enablers. These passages / words were labelled as barriers or enablers. These 

passages and words were further grouped under emerging sub-groupings under 

identified barriers and enablers. These were coded appropriately (e.g pay and 

conditions). Further to this some patterns emerged with particular passages and words 

across transcripts falling under suggestions or recommendations going forward. 

These were labelled as recommendations. Each of these patterns of suggestions and 

recommendations were then further grouped under emerging sub-groupings (e.g 

providing pay scale information). 

Following this process, the overarching labels and emerging patterns of subgroupings 

were defined into precise language or codes in order to develop an analytic framework. 

This coding was agreed with the director of studies so as to accurately capture the 

emerging patterns within the transcripts. This analytic framework was then applied 

using the agreed codes, by creating a spreadsheet (or matrix) within Microsoft Excel 

and charting data into the framework matrix by cutting and pasting relevant passages 

and words from the transcripts into the spreadsheet. Each code had its own set of 

rows and every relevant passage/word taken from each interview was placed in a 

column corresponding to the code. 
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This process led to the final stage of interpreting the data by looking across the codes 

and interview passages to identify salient themes. This process was iterative and was 

influenced deductively by the original research question, the existing evidence base, 

and inductively by the data provided by participants and related discussions with the 

director of studies (Fereday and Muir-Cochrane, 2006). 

The interviews were carried out with a view to use co-construction where the 

interviewee could comment on the findings from objective 2 within the data gathering 

in objective 3 (Nind, 2011). This approach was be used to help provide a richer case 

study type analysis of individual and personal experiences that can shed light on the 

wider systemic issues involved. Using the summary findings from the BSA young men 

and BSA parents, from objective 2 provided prompts for BSA male nurses to reflect 

on their personal experiences and perspectives on the issues highlighted by the 

community. 

NHS and nursing education professionals: A framework approach was carried out on 

the data as described in the analysis above.  BSA male nurses and professional 

stakeholders were requested to help co-interpret the analysis findings from objective 

2 focus groups as described above. The findings from this objective are presented in 

Chapter Seven of the study. 

4.7.7 Validity 

External validity for the study can be assessed on the extent to which the results and 

findings can be confirmed by external means. This was ensured in this study by the 

degree of triangulation (Denzin, 2012) between findings generated by different 

participant groups ie the exploration of BSA young men’s views, BSA parents’ views, 

BSA male nurse views and the views of professionals working in the NHS and nursing 

education. 
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4.8 Ethics process and considerations 

4.8.1 Ethical approval process 

Ethics approval was sought and obtained before any data was gathered for this study. 

Approval was provided by the University of Bedfordshire, Institute of Health Research 

Ethics Approval Committee (reference IHREC 785, September 2017).  

As part of the process of researching and acquiring the relevant ethical approval for 

this study, the Health Research Authority (HRA) and Medical Research Council (MRA) 

decision tool was utilised in order to clarify whether any further ethical approvals were 

required http://www.hra-decisiontools.org.uk/research/. The result confirmed that the 

study did not need any further HRA approval (please see Appendix J for result). 

Further to the use of the decision tool, it was clarified that individual Research Ethics 

Committee (REC) review is not normally required for research involving NHS or social 

care staff recruited as research participants by virtue of their professional role. This 

was confirmed within paragraph 2.3.13 of ‘Governance Arrangements for Research 

Ethics Committees’. Review by a REC within the UK Health Departments Research 

Ethics Service is not normally required for research involving healthcare or social care 

staff recruited as research participants by virtue of their professional role (Department 

of Health, 2011).  

 

4.8.2 Ethical considerations 

• The aspect of access, consent and permission for data use applied to the 

objective 1 of the study, those were considered in the following ways: 

Applications to pre-registration nursing courses: access to University application data 

is publicly available via www.ucas.com. Additional breakdown of data was requested 

from HEE adhering to their data request protocol and agreement, and was requested 

from Exact adhering to their data request protocol and agreement for use of data. This 

included them rounding down cohort data to the nearest five, so that individual people 

could not be identified. 

http://www.hra-decisiontools.org.uk/research/
http://www.ucas.com/
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Higher education institution attrition rates: Access to this type of data was publicly 

available via the Higher Education Statistics Agency (HESA) www.hesa.ac.uk  

Additional breakdown of data was requested from HEE and HESA adhering to their 

data request protocol and agreement for use of data. 

NHS nursing workforce: access to NHS hospital and community health service non-

medical workforce census profile data was requested via HEE and www.digital.nhs.uk 

(formerly Health and Social Care Information Centre). Workforce profiles for NHS 

nursing staff, including those internationally recruited. In addition, workforce survey 

data held by the Nursing and Midwifery Council (NMC) was also been requested 

following each organisation’s data request protocol and agreement for use of data.  

• The aspect of informed consent and permission for data use applied to 

objective 2 and 3 of the study, this was considered in the following ways: 

BSA young men: Because some of the BSA young men were less than eighteen years 

of age (16yrs to 21yrs), specific consideration had to be given to the issue of informed 

consent. Consent to contact the young people was sought from the gatekeepers of 

schools/colleges and youth settings. Head teachers and Youth Service managers of 

the selected schools/colleges youth groups were contacted to provide information 

about the study and formally request support with recruiting student participants for 

the focus groups. Furthermore, individual consent was confirmed via completion of a 

consent form by each individual participant from the group. This was done following a 

verbal briefing and an information sheet being handed to each participant at the 

beginning of each focus group. 

BSA parents: Consent to contact the parents was managed by community 

organisations. Furthermore, individual consent was confirmed via completion of a 

consent form by each individual participant from the group. This was done following a 

verbal briefing and an information sheet being handed to each participant at the 

beginning of each focus group. 

BSA male nurses: Consent to contact the nurses was managed in two ways. Firstly, 

any participants recruited via the advertisement placed by organisations such as the 

NMC, RCN and HEE was managed through their respective protocols. Secondly, 

those nurses interested were asked to confirm their consent to participate representing 

http://www.hesa.ac.uk/
http://www.digital.nhs.uk/
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themselves and not any employing organisations. Furthermore, individual consent 

was confirmed via completion of a consent form by each individual participant of the 

sample group.  

NHS and nursing education professionals/stakeholders: Consent to contact 

professionals and stakeholders were managed by the employing organisations such 

as the NMC, RCN and HEE. All respective required organisational protocols were 

adhered to. Furthermore individual consent was confirmed via completion of a consent 

form by each individual professional or stakeholder part of the sample group.  

• The aspect of confidentiality applied to objective 2 and 3 of the study, this was 

considered in the following ways: 

BSA young men: The rules regarding confidentiality were clarified at the beginning of 

each focus group discussion session so that all participants were clear. In addition, 

this issue was dealt with within the relevant information sheet (please see appendix 

K).  The relevant passage reads “it is important for you to know that the researcher will 

be obliged to share personal information to the appropriate person if anything is 

disclosed at any time that would indicate someone is at risk of harm, or there has been 

some form of professional misconduct”. 

BSA parents: The rules regarding confidentiality were clarified at the beginning of each 

focus group discussion session so that all participants were clear. In addition, this 

issue was dealt with within the relevant information sheet (please see appendix L).  

BSA male nurses: The rules regarding confidentiality were clarified at the beginning of 

each discussion session so that participants were clear. In addition, this issue was 

dealt with within the relevant information sheet. The relevant passage reads “it is 

important for you to know that the researcher will be obliged to share personal 

information to the appropriate person if anything is disclosed at any time that would 

indicate someone is at risk of harm, or there has been some form of professional 

misconduct”.  

NHS and nursing education professionals/stakeholders: The rules regarding 

confidentiality were clarified at the beginning of each discussion session so that 

participants are clear. In addition, this issue was dealt with within the relevant 

information sheet. The relevant passage reads “it is important for you to know that the 
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researcher will be obliged to share personal information to the appropriate person if 

anything is disclosed at any time that would indicate someone is at risk of harm, or 

there has been some form of professional misconduct”.  

In addition to the above processes, all of the personal data relating to individual 

participants was considered in the light of recent General Data Protection Regulations 

(GDPR) guidance for research. It was agreed that all of the above processes had 

helped ensure that the research was carried out in compliance with GDPR guidance. 

For example, mitigating actions such as pseudonymisation were taken in using coding 

references for participant comments within the study. This ensured that the personal 

data could no longer be attributed to a specific data subject without the use of 

additional information. That additional information, in the form of participant details 

forms was kept separately and was subject to the university’s technical and 

organisational measures to ensure confidentiality.  

Furthermore, having assessed whether a data protection impact assessment was 

required, it was judged that this was not appropriate for this study, as the research did 

not involve many of the criteria such as Use extensive and systematic 

profiling/automated decision-making to make key decisions about people; using 

profiling, automated decision-making or special category data to help make decisions 

on someone’s access to a service, benefit, or opportunity; carrying out large scale 

profiling; conducting large scale processing of criminal offence data or special 

category data; systematically monitoring a publicly accessible place on a large scale; 

processing genetic or biometric data;  processing personal data in a way which 

involves tracking people’s online/offline behaviour or location.  

 

4.9 Using the Consolidated criteria for reporting qualitative research (COREQ) 

to further ensure a robust qualitative research approach 

COREQ was developed by Tong, Sainsbury and Craig (2007) in order to promote 

explicit and comprehensive reporting of qualitative studies (Tong, Sainsbury and 

Craig, 2007). Although mine is a mixed methods study, the qualitative arm of this 

research has benefitted from utilising the COREQ checklist. Using the three domains 

of qualitative research as set out in COREQ, I can demonstrate how my study complies 
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with the suggested checklist. What follows is a summary response to each of those 

three domains: 

4.9.1 Domain one: Research team and reflexivity 

Within COREQ it is suggested that the personal characteristics of the researcher(s) 

are clearly shared. I have made clear my role as a PhD candidate, from the outset of 

this document and have provided details such as my identity,  gender and experience 

and have discussed how these factors might have influenced my research findings in 

a dedicated section on personal reflections (Chapter Nine, section 9.2). I have also 

made clear in the section how I did not have any previous relationship with the study 

participants, this should clarify that there is no risk of having known the participants 

previously affecting their responses.  

4.9.2 Domain two: Study design  

I have, as suggested within COREQ, clarified my conceptual/theoretical framework as 

intersectionalism throughout Chapter Three of this document so readers can better 

understand how I have explored the research questions. I have explained in Chapter 

Four, sections 4.6 and 4.7 my sample sizes, who my participants were, how they were 

selected and where they were the study was conducted and how long the discussions 

were (Chapter Six, section 6.1 and Chapter Seven, section 7.1). This included detail 

of approaches taken such as the segregation of male and female parents for focus 

groups and the rationale for it (section 4.6.4). 

Basic demographic data was provided (section 4.6.3) in order to set the context and 

furthermore participant details (section 4.6.2 and section 4.7.2) provided more detail 

of participants so as to demonstrate the potential range of different views on a given 

subject. 

With regard to data collection, topic guides have been provided as appendices A-D to 

show the questions/prompts used when facilitating focus groups and interviews. The 

method of audio recording and transcribing verbatim has also been made clear in 

sections 4.6.4 and 4.7.4.  
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4.9.3 Domain three: Analysis and findings 

I have made clear the data analysis, Framework Approach (Spencer et al., 2003) 

(Chapter Four, section 4.6.7) to provide clarity of how the data was analysed and 

findings reached. This includes a step by step explanation of the approach taken, main 

and subthemes identified (Chapter Six, sections 6.1.2-6.1.4 and Chapter Seven, 

sections 7.1.2-7.1.4). This included quotations from multiple participants on a given 

subject, thus providing further transparency and trustworthiness to the findings and 

interpretation of the data. Unfortunately, my study did not include participants checking 

the findings and this can be seen as a limitation of the study. The approach to 

converging the findings and results (Farmer et al., 2006) are made clear in Chapter 

Eight, section 8.4. using a recognised process as described by Farmer et al (2006). 

Finally, as suggested in the COREQ guidelines, my study’s qualitative findings can be 

seen to demonstrate further trustworthiness as some of them were recently published 

in a peer reviewed academic journal (Qureshi, Ali and Randhawa, 2020). 

 

4.10 Chapter Summary 

This chapter set out the methodology, prior to discussing pragmatism and mixed 

methods in relation to the study. This was followed by a detailed discussion of the 

research methods used for each objective of the study. This included consideration of 

challenges to data collection including issues around ethnicity and its implications for 

data collection, significance for identity formation for BSA youth and its relevance to 

this study. Ethical considerations were discussed toward the end of the chapter 

including aspects of data access; permissions for data use; consent and 

confidentiality. This chapter also provides an account of how the qualitative aspect of 

my study complies with a recognised standard (COREQ). The next chapter moves on 

to presenting the results from objective 1 of the study. 
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Chapter Five: Quantitative results of a review of applications to nursing pre-

registration courses and NHS workforce data (objective 1) 

5.1 Introduction 

This chapter presents the quantitative results (objective 1) for the review of 

applications to nursing pre-registration courses and current NHS nursing workforce 

data. The data identified the key characteristics (gender, ethnicity, type of nursing 

specialty) and highlights the intersection between gender and ethnicity in the current 

NHS nursing workforce. 

The chapter begins with presenting the hypotheses and then moves on to 

systematically present the results of each hypothesis. Finally, it summarises the main 

results. The secondary data review was categorised under the four themes of 

applications to pre-registration courses; acceptances to pre-registration courses; 

attrition from pre-registration courses and lastly NHS nursing workforce data.  

 

5.2 Hypotheses 

After reviewing the existing evidence base (presented in Chapter One, Two and Three) 

five hypotheses were constructed to be tested.  

Table 4. Hypotheses for objective 1 

Number Area of focus Hypothesis Null Hypothesis 

1 Applications to 
nursing pre-
registration 
courses in England 

BSA men are 
significantly 
underrepresented in 
the overall 
applications to 
nursing courses in 
England 

BSA men are 
proportionally represented 
in overall applications to 
nursing courses in 
England, reflecting 
proportionally similar 
application rates to White 
men  

2 Acceptances on 
nursing pre-
registration 
courses in England 

BSA men are 
significantly less 
likely to be accepted 
than others when 

The acceptance rate for 
BSA men is not 
significantly worse than 
that of overall applicants 
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applying to nursing 
courses in England. 
 

to nursing courses in 
England, reflecting 
proportionally similar 
application rates to White 
men  

3 Attrition from pre-
registration nursing 
courses in England 

BSA men are 
significantly 
overrepresented in 
attrition rates from 
nursing courses in 
England 

The attrition rates for BSA 
men is the same as overall 
attrition rates from nursing 
courses in England, 
reflecting proportionally 
similar application rates to 
White men 

4 NHS nursing 
workforce in 
England 

BSA men are 
significantly 
underrepresented in 
the overall NHS 
nursing workforce. 

BSA men are 
proportionally represented 
in the NHS nursing 
workforce in England, 
reflecting proportionally 
similar rates to White men  

5 NHS nursing 
workforce in 
England 

BSA men are 
overrepresented in 
specific disciplines 
within the NHS 
nursing workforce 
 

BSA men are 
proportionally represented 
across different disciplines 
within the NHS nursing 
workforce, reflecting 
proportionally similar rates 
to White men 

 

The area of focus for hypotheses 1-3 was on nursing education data, whilst 

hypotheses 4 and 5 were focussing on NHS nursing workforce data. Because of the 

difference, this objective was broken down by those groupings of approaches taken 

and the results for hypotheses 1-3 and then separately for hypotheses 4-5. 

 

5.3 Approach taken and results for nursing education data (hypotheses 1 – 3) 

5.3.1 Design and methods 

A retrospective cohort analysis approach was utilised. Secondary descriptive analysis 

was carried out on data relating to applications to nursing pre-registration courses 

(2013-2016), and attrition from, nursing pre-registration courses (2012/13 to 2014/15) 

in England. British South Asian and White male populations were compared and rates 

of applications, acceptance, attrition were expressed as proportion ratios for the 

appropriate population using confidence intervals to test statistical significance. 
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5.3.2 Participants 

The data were derived from 150,445 applicants and 416,457 enrolled students on 

nursing pre-registration courses at universities in England. The sample was restricted 

to nursing pre-registration undergraduate courses. 

5.3.3 Data collection 

All the data used in this study were routinely collected at national level by two separate 

organisations. The applications data was obtained via the Universities and Colleges 

Admissions Service (UCAS). The attrition data was obtained via the Higher Education 

Statistics Agency (HESA). 

All data was for UK domiciled applicants only. Sex was recorded as declared by the 

applicant/student. For applications data ethnic group was recorded as declared by the 

applicant under ‘White’, ‘Black – Caribbean’, ‘Black – African’, ‘Black – Other Black 

background’, ‘Asian – Indian’, ‘Asian – Pakistani’, ‘Asian – Bangladeshi’, ‘Asian – 

Chinese’, ‘Asian - Other Asian background’, ‘Mixed - White and Black Caribbean’, 

‘Mixed - White and Black African’, ‘Mixed - White and Asian’, ‘Mixed - Other mixed 

background’, ‘Other’ and ‘Unknown’. For attrition data ethnic group was recorded as 

declared by the applicant under ‘White’, ‘Black – Caribbean’, ‘Black – African’, ‘Black 

– Other Black background’, ‘Asian – Indian’, ‘Asian – Pakistani’, ‘Asian – Bangladeshi’, 

‘Asian – Chinese’, ‘Asian - Other Asian background’, ‘Mixed - , ‘Other – including mixed 

background’ and ‘Unknown’. 

Applications outcomes were obtained and classified as: applicants, applications (as 

each applicant could make up to five applications) and acceptances. Attrition 

outcomes were obtained and collapsed into two outcome categories: achieved 

intended award and left with no award. 

 

5.3.4 Data Analysis 
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Data for the rates of applications, acceptance, and attrition were expressed as 

proportion ratios (PR) for the appropriate population, as shown below: 

 𝑃𝑅 =
𝑥1 𝑛1⁄

𝑥2 𝑛2⁄
  

where 𝑥1 and 𝑥2are the number of applications/accepted students/or students leaving 

a course for the two populations  being compared and 𝑛1 and 𝑛2are the total number 

of people in each population. 

All analyses compared the White and British South Asian populations, with males and 

females compared separately. 

Application rates 

Application rates were calculated as the percentage of nursing applicants for a given 

ethnic group compared to the English population of that ethnic group in the 2011 

census. Application rates were calculated separately for each year, from 2013 to 2016. 

Acceptance rates 

Acceptance rates were calculated as the percentage of applicants accepted to a 

nursing course for a given ethnic group compared to the number of applicants for that 

ethnic group. Acceptance rates were calculated separately for each year, from 2013 

to 2016. 

Attrition rates 

Attrition rates were calculated as the percentage of applicants leaving a nursing course 

with no award for a given ethnic group compared to the number of students studying 

a nursing course for that ethnic group (Mulholland et al., 2008). Attrition rates and 

success rates were calculated for data for each academic year, from 2012-2013 to 

2014-2015. 

 

5.3.5 Use of proportion ratios and confidence intervals 

Differences in proportions between groups were expressed as ratios, with 95% 

confidence intervals for these ratios reported (Poole, 2001).  The confidence intervals 
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were calculated for all proportions by calculating the standard error of the natural 

logarithm of PR, which approximates a normal distribution: 

 SE ln(PR) = √
1

x1
−

1

n1
+

1

x2
−

1

n2
 

where 𝑥1 and 𝑥2are the number of applications/accepted students/or students leaving 

a course for the two populations  being compared and 𝑛1 and 𝑛2are the total number 

of people in each population.  

The 95% confidence intervals for ln(𝑃𝑅) can be expressed as: 

 𝑃𝑅 ±  𝑒1.96 𝑆𝐸 ln(𝑃𝑅)  

where 1.96 corresponds to the Z-score for a 95% confidence interval. 

Confidence intervals are closely related to the concept of statistical significance for 

two-sided tests (Gardner and Altman, 1986). If the 95% confidence interval for the 

ratio of two proportions does not include zero, then a statistically significant difference 

between the proportions can be inferred (Rothman, 2012) . 

Although significance tests are commonly used such as the Pearson Chi square test 

in order to determine a P value, in this case however proportion ratios could provide 

the estimated likelihood of an event. This approach was deemed as appropriate for 

this task. Furthermore, presenting P values alone can lead to them being given more 

merit than they deserve. In particular, there is a tendency to equate statistical 

significance with medical importance or biological relevance. But small differences of 

no real interest can be statistically significant with large sample sizes, whereas 

clinically important effects may be statistically non-significant only because the number 

of subjects studied was small. 

 

5.3.6 Validity and reliability 

The data was derived from records accessed via UCAS and HESA. The data was 

retrospective and cleaned and managed by the providing agencies (UCAS and 

HESA). The reliability and validity of data is dependent on the national systems utilized 

for data collection by these two agencies. Sex and ethnicity was recorded as self-



147 
 

declared, there are debates about the conceptualisation and utilization of 

categorisation of ethnicity (Parameshwaran and Engzell, 2015) and sex (Bishop, 

2015). 

 

5.3.7 Results 

Application rates 

Hypothesis 1: BSA men are significantly underrepresented in the overall applications 

to nursing courses in England. 

Result: Hypothesis rejected 

The application rates for nursing courses for all years, ethnic groups and sexes are 

shown in the table 5 below. When the results for each ethnic group and sex were 

compared between years, clear differences were observed. With respect to British 

White males, the proportion of applications between 2013 and 2016 decreased 

significantly by five percent (PR=0.93: 95% CI 0.89-0.97). In contrast, British White 

females showed no difference in application rate over the same period (PR=1.01: 95% 

CI 1.00-1.02). When application rates for BSAs were compared, males showed a 

significant increase of 58% from 0.114%  (PR=1.58: 95% CI 1.40-1.78), while females 

showed a significant increase of 27% from a baseline of 1.233% (PR=1.27: 95% CI 

1.22-1.32). 

 

Table 5. Application rates for nursing courses from 2013 to 2016 

Ethnic group  Sex Year Application rate  
 

N 

White Male 2013 0.064% (0.062-0.066)* 5520 

  2014 0.071% (0.069-0.073) 6130 

  2015 0.064% (0.062-0.065) 5540 

  2016 0.060% (0.058-0.061) 5220 

  Total 0.258% (0.256-0.260) 22410 

White Female 2013 0.674% (0.669-0.680) 58270 

  2014 0.750% (0.743-0.756) 64600 
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  2015 0.699% (0.693-0.705) 60440 

  2016 0.680% (0.674-0.686) 59000 

  Total 2.803% (2.797-3.2809) 242310 

British South 
Asian 

Male 2013 0.114% (0.103-0.125) 465 

  2014 0.141% (0.129-0.153) 575 

  2015 0.163% (0.150-0.176) 665 

  2016 0.181% (0.167-0.194) 740 

  Total 0.599% (0.586-0.611) 2445 

British South 
Asian 

Female 2013 1.233% (1.197-1.269) 4920 

  2014 1.329% (1.292-1.367) 5340 

  2015 1.466% (1.427-1.505) 5900 

  2016 1.569% (1.529-1.609) 6400 

  Total 5.598% (5.560-5.635) 22560 

 

*Confidence Intervals in parenthesis. 

Values are proportions and 95% confidence intervals. 

Total is the sum of all applications from 2013 to 2016. 

 

The effect of sex on application rate is shown in Figure 20. Regardless of ethnicity, a 

greater proportion of females than males applied for nursing courses, with a larger 

ratio observed for British White applicants (PR=10.87: 95% CI 10.71-11.03) than for 

BSA applicants (PR=9.35: 95% CI 8.95-9.76). The lack of overlap between these two 

confidence intervals shows that BSA males were more likely to apply for nursing 

courses than their British White counterparts. With respect to the effect of year, the 

ratio of British White females to males applying increased slowly over time, with 2016 

showing a significantly greater ratio than in both 2013 and 2014 (Figure 20). In 

contrast, the ratio of BSA females to males decreased slowly each year, with 2016 

having a significantly lower ratio than 2013 (Figure 20). 

 



149 
 

 

 

Figure 20. Comparison of proportion of applicants between males and females by 

ethnicity 

 

 

 

 

The effect of ethnicity on application rate is shown in Figure 21, overleaf. Regardless 

of sex, a greater proportion of BSA than British White applied for nursing courses, with 

a larger ratio observed for males (PR=2.32: 95% CI 2.22-2.42) than for females 

(PR=2.00: 95% CI 1.97-2.02). With respect to the effect of year, the ratio of BSAs to 

British White increased significantly each year from 2014 onwards (Figure 21). A 

similar effect was also observed for males, with significantly more BSAs applying for 

nursing courses than British White each year from 2014 onwards (Figure 21). 
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Figure 21. Comparison of proportion of applicants between ethnic groups by sex 

 

 

 

Acceptance rates 

Hypothesis 2: BSA men are significantly less likely to be accepted than others when 

applying to nursing courses in England. 

Result: Hypothesis accepted 

The acceptance rates for nursing courses for all years, ethnic groups and sexes are 

shown in Table 6. When the results for each ethnic group and sex were compared 

between years, no differences were observed, regardless of sex or ethnicity. 

Accordingly, the results for the sex and ethnic comparisons are only presented for the 

total of all the four years in the sample.  

With respect to sex, there was no significant effect on acceptance rate for either White 

candidates (PR=1.02: 95% CI 0.98-1.05) or for BSA candidates (PR=1.08: 95% CI 
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0.94-1.25). However, there was a significant effect of ethnicity on acceptance rates for 

both male (PR=0.54: 95% CI 0.47-0.62) and female candidates (PR=0.57: 95% CI 

0.55-0.60). This equates to an acceptance rate for BSA candidates that was close to 

half that of White candidates, irrespective of gender. 

Table 6. Acceptance rates for nursing courses from 2013 to 2016 

Ethnic group  Sex Year Acceptance rate 

White Male 2013 14.6% (13.6-15.7) 

  2014 15.4% (14.4-16.5) 

  2015 16.0% (14.9-17.2) 

  2016 16.5% (15.3-17.7) 

  Total* 15.6% (15.1-16.2) 

White Female 2013 15.8% (15.5-16.2) 

  2014 15.6% (15.2-15.9) 

  2015 15.9% (15.5-16.2) 

  2016 16.4% (16.0-16.7) 

  Total 15.9% (15.7-16.1) 

British South 

Asian 

Male 2013 8.1% (5.4-0.10.8) 

  2014 8.5% (6.0-11.0) 

  2015 8.1% (5.9-10.4) 

  2016 8.8% (6.6-11.1) 

  Total 8.4% (7.2-9.6) 

British South 

Asian 

Female 2013 8.0% (7.2-0.8.8) 

  2014 8.8% (7.9-9.6) 

  2015 9.0% (8.2-9.8) 

  2016 10.4% (9.6-11.3) 
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  Total 9.1% (8.7-9.5) 

 

*This figure represents the average acceptance rate across the four year period 

 

Attrition rates 

Hypothesis 3: BSA men are significantly overrepresented in attrition rates from nursing 

courses in England. 

Result: Hypothesis accepted. 

The attrition rates for nursing courses for all three years for which data were available 

are presented in Table 7, with results for both ethnic groups and sexes shown. When 

the results for each ethnic group and sex were compared between years, no 

differences were observed, regardless of sex or ethnicity, except for British White 

males. For this group, attrition rates decreased by 15% from 2012-2013 to 2014-2015 

(PR=0.85: 95% CI 0.84-0.86), which was due to a higher attrition rate in the 2012-

2013. Given that this was the only one of the 16 comparisons in which a significant 

difference was observed, all years were combined before making comparisons 

between sex and ethnic groups.  

With respect to sex, there was a significant difference in attrition rate between British 

White candidates (PR=1.39: 95% CI 1.37-1.41) and BSA candidates (PR=1.72: 95% 

CI 1.59-1.85). This corresponds to a greater attrition rate for females than males for 

both ethnic groups, with a greater effect observed for BSAs. When ethnicity was 

compared, there was a significant effect on attrition rates for both males (PR=1.18: 

95% CI 1.15-1.21) and female candidates (PR=1.46: 95% CI 1.35-1.57). This equates 

to an attrition rate that was 18% higher for male BSA students and 46% higher for 

female BSA students. 
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Table 7. Attrition rates for nursing students from 2012-2013 to 2014-2015 

Ethnic group  Sex Year Attrition rate 

White Male 2012-2013 4.09% (3.94-4.24) 

  2013-2014 3.65% (3.50-3.79) 

  2014-2015 3.48% (3.34-3.62) 

  Total 3.74% (3.66-3.83) 

White Female 2012-2013 5.35% (4.86-5.85) 

  2013-2014 4.95% (4.45-5.46) 

  2014-2015 5.24% (4.73-5.75) 

  Total 5.19% (4.90-5.48) 

British South 

Asian 

Male 2012-2013 4.91% (4.12-5.86) 

  2013-2014 4.71% (3.91-5.51) 

  2014-2015 3.63% (2.95-4.31) 

  Total 4.41% (3.96-4.86) 

British South 

Asian 

Female 2012-2013 8.71% (5.87-11.55) 

  2013-2014 5.39% (3.33-7.44) 

  2014-2015 8.83% (6.22-11.44) 

  Total 7.56% (6.12-9.00) 

 

 

5.4 Approach taken for nursing workforce data (hypotheses 4 – 5) 

5.4.1 Design and methods 

A retrospective cohort analysis was utilised. Secondary descriptive analysis was 

carried out on data relating to NHS nursing staff in England from 2013-2016. 
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5.4.2 Participants 

The data were derived from the NHS Electronic Staff Record database, consisting of 

1,254,368 full time equivalent staff posts. This equated to the total sum of staffing posts 

across the four year period. 

5.4.3 Data collection 

All the data used in this study were routinely collected at national level by the NHS via 

the Electronic Staff Record. HEE accessed, collated and provided the data as 

specified by the lead author. Additional contextual data was sought from the Nursing 

and Midwifery Council (NMC) and the National Census 2011 was used for calculating 

population base line data. 

5.4.4 Data Analysis 

Data for the nursing workforce were expressed as proportion ratios (PR) for the 

appropriate population, as shown below: 

 𝑃𝑅 =
𝑥1 𝑛1⁄

𝑥2 𝑛2⁄
  

where 𝑥1 and 𝑥2are the number of staff for the two populations  being compared and 

𝑛1 and 𝑛2are the total number of people in each population. 

All analyses compared the working age BSA and White populations only. This equated 

to 394,836 and 13,550,255 people for males and 388,549 and 13,538,843 people for 

females respectively; providing a 2.83% baseline for the BSA male cohort and 2.79% 

baseline for the BSA female cohort. 

Differences in proportions between groups were expressed as ratios, with 95% 

confidence intervals for these ratios reported  The confidence intervals were calculated 

for all proportions by calculating the standard error of the natural logarithm of PR, 

which approximates a normal distribution: 

 SE ln(PR) = √
1

x1
−

1

n1
+

1

x2
−

1

n2
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where 𝑥1 and 𝑥2are the number of staff for the two populations  being compared and 

𝑛1 and 𝑛2are the total number of people in each population.  

The 95% confidence intervals for ln(𝑃𝑅) can be expressed as: 

 𝑃𝑅 ±  𝑒1.96 𝑆𝐸 ln(𝑃𝑅)  

where 1.96 corresponds to the Z-score for a 95% confidence interval. 

Confidence intervals are closely related to the concept of statistical significance for 

two-sided tests (Gardner and Altman, 1986). If the 95% confidence interval for the 

ratio of two proportions does not include zero, then a statistically significant difference 

between the proportions can be inferred  

Further analysis was conducted with a view to identifying what proportion of senior or 

management posts were held by the two cohorts across the four year period. Any 

posts above first/second level were regarded as senior or management; these 

included Manager, Modern Matron, Nurse Consultant or specialism such as Children’s 

Nurse. For context, these roles would usually be higher paid and at or above Band 8 

of the Agenda for Change payscales. Previous research has shown that BAME nurses 

are overrepresented in pay bands 4 to 7, and underrepresented in the higher pay 

bands (NHSE, 2017). 

 

5.4.5 Validity and reliability 

The data was derived from records held within the Electronic Staff Record. The 

reliability and validity of data is dependent on the national systems utilized for data 

collection by NHS employer agencies. Ethnicity was recorded as self-declared, there 

are debates about the conceptualisation and utilization of categorisation of ethnicity 

(Parameshwaran and Engzell, 2015) and sex (Bishop, 2015). 

 

5.4.6 Results 

Hypothesis 4: BSA men are significantly underrepresented in the overall NHS nursing 

workforce. 
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Result: Hypothesis rejected. 

There were no significant differences in the proportion of BSA nurses to White nurses 

between the years studied for males or females, therefore the mean number of nurses 

across the four year period were used for all subsequent analyses. With respect to 

males, the mean number of BSA nurses per year was 1,508 while for White nurses 

this figure was 22,360. The corresponding numbers for female nurses were 11,822 

and 214,023 for BSA and White nurses, respectively. The ratio of proportions for 

female nurses for BSA with respect to White nurses was 1.88 (95% CI : 1.86-1.89) for 

female nurses, while the equivalent ratio for male nurses was 2.23 (2.17-2.29). In both 

cases, there was a greater likelihood of British South Asians being nurses, than there 

was for the White population. 

Hypothesis 5: BSA men are overrepresented in specific disciplines within the NHS 

nursing workforce. 

Result: Hypothesis accepted. 

A total of 11 specialties were compared with respect to the ratio of BSA nurses to 

White nurses. Results are shown for males in Figure 22, and for females in Figure 23. 

Figure 22. Ratio of proportions of British South Asian nurses to White British nurses 

for males 
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Figure 23. Ratio of proportions of British South Asian nurses to White British nurses 

for females 
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Table 8. Proportion ratios for BSA male nurses to British White male nurses 2013-

2016 

Specialism Proportion ratio  

Nursing workforce 2.23 (2.17 – 2.29) 
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Senior roles 0.35 (0.30-0.40) 

Acute Elderly and General 1.40 (1.35-1.44) 

Community  

Learning Disabilities 

0.24 (0.15-0.36) 

Community Psychiatry 0.39 (0.35-0.49) 

Community Services 0.49 (0.43-0.56) 

Education 0.42 (0.27-0.64) 

Maternity Services 0.37 (0.20-0.69) 

Neonatal 0.56 (0.31-1.00) 

Other Learning 0.33 (0.24-0.46) 

Other Psychiatric 0.75 (0.70-0.80) 

Paediatric 0.28 (0.21-0.28) 

School 0.21 (0.05-0.83) 

 

Table 9.  Proportion ratios for BSA female nurses to British White female nurses 2013-

2016 

Specialism Proportion ration  

Nursing workforce 1.88 (1.86 – 1.89) 

Senior roles 0.35 (0.34-0.36) 

Acute Elderly and General 1.55 (1.53-1.57) 

Community  

Learning Disabilities 

0.12 (0.09-0.17) 

Community Psychiatry 0.25 (0.23-0.28) 

Community Services 0.29 (0.28-0.30) 

Education 0.31 (0.24-0.41) 

Maternity Services 0.34 (0.33-0.36) 

Neonatal 1.54 (1.46-1.64) 



160 
 

Other Learning 0.27 (0.21-0.34) 

Other Psychiatric 0.48 (0.45-0.50) 

Paediatric 0.60 (0.57-0.62) 

School 0.28 (0.24-0.33) 

 

BSA nurses were significantly over-represented in acute, elderly, or general nursing 

than White nurses, regardless of gender. For all specialities (excluding neonatal) there 

were significantly less BSA nurses than White. In the case of neonatal nursing, BSA 

females were over-represented compared with their White counterparts, and there 

was no significant difference for BSA men (although this could be due to low numbers 

of nurses in this category). 

Additional results with regard to senior or management posts:  

Over the four year period (2013-2016) only 3.1% of BSA male nurses held a senior or 

management role, compared to 9.4% of White male nurses. When this was expressed 

as a ratio of proportions it equated to 2.87 (95% CI 2.48-3.31). Similar results were 

found for female nurses, with a ratio of 2.83 (2.74-2.93) in favour of White nurses 

occupying senior roles. However, in actual terms, females were over-represented in 

senior roles compared with males, with 7.9% and 23.3% of female nurses for BSA and 

White, respectively. When these data were expressed as ratios of proportions, it 

equated to 2.53 for BSA female nurses compared with their male counterparts (95% 

CI: 2.19-2.93). Similar results were obtained for White nurses, with females at 2.48 

(95% CI: 2.43-2.54). 

 

 

5.4.7 Key results 

• Regarding applications, BSA men are significantly more likely to apply for 

nursing preregistration courses than their White counterparts; 1 in every 509 
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eligible BSA men applied in 2016 compared with 1 in 1440 of British White men 

(0.2% cf 0.07%) 

 

• Regarding acceptances, BSA men are significantly less likely to be accepted 

onto nursing preregistration courses than their White counterparts; 8.8% of all 

BSA male applications were accepted in 2016 compared with 16.5% of all 

British White male applications 

 

• Regarding attrition rates, BSA men are significantly more likely to leave their 

course without any qualification than their White counterparts. 

BSA men are 18% more likely to leave without a qualification than White men. 

 

• Regarding the workforce, BSA men are significantly more likely to be employed 

as nurses than their White counterparts. They are over twice as likely. The ratio 

of proportions for BSA with respect to White is 2.23 (CI 2.17-2.29). 

 

 

 

5.5 Chapter Summary 

This chapter presented the quantitative results for applications, acceptances and 

attrition rates for nursing pre-registration courses and the NHS nursing workforce in 

England. The next chapter will present qualitative findings from focus group 

discussions with the South Asian community on their views on barriers and enablers 

for BSA men choosing nursing education and careers.  

 

 

 

 

 

 

Chapter Six: Qualitative findings from discussions with the South Asian 

community (objective 2) 
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6.1 Introduction 

Chapter Three discussed the literature on barriers and enablers for underrepresented 

groups in nursing. In this section I present the findings from the focus groups held with 

members of the South Asian community. It discusses the differences and similarities 

between BSA young men and BSA parents in their views on barriers and enablers for 

BSA men and nursing. It begins with describing the characteristics of the focus groups 

and proceeds to present the main themes: barriers, enablers and participant 

recommendations for widening participation for BSA men and nursing.  

Focus group discussions were carried out with BSA young men (n= 4 focus groups) 

and BSA parents (n=6 focus groups) using a semi structured topic guide (appendices 

A and B). The chapter begins with presenting the sample structure and sample 

characteristics (see table 10) before presenting the main themes and sub-themes from 

focus group discussions. The chapter uses rich, verbatim extracts that reflects the 

focus group discussions and voices of the participants on narrative extracts from the 

focus group discussions which are presented verbatim 

Table10. Focus group sample structure and characteristics 

Focus group 
code 

Sample Participant 
number 

Coding examples 

YPFG1 BSA young men P1-3  
 
YPFG3-P526 

 
 
 
 
PFG1-P2 

YPFG2 BSA young men P1-5 
YPFG3 BSA young men P1-5 
YPFG4 BSA young men P1-9 
Total  (n=22) 
PFG1 BSA parents P1-4 
PFG2 BSA parents P1-3 
PFG3 BSA parents P1-7 
PFG4 BSA parents P1-10 
PFG5 BSA parents P1-7 
PFG6 BSA parents P1-4 
Total  (n=35)  

 

6.1.1 Participant characteristics 

 
26 YPFG – P5 would denote young people focus group 3-participant 5; PFG1-P2 denotes parent focus 
group 1-participant 2. 
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A total of ten focus group were carried out; four with BSA young men; and six with 

BSA parents. Parents’ focus groups were stratified by gender (for reasons outlined in 

Chapter Four under methodology). The focus groups took place between October 

2017 and March 2018 in Luton including, schools; youth centres; colleges; the 

University and participants’ homes (for reasons outlined in Chapter Two, under 

methodology).  BSA young men focus groups comprised of between 3-10 participants 

and lasted for an average duration of 40 minutes.  

The individual participant characteristics from each focus group are found in table 11 

below. Young men participant’s ages ranged from 16 to 21 years, there was a mixture 

of those studying vocational and academic courses and those not in education 

employment or training. 

Parent participants’ ages ranged from 23 to 64 years and their children’s ages ranged 

from 0 (newly born baby) to 39yrs.  A range of professions were recorded including 

administrator, housewife, social worker and engineer. All of them had been in the UK 

for the majority of their lives or were born and brought up in the UK. Focus groups 

were held in a variety of settings including participants’ homes and community centres. 

Discussions lasted for an average duration of 50 minutes. 

Table 11. Participant characteristics by focus group for young men 

Focus 

group 

reference 

No of 

participants 

Ages Ethnicity Type of study 

YPFG1 3 16yrs- 

17yrs 

Indian/Pakistani Vocational course in mechanical 

engineering 

YPFG2 5 17yrs 

- 

19yrs 

Pakistani/Bangl

adeshi 

Mix of vocational and academic  

YPFG3 5 17yrs 

- 

21yrs 

Pakistani/Bangl

adeshi 

Vocational and unemployed 

YPFG4 9 17yrs 

- 

19yrs 

Indian/Pakistani

/Bangladeshi 

Academic courses 
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Table 12. Participant characteristics by focus group for parents 

Focus 

group 

reference 

No of 

participants 

Ethnicity Children’s 

ages 

Sex 

PFG1 4 Pakistani 3yrs – 35yrs  Male 

PFG2 3 Pakistani (inc. 

Kashmiri) 

4yrs-14yrs Female 

PFG3 7 Bangladeshi 4yrs – 23yrs Female 

FPG4 10 Pakistani/Bangladeshi 4yrs – 39yrs Female 

PFG5 7 Indian 15yrs-34yrs Male 

PFG6 4 Bangladeshi/Pakistani 0yrs-18yrs Male 

Total 35    

 

 

6.1.2 Findings on barriers for British South Asian men choosing nursing education and 

nursing careers. 

The key themes emerging for barriers for BSA men choosing nursing education and 

nursing careers were identified as pay and conditions; family views; media; ethnicity; 

lack of knowledge and awareness and comparison with other medical professions 

emerged. Sub-themes were identified as news coverage; religion; masculinity and 

gender; culture and educational setting/careers information emerged. The diagram 

below sets out the themes and sub-themes from focus groups with the young men and 

the parents.  

 

 

 

Total 22    
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Figure 24. Themes and sub-themes from focus groups (barriers) 

 

 

 

Pay and conditions 

Overall, BSA parents and young people were not clear on how much nurses were 

paid. Discussions highlighted they felt that nurses were not as well paid as they should 

be considering the role and responsibilities they held (eg caring intensively for patients 

and dispensing medication). They listed the working hours, conditions and level of 

stress that nurses would have to endure as part of their daily routine, as some of the 

narrative extracts highlight.  

..to do that job I think they should get more paid what they getting from now 

(YPFG2-P1). 

…patients can say some quite nasty stuff to nurses, cause they usually take 

out their anger on them (YPFG4-P1). 

…underpaid, definitely underpaid for the work they do (PFG3-P1). 

 

 

 

Family views  
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Overall, BSA young men reported parental views as a barrier to them entering the 

nursing profession. They explained that even if they were to suggest nursing as a 

career option, their parents would not consider nursing as a suitable occupation for 

them. They felt that their fathers’ especially would not approve of such a career, 

because it was considered a female profession. 

…have family be like you don’t wanna be that it’s a woman’s job kinda thing 

and it’ll kinda put you off a bit (YPFG3-P1). 

…nah, because not gonna lie a few times my dad always says to me why don’t 

you go into being a doctor or something or like engineering or something cause 

where the money is, but I wouldn’t that’s not what I’m interested in so I would 

never go for that, whereas my friends would think they won’t care, will be the 

opposite (YPFG2-P3). 

..actually you know what, most fathers disagree for men to be nurses (YPFG2-

P5). 

Parents, especially fathers, suggested that they would not have even considered or 

suggested nursing as a career for their sons, as described below: 

…where I would look or my father would look in different. Like (name of other 

participant) said, we never discuss this in our family, we never come across 

talking anybody, in any other gathering. It’s one of these cultural things (PFG1- 

P3). 

I wouldn’t encourage my sons to do it and if they said I want to be a nurse but 

I’m not being funny but I would probably laugh and say what are you playing at, 

it’s just one of those things (PFG6- P4). 

Some mothers suggested that they had inherited some negative views of nursing from 

their parents and were open to questioning such preconceptions. These 

preconceptions were rooted in the South Asian continent, and specific examples were 

given which mixed the gendering of nursing with practices on religious segregation of 

the labour and class divisions. Such examples were given demonstrating personal 

experience and knowledge as shown below: 
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…mum is stuck in a time warp in 1970’s Pakistan with all those biases and 

prejudices that come with it (PFG2-P1). 

Going back to Pakistan the Christian are the lower class and that’s why they 

do the lower jobs (PFG3-P3). 

..you know having said that I know some people they are not too happy with 

the females becoming nurses either because of the reputation that nurses hold 

from back home. They are a bit loose, their reputation isn’t all that (PFG2-P2). 

..(nurses are).. likely to have relationships with patients much like air hostess 

have with pilots, so there was that attached to it, something that you’ve said like 

you can imagine (PFG2-P1). 

 

Media (including news coverage) 

BSA young men and parents explained that they were aware of the stereotyping of 

nurses as female in mainstream media. They were critical of this stereotyping but 

accepted it was often present in the media, as shown below: 

….throughout films they always show women as the nurse rather than the man 

(YPFG4-P1). 

what you lot are thinking is a stereotype, it’s basically what you see in the media, 

it’s like how people see all Muslim’s are terrorists, this is what you see (YPFG2-

P4). 

....Carry On films and they had the horrible dirty nurse in it, but they were always 

depicted as females so media had a lot to do with that anyway (PFG2- P1). 

BSA parents were very aware of negative media representations of nurses in the news 

and reported that they only ever heard of the nursing profession within the news when 

it was presented as a problematic profession.   

I always have seen nurses complaining about their pay the pay, all over the TV. 

Going on strikes that something I do know always complaining (PFG1-P4). 
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..nurses are interviewed saying we are under so much pressure and we haven’t 

got the resource or support and you say why would I want to do that, why would 

I want to put myself in that situation (PFG5-P5). 

 

Ethnicity (including religion; masculinity and gender; culture) 

BSA young men did not tend to comment on the role of religion, however they had 

interesting and at times conflicting views on gender and masculinity in relation to the 

nursing profession. Some young men felt that nursing was inherently a female 

profession. They seemed to accept that it nursing was dominated by females because 

it was naturally suited to the predisposition of women in general. 

I don’t really see there are many males, always see ladies (YPFG1-P2). 

…it’s  in a woman’s nature so they go for like more of nursing and looking after 

patients and that whereas men just like see one patient at a time so they have 

the doctor side (YPFG2 – P3). 

..cause it’s a girl’s job (YPFG2 – P2). 

…guess, I dunno their characteristics that females have maybe is better suited 

to nursing (YPFG3-P1). 

..because they are female it’s a motherly role (YPFG4-P7). 

While a minority of young men questioned the assumption that nursing was inherently 

a female profession. 

It’s more of a woman’s job than a man’s and I mean anyone can really do the 

job but it just people follow stereotypes (YPFG3-P2). 

…people may think it’s a feminine job it’s just for female, some people not me 

(YPFG4-P3). 

The majority of young men perceived South Asian men to perform a certain type of 

masculinity which included being: 

aggressive (YPFG2 –P5) . 
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short-tempered (YPFG2 – P1) . 

Asian men try to be controlling of your life (YPFG2-P5). 

In turn some young men identified the expectation of having to perform a certain type 

of masculinity which was problematic, as it included having to be tough in a physical 

sense. Furthermore, some young men expressed concern over how this expectation 

affected their own sense of self perception. As one participant explained: 

South Asian boys have it hard, with sometimes find it hard with 

communications, they tend to not put their point across clearly (YPFG3-P1). 

You got to be a thug, you know those kinda things (YPFG3-P1). 

BSA mothers expressed largely similar views to the BSA young men when it came to 

their views on South Asian masculinity. Defining South Asian men as not being 

brought up to be particularly compassionate or caring as required within the nursing 

role. 

….they (BSA men) have been brought up to have a sense of entitlement there’s 

a lot of patriarchy that goes on (PFG2-P1). 

…they are not just tough they are perhaps a little bit self-focused because they 

have been all of us have been with their mums they’ve all been brought up that 

way the boys can do what they want the boys are this the boys are that 

everything goes to the boys the girls you do the cook and the cleaning and they 

can go when they want come when they want and then my lovely little son when 

they do something wrong and we have all been brought up generally and that’s 

a common trait with certainly Asian people from our generation it’s got nothing 

to do whether you are Kashmiri or Pakistani it’s just a general thing (PFG2 – 

P1). 

When I enquired further about what these parents thought BSA masculinities 

comprised off I asked how they expect these men to be. This was done to further glean  

aspects of their understanding of BSA masculinities. Upon questioning as group, 

multiple participants (mothers) shouted various words including: 
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brave…..strong……..breadwinner…….successful………responsible…….. 

hard-working…….rough……….tough (PFG3). 

 

Lack of knowledge and awareness (including educational setting/careers information) 

Overall, BSA young men tended not to have any clear ideas of what the nursing role 

entails, they reported a lack of careers information relating to nursing, with a majority 

of them suggesting they had never had any form of careers education relating to 

nursing. They were unsure of what educational requirements or pathways were 

available to go into the nursing profession. They suggested various things including: 

You need to have A* in Maths and English you need to go through courses to 

like become where they are right now init (YPFG-P1). 

..probably (need) A levels in maths science based subjects ? (YPFG3 – P4). 

I think you can get in without a degree (YPFG4-P4). 

BSA parents did not comment much on educational or careers information regarding 

nursing but also reported a lack of careers information on the role in their experience.  

When one group was asked if they had received careers information about nursing as 

a career, all participants responded saying no. Furthermore, they stated: 

(nursing|) its not a job you were pushed into from our epoch (PFG2-P1) 

even then they put up the big things like the lawyer the engineer or the doctor 

(PFG2-P1) 

I think with the South Asian when it comes to a careers they tend to have a 

finite number of careers they select. Engineer, doctor you know pilot it’s that 

type of thing. Well known careers and if they don’t, that is when they want to do 

further studies if they don’t they go into basically non-skilled jobs like taxi driving 

opening a shop corner shop and so on, so it’s not even in their visibility when it 

comes to something like nursing. It’s not in the scope they haven’t even thought 

about it so I think it’s also to do with whether there is enough, should I say, 

awareness has been given provided in various forms to say that they need it. 

(PFG1-P2) 



171 
 

 

Comparison with other medical professions  

BSA young men largely felt that nursing was seen as an inferior career option 

compared to other medical professions such as being a doctor. They perceived the 

nurse role as assisting or helping the doctors in hospitals, who they felt were the main 

professional in charge. They reported their parental views as being quite influential in 

this regard as they often quoted their parents’ views as demonstrating preference for 

being a doctor. Some young people expressed this very simply as below: 

….obviously they (parents) want you to be a doctor instead of a nurse (YPFG3 

– P4) 

…cause they think that it’s not cool init. They wanna be doctors and that 

(YPFG1-P1). 

Some of the young people suggested that BSA young people chose their career paths 

to fulfil the ambitions of their parents as below: 

..they (South Asians) try to become doctors instead (YPFG4-P4) 

 

BSA parents also reported the perception of nursing being an inferior career choice in 

comparison to being a doctor. They suggested that doctors were generally better paid 

and more respected as professionals within South Asian culture, as they stated: 

..whereas doctors can anything from 60-70 thousand to upwards of millions 

(PFG1-P1).  

..anyone going into medicine for example would always like (name) said would 

always aim to go for the top end career basically like a doctor. So, nursing in 

some ways is seen as somebody isn’t able to make it to doctor level and 

therefore it seen as a second best and its sometimes not talked about because 

you know you don’t want to talk about second best basically. If you haven’t 

made in to the if you haven’t made it to a doctor basically then you end up 

completely on the other side rather than going for the second best (PFG1-P3). 
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Even though some other healthcare professions such as dentistry were mentioned, 

there was a clear perception of being a doctor as a highly regarded profession, as the 

statements below demonstrate: 

I think with the generation above of us there is a perception that doctors are 

number 2 down from god (PFG2-P1). 

Doctors yes, surgeons yes but nurses are not considered a decent job  (PFG4-

P2). 

you always mention you know dentist or doctors or highly professional type of 

thing so the community never see and I don’t think it’s generally just the Asian 

community I think it’s the general community (PFG1-P1) 

It’s cool to be a doctor isn’t it, it’s not cool to be a nurse, that’s the mentality 

(PFG4-P9). 

 

 

6.1.3 Findings on enablers for British South Asian men choosing nursing education 

and nursing careers. 

The key themes emerging as enablers for BSA men choosing nursing education and 

nursing careers were identified as role models; ethnicity and nursing as a noble 

profession. Sub-themes were identified as religion and masculinity/masculinity across 

ethnicity emerged. The diagram overleaf sets out the themes and sub-themes from 

the focus groups with the young men and the parents. 

 

 

 

 

Figure 25. Themes and sub-themes from focus groups (enablers) 
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Role models 

Overall, BSA young men did not know of any BSA male nurse role models. However, 

in one particular focus group (YPFG2) there seemed to be a number of young men 

who had come into contact with male nurses. 

..go to Great Ormond, I went there for my little sister there’s so many men that’s 

nurses there (YPFG2-P1). 

I went to hospital in Nottingham as well so many Asians that are men are nurses 

(YPFG2-P1). 

..yea I’ve seen a male nurse, he’s done my stitches, a male nurse! (YPFG2-

P4). 

I already knew it cause my uncles doing this so.. (YPFG2-P4). 

The young men who did see male nurses felt they were competent and professional 

and seemed to be more open to the idea of men taking up nursing roles in general. 

This included questioning the media stereotyping of gendering the profession as 

female. However, other barriers such as parental views remained in place for them to 

personally consider such a career. Some young people stated this very strongly as 

below: 
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My uncle’s a nurse but my mum would say f*ck off don’t be a nurse. My mum 

would actually say that, my mum would say f*ck off don’t be a nurse (YPFG2-

P5). 

Parents also reported a lack of BSA male nurse role models, however one local BSA 

male nurse was mutually known by a number of participants and this one example 

seemed like a positive representation of the nursing profession. This helped BSA 

mothers especially to reconsider their views on nursing as a career for their sons. As 

stated below: 

I know a few midwives and some nurses as well actually. I remember when 

(name) came into (name) has been in nursing and when (name) become a 

nurse he was like oh wow he had to pause for a minute and think (name) is a 

nurse (PFG2-P2). 

…breaking the mould (PFG2-P1).  

His achievements ..firstly because I think he is a male and he’s done really 

really well and he’s a very good nurse (PFG2-P2)   

 

 Ethnicity (including religion, masculinity and masculinity across ethnicity) 

Although a number of BSA mothers, identified South Asian masculinity incongruent 

with qualities of caring and compassion, some of them proceeded to provide examples 

of when it did seem to be acceptable for South Asian men to act in a caring and 

compassionate way. 

I find the only time a Pakistani man or an Asian man doing any kind of care 

work when its acceptable is when its family member, then they don’t always 

want outsiders coming in then they are quite happy to do the family care and 

everything that comes with it, they can do it, if they need to for their family but 

they will never go out and do it (PFG3-P6). 

My brother he done it for my dad as well and I was quite surprised because 

mainly you know he doesn’t do that cleaning stuff but when my dad ill and there 

was a lady nurse but he helped he said no I’m going to do the cleaning, he 
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never let them touch dad and he did it himself and I was quite surprised he was 

doing that job. I asked him are you comfortable to do that and he said yea that’s 

fine because it’s my dad so I’m okay to do that I’m going to be comfortable to 

do it (PFG3-P4). 

This theme of South Asian masculinity having a specific dimension of caring, 

compassion and responsibility for family was evident in the BSA fathers’ testimonies 

also. Although the fathers tended to see themselves as more caring, compassionate 

and responsible than the BSA young men and mothers, they too identified caring for 

family as core to South Asian masculinity. 

..within their own families they are very caring, they are very compassionate 

and those areas yes. I think when it comes to care and communication yes but 

that’s with their own communities, so if you’re applying it to the general 

community I think that’s where they start to fall. And then there is the courage 

and commitment I think they courageous and commitment because they 

actually do look after families, I think they look after not only their own families 

their immediate parents but their extended families their uncles and aunt, not 

just here but abroad and I think something we tend to overlook (PFG1-P3). 

..and I would agree with (name) that this is in the South Asian men community 

probably more so than the other communities because care/ 

commitment/compassion towards their own family and towards looking after 

their own immediate family and the wider family which isn’t… seen in some of 

the other groups. So care/ compassion/ competence I mean depends on what 

the skills have I mean competence really if doesn’t have the competence then 

with training you could provide some of the same competence. Communication 

as (name) said that communication within their own groups within their own 

family it is there. Courage courageous and commitment is also there (PFG1-

P1). 

BSA fathers regardless of ethnicity and belief also identified religion as having clear 

dictates around care and compassion for fellow human beings. They related these 

religious duties and values with nursing role responsibilities, in their minds. This was 
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particularly prevalent once they reflected on the six C’s of nursing, those being; caring; 

compassion; competence; communication; courage and commitment.  

Humanity as a whole that’s number one. That’s absolutely number one. So and 

caring is a major part of my belief to be caring to be passionate to be 

compassionate so yea that’s the thing but there are good people and bad 

people or should I say there are variations of these people in every society. But 

what tends to happen is the focus on the negative in our community is far higher 

than the positives. We are if you look at our community as a Muslim community 

if you look at our compassion you say we pay more there was a survey done 

recently about this I can’t probably find that, google it, is that the Muslim men 

you know Muslim families pay more charity than any other community in the 

world the percentage of the money that they give is more than anybody else 

and you can see why that is. Not just for any particular area they give all over 

the world (PFG1-P2). 

..because our faith teaches both male and female to be equally respected 

certainly in Hinduism and you’d see we have a statue of Lakshmi alongside 

Krishna so we actually respect both male and female equally (PFG5-P6). 

It’s our core belief to help people, it’s not even an issue of permissibility or not, 

you will be a better Muslim if you help people period. Your character and belief 

is far more important than the fundamentals of what people think you are 

supposed to do (PFG6 – P3). 

 

Perceptions of nursing as a noble profession 

BSA young men regardless of religion often remarked on the selfless and noble nature 

of the nursing role. They did not, at times, have the details of the technicalities of the 

role but certainly seemed to acknowledge an inherent importance of the role and 

quality of people that carried out the role, as demonstrated below: 

 They are helping people out (YPFG1-P3). 

They take care of you and they give you meds as well (YPFG2-P5). 
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Everyone’s care is in your hands, so you are gonna have to like treat it as like 

they are your children like your own children if you get what I mean (YPFG2-

P3). 

(nurses) can't really take shortcuts, yea when it comes to caring for people and 

it might be someone’s life or death (YPFG3 – P2). 

BSA parents also echoed the admiration of the people who chose to take up nursing 

and appreciated the inherent noble characteristics of the role. 

 A good nurse make a difference (PFG2-P3). 

They probably get the buck of it in terms patients mood but family mood as well 

I don’t think it’s an exaggeration to say that doctors will touch it on the surface 

but they don’t have to cope with a lot of the emotions part of which make a 

difference to the patient getting better or not or to their family feeling secure 

(PFG2 – P2). 

You have to be in it for the right reason it’s not just about money, people go into 

a job who cares what the job is we are going to get paid 60 grand a year that’s 

quite appealing but I think if you are really passionate about what the job role 

is in terms of care, compassionate, consideration, patience, professional 

confidentiality, interaction, I think it’s really important (PFG2-P1). 

 

6.1.4 Findings on participant recommendations  

The key themes emerging as participant recommendations on how to widen 

participation for BSA men and nursing, were providing payscale information; providing 

more nursing careers information via educational settings and supporting more 

positive media representations of nurses emerged. Furthermore, sub-themes of 

school/college visits from current nurses and nursing students; news coverage and 

use of a promotional video emerged. 

 

Figure 26. Themes and sub-themes from focus groups (participant recommendations) 
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Providing payscale information 

BSA young men felt that sharing the Agenda for Change (AfC) payscale was seen as 

a potentially useful strategy. They noted how surprised they were at how much more 

nurses could earn further up the payscale. They were not previously aware of how 

high salaries could reach at the upper end of the scale especially at Band 8 and above. 

This seemed to change their perception as shown below: 

To be honest like who cares if it’s not cool init, cuh (because) look how much 

they are getting paid (YPFG1- P1). 

..my mans got berrrrr (a lot off) money you know (YPFG2 – P2). 

I was expecting like about £30,000. So this is obviously higher (YPFG3 –P1). 

 

Parents also suggested that sharing the AfC payscales could help raise awareness 

and change perceptions of how financially viable a nursing career could be. They also 

seemed largely unaware of the higher end of the payscale available to nurses. 

 I think that what’s new to me is some of the higher salary band I didn’t think

 that nursing would pay as much as that (PFG1 – P1). 
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..to be honest if you have said that you could get paid up to £80,000 in band 8 

I would be shocked to be honest (PFG5 – P3). 

 

Providing more nursing careers information via educational settings (including 

school/college visits from current nurses and nursing students) 

BSA young men suggested that they had not been given any significant amount of 

information advice or guidance on nursing careers. Many of them reported they had 

not been given any advice on nursing as a career option and it was never considered 

as part of any careers information discussions or presentations they had received. 

They felt that this was a missed opportunity and it could be a useful strategy to have 

existing nurses and nursing students attend educational settings and introduce the 

idea of nursing as a viable career for BSA young men at school or in college.  

…it’s more encouraged with the yea oh you wanna be a lawyer oh you probably 

something other, most of all that stuff not really nursing was part of it I think that 

was more for the girls I guess so they must’ve mentioned it to the girls but I 

don’t think they mentioned it to us (YPFG3 – P1). 

NHS people should come to the schools and that init, and then maybe cause 

like um basically I wanna become a nurse, how the architecture people 

company came and they were mad (YPFG2 – P5). 

Like the nurses could come to different schools and speak about their 

experiences and tell different people how it really is not the media (YPFG4 – 

P7). 

Parents did not make many comments on the role of careers information or guidance, 

other than it may prove a useful strategy for widening participation.  

Supporting more positive media representations of nurses (including news coverage 

and use of a promotional video) 

BSA young men commented on the stereotypical representations of nurses in general, 

highlighting the gender bias. They noted that the role seemed to be secondary to the 

role of doctors in TV programmes. As for news coverage they also felt it was negative. 
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With specific reference to the production of a promotional video targeted at BSA young 

men, they suggested producing a very short video, showcasing BSA male nurses in 

action rather than long stretches of speech. 

(When talking about a British TV drama) I forgot what it’s called but it’s like 

where doctors, nurses are helping out doctors and stuff for patients who are 

injured or….: I mean it looks like they’ve got a hard job as well their not just they 

they’re not just the wingman you know they play a part in helping to save 

someone’s life so it’s not an easy job (YPFG3 – P2). 

(When talking about the TV news) I think I saw it in the news that nurses wages 

have gone up I would be more interested, there is more financial stability 

(YPFG4 – P7). 

(When talking about the promotional video) The majority of them are White, I 

only saw one Asian or was it two? (YPFG1-P1). 

Parents also noted the negative coverage of nurses in the mainstream media, fiction 

and non-fiction. They suggested creating specific programmes with a more positive 

view of nursing be commissioned.  

(When talking about creating programming) follow them for a day or week 

(PFG1 – P2). 

(When talking about the promotional video) I've not seen it so for me 

communication from this government or this country is not at the same level. 

There’s a lot of pros in there, in terms of transferable skills abroad, like you 

know people are not aware of those benefits (PFG6 – P1). 

(When talking about the promotional video) Need some more Asian faces 

(PFG4 – P3). 

 

 

6.2 Key findings 
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For BSA young men: 

• Young men generally reported parental views as a barrier, as they felt their 

parents would not consider nursing as a suitable occupation for them. 

 

• Young men were very aware of media representations and the use of 

stereotyping for nursing as a female profession. 

 

• Nursing was seen as an inferior career option in comparison to being a doctor. 

 

• There were a lack of role models, but when young men did see male nurses 

they felt they were competent and professional. 

 

• In some instances young men found that actually key qualities required for 

nursing were compatible with key characteristics of South Asian masculinity 

(such as being caring and showing commitment). 

 

• Sharing the Agenda for Change payscale was seen as a potentially useful 

strategy. 

 

For BSA parents: 

• Parents generally did not consider nursing as a viable career option for their 

sons. 

 

• Parents felt that news reports on nursing were always negative and showed it 

as an unattractive option. 

 

• Many parents saw nursing as a female profession. 

 

• There were some reported role models, this helped mothers to change their 

views more so than fathers. 

 



182 
 

• Many parents (especially fathers) found that key qualities required for nursing 

were compatible with key characteristics of South Asian masculinity. 

 

6.3 Chapter Summary 

This chapter presented the qualitative findings on South Asian community views on 

the barriers and enablers for BSA men choosing nursing education and nursing 

careers (objective 2).  

The next chapter will present the qualitative findings on BSA male nurses and 

professional stakeholders on the barriers and enablers for BSA men entering and 

progressing in NHS nursing careers (objective 3). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chapter Seven: Qualitative findings from discussions with BSA male nurses and 

professional stakeholders (objective 3) 

 

7.1 Introduction 
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This chapter provides the qualitative findings for objective 3, which was to ascertain 

professional and stakeholder (NHS managers, nursing education programme leads, 

education professionals, BSA male nurses) views on the barriers and enablers for BSA 

men entering and progressing in nursing education and nursing careers. The approach 

taken was to conduct semi-structured one to one interviews with two sets of 

participants. These were BSA male nurses and professional stakeholders. The 

chapter begins with setting out the design and methods for both sets of participants 

and then presents the key findings for the objective. 

The narrative themes have been described, and participant quotations have been 

provided later in the chapter. Participant’s identifying information was removed to 

maintain anonymity; otherwise, the quotations have been reported verbatim and were 

coded to the origins of the interview. The sample structure for the participants and 

codes are shown in table 13 below. The coding framework can be found in Appendix 

H. 

 

Interviews were carried out using two separate topic guides with the two sample 

groups: BSA male nurses and professional stakeholders (Please see appendices C 

and D for topic guides). Please see Chapter Four, section 4.7, for more details of the 

approach taken. 

 

 

 

 

 

Table 13. Sample structure for interviews 

Interview  code Sample Coding examples 

NI 1 BSA male nurse  

 NI 2 BSA male nurse 



184 
 

NI 3 BSA male nurse NI327 

 

 

 

SI1 

NI 4 BSA male nurse 

NI 5 BSA male nurse 

SI 1 Professional Stakeholder 

SI 2 Professional Stakeholder 

SI3 Professional Stakeholder 

SI4 Professional Stakeholder 

SI5 Professional Stakeholder 

 

Chapter Three discussed the literature on barriers and enablers for underrepresented 

groups in nursing. Chapter Six presented the findings for objective 2 from focus group 

discussions with the South Asian community about their views and perceptions on 

potential barriers and enablers. This section now presents the findings from the 

interviews held with BSA male nurses and professional stakeholders. It discusses the 

differences and similarities between objective 2, South Asian community views and 

objective 3 participant views on barriers and enablers for BSA men and nursing. It 

begins with describing the characteristics of the sample groups (section 7.1.1) and 

proceeds to present the main themes: barriers, enablers and participant 

recommendations for widening participation for BSA men and nursing. These themes 

include sub-themes which build upon the themes identified in the findings from focus 

groups with the South Asian community. These themes and sub-themes will be 

presented and described separately in sections 7.1.2-7.1.4. Figures 27, 28 and 29 

show the themes and sub-themes that emerged from the focus group discussions and 

interview discussions. These findings represent general similarities between South 

Asian community views and those of BSA nurses and professional stakeholders, 

unless where differences were identified and are highlighted. 

7.1.1 Participant characteristics 

There were a total of ten interviews; five with BSA male nurses; five with professional 

stakeholders. The interviews took place between July 2018 and February 2019 in 

 
NI 3 signifies Nurse Interview 3; SI1 signifies Stakeholder Interview 1 
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various settings around the country including, office spaces, places of worship and 

participants’ homes. The interview duration was an average of 50 minutes. 

The individual participant characteristics for each interview are found in table 14 below. 

Participants’ occupations included nurses, managers and University lecturers. Ethnic 

groups included British South Asian, British White and British Black. All of them had a 

particular interest in widening participation in nursing and the NHS. 

Table 14. Participant characteristics for interviews 

Interview Role Sector Ethnicity Sex Age 

NI1 NHS nurse Nursing 
workforce 
(children’s) 

BSA 
(Bangladeshi) 

Male  

NI2 NHS nurse Nursing 
workforce 
(mental health) 

BSA (Pakistani 
heritage) 

Male  

NI3 NHS nurse Nursing 
workforce     
(children’s) 

BSA (Indian 
heritage) 

Male  

NI4 NHS nurse Nursing 
workforce 
(adult/corporate) 

BSA (Indian 
heritage) 

Male  

NI5 NHS nurse Nursing 
workforce 
(mental health) 

BSA (Indian 
heritage) 

Male  

SI1 Policy 
manager 

Nursing 
workforce policy 

Black British 
Caribbean 

Female  

SI2 Policy 
manager 

Nursing 
workforce policy 

Black British 
African  

Female  

SI3 NHS 
manager 

Nursing 
workforce  

White British Female  

SI4 Senior 
lecturer 

Nursing 
education 

BSA (Indian 
heritage) 

Male  

SI5 Senior 
lecturer 

Nursing 
education 

White British  Female  

 

 

7.1.2 Findings on barriers 

With respect to barriers, aligned with the findings from objective 2, key themes of pay 

and conditions; family views; media; ethnicity; lack of knowledge and awareness and 

comparison with other medical professions and sub-themes of news coverage; 

religion; masculinity and gender; culture and educational setting/careers information 
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emerged. Furthermore, specific sub-theme emerged for nurses which included; the 

concept of a glass ceiling/institutional racism/gender discrimination. 

 

Figure 27. Themes and sub-themes from interviews (barriers) 

 

 

Pay and conditions 

Generally, BSA male nurses agreed that nurses were not as well paid as they should 

be considering the role and responsibilities they held. They listed the working hours, 

conditions and level of stress that nurses would have to endure as part of their daily 

routine. However, some nurses went further and suggested that, as BSA men, they 

were victims of discrimination which meant they did not receive the salary they 

believed they deserved.  

I don’t think I've had any contact with a senior Asian male nurse in my entire 

career, I've been nursing for 36 years now (NI 1). 

…. the next time it was advertised there was a much more junior English nurse 

who only worked part-time and she has currently got that job but I actually 

withdrew from the interview process because it was evident no matter how bad 

she could have been that she would have got it (NI 1). 

Why do people from BME not apply for these jobs ? and the fact is that they are 

.. I hate ever to say that racism is an issue but they are basically a very White 

middle class enclave at the top tiers of nursing and hospital management (NI 

1). 

From my experience in this career getting into band 8 as an Asian male nurse 

is near impossible (NI 3). 
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I've said it straight forward that institutional racism does exist in the NHS and is 

very difficult for promotion as well, when I went from band 5/6 it took 3 occasions 

of interviews on 3 separate occasions for me to eventually get my band 6 and I 

would see people student nurses who are qualified after me and were staff 

nurses get to band 6 before I was and my skill set was far higher, I was in 

charge of the ward! (NI 3). 

Like I said in most trusts there will be no Asians at band 8D forget it (NI 4). 

All of our directors of nursing are band 8D and they are all White (NI 4). 

The racial discrimination will screen you out long before and it will keep you at 

around 7 maximising on your abilities (NI 4). 

 

Some professional stakeholders echoed a similar view: 

 

I think that that is a nice bit of marketing but when you look at the reality 

so what you are showing me are bands 8A to band 8D so these would 

be some of the very top sort of senior management level most nurses 

live here… much much further down I was in Birmingham on Thursday 

speaking to a nurse who had tried everything she could do to try and get 

a promotion and couldn’t get above band 5 (SI 2). 

 

..you are twice as likely as your White peer to end up in a disciplinary. 

You are twice as likely to actually to have a need to call of a grievance 

you are less likely to experience equality of opportunity so their options 

to get to these glorious prizes they are raced too and I think it’s important 

that that is said that it is shared and its incredibly sad because it means 

there is a whole lot of wastage of skill and talent and ability that goes on 

within the NHS at precisely a time when they cannot afford to do it (SI 

2). 

 

That leads people to go umm, he doesn’t fit, nursing despite what we 

say a lot of what nursing is about is about conforming and surviving in 

practice you know all of this stuff yeah but actually conform survive don’t 

cause a fuss get on with the work very much the culture of adult nursing 

in particular and I would make that observation and I’m not saying that 

they are worse or that they get themselves into trouble but I’m saying 

there is perhaps a bit of a perception among practitioners that some don’t 

fit (SI 5). 
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Alternatively some professional stakeholders suggested that even though nursing was 

an attractive career prospect as it presented a stable and secure income. 

…it’s still not badly paid its still in line with other public sector organisations we 

still do get an annual increment, so we do get a pay rise, we just don’t get the 

government rise. Yes I’d like to think that we should be getting more because 

there’s a lot of responsibility but it’s not bad, it’s not badly paid and it’s a secure 

job. So you have got that security there (SI 1). 

Nursing is a good profession and a good career prospect but people don’t say 

it outside because of the bad image and the bad news that has gone out     (SI 

4). 

 

Family views 

BSA nurses and professional stakeholders generally agreed that parental views were 

a barrier to BSA men entering the nursing profession. BSA nurses reported that the 

men in their family, especially, did not approve of such a career. 

Yea my brothers they weren’t wholly supportive of the idea and thought you 

were 2 years with police why didn’t you carry on there that’s a manly job but 

then that took a while for them to turn around, my mum was partially supportive 

but then she adopted my dad’s stance (NI 3). 

 

 When I was applying for nursing my family told me to stop doing that and 

 that’s not going to happen, clearly it did happen, my middle brother said to me 

 are you trying to tell us you are gay and I said no and he said so what’s all this 

 crap so I just said I don’t know. I have a calling and they said shut up but I 

 was just telling them how it is (NI 4). 

 I had a compassion of helping and caring people and understanding their 

 needs and also getting paid for it, what’s good, so that’s what kind of gave me 

 the push to go into nursing, and when my dad said no to me I knew what I 

 wanted and I knew that this career would help me (NI 5). 

 

Media (including news coverage) 

BSA male nurses and professional stakeholders commented on what they felt was the 

consistently racialised and gendered stereotyped representation of the nursing 
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profession by the media. They felt that nurses were generally presented as female, 

and White females specifically. This lead to BSA men feeling underrepresented and 

possibly undervalued as nurses within a the nursing workforce. Some gave particular 

examples of other BAME nurses: 

 We don’t hear of Mary Seacole who was a famous black nurse we don’t hear 

 very much of that. We don’t hear very much of the Indian nurses or from 

 Mauritius or other countries that have made significant differences within the 

 nursing profession as well (NI 3). 

…with somebody being good somebody being lovely somebody being 

wonderful as somebody being White and angelic and so forth and that’s what 

the perception of a nurse was (NI 3). 

If we go back 15/20 years ago the message were very much from carry on 

movies, newspaper perceptions of busty blondes an easy lay (NI 4). 

We are just starting now with the new TV programs to see male charge nurses, 

casualty nurses, we had Charlie for example who was the male charge nurse 

but if you look historically at more old-fashioned programs all the nurses are 

female all the doctors are male (SI 1). 

 

Ethnicity (including religion; masculinity and gender; culture) 

BSA male nurses tended to see South Asian masculinities and related characteristics 

as contrary to what was seen as they required characteristics of being a nurse.  

The Pakistani community the men are fairly aggressive and the women seem 

quite nervous of them (NI 1). 

We are supposed to be caring but I think people don’t want, people want to be  

“I’m a tough man, I’m a bad boy” these days and they don’t want to be seen a 

nurse. Nurse equals feminine, it’s a woman. You know so they don’t want to be 

associated with that I think (NI 2). 

…got to be strong, broad shoulders and so forth and from the emotional 

perspective not crying, not showing our emotions (NI 3). 
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Feminine skills are about being able to read people, listening to people and 

being able to be with people, they are not overly masculine skills they are 

feminine skills and I think you need them to be a nurse I think you do (NI 4). 

If we look at modern South Asian masculinity it’s about fast cars, big houses, 

masculine symbolic things and masculine roughness, masculine drunkedness. 

They boast when they make a poor decision and perhaps when they got done 

for drunk driving, they boast about it. It’s a sign of masculinity (NI 4). 

Well we are expected to be wealthy and to get out there and be on top of 

everybody and have this type of role as a macho man (NI 5). 

 

Lack of knowledge and awareness (including educational setting/careers information) 

BSA male nurses and professional stakeholders agreed that the public did not have  

any clear ideas of what nursing entails. They felt the role was minimised to domestic 

duties, personal care and following orders from doctors in any information that was 

made available. Both the nurses and the stakeholders expressed frustration at the 

current lack of information made available and the resulting lack of knowledge on the 

part of the public – seeing this as a definite barrier.  

 

I think people think that it’s just about physical healthcare and cleaning washing 

dressing people I don’t think they see the wider picture and I don’t think people 

are really clear on what’s involved (NI 2). 

…they don’t know NHS has one of the best pension schemes, people don’t 

know that, so people don’t know the financial side of it (NI 2). 

Not at all, there is no awareness out there at all (NI 5). 

I think that’s there a lot of education to be given to not just students but to clearly 

to parents as well. We are trying to make roads on that (SI 1). 
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Comparison with other medical professions 

Both BSA male nurses and professional stakeholders felt that nursing was seen as an 

inferior career option compared to other medical professions such as being a doctor. 

They reported parental/ family views within communities as being quite a significant 

factor within this context.  

I think a lot of Asians view of nursing is that you are providing care is something 

you do as a servant whereas medicine is perceived very differently (NI 1). 

…how long will you be nursing before you finally become a doctor, that’s the 

most common misunderstanding (NI 1). 

…why can’t you be a doctor? (NI 3). 

…relatively obvious to me and that’s that if you are South Asian and you are a 

male you will be a doctor or bust (NI 4). 

So why it would be different from nursing to doctors I think would be a really 

interesting area to get a perceptions based or cultural based approach to 

understanding what is it about those 2 professions that produces such different 

makeup (SI 3). 

I mean if you are in nursing you would probably know, I could be a professor, 

it’s a very varied career but just on the face of it what aspiration, what 

progression does my son have in this field whereas everyone visually sees 

doctors above nurses (SI 3). 

 

7.1.3 Findings on enablers 

With respect to enablers, key themes of role models; ethnicity and nursing as a noble 

profession, and sub-themes of religion and masculinity/masculinity across ethnicity 

emerged (in line with South Asian community views in objective 2). However, further 

themes of personal circumstance and subthemes of friends and relatives also 

emerged from conversations with BSA male nurses. 

 

Figure 28. Themes and sub-themes from interviews (enablers) 
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Personal circumstance 

Each of the nurses interviewed, suggested some particular personal circumstance that 

acted as a motivation for them to pursue nursing as a career. These circumstances 

varied according to each individual, from having a spouse that was already a nurse 

and provided regular encouragement to them to enter the profession, through to one 

of the participants identifying the loss of their mother at a young age being a catalyst 

on their journey to the nursing profession. 

 

My mother died when I was 12 and the main result of that was that was self-

caring at quite a young age…. big attractions about nursing is being provided 

accommodation on site in the hospital you are working at relatively cheaply so 

even though you are not paid very much in those days I was salaried and had 

accommodation and could buy food relatively cheaply so it was a good way to 

live. It’s a bit like joining the forces (NI 1). 
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So I worked as a support worker for a couple of years and on my trust at the 

time they seconded me to do my nurse training so went away and did my 3 year 

nurse training and then came back as a qualified nurse (NI 2). 

She gave it to me, she sent me all the details at university so I applied to the 

university and did the old project 2000 course and started that, that’s it yea  (NI 

3) (When talking about a friend who was already a nursing student). 

I found a black man in an army uniform with defib pads on somebody and I was 

instantly struck and I looked at all the poster and my eye kept coming back to 

this black man with defibrillators in an army uniform and I thought ……that is 

me ! (NI 4). 

Well my granddad was not very well so this is how I got into it, I used to care 

for him at home physically and mentally as well….. I chose this path myself 

because I was interested in health and social care and through health and 

social care I did health and social care and did a course in access to science 

what most colleges have to give out there. And through there I found a path to 

get into mental health nursing ( NI 5). 

 

Role models (including friends and relatives) 

Whilst both BSA male nurses and professional stakeholders did agree that role models 

could be a useful enabler in encouraging BSA young men to enter nursing, some 

nurses specifically identified a strong role model that helped influence their decision 

to enter the nursing profession. This was clearly the case for one of the nurses, whose 

wife had been a nurse prior to him joining the profession.  

I suppose that’s one of those things that if you role model, if you see something 

you think that’s normal so if our nurses population has always been majority 

women and it has always been majority of certain ethnic groups then as I would 

think as a south Asian man thinking about my career choices I can’t see me in 

it why would I put that as a career choice to go into it unless I've got some 

personal reason and it’s not presented as it’s for me then I wouldn’t do that. 

Because that’s the same way it is for most groups is your role model (SI 3). 
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..what I find are the younger members of the family and extended family 

absolutely get it, show pride show respect and adjust normal, I perceive them 

as quite normal but I think that’s because they are anglophiles their socialisation 

is no different to perhaps a White child living around here (NI 4) (when talking 

about telling BSA young men about him being a nurse). 

Obviously my wife! (NI 2) (in response to being questioned on any role models 

that encouraged them to go into nursing). 

A friend just turned around and said to me why don’t you try nursing and yea I 

fell into nursing… She was a nurse, she started her nurse training….   (NI 3). 

 

 Ethnicity (including religion, masculinity and masculinity across ethnicity) 

A number of professional stakeholders identified characteristics of South Asian 

masculinity, especially paired with religion, that were conducive with qualities of caring 

and compassion required for nursing. However, the picture was not as clear for some 

of the BSA male nurses agreed with this view of their masculinised ethnicity as being 

a potential enabler, some felt that South Asian masculinity was not necessarily an 

enabler for them (as outlined in the barriers section above). 

So where I live, I have a very large Muslim community, so particularly around 

things like Ramadan you see issues around caring and compassion really very 

strongly but also things around commitment, really very powerful and things like 

competence those are acquired so I don’t think they are innate to anyone but 

certainly around the care and the compassion the things around courage and 

commitment those things are they… they are not incompatible with any 

expressions of masculinity at all (SI 2). 

I feel very strongly South Asian males have traits that would be beneficial to the 

profession and I think it would be a very different profession if there were more 

men in it and perhaps more Asian men, because they would fight to support the 

profession and actually raise the bar (NI 1). 
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I think they (BSA men) are (caring) but they are towards their families or their 

loved ones, like I said you would do it for your loved ones, I said at the 

beginning, but you don’t see it as a career (NI 2). 

…with the ethos of Sikhism when you do nursing or something like that it’s 

doing seva and that’s how we do it and seva is volunteering your services to 

other people to care for them and think you could almost brandish it under that 

label and say as a nurse this is what I’m doing (NI 3). 

…although there are a subset of Asian people who are very mild mannered, 

who are very soft men, very religious in the main, those people would be ideal 

nurses and this is a perfect fit and men I look across my organisation there is a 

couple of people who come to my mind who are devout Muslims  (NI 4). 

Sikhism in itself is very much a fit for nursing, to be sober to be upright to do 

the right thing and to bring comfort where there is pain and where you can’t 

cure you comfort so all of those things are in there but how are you going to go 

back into Sikh society and say I’m a nurse (NI 4). 

 

Nursing as a noble profession 

BSA nurses specifically, felt there was a clear moral purpose to their work. They 

reported on the need to, and reward of, making a difference. They were keen to point 

out how nursing could better individuals and society as a whole and they felt proud to 

be a part of such a profession. 

…for example, recently we’ve had instances in the community where blah blah 

has killed themselves because they were low for example I don’t know how true 

this is but these are the things said in the community. So you want to help your 

community so you want to educate your community and be a role model for 

them and make your make those parents aware of especially the mental health 

side of issues because you have to understand what affects the brain (NI 2). 
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…what I want to do something different I want to do break the glass ceiling and 

go into children’s nursing and do something really just make a positive 

contribution something very different (NI 3). 

The nurse didn’t know about these rules and these religious things, and then I 

came the second day the family were really upset and I gave them a bit of 

teaching and a bit of enlightenment about the religion and then I wrote down 

some rules for even Pakistani patients and Sikh patients and gave a bit of 

awareness and I actually put this in their files of these patients and none of that 

was there. And I even told them that Pakistanis - give them an option to eat 

halal so if you do the menus what do they eat throughout the day and they do 

not choose anything give them a halal option automatically and they’ll tell you 

that themselves, so from their there is all sorts of little things but these little 

things make big changes!  (NI 5). 

 

7.1.4 Findings on participant recommendations  

With regard to participant recommendations on how to better encourage BSA men 

entering nursing, key themes of providing payscale information; providing more 

nursing careers information and sub-themes of school/college visits from current 

nurses and nursing students; news coverage and the use of a promotional video 

emerged (in line with the South Asian community views from objective 2). 

Furthermore, particular themes around improving nursing student experience 

(including reinstating bursaries); improving pay and conditions for nurses and 

changing the name of the nursing profession emerged. 
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Figure 29. Themes and sub-themes from interviews (participant recommendations) 

 

 

 
 

 

 

Improving student experience (including bursaries) 

BSA male nurses commented explicitly on the need to improve the nursing student 

experience. Both nurses and professional stakeholders noted the demands of clinical 

placements and suggested that students needed to be incentivised to take up nursing 

courses by strategies such as providing subsidised accommodation and or reinstating 

the bursary scheme. They felt that the need for more nurses provide an exceptional 

case for the courses to be funded by the state, so that those considering applying 

would not be put off by the thought of being in debt before even starting their career. 

…so for people coming into nursing you really need to think about how much 

debt you are going to be in because most teaching hospitals are in big cities 

particularly in London, there is no accommodation provided by the universities 

and certainly not after the first year, the bursaries that student nurses are paid 

are never enough even to afford to a bedsit so the biggest hurdle to nursing 

recruitment is the fact that we don’t accommodate the nurses anymore (NI 1). 

…bring back the bursary and then you might attract more young more Asian 

men and specifically you will create a career route where in other routes you 

have to pay nine grand a year open up a route where you pay them. The bursary 
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was only about six thousand a year but you had the option of paying them nine 

thousand or receiving six thousand and getting a degree at the end of it (NI 4). 

So I think bring it back, revise the training and take it away from universities. 

Have much more clinical placement, put them on bursary and do targeted 

recruitment  (NI 4). 

It’s been disastrous the bursary, just absolute disaster across the country 25% 

fall in applications, it’s been a disaster (SI 5). 

..some structural things that need to be tackled I would suggest that first to 

enable those families to feel confident that for young people to spend an awful 

lot of money on their first degree that they will be able to make some kind of 

return on investment (SI 2). 

….people are scared they can lose their registration so you have to abide by 

the university policies and then you have to abide by nursing and midwifery 

council it is quite tough for a student (SI 4). 

 

Providing payscale information and improved pay and conditions 

BSA male nurses and stakeholders agreed that sharing payscale information could be 

a useful tool for raising awareness. However, nurses felt that alongside sharing the 

Agenda for Change payscale, NHS employers should be encouraged to pay the 

advertised salaries commensurate with the duties and responsibilities required of a 

given role. They reported a disparity between what was advertised as achievable 

within the payscale framework and what was actually achievable salary grades in 

reality. As reported in the findings under barriers (see section 7.1.2) above, BSA male 

nurses suggested a glass ceiling for them and BAME nurses in general, which meant 

that in reality it was near impossible to achieve the salaries advertised for upper end 

of Band 8 and above.  

…it’s not just a perception you see its actually the case so I've gone as far in 

nursing in my career as you can possibly go and I think my final salary was 

around £47,000 I was with agenda for change my banding was reduced twice 

so as a clinical nurse specialist I'd already gone through the level of being a 

staff nurse and assistant and taken on a specialist role and then after agenda 

for change I was reduced back to the level of (inaudible) so I don’t think I've had 

a pay rise in the last 18 years. I don’t think… there was no promotion available 
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in the last 18 years and certainly for the last 10 years there was no rises 

because it was all capped (NI 1). 

The most you’ll ever get in your career is possibly band, especially in children’s 

nursing it will be band 5/6… I question band 7 as a ward manager or matron 

because that may not happen however I think the figures, I think there’s a 

difference of view from the mental health sector because males do far better in 

mental health sector, and there’s far more promotional opportunities in the 

mental health sector than there is in the adult or children or learning disability 

sector. So certainly, from my point I can look at this band, band 8 and my honest 

opinion I would sit there and turn around and say to myself throughout my whole 

career I would probably never touch that salary or come close to it, and that’s 

and honest opinion (NI 3). 

 

Providing more nursing careers information via educational settings (including 

school/college visits from current nurses and nursing students) 

BSA male nurses and stakeholders suggested that more careers information needed 

to be delivered within schools and colleges. Additional initiatives were suggested 

including work experience, visits from nurses and nursing students. Many of the 

participants felt that there wasn’t diversity wasn’t emphasised enough when 

considering student recruitment exercise. They felt that sending out more men and 

more BSA nurses/nursing students on visits to schools/colleges/community settings 

would help change people’s perceptions about who could and could not be a nurse.   

I think recruitment drives need to be done by male nurses as well 

and Asian male nurses and they need to go out in terms of recruitment drives, 

we need to be the face of most trusts so if there are board posters of trusts, so 

if there are billboard posters for certain hospital trusts they need to have that 

there and they need to show us in a light that we are caring but we are caring 

for everyone (NI 3). 

….sometimes I wish I had a full-time job where I could just go around telling 

people what it is and get the people into it. I love it, I love my job I love nursing 
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I love my job I think it’s an excellent career to be in and its very rewarding when 

you want support and help (NI 2). 

Well last year we provided in total 504 work experience placements and I would 

say that over half of those are for nursing careers (SI 1). 

I think it’s a shame that our trust do work experience, I think they need to start 

doing work experience so people can from schools and other places come in 

and do a bit of work experience (NI 2). 

…they need to arrange something with the trust like an open day where people 

can come and see what is happening (NI 2). 

 

Supporting more positive media representations of nurses (including news coverage 

and use of a promotional video) 

BSA male nurses and professional stakeholders commented on the stereotypical 

representations of nurses in general, highlighting the gender and ethnic bias toward 

White women. They noted the rare representations they did find positive and 

suggested more like them. They felt the news coverage of nursing was overly negative 

and they suggested new forms of fictional and non-fictional representations of 

ethnically diverse male nursing. With specific reference to the production of a 

promotional video targeted at BSA young men, (much like the views of the South Asian 

community) they suggested producing a very short video, showcasing BSA male 

nurses in action rather than long stretches of speech. Some examples of the 

underrepresentation of BAME male nurses in mainstream media included: 

There was a guy called Charlie who was the charge nurse in A&E on Casualty 

or Holby City or something and apparently once in East Enders there was a 

very nice male nurse in that. But I've never seen anything depicting an Asian 

male nurse in anything in the media (NI 1). 

Sanjeev Bhaskar being a nurse that could make a difference as opposed to 

being a police officer in all of the other shows, that would certainly make a 

difference (NI 3). 



201 
 

I think organisations have a responsibility to reflect in their communications and 

their images, when they are recruiting that it is a diverse group or to reflect the 

way they want it to look it’s not like what it is (SI 3). 

….even when we think of like BME no one tends to go to South Asian men they 

tend to think of Black women,  so it’s like, even with that what’s the voice of 

South Asian man? What are the barriers for that group? (SI 3). 

 

When speaking specifically about the promotional video: 

It captures nearly everything, a lot of it. And yes that’s what it’s about they said 

for example where you can work and the different opportunities and like going 

into the world (NI 2). 

…we need a video like that. If that then comes out of your PhD study at least 

something like that would be perfect for it for us and for us in the UK (NI 3). 

It’s made me feel like I’m not alone and actually there are male nurses out there 

(NI 4). 

…those examples that were being used will be lost because it’s just people 

talking at you. I think that to inspire somebody you have got to show them 

examples of action (SI 1). 

It seems a very strong heterosexual bent on that. Maybe that’s something that 

we haven’t spoken about (SI 2). 

Yeah if there was more Asian men (SI 3). 

 

Changing the name of the profession 

The idea of changing the name of the profession from being a nurse to something else 

emerged as controversial within BSA male nurses and professional stakeholders. 

Some nurses and stakeholders agreed that changing the name to something more 

gender neutral could be an effective strategy for making the profession more 
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acceptable to men. However, some nurses and stakeholders felt that changing the 

name was not an appropriate strategy. 

Those supporting the idea stated the following: 

(when talking about Paul and Sally children’s books)  …..so Paul was always 

going to be the doctor and Sally was going to be the nurse and that’s the way 

people see it so perhaps changing the name to something else may not be a 

bad idea (NI 1). 

I think people find it embarrassing to say I’m a male nurse. So it’s all that stigma 

around it (NI 2). 

Yeah, well the word nurse as we all know if you think of a nurse you think of 

somebody nursing you, a female, a female figure. Maybe if they change the 

name of a nurse for a male nurse into a complete different nurse it might help 

the male gender go into it (NI 5). 

 

Whilst some others, defended the use of the term nurse for the profession and 

suggested some other compromises in de-gendering the named roles within the 

profession: 

The word nurse means something to patients, a nurse should be, nurses have 

a code of conduct, nurses are a particular thing, when you are sick and you are 

dying you need to know there is a nurse nearby not a technical practitioner or 

some other rubbish name. the word nurse carries comfort it means to comfort  

(NI 4). 

…(change) Nurse, no but gender titles yeah, I think we should get rid of them. 

I don’t know why we got back matron or why we are using sister in any context 

anywhere (SI 3). 
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7.2 Key findings 

For BSA male nurses: 

• Nurses explained family views were a barrier to their progression into nursing 

careers  

 

• The perceived ‘glass ceiling’ in place for their career progression within nursing  

was seen as a barrier by nurses 

 

•  Nursing was perceived as an inferior career option in comparison to being a 

doctor by their own families and communities. This was seen as a barrier by 

nurses. 

 

• With regard to enablers, there were particular personal circumstances which 

led the nurses into nursing which were perceived as an enabler e.g. having 

previous experience of caring for a family member 

 

• Nurses felt their religion espoused key qualities and characteristics required for 

nursing, this was seen as an enabler 

 

• Sharing the Agenda for Change payscale was seen as a potentially useful 

strategy 

 

 

For professional stakeholders: 

• Nursing was seen as a secure and stable career option. This was seen as an 

enabler 

 

• Media representations were of male BAME nurses were virtually non-existent 

and general news coverage of nursing was negative, this was seen as a barrier 
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• With regard to recommendations, more nursing careers information and work 

related learning opportunities should be provided to young people 

 

• There was not enough emphasis on diversity when recruiting nursing students. 

 

• Religion was seen as a potential enabler for BSA men considering and entering 

the nursing profession. 

 

7.3 Chapter Summary 

This chapter presented the qualitative findings on BSA male nurses and professional 

stakeholders’ views on the barriers and enablers for BSA men and NHS nursing 

(objective 3).  

The next chapter will discuss both quantitative results from objective 1 and the 

qualitative findings from objectives 2 and 3, considering the existing evidence base. 

Key quantitative results from the review of applications, acceptances and attrition rates 

from nursing courses, along with nursing workforce data, will be presented first as the 

results of objective 1. This will be followed by relevant findings from focus group 

discussions with the South Asian community in objective 2. Findings from semi-

structured interviews with BSA male nurses and professional stakeholders will be 

discussed towards the end of the chapter. Followed by a presentation of the converged 

results and findings, with an intersectional analysis. 
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Chapter Eight: Discussion 

8.1 Introduction 

Chapters Five, Six and Seven presented the results and findings from the study. This 

chapter turns its attention to a discussion of the results and findings by each objective. 

This is done in the context of the existing policy and empirical evidence base. This 

includes discussion on racism, widening participation and the relevance of a ‘home 

grown’ workforce, gender; masculinity; patriarchy; nursing discourse and ethnicity. 

Specifically it highlights how the results and findings from this study vary (or not) from 

the existing evidence base. This chapter will highlight what we know now as a 

consequence of this study that we did not know previously. 

In addition this study presents the converged results and findings applying  

intersectionalism as a conceptual framework (Chapter Three, Section 3.3).  Results 

discussed are from objective 1 (review of applications, acceptances and attrition data 

from nursing courses and nursing workforce data); findings discussed are from 

objective 2 (focus group discussions with BSA parents and BSA young men) and 

objective 3 (semi-structured interviews with BSA male nurses and professional 

stakeholders).  

This discussion is presented with respect to each of the study objectives.  

8.1.1 Discussion of objective 1 

This objective was to carry out a review of applications to nursing pre-registration 

courses and current NHS nursing workforce data. Reviewing the data in relation to 

nursing education and employment was fundamental in order to better understand 

how well BSA men were represented in nursing education and careers in England. 

Furthermore, detailed analysis of applications for nursing courses, attrition from 

nursing courses and the make-up of the nursing workforce provides the baseline for 

any future review. Little is known about the numbers of ‘home grown’ BSA men 

specifically, across the three stages of applications, attrition and workforce. Using 

these three stages of categories in the process is important as it gives us a wider 

understanding of the number of; 1) how many ‘home grown’ BSA men apply and are 

accepted on nursing courses; 2) how many ‘home grown’ BSA men then go on to 

actually complete the course they have been accepted for; and then 3) how many 
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‘home grown’ BSA men go on to enter the NHS nursing workforce, and what kind of 

roles they hold. These three stages align with the three sources for data gathering as 

set out in Chapter Four of the study, and shown in Figure 30 below.  

Figure 30. Three stages of nursing education application, education attrition and 

workforce development. 

 

 

The current empirical evidence base does report the underrepresentation of certain 

ethnic minority groups within nursing education and  that a range of barriers exists for 

BAME people and men in general, including lack of knowledge of nursing course 

requirements, poor experiences of nursing education, as well as lack of male nurse 

role models  (Meadus, 2000; Connor et al., 2004; Sookhoo and Anionwu, 2006; 

Gilchrist and Rector, 2007). However, these studies do not consider the ‘home grown’ 

question. A review of relevant literature identified that there was an 

underrepresentation for South Asians in nursing (Darr, 1998; Darr et al., 2008; Dyson 

et al., 2008), but again these studies do not disaggregate ‘home grown’ BSA people 

from South Asians in general. 

The current policy evidence base does report underrepresentation of certain ethnic 

groups in specific and senior roles within the NHS and the nursing workforce 

(Trueland, 2012; Kline, 2014; Naqvi, Razaq and Piper, 2017; WRES, 2019). However, 

BSA male 
applications to 
nursing courses

(UCAS data)

BSA male attrition 
from nursing 

courses

(HESA data)

BSA male 
representation in 
nursing workforce

(HEE and NMC data)

Two-way relationship influencing barriers and enablers  
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these studies do not focus on whether the people belonging to these ethnic minorities 

are ‘home grown’ or not. As discussed in Chapter Two, section 2.2.3, the wider policy 

discourse has developed from equality focused issues countering racist policy and 

practice, through to the more recent equity focused issues promoting social 

meritocracy and widening participation (Boliver, 2013; Health Education England, 

2014a; Young, 2016). This widening participation agenda, with its focus on social 

meritocracy requires an understanding of the specific circumstance of the ‘home 

grown’ population. The empirical evidence base lacks the information on ‘home grown’ 

BSA men and ‘home grown’ minority ethnic groups in the workforce in general. 

The figure above also illustrates a linear and logical argument could be made that the 

more BSA men that apply for nursing courses, the more of them will then go on to 

complete nursing education, and consequently, more of them will then go on to join 

the nursing workforce. It could also be argued that the more ‘home grown’ BSA male 

nurses there are, they could act as role models to inspire and support more 

applications for nursing courses from ‘home grown’ BSA men. This would then be seen 

as an enabler as opposed to a barrier. Therefore, the relationship between the three 

stages of this process is more complex as it can identify enablers as well as barriers, 

as each stage can have an influence on each other.   

With the three stages of the process in mind, secondary descriptive data analysis was 

carried out on all the data that was gathered in order to identify any emerging trends 

or patterns and to test a set of hypotheses across the three stage process of potential 

nursing students 1) applying/being accepted on courses, 2) successfully completing 

the courses and eventually 3) entering the NHS nursing workforce. Five hypotheses 

were constructed to clarify whether BSA men were over or underrepresented and 

more or less likely to attempt and succeed in each of the three stages. 

8.1.2 What the numbers tell us 

Application rates to pre-registration nursing courses 

Previous data has identified that men are underrepresented in nursing course 

applications (Devito, 2015; Woods-Giscombe et al., 2015), this was 10% in England 

in 2016 (HESA, 2016). However, BSA men do not seem to align with this trend 

according to this review. They are increasing in numbers of applications and are more 
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likely to apply than their British White male counterparts. This review also found that 

overall, females are around ten times more likely to apply than males (for British White 

applicants (PR=10.87: 95% CI 10.71-11.03) and for BSA applicants (PR=9.35: 95% 

CI 8.95-9.76). However, the gap between the numbers of BSA females and BSA males 

applying is decreasing from (PR 10.80: 95% CI 9.79-11.92) in the year 2013 down to 

(PR=8.69: CI 8.03-9.41) in 2016. 

The results indicating that BSA men do apply to nursing courses in greater proportion 

than their British White counterparts is significant and worthy of further discussion. 

This result rejects hypothesis one. As referenced above a dated but significant similar 

study carried out by Iganski (1998) found that South Asian men were 

underrepresented in nursing applications, these results included an age criterion of 

those likely and eligible to apply for nursing courses (as did this study) but did not 

consider ‘home grown’ BSA as a criterion. However Iganski (1998) did exclude all 

overseas applicants from the discussion, as he also posited that applicants resident in 

Britain would arguably be more likely to share cultural characteristics with communities 

resident in Britain than overseas applicants. This approach also aligns with the focus 

on ‘home grown’ BSA men educated or trained in the UK as used in this review. 

Another study carried out in the same year (Darr, 1998) specifically into improving the 

recruitment and retention of Asian students on nursing, midwifery, radiography and 

physiotherapy courses suggested that there was South Asian underrepresentation on 

relevant courses. Darr reported that at the time, less than 3% of Bradford nursing 

students were of South Asian background. The study used the local city’s (Bradford) 

population as a benchmark for representation. This benchmark of approximately 17% 

was not broken down by age criteria, nor was it broken down by gender (unlike in my 

review). 

Darr (2007) went on to carry out a similar but more comprehensive study considering 

improving the recruitment of people of South Asian origin into nursing (Darr et al., 

2007). This study analysed the number of South Asian nursing students in nine 

institutions over four years. The results showed that on average there were less than 

1% of students were of South Asian background. The study used the 2001 Census to 

identify a 4% benchmark for the South Asian population in the UK. This benchmark 
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was not broken down by age criteria, nor was it broken down by gender (unlike in my 

review). 

Acceptance rates for pre-registration nursing courses 

BSA men were significantly less likely to be accepted (almost half) as their White male 

counterparts. This reflects a wider and longstanding issue, as early as 1987 a 

Commission for Racial Equality report found that applicants from BAME communities 

were less likely to be accepted for nursing courses in comparison to their White 

counterparts. There has been a reported tendency for BAME applicants to be less 

likely to be offered a university place in general (Noden, Shiner and Modood, 2014; 

Parel and Boliver, 2014), prestigious institutions (Boliver, 2013) and specifically for 

nursing courses since (Chevannes, 2001; Sookhoo and Anionwu, 2006). The 

summary conclusions we can draw from these results indicate that BSA men are 

significantly less likely to be accepted on nursing courses. Although researchers such 

as Watson (2014) have noted the lower acceptance rates for ethnic groups such as 

African Caribbean applicants, such analyses have only been done based on ethnicity 

and not considered gender as a variable. Furthermore, there may be multiple factors 

contributing to the disparity between the acceptance rates for BSAs and other groups 

including entry qualifications, age, subjects studied and school attended (Mountford-

Zimdars et al., 2015).  

 

Higher education institution attrition rates  

Over a three year period, BSA males were 18% more likely to have left their course 

without any award. However, this likelihood was even higher for BSA females at 46% 

more likelihood compared to White females and 72% more likelihood than BSA males. 

Previous research (Mulholland et al., 2008) has reported the higher likelihood of men 

leaving nursing courses without any award. There has also been research on attrition 

rates which suggests that not only men, but non-White students were around twice as 

likely to leave their course without achieving the award (Pryjmachuk, Easton and 

Littlewood, 2009). This study’s results suggest that BSA men are more likely to leave 

their nursing course without any award than White men, however the results for BSA 

females are more striking. Considering ‘the human resources performance framework, 
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published in 2000, set a target of 13% attrition for students entering nurse training in 

2000– 2001’ (Mulholland et al., 2008) the fact that BSA males and females are still 

leaving their courses with no award is concerning (Amaro, Abriam-Yago and Yoder, 

2006; Dyson et al., 2008). There may be multiple factors contributing to the disparity 

between the outcomes for BSAs and other groups including student motivation, 

teacher expectation, and institutional policy (Sanders and Rose-Adams, 2014). 

A secondary review of applications, acceptances and attrition data provides a useful 

perspective on the outcomes for BSA men. Using this approach and analysing the 

figures including variables such as ethnicity and sex provides new and interesting 

results which show that BSA men are applying proportionately but are 

disproportionately being rejected by Universities and leaving courses without any 

award. This review has shown that BSA men do apply for nursing pre-registration 

courses in proportion to the number of them in the relevant population in England. In 

comparison, British White men in England are half as likely to apply for the same 

courses in proportion to their respective number. BSA men are almost half as likely to 

be accepted on pre-registration courses in England as their White counterparts. BSA 

men are also significantly more likely to leave their nursing course with no qualification. 

 

NHS nursing workforce data 

As with other policy documents (Aspinall and Jacobson, 2006; Kline, 2013; WRES, 

2019) and empirical studies reporting on the representation of BAME people in the 

healthcare workforce (Likupe and Archibong, 2013; Priest et al., 2015; Akram, 2018), 

this review has also found that there is a significant difference in the circumstance of 

BSA people and the nursing profession in comparison to their White counterparts. The 

results from this study indicate that the vast majority of BSA nurses work in Acute, 

Elderly and General nursing. This would suggest that BSA nurses are 

underrepresented in specific nursing specialities which may be regarded as more 

prestigious (Beishon et al., 1995). It is likely that this overrepresentation in the general 

field of nursing may also demonstrate the lower pay and non-specialist roles that BSA 

nurses hold within the NHS. This research shows that BSA nurses are less likely to 

hold senior or specialist roles within the workforce. 
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However, questions about BSA nurses holding senior or management posts are 

further complicated by the issue of ‘home-grown’ or not. As the age profile of BSA men 

in England is much younger than that of White men. Therefore, those entering the 

workforce are more likely to be younger and less likely to have more nursing 

experience than their White counterparts, thus explaining some of the discrepancy in 

posts held. Furthermore, it could be argued that the internationally recruited BSA male 

nurses may not be inclined to pursue promotion or specialisms within the profession 

as their primary aim could be to earn and return to South Asia. Furthermore, the 

recruitment practices employed by NHS employers when recruiting overseas nurses 

often mean they target lower band employees (Nichols and Campbell, 2010) i.e. they 

are there to recruit frontline nursing staff as opposed to senior management. This 

would also result in the overrepresentation of certain internationally recruited BAME 

groups at the lower end of the pay scale. Therefore, it is clear that the importance of 

identifying ‘home grown’ BSAs was a considerable limitation for this study related to 

categorisation of ethnicity. Identifying the number of ‘home grown’ BSA people in 

England was important but presented a challenge. 

 

8.1.3 Gathering ‘home grown’ data; tackling the challenge  

There is no recognised benchmark for the number of ‘home grown’ BSA men in the 

country.  Therefore, being born in the UK was used as a proxy measure. One of the 

key drivers in the rationale for this research is to make a contribution to the overall 

work being done to develop the ‘home grown’ NHS workforce. It is impossible to 

assess the impact of any existing initiatives to develop the ‘home grown’ workforce, in 

the context of BSA men, if we do not know what the benchmark data is.  

Secondly, the current data gathering processes and mechanisms across the nursing 

system do not facilitate easy or definite identification of how many ‘home grown’ British 

South Asian nurses there are in the workforce, as they do not separate between those 

South Asians born and or socialised in the UK and those South Asians who were 

recruited abroad. Therefore, the results for the data analysed shed light on the specific 

circumstance of BSA nurses working in the NHS who self-declared as Asian/Asian 

British (Pakistani/Bangladeshi/Indian). It was difficult to disaggregate exactly how 

many of these nurses were ‘home-grown’ BSA.  
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In order to be able to assess whether BSA men were under/over represented, a 

contextual benchmark was needed to help identify what would constitute proportional 

representation. All of the hypotheses were based on testing the proportional 

representation of BSA men in relation to the national population. Therefore, the 

National Census 2011 was used as a data source in order to gauge the contextual 

data and table 15 below sets out the contextual data from which the benchmark was 

extracted.  

Table 15. Contextual data showing England population (ONS, 2011). 

England Population 2011 Total numbers  

BSA men within the age range of 

those likely to apply for nursing 

courses* 

379,869 

White men within the age range of 

those likely to apply for nursing 

courses 

784,7144 

BSA men of working age 394,836 

White men of working age 13,550,255 

BSA men born in the UK 736,049 

BSA men 1,505,345 

BAME men (inc BSA men) 3,871,082 

White men 22,198,066 

Total men 26,069,148 

Total women 26,943,308 

Total population 53,012,456 

 

*Minimum 17 years to maximum 44 years old 
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8.1.4 Identifying ‘home-grown’ British South Asian men 

It is important to note, the table above separates BSA men born in the UK and BSA 

men in general. This is because (as discussed in Chapter One) my study considers 

both ‘home grown’ and BSA men as those that have been born and or socialised in 

the UK. The reason for targeting this group is that this study is focussed on developing 

a ‘home grown’ health care workforce as set out in the Health Education England 

(HEE) national framework Widening Participation-it matters! Our Strategy and Initial 

Action Plan (HEE, 2014), the aim of which is to ensure that the NHS workforce is as 

diverse as the community it serves. As HEE identify, the British South Asian contingent 

is one of the largest and fastest growing cohorts in the country. Harnessing the 

potential of this community to contribute to the healthcare workforce will not only be 

beneficial to develop culturally competent services but also they represent a large 

resource to help stop reliance on unsustainable overseas recruitment strategies.  

One of the problems for this approach has been the lack of clarity on a universal 

definition of what ‘home grown’ is. Much of the literature utilising the term ‘home grown’ 

has focussed on radicalisation and terrorism (Precht, 2007; Silber and Bhatt, 2007; 

Mullins, 2008, 2011). Within this context researchers identify ‘home grown’ populations 

as second or third generation immigrants and citizens, highlighting issues of 

belonging, community, identity and group dynamics as central to their experience as 

‘home grown’ radicals (Precht, 2007; Torok, 2010; Vidino, 2014). This would fit with 

the need to be born in the UK and related aspects of socialisation as described for 

BSA men in Chapter Two of this study. 

However, within the context of developing a ‘home grown’ workforce in the healthcare 

services Malhotra (2006) defines them as part of the local labour market. This would 

indicate that they would be born and socialised within the UK. HEE aspire to develop 

a workforce that represents the community that it serves, again this would indicate the 

need for ‘home grown’ people to be reflective of the local (UK) population as opposed 

to someone born and socialised abroad (in India, Pakistan or Bangladesh). 

However, another key challenge of targeting this cohort is that it is not always made 

explicit in ethnic and data capturing processes whether a BSA male is actually  ‘home 



214 
 

grown’ or born and or socialised in the UK. Therefore, for the purposes of this study, 

certain proxies have had to be used in order to disaggregate the number of ‘home 

grown’ BSA men from BSA men overall. That is why the table above makes explicit 

the difference between BSA men born in the UK as a proxy for ‘home grown’ as 

opposed to BSA men overall. This is done because those born in the UK would be 

more likely to be socialised in the UK. Those born in the UK were quantifiable using 

the national census, whilst there was no clear measure for quantifying those socialised 

in the UK, hence the use of this proxy measure. This type of disaggregation has not 

been done previously and therefore the inclusion of this primary research in this study 

has the potential for significant impact. No previous study has identified the number 

and proportion of ‘home grown’ BSA men across the three stages of nursing course 

applications, attrition from nursing courses and the NHS nursing workforce. We can 

see from table above that there are approximately twice as many BSA men overall 

compared to the ‘home grown’ BSA men in England (1,505,345 as opposed to 

736049). 

Therefore, for the purposes of this study, I initially identified two benchmarks. The first 

is the proportion of ‘home grown’ BSA men which is 1.4% (BSA men born in the UK 

as a proportion of England’s population). The second is the proportion of BSA men 

overall which is 2.8% of the population (BSA men as a proportion of England’s 

population).   

The 1.4% benchmark could be applicable to analysing the first two stages of the 

process as outlined in the figure above, i.e. applications to nursing courses and 

attrition from nursing courses. This is because of data sources and their related 

categorisation policies. Both UCAS and HESA disaggregate ‘domestic/UK domiciled’ 

from ‘international’ students. This study has only used domestic student data and 

therefore this data can be used to determine ‘home grown’ BSA male student 

numbers. However, although this 1.4% benchmark can be used for assessing the 

under or over representation of BSA men in proportion to the overall population, a 

further breakdown of the age of BSA men is required to assess the relevant 

proportional representation (Iganski, 1998). This age related breakdown will be done 

testing hypotheses in the relevant sections below. 
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The 2.8% benchmark could be applicable to analysing the last stage of the process 

ie. workforce data. This is because neither one of the relevant data sources for 

workforce data record place of birth. Both the HEE data source and the NMC register 

do not record this information in a systematic way. Therefore, it is much more difficult 

to identify and analyse ‘home grown’ BSA men representation, and as such the overall 

BSA men benchmark of 2.8% could be used to test the workforce related hypotheses. 

However, it could be argued that further scrutiny is required of these proxy 

benchmarks when considering proportional representation for nursing course 

applicants. This needs to be done, to take into account the typical ages of applicants. 

Meaning, that those BSA men, not eligible or likely to apply for nursing courses are 

taken out of the BSA men representative benchmark. This would result in a lower age 

cut off of 17 years old (as this is the typically youngest age for applicants to apply) and 

an upper age cut off of 44 years old (as studies suggest this would be typically the 

oldest age for applicants to apply). In the most comprehensive and one of the earliest 

studies of applications to nursing and midwifery courses carried out by the then 

English National Board for Nursing, Midwifery and Health Visiting, over two thirds of 

total applicants (n = 16,515) were aged 16-29 years. 

With this age group and being born in the UK criteria in mind, and using the available 

census data (which has a closest age bracket of 15 years to 44 years) there were 

379,869 BSA men of this age range living in England. This equates to 0.7% of the 

population. Therefore, using this age related data, the BSA men proportional 

benchmark drops from 1.4% to 0.7%. For context we can use the White men 

counterpart benchmark as 14.8%. (n=7847144). 

Similarly, when identifying an age related benchmark for those BSA men employed as 

nurses, this study needed to consider only those of working age. There were 394,836 

BSA men of working age living in England at the time of the last census. This also 

equates to 0.7% of the population. For context we can use the White men counterpart 

benchmark as 26% (n=13,550,255). 
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8.1.5 Identifying ‘home grown’ British South Asian male nurses  

As noted above, the issue of identifying the ‘home grown’ BSA men is a problematic 

one. Categorisation across the workforce organisations is incongruous and ethnic 

categorisation does not allow for separation and identification of ‘home grown’ British 

South Asian from South Asian. Therefore, this study has had to use a number of 

proxies to try and disaggregate the number of internationally recruited South Asian 

men from the 'home grown', including: 

- those born in England (using national census data) 

- those who hold UK national status (using HEE data and NMC data) 

- overseas recruits and registrants (using HEE and NMC data) 

These proxies combined provide an approximate proportion of 'home grown' BSA 

males from the overall nursing workforce figures. According to HEE and the NMC there 

was an insignificant number of South Asian male recruits, with no more than 9 recruits 

in any of the four years. Data shows that there were between a minimum of 88 and 

maximum 177 South Asian international registrants in any of the four years. Therefore, 

we can conclude that either due to lack of accurate reporting or due to actual low 

numbers of recruitment from South Asia, the number of international 

recruits/registrants is negligible for the previous four years. 

HEE data shows the actual number of BSA male nurses ranged from 1432.4 whole 

time equivalents in 2013 through to 1568.3 in 2016, giving a median average of 

1514.3. In order to identify the ‘home grown’ contingent of that 1514.3 staff we can 

subtract the average number of males ethnically categorised as Asian/Asian British 

(Indian, Pakistani and Bangladeshi) who do not hold UK national status. This will take 

out the majority of internationally recruited nurses and leave us with the average 

number of ‘home grown’ BSA male nurses in the NHS per year for the past four years.  

Formula 1: 

NHS BSA male nurses (1514.3) – BSA male nurses without UK national status 

(848.25) = 

(666.05) ‘home grown’ BSA male nurses 
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Furthermore, data shows the actual number of BSA male registered nurses ranges 

from 1901 in 2013 through to 2333 in 2016, giving a median of 2081. Therefore, we 

can cross check the results in formula 1 by identifying the average number of male 

nurse registrants who are ethnically categorised as Asian/Asian British (Indian, 

Pakistani and Bangladeshi) who do not hold UK national status. If we subtract this 

figure from the overall BSA male nurse figure, it should be similar to the result in 

formula 1 above. 

 Formula 2: 

NMC BSA male nurse registrants (2081) – BSA male nurse registrants without UK 

national status (1534.5) = 

(546.5) ‘home grown’ BSA male nurses 

Therefore, having carried out the equations in formula 1 and formula 2 we can see 

that there have been approximately 600 BSA male nurses working within the NHS on 

an annual basis over the four year period. Using proportion ratios this would equate to 

0.92 (0.89-0.96) i.e. BSA home grown men being 92% less likely to be employed as a 

nurse compared to their White male counterparts. 

Therefore, this exercise demonstrates that considering a more nuanced definition of 

BSA (as in ‘home grown’ BSA) and taking a more rigorous approach to secondary 

data analysis, by carefully examining the granularity of specific numerators and 

denominators (such as ‘home grown’ BSA male nurses and ‘home grown’ age related 

population) provides a more sophisticated range of findings. Using the existing ethnic 

categorisation mechanisms would suggest that BSA men were approximately twice as 

likely to be employed as their White male counterparts. Yet when the internationally 

recruited South Asian male nurses are subtracted from the equation it would seem 

that actual ‘home grown’ BSA men are half as likely to be employed as their White 

male counterparts. This type of nuanced analysis provides a more accurate picture for 

the widening participation agenda. The current systems of ethnic categorisation and 

data analysis align with an equality discourse which may be masking an inequitable 

circumstance for ‘home grown’ populations. Further consideration of this approach will 

enable, better informed, evidence based policy making. 
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8.2 Discussion of objective 2 

This objective was to explore South Asian community views on the barriers and 

enablers for BSA men choosing nursing education and nursing careers. Some of the 

previous research on British South Asians (including widening participation in nursing) 

has included the views of South Asian parents and young people (Darr, 2001; 

Bagguley and Hussain, 2003; Chattoo, Atkin and Mcneish, 2004; Ali, Randhawa, 

Cook, et al., 2017). However much of the previous research on widening participation 

for South Asian people in nursing has focussed on ethnicity as the main variable for 

the research, therefore the findings from these studies have been attributed to ethnicity 

as opposed to other variables such as gender. 

This study explicitly sought the views of the South Asian community on BSA men and 

nursing, placing gender centrally along with ethnicity within the focus group 

discussions. This was at the heart of an intersectional approach which explored the 

experience of nursing at the intersection of ethnicity and gender for BSA men. 

Following analysis, a number of themes emerged which were grouped as barriers for 

BSA men and nursing, enablers for BSA men and nursing and participant 

recommendations Therefore, findings from this research focus on gender as well as 

ethnicity as discussed below: 

 

8.2.1 Parental views as a barrier 

The evidence base reports the varied influence that parental views can have on young 

people’s choices in higher education and careers (Shah, Dwyer and Modood, 2010; 

Hegna and Smette, 2017). My study found that BSA young men also reported that 

parental views had an influence on their perceptions of nursing as a viable (or not) 

career option. Previous research (Ali et al., 2018) has noted parental views as a barrier 

for South Asian young people choosing nursing as a career. However, this study 

specifically found there to be a gender as well as ethnic aspect to this barrier. BSA 

young men reported not just parental views, but their father’s views as a potential 

barrier for them choosing nursing education and careers for themselves. This finding 

points to the complex intersections of gender as well as ethnicity when it comes to the 

processes for young people choosing higher education. Previous studies (David et al., 



219 
 

2003; Boliver, 2017, 2019) do point to some of these complexities around ethnicity, 

gender, social class, young people and choices and outcomes regarding higher 

education, however findings from my study add to the wider knowledge in that they 

specifically point to BSA young men acknowledging their father’s views as a barrier 

for them choosing nursing. Aligned with this finding from the BSA young men’s focus 

group, the South Asian parents’ focus groups also found that fathers were less likely 

to consider nursing as a viable option for their sons. This male on male influence in 

educational and career choice is especially prevalent in traditionally patriarchal 

societies such as South Asian communities (David et al., 2003). 

Mothers were more likely to consider nursing as a viable career option for their sons, 

especially those that had experience or knowledge of male nurses within their 

communities. Some mothers questioned the strong desire for South Asian parents to 

have their sons become doctors as opposed to nurses. They highlighted the skills 

required from nurses when dealing with patients and their families during stressful 

times. They questioned whether doctors and consultants had those people 

management skills in their experience. This finding reveals the specific views of BSA 

women (mothers) in challenging the traditional perception of valuing the medical 

professions over nursing and other professions within South Asian communities. 

 

8.2.2 British South Asian masculinity as a barrier or enabler? 

The concept of gender constructions being a barrier for men and the nursing 

profession has long been reported in previous research (Muldoon and Reilly, 2003; 

Evans, 2004; Zamanzadeh, Valizadeh, et al., 2013; Abudari, Ibrahim and Aly, 2016). 

This study found that BSA young men did see nursing as a gendered profession. They 

reported their perceptions of nursing as a feminised role, as a consequence, the 

finding could be considered to be aligned with the existing evidence base. However, 

this finding was given a further level of sophistication as young men were very aware 

of media representations and the use of stereotyping for nursing as a female 

profession. Therefore, they understood some of the influences on them in perceiving 

nursing as a ‘girl’s job’ within the wider discourse of nursing (Hargreaves, 2005; 

Harding, 2007; Du Plessis, 2016). This finding is important as it indicates that the 

young men did not find nursing as an inherently female role, rather they knew they 
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were engaging in a discourse which constructed a nursing within a constructed 

concept of femininity. This then led the young men to consider what the opposite to 

femininity was for them; that being South Asian masculinity. 

When questioned on what they felt made up their masculinity, in some instances 

young men found that key qualities required for nursing (such as care, compassion 

and commitment) were compatible with key characteristics of South Asian masculinity. 

Furthermore, a number of parents found that key qualities required for nursing were 

compatible with key characteristics of South Asian masculinity. This finding became 

even clearer when coupled with notions of how religion influences culture and 

masculinity for South Asians. This finding is important as it departs from the previous 

research which reports on gender constructions as a barrier for men and nursing. This 

finding would suggest that there is something specific to the construction of South 

Asian masculinity which could act as an enabler for BSA men entering the nursing 

profession. 

There seemed to be differences in some of the perceptions of masculinity across 

different ethnicities. Most BSA young men did not find any differences across South 

Asian masculinities (ie Pakistani, Indian or Bangladeshi). However they did find some 

differences in aspects of masculinity across different ethnic groups such as Black 

African / Caribbean men, British White men and South Asian men. Parents, especially 

felt that there were some similarities across South Asian and Black masculinities, this 

finding aligns with previous research (Swami, 2016). However, one focus group with 

fathers shone a light on specific perceived differences between Pakistani, Bangladeshi 

and Indian masculinities, suggesting that further work on this area is needed. 

 

8.2.3 Providing payscale information and producing a promotional video as participant 

recommendations 

Both BSA young men and parents felt that sharing the Agenda for Change (AfC) 

payscale could be a useful strategy in encouraging BSA men to enter NHS nursing. It 

became clear that the BSA community were not particularly aware of the earning 

potential for NHS nurses. They seemed visibly surprised at the salaries available at 

Band 8a and above. Parents suggested that sharing the AfC payscales could help 
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change the perceptions of members of their community as to whether nursing was a 

viable career option for men. It has been reported that the perception of working in 

NHS nursing as being a low paid job is a barrier for South Asians and nursing (Darr, 

2001; Ali et al., 2018). However, some previous research has identified promoting 

nursing rates of pay as a potential enabler for encouraging more applicants (Arnold et 

al., 2003).  

This study would suggest that community members do see the earning potential for 

NHS nurses as an enabler for changing the perceptions of BSA men on nursing. 

However, it must be noted that the AfC payscales shared with participants in this study 

were of Band 8a and above – with salaries ranging from circa £40,000 per annum up 

to £80,000 per annum. Clearly, this is toward the higher end of the salary scale. 

Therefore, it is very important to consider how accurate or realistic an expectation of 

earning potential is being provided by such a strategy. It would be unfair to advertise 

potential salaries to BSA men as an enabler for widening participation if there were 

evidence to suggest that they were unlikely to achieve those salaries. We must 

acknowledge that the previous evidence base does suggest an underrepresentation 

of BAME people at the upper end of the AfC pay scales in the NHS (Kline, 2014; Priest 

et al., 2015; Naqvi, Razaq and Piper, 2017). In addition, the quantitative results from 

objective 1 of this study also suggest an underrepresentation of BSA men in senior or 

management roles within NHS nursing. This evidence does call into question the use 

of advertising higher end of the AfC payscale as a legitimate strategy to encourage 

more BSA male applicants for nursing education and careers in England. 

BSA young men reported that not only were they not given information on pay scales 

for nursing they had not been given any significant amount of information advice or 

guidance on nursing careers. It was never considered as part of any careers 

information and they felt that this was a missed opportunity. Amongst various ways of 

redressing this imbalance, they suggested the production of a promotional video 

targeted at BSA young men. They suggested producing a very short video, 

showcasing BSA male nurses in action rather than long stretches of speech. Parents 

also noted the lack of positive images and information for nursing and agreed that a 

short targeted video, aimed at and showcasing BSA men could be a useful strategy 

for widening participation.  However, although the findings in this study suggest that 

BSA communities felt that the production of a promotional video (which could be 
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shared on social media and media channels such as Youtube) was a useful strategy 

(Siminoff et al., 2020), the evidence base in this area suggests that this idea is not as 

simple as it may first appear. 

Previous research (Cottingham, 2014) has analysed promotional videos aimed at 

recruiting more men into the nursing profession. She looked at 18 videos and found 

controversial themes of hegemonic masculinity permeating the recruitment materials. 

These included showing the male nurses featured in the videos as engaging in 

activities such as sports, using technical equipment and jumping out of helicopters and 

air ambulances. This raises its own challenges around what mechanisms are utilised 

within gender, masculinity and nursing discourses to mobilise the recruitment of BSA 

men. The conflict between constructed hegemonic masculinities and concepts of care 

required for nursing provide a problem for nurse recruiters (Milligan, 2001) . The 

research also acknowledged the lack of BAME male nurses in any of the videos, and 

suggested more research was needed in this area. 

The lack of visible male nurses as role models has been reported within the literature 

as a barrier for men and nursing (Weaver et al., 2014b) and further to that,  the lack of 

BAME male nurses within nursing discourse has also been highlighted (Dorsey, 2005; 

Brathwaite, 2018). Interestingly, the idea of using minority ethnic men to construct and 

showcase alternative masculinities was suggested within the (Cottingham, 2014) 

study, and to this point the use of BSA men in producing a targeted promotional video 

for encouraging BSA men into nursing could be seen as a progressive strategy for 

widening participation. However, further complications for such an initiative include the 

question of how effective such initiatives are on the whole.  Various universities and 

other organisations have used production of promotional videos as a tool for 

encouraging applicants, however evaluations of such initiatives have been seen to be 

subjective and inconclusive (Rodgers et al., 2013).  

 

8.3 Discussion of objective 3 

This objective was to ascertain professional and stakeholder (NHS managers, nursing 

education programme leads, education professionals, BSA male nurses) views on the 

barriers and enablers for BSA men entering and progressing in nursing education and 
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nursing careers. Although the views of nursing educators and other healthcare 

professionals have been sought in previous studies on widening participation for South 

Asians and nursing (Darr, 2001; Daly, Lynn Swindlehurst and Johal, 2003a; Ali, 

Randhawa, Cook, et al., 2017) this is the first study to seek the views of BSA male 

nurses. 

When BSA female nurses were questioned on their views of barriers and enablers for 

the BSA community and nursing, a number of themes emerged. They suggested that 

certain religious and cultural practices were interpreted by family and community 

members as prohibiting BSA men and women from providing personal care for the 

opposite gender; this finding was validated in this study. BSA nurses and professional 

stakeholders generally agreed that parental views were a barrier to BSA men entering 

the nursing profession. BSA nurses reported that the men in their family, especially, 

did not approve of such a career. 

Other themes within the literature included the lack of awareness and understanding 

of the professional nursing role within the BSA community; this finding was also 

validated within this study. However, the small number of female BSA nurses 

interviewed in the (Daly, Lynn Swindlehurst and Johal, 2003a) study did not feel they 

had experienced any discrimination or unfair treatment within their nursing education 

or working life. My study’s findings do not correspond with that view. 

 

8.3.1 Gendered racism, institutional racism and unconscious bias as a barrier 

The majority of BSA male nurses suggested that, as BSA men, they were victims of 

discrimination which meant they did not receive the salary they believed they 

deserved. They felt they were victims of gendered racism within the profession,  

(Solanke, 2009). The results from this study do suggest that BSA men experience 

disproportionately negative outcomes when applying for nursing course; attrition rates 

from nursing courses and occupying senior or management posts within the nursing 

workforce.  

The existing evidence base acknowledges the quantitative underrepresentation of 

BSAs within nursing education and the workforce (Iganski, 1998; Darr et al., 2008; 

Dyson et al., 2008; Mulholland et al., 2008). In addition, there a number of studies 
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which point to institutional racism and unconscious bias as factors in the 

underrepresentation of BAME people in senior posts within institutions (Bhopal, 2017) 

including the NHS and nursing workforce (Kline, 2014; Likupe et al., 2014; Priest et 

al., 2015; NHSE, 2017). This study has shown that the perceptions of BSA male 

nurses about there being institutional barriers in nursing are evidenced in the 

experience of BSA men in the context of acceptances and attrition rates from nursing 

education and holding of senior positions within the workforce. 

Previous research on racism and its effects in the NHS outlines how victims can 

experience humiliation, a sense of thwarted aspirations and low morale (Mistry and 

Latoo, 2009). This would align with some of the findings from BSA male nurses, 

specifically their views on not being able to reach their career potential within the NHS 

nursing workforce. 

It is interesting to note that the one BSA male nurse that did not report any experience 

of racism was clearly more enthusiastic about promoting the profession to men and 

members of his ethnic community. This was in direct contrast to the other nurses who 

expressed a frustration at the lack of control and agency they had on their careers and 

the profession. 

BSA male nurses also commented on what they felt was the consistently racialised 

and gendered stereotyped representation of the nursing profession as female, and 

white. This perception demonstrates a doubling up of the existing evidence on lack of 

representation being seen as a barrier for men in nursing (Ellis, Meeker and Hyde, 

2006; Stanley, 2012; Clow, Ricciardelli and Bartfay, 2015) as well as a barrier for BSA 

people and nursing (Darr et al., 2008; Dyson et al., 2008; Ali et al., 2018). This lack of 

perceived representation, and lack of voice within the workforce could leave BSA men 

feeling twice excluded from the nursing profession, on the basis of gender and 

ethnicity. 

Significantly, whilst BSA young men and BSA fathers saw their masculinity as 

potentially aligning with the key qualities required for good nursing, BSA male nurses 

tended to see South Asian masculinities and related characteristics as contrary to what 

was seen as they required characteristics of being a good nurse. This critical 

perspective on South Asian masculinity and it being at odds with nursing qualities 

could highlight a specific understanding of both their masculinities and the nursing 
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profession. BSA male nurses seemed to be suggesting that they became nurses 

despite the social constructions around masculinities within their ethnic communities. 

There is very little research on BSA masculinities and nursing. However we can draw 

on similar research on BSA faith groups and men. Researchers such as (Gill, 2012) 

point to the role of the post-colonial experience for British Sikh men and their 

masculinities. British Sikh men, he argues, have been framed as feminised in colonial 

discourse (Kalra, 2009) resulting in the emergence of a hyper masculinity, which seeks 

to assert power and agency in the context of modern day Britain. These hyper 

masculinities are contextualised within western hegemonic masculinity, and British 

Sikh men could be seen to signify a feeling of marginalisation within the dominant 

hegemonic masculinity that prevails. It could be argued that for some BSA men 

(including British Sikh men) the rejection of a hyper masculinity and adoption of an 

alternate more subtle, non-gendered masculinity would align with choosing nursing as 

a career. It could be seen as the voice of a twice marginalised group, who not only 

face disadvantage from a mainstream hegemonic masculinity, but are not comfortable 

with an emerging hyper masculinity.  

Other studies exploring the reasons why men enter female dominated professions 

such as those by (Bagilhole and Cross, 2006) also suggest that alternative 

masculinities are a key factor (alongside changing labour markets; career aspirations 

and role models within the field). This is one reading, but it is a complicated subject. 

When exploring BSAs and consumer behaviours, (Dey et al., 2017) argue it is very 

difficult to predict and define the sociocultural identity of BSA consumers. Similarly, it 

is difficult to define exactly how and why some BSA men choose certain careers such 

as nursing, despite cultural context, including prescribed masculinities, which would 

suggest otherwise. 

 

8.3.2 Personal motivations and knowing a nurse as enablers  

When trying to identify the individual factors that do motivate BSA men into nursing 

we can see certain themes which we can categorise under enablers. Within these 

enablers, key themes of role models; ethnicity and nursing as a noble profession, and 

sub-themes of religion emerged (in line with South Asian community views in objective 
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2). However, further themes of personal circumstance and subthemes of friends and 

relatives also emerged from conversations with BSA male nurses. 

Whilst both BSA male nurses and professional stakeholders did agree that role models 

could be a useful enabler in encouraging BSA young men to enter nursing, some 

nurses specifically identified a strong role model that helped influence their decision 

to enter the nursing profession.   

Each of the nurses explained their personal circumstance that acted as a motivation 

for them to pursue nursing as a career. These circumstances often included the 

interviewee getting to know an individual who encouraged them to go into nursing. 

This individual was often a nurse, student nurse or someone working within 

healthcare. This specific phenomenon of joining a profession whilst knowing someone 

from that profession has been reported previously. When researching 

underrepresentation of BAME people within the fire service, (Singh, 2002) argues this 

phenomenon to be the critical factor in encouraging underrepresented groups into the 

profession. As mentioned above (Bagilhole and Cross, 2006) also point to the 

existence of role models within a field being an explanatory factor for why some men 

choose to enter traditionally female dominated professions.  

A number of professional stakeholders considered aspects of BSA men’s religiosity, 

as conducive with qualities of caring and compassion required for nursing. BSA nurses 

specifically, felt there was a clear moral purpose to their work. They did speak about 

their own religious backgrounds and how it aligned with the nursing profession. From 

the concept of ‘seva’ in the Sikhism through to the obligation to help others in Islamic 

tradition, a common thread around religious values and nursing emerged within the 

views of BSA male nurses. This finding is particularly interesting as the majority of the 

literature in this area points to religion being construed as a barrier for South Asians 

entering the nursing profession (Daly, Lynn Swindlehurst and Johal, 2003a; Hollup, 

2014; Ali et al., 2018). Typically, nursing has been intrinsically linked with the Christian 

religion in its evolution as a profession (Lundmark, 2007; Clementson, 2008; Buck, 

2015; Kelly et al., 2017). This alignment of the historical development of nursing as a 

profession with the religious values of Christianity has come at the cost of excluding 

other world religions such as Sikhism, Islam and Hinduism. The discourse of nursing 

has held Christianity and femininity at its centre, inadvertently creating a perceived 
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mismatch between religions such as Islam and nursing. Evidence of this can be found 

in the Indian subcontinent where until recently it was widespread practice for only 

Christian women to be employed as nurses as opposed to Hindus, Sikhs or Muslims.  

 

8.3.3 Improving conditions and targeted outreach as participant recommendations 

Both professional stakeholders and BSA male nurses commented on the need to 

improve conditions for nursing students and nurses. Recommendations included 

better student experience for nursing students by way of subsidised or free 

accommodation; reinstatement of the student bursary and less pressure in clinical 

placements.  Although these recommendations are specific they align with the wider 

set of recommendations for recruiting and retaining nurses and student nurses, which 

include developing better student experiences by financial support; developing student 

support networks and stronger faculty staff commitment to underrepresented students 

(Gilchrist and Rector, 2007).  

Furthermore the targeting of specific minority groups with nursing careers information, 

using outreach strategies was also recommended by objective 3 participants.  

Providing more nursing careers information via community based settings was a clear 

example given, with more emphasis on diversity when recruiting nursing students i.e. 

using BSA men to recruit BSA men. The Collaborative Targeted Outreach Programme 

(2017), coordinated by the Institute for Health Research at the University of 

Bedfordshire could provide a useful template for such initiatives.  

 

8.4 Converging the results and conducting an intersectional analysis 

This study aimed to answer the following research question: 

What are the barriers and enablers for BSA men entering and progressing in NHS 

nursing careers in England? 

In order to answer the question, this study has gathered quantitative results from 

objective 1 (To carry out a review of applications to nursing pre-registration courses 

and current NHS nursing workforce data) as well as qualitative findings from objectives 
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2 (To explore South Asian community views on the barriers and enablers for BSA men 

choosing nursing education and nursing careers) and objective 3 (To ascertain 

professional and stakeholder  (NHS managers, nursing education programme leads, 

education professionals, BSA male nurses) views on the barriers and enablers for BSA 

men entering and progressing in nursing education and nursing careers). Converging 

these results and findings allows us to analyse the data and make meta-inferences 

which go beyond single method analysis (Onwuegbuzie et al., 2009). This study 

utilised a six step protocol (Farmer et al., 2006) for converging results and findings 

which included sorting; convergence coding; convergence assessment; researcher 

comparison and feedback. The data convergence codes included agreement (AG); 

partial agreement (PA); silence (S) and dissonance (DA). The quantitative data from 

objective 1 was largely silent on most barriers and enablers as set out in the table in 

appendix I.  

 

The relevance of converged results and findings will be further discussed in the context 

of an intersectional analysis. Application of the intersectional approach provides a 

useful conceptual framework to understand BSA men’s experience of nursing through 

the lens of intersecting factors such as ethnicity and gender. Furthermore in this 

section, nursing (although not a social category like ethnicity or gender) is visually 

represented as another factor to consider the particular experience of BSA men. By 

converging, analysing and discussing the results and findings with an emphasis on 

these intersecting factors, the similarities and differences between BSA men and other 

men becomes more apparent. This will add to the deeper understanding of the overall 

perception, experience and choices of BSA men and nursing.  

The diagram overleaf shows the intersecting factors in relation to BSA men.  
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Figure 31. Intersecting factors for BSA men and nursing 

 

 

 

 

 

 

8.4.1 Lack of knowledge and awareness or unconscious bias within nursing education 

institutions as a barrier? 

Although one of the themes emerging as a barrier from objective 2 and 3 of the study 

suggested a lack of knowledge and awareness of the nursing profession on the part 

of BSA men (and the BSA community), results from objective 1 show that they were 

twice as likely to apply for nursing preregistration courses as their White male 

counterparts. This demonstrates dissonance when converging the results and 

findings, as the higher application rate could suggest that BSA men are more aware 

of nursing education and careers than their White male counterparts. One explanation 

for why they are less likely to be accepted may be to do with unconscious bias in the 

selection processes and practice within nursing education institutions (Bhopal, 2017; 

Arday and Mirza, 2018). This rationale may be further consolidated when considering 

Ethnicity 
(culture, 
religion, 
beliefs)

Gender 
(masculinity)

Nursing 

education 

and 

careers 
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results showed that BSA men were half as likely to be accepted onto nursing 

preregistration courses. Furthermore, they were 18% more likely to leave their courses 

without the intended award in comparison to their White male counterparts.  

Table 16. Converged results and findings in relation to lack of knowledge and 

awareness and application rates. 

Theme/Sub-
themes 

Quantitative 
results 

Young 
people’s 
findings 

Parents’ 
findings 

Nurse findings 

Barriers     

lack of 
knowledge 
and 
awareness 
(including 
lack of 
careers 
information) 

BSA men 
applications PR 
2.32 (2.22-
2.42) 

Many young 
people said 
they did not 
receive a great 
deal of 
information on 
nursing as a 
career at 
school or 
college 

Many 
parents said 
they had 
never even 
considered 
nursing as a 
career for 
their sons 

Nurses 
generally 
acknowledged 
that nursing was 
not even 
considered as a 
career option for 
young BSA men 

 

This converged set of results and findings highlight a specific experience for BSA men 

due to their ethnicity and gender in the nursing profession. The intersectional 

approach, as discussed in Chapter Three, was used as the conceptual framework for 

the study. It provides a particular perspective on analysing the situation of BSA men 

in nursing considering both their ethnicity and their gender in the nursing profession. 

The evidence base would suggest that unconscious bias could be a barrier in this 

experience for BSA men entering the nursing profession (Solorzano, Ceja and Yosso, 

2000; Cornish and Jones, 2013; Sporek, 2015) however this issue requires further 

research. 
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Figure 32. Unconscious bias and the intersectional experience of BSA men 

Unconscious bias in nursing education institutions as a barrier for BSA men 

 

 

 

 

Unconscious bias in nursing education institutions as an enabler for White men 

 

8.4.2 Pay and conditions as a barrier (including a glass ceiling and institutional racism) 

Critically, the results from this research suggest that BSA male nurses do not enjoy 

the benefits of comparatively higher pay and more prestigious roles through their 

‘patriarchal advantage’ (please see Chapter Two, Section 2.3) in the nursing 

profession. This is especially significant when considering the intersectional nature of 

this study. With regard to converging the results and findings, this showed agreement 

across all objectives, as demonstrated in the table overleaf. 

 

 

 

 

 

 

Ethnicity

NursingGender
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Table 17. Converged results and findings in relation to pay and conditions 

Theme/Sub-
themes 

Quantitative 
results 

Young 
people’s 
findings 

Parents’ 
findings 

Nurse findings 

Barriers     

pay and 
conditions  

Lack of senior 
roles 3.1% for 
BSAs 
compared to 
9.4% for White 
men PR 0.35 
(0.30-0.40) or 
inverse of PR 
2.87 (2.48-
3.31) 

Many young 
people did not 
perceive 
nursing as 
financially 
rewarding 

Many 
parents did 
not perceive 
nursing as 
financially 
rewarding 

Some nurses 
suggested there 
was a glass 
ceiling in place 
for them  

pay and 
conditions 

Over 
representation 
in Adult, 
Emergency and 
General 
nursing PR 
1.40 (1.35-
1.44) 

Many young 
people felt 
there was a lot 
of 
responsibility 
and long shift 
hours  

Many 
parents felt it 
was not 
respected 
and valued 
as a 
profession 

Some nurses 
suggested the 
level of pay was 
not 
commensurate 
with the role 
(especially in 
the South East 
of the country) 

 

The evidence base would suggest that BSA men would face a barrier to their career 

progression due to their ethnicity by way of institutional racism (Allan et al., 2004). 

However, this barrier could be offset for BSA men by virtue of their gender, and 

therefore enjoying a patriarchal dividend in the nursing profession (Herdman and 

Badir, 2008). The results from this review suggest that the patriarchal dividend does 

not apply to BSA men, and therefore their gender does not supersede their ethnicity 

in this context. The results of this study show that like their female BAME counterparts 

(Brathwaite, 2018) BSA men are less likely to hold senior or management positions 

than their White counterparts, in line with other BAME nurses (NHSE, 2017). 
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Figure 33. Institutional racism and the intersectional experience of BSA men 

 

Patriarchal advantage within nursing as enabler for White men 

 

 

 

Institutional racism within nursing as barrier for BSA men 

 

8.4.3 Male relatives’ views as a barrier 

Converging the results of findings from objectives 2 and 3 demonstrated partial 

agreement across participant views, as both BSA parents and BSA male nurses 

agreed that family views (especially male relatives’ views) were a barrier. Objective 1 

results were silent on this issue. 

Table 18. Converged findings in relation to family views 

Theme/Sub-

themes 

Quantitative 

results 

Young people’s 

findings 

Parents’ 

findings 

Nurse findings 

Barriers     

family views NA Young people 

generally 

reported 

parental views 

as a barrier, as 

Fathers did 

not consider 

nursing as a 

viable career 

option for 

Some of the 

nurses reported 

a negative 

response from 

their male 

Ethnicity

NursingGender
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they felt their 

parents would 

not consider 

nursing as a 

suitable 

occupation for 

them 

their sons. 

Mothers were 

more open to 

this idea 

family/friends 

when deciding to 

enter the nursing 

profession 

 

BSA male nurses also felt the men in their families felt particularly strongly against 

them being a nurse. Conversely, some talked of the female members in their family 

being initially (and consistently) supportive of them wanting to go into nursing. Findings 

in objective 2 also indicated BSA mothers being more open to their sons being nurses, 

especially when considering known BSA male nurse role models. These findings 

points to a difference in how strong a barrier family views are for BSA people and 

nursing. The fathers, brothers and other male relatives within BSA families may be a 

stronger deterrent for BSA men entering nursing than their female relatives. If this is 

the case, this finding adds to the body of knowledge on the subject. 

 

 

Figure 34. Male relatives’ views and the intersectional experience of BSA men 

Male relatives’ views as a barrier for BSA men  

 

                                Female relative’s’ views as enabler for BSA men 

Ethnicity

NursingGender
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8.4.4 British South Asian masculinities; barrier or enabler? 

The converged findings from objective 2 and 3 show dissonance across participant 

views of BSA masculinities, as some saw BSA masculinities as a barrier whilst others 

saw it as an enabler. Objective 1 results were silent on this issue. 

Table 19. Converged findings in relation to BSA masculinities. 

Theme/Sub-
themes 

Quantitative 
results 

Young 
people’s 
findings 

Parents’ 
findings 

Nurse 
findings 

Barriers     

masculinity 
and gender 

NA Many young 
people saw 
nursing as a 
female 
profession 

Many parents 
saw nursing as 
a female 
profession 

Nurses 
generally 
acknowledged 
the public 
perception of 
nursing as a 
feminised 
profession and 
felt this was a 
barrier for 
young men 

Enablers     

masculinity NA In some 
instances 
young people 
found that 
actually key 
qualities 
required for 
nursing were 
compatible with 
key 
characteristics 
of South Asian 
masculinity 

Many fathers 
found that 
actually key 
qualities 
required for 
nursing were 
compatible with 
key 
characteristics 
of South Asian 
masculinity. 
Mothers were 
not in 
agreement to 
the same 
extent as 
fathers were 

Some nurses 
felt that the 
expected 
attitudes and 
behaviours 
within South 
Asian 
masculinities 
did not align 
with key 
qualities 
required of 
nursing 
professionals -  
yet some 
nurses felt that 
there was 
alignment and 
that it could be 
an enabler 
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These findings are even more interesting when considered within an intersectional 

context. For example, even though the South Asian community identifying certain 

aspects of South Asian masculinity being compatible with qualities required of nurses 

is interesting on its own. However, when further analysed it becomes clear that it is 

particularly BSA men (young men and fathers) found this to be true. Far less women 

(mothers) espoused this view. Therefore, using an intersectional approach we can see 

that there is a difference in the perceptions of the two different genders within the BSA 

ethnic group in relation to masculinity and the nursing profession. Gender seemed to 

be the defining intersecting factor on the perceptions of the nursing profession within 

the context of ethnicity. 

An intersectional analysis of the findings from objective 3 and the existing evidence 

base does highlight the difference in perceptions of BSA male and female nurses. As 

noted above, the female BSA nurses interviewed in the (Daly, Lynn Swindlehurst and 

Johal, 2003a) study did not report any perceived racism or discrimination in their 

nursing education or career. However the majority of BSA male nurses interviewed in 

this study did report perceived discrimination as a career/pay limiting phenomenon in 

nursing. Gender seems to be a differential factor in the experience or perceived 

experience of people of the same ethnicity within the nursing profession in this case.  

 

Figure 35. BSA masculinities and the intersectional experience of BSA men. 

BSA masculinity perceived as enabler by BSA men 

 

 

 

BSA masculinity perceived as barrier by BSA women 

Ethnicity

NursingGender
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8.4.5 Religion as an enabler 

Converging the results of findings from objective 2 and 3 demonstrated partial 

agreement across participant views, as both BSA parents and BSA male nurses 

agreed that religion was an enabler when considered in the light of considering nursing 

as a noble profession. Objective 1 results were silent on this issue. 

Table 20. Converged findings in relation to religion. 

Theme/Sub-
themes 

Quantitative 
results 

Young 
people’s 
findings 

Parents’ 
findings 

Nurse 
findings 

Enablers     

Nursing as 
a noble 
profession 

NA Some young 
people saw a 
link between 
their religion 
and nursing 
but largely 
they did not 
comment on 
their religion 
as an enabler 

Many parents 
felt their 
religion 
advocated 
much of the 
work involved 
in the nursing 
profession 

Nurses 
generally 
promoted the 
use of their 
religion as 
advocating the 
core purpose of 
the nursing 
profession 

 

The role of religion provides an interesting enabler as BSA nurses felt there was a 

clear moral purpose to their work. They spoke about their own religious backgrounds 

and how it aligned with the nursing profession. From the concept of ‘seva’ in the 

Sikhism through to the obligation to help others in Islamic tradition, a common thread 

around religious values and nursing emerged within the views of BSA male nurses. 

This finding is particularly interesting as the majority of the literature in this area points 

to religion being construed as a barrier for South Asians entering the nursing 

profession (Daly, Lynn Swindlehurst and Johal, 2003a; Hollup, 2014; Ali et al., 2018). 

Typically, nursing has been intrinsically linked with the Christian religion in its evolution 

as a profession (Lundmark, 2007; Clementson, 2008; Buck, 2015; Kelly et al., 2017). 

This alignment of the historical development of nursing as a profession with the 

religious values of Christianity has come at the cost of excluding other world religions 

such as Sikhism, Islam and Hinduism. The discourse of nursing has held Christianity 

and femininity at its centre, inadvertently creating a perceived mismatch between 

religions such as Islam and nursing. Evidence of this can be found in the Indian 
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subcontinent where until recently it was widespread practice for only Christian women 

to be employed as nurses as opposed to Hindus, Sikhs or Muslims.  

 

Figure 36. Religion and the intersectional experience of BSA men. 

South Asian religions as an enabler for BSA men 

 

Christianity as an enabler for British White women 

 

 

8.5 Key converged results and findings incorporating an intersectional 

approach 

• Unconscious bias in nursing education institutional practice may be a barrier to 

BSA men entering nursing education  

• There is a ‘glass ceiling’ in place for BSA male nurses career progression and 

this may be part of institutional racism acting as a barrier  

• Male relatives’ views were a barrier for BSA men entering into nursing careers  

• BSA men suggested aspects of BSA masculinities were seen as enablers for 

BSA men entering into nursing careers 

• BSA men felt their religion espoused key qualities and characteristics required 

for nursing, this was seen as an enabler 

 

Ethnicity

NursingGender
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8.6 Chapter Summary 

This chapter has discussed the results from objective 1 and findings from objectives 2 

and 3. Furthermore it converged the results and findings and applied an intersectional 

approach highlighting the differences between different ethnic groups and genders on 

the perceptions, choices and experiences of BSA men in nursing.  

By examining trends in quantitative data from objective 1, an intersectional analysis 

made it clear that BSA men are more likely to apply for nursing courses than their 

White counterparts. This showed a difference in choice by one ethnic group from 

another, within the same gender. The data also showed that BSA men had poorer 

outcomes in terms of acceptances and attrition rates from nursing courses and levels 

of seniority within the workforce compared to their White counterparts. This 

demonstrated a difference in experience by one ethnic group from another, within the 

same gender.  

By identifying emerging themes in qualitative findings from objective 2 and 3 it was 

apparent that BSA men had different views on potential barriers and enablers (for BSA 

men and nursing) compared to BSA women. This indicates a difference in perception 

of one gender from another, within the same ethnic group. 

It is clear that he specific influences of the intersecting factors of ethnicity and gender 

have an impact on how one perceives, makes choices and experiences nursing 

education and the nursing profession. Considering these intersecting factors with 

quantitative and qualitative evidence we can begin to draw some conclusions about 

the difference in these perceptions, choices and experiences and how they can be 

categorised as barriers or enablers for BSA men entering and progressing in NHS 

nursing in England. 
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Chapter Nine: Conclusion  

9.1 Introduction 

This chapter concludes the thesis, consisting of my reflections, the study limitations, 

contribution to the field, the recommendations and suggestions for further research. 

The conclusion shows how this study contributes to the examination of barriers and 

enablers for BSA men entering and progressing in NHS nursing careers in England. 

9.2 Reflections 

This section documents a few reflections on my PhD journey, which has developed 

me as a person as much as any development of my understanding of the subject 

matter. Starting off the journey I felt I had a clear vision of how and where I expected 

my research to go. However, there were a number of unexpected junctures which 

shifted the course of the journey through unexpected areas. 

Firstly, I must concede the extent to which I underestimated the time and effort it would 

take to gather the various data needed for the study. I underestimated the preparation 

required to gain ethically approved access to participants and data. Even following the 

data gather process, I had to assure myself that the processes involved were 

compliant with recently published GDPR guidance. In addition to the processes round 

data gathering I assumed that I would have had easier access and understanding of 

the data both quantitative for objective 1 and qualitative for objective 2 and 3 as I was 

working from an insider researcher position (Dwyer and Buckle, 2009). I felt that being 

a BSA male myself and having a background in public health policy development may 

have afforded me an informed and privileged position for carrying out this research. 

However, although belonging to the BSA community positioned me in some ways as 

emic to the research process, the fact that I was not a member of the local community, 

nor  a female, nor a Hindu/Sikh, nor a nurse left me etic to the research process in 

different ways at different times (Harris, 1976; Olavarrieta, Friedmann and Manzur, 

2010). I was not known by and therefore not granted access to some local community 

organisations. Some community representatives provided me only cursory attention, 

because I was not a member of the local community or faith group they represented. 

There was lack of cooperation by some members of the nursing community in 
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signposting or providing relevant data, as I was not perceived as a colleague or fellow 

nurse working alongside them. This left me not only with less access to the data I 

required, but positioned me with a different understanding of the research process. 

Secondly, I now understand the significance of ethnic categorisation issues for this 

study. Over the course of this study it became more and more clear to me that the fact 

there is only one option for identification (Asian / Asian British) for both ‘home grown’ 

and internationally recruited nurses has significant implications for research and policy 

development in this area. Many of those that I spoke with working within nursing 

education and the profession did not make the distinction between the home grown 

BSAs and those that had been recruited abroad. Yet the socialisation and resulting 

perceptions, choices and experiences of these two sets of BSA people could be 

significantly different. This conflation of home grown and internationally recruited BSA 

nurses indicates a deeper flaw in workforce policy development. There is a lack of 

good quality data available for those researching ‘home grown’ workforce issues. If 

the aspiration is to develop more home grown nursing staff, then how can we be sure 

of any progress in this aim if we have no clear benchmark of how many ‘home grown’ 

staff there are? 

Thirdly, I am deeply grateful to all of the individuals who did give me their time and 

attention in sharing their views and opinions. All of the BSA young men, parents, 

nurses and professional stakeholders were extremely kind in contributing to this study 

with no other incentive than to help in better understanding the subject area. I could 

not have answered the research question without their contributions. This realisation 

can only sincerely be made at the end of a PhD journey. 

 

9.3 Study limitations 

As mentioned in Chapter Eight the availability of data does cause some limitations for 

this study; in particular regarding the categorisation of ethnicity. Firstly, identifying the 

number of ‘home grown’ BSA people in England presented a challenge as there is no 

recognised benchmark for the number of ‘home grown’ BSA men in the country.  

Consequently, being born in the UK was used as a proxy measure for ‘home grown’. 

Secondly, the current data gathering processes and mechanisms across the NHS and 



242 
 

NMC do not facilitate easy or definite identification of how many ‘home grown’ BSA 

nurses there are in the workforce, as they do not distinguish between those born and 

or socialised in the UK and nurses who were recruited from abroad. Therefore, the 

results for the quantitative data analysed shed light on the specific circumstance of 

BSA nurses working in the NHS who self-declared as Asian/Asian British 

(Pakistani/Bangladeshi/Indian).  

Secondly, the incorporation of the intersectionalist approach highlights the multitude 

of intersecting factors that can make a difference to the perceptions, choices and 

experiences of different people in any given context. In the case of this study, the 

research question and target population was defined as BSA men in their relation to 

the nursing profession. However, the BSA group itself is a homogenisation of people 

of different faith/socio-economic/national backgrounds (Modood et al., 1997; 

McLoughlin, 2006; Dey et al., 2017). Therefore, the findings of this study identify and 

discuss barriers and enablers for BSA men entering and progressing within NHS 

nursing, they do not however provide more specific findings on the specificity of British 

Muslim men and nursing. 

Thirdly, although the quantitative data for objective 1 and the participants for the semi-

structured interviews for objective 3 cover a national perspective, the participants for 

focus groups in objective 2 were locally specific. This approach meant that although 

BSA community views were explored within the findings for objective 2, those views 

belong specifically to the local BSA community in Luton. Therefore, generalisation (or 

transferability) (Moorley and Cathala, 2019b) of the findings from objective 2 may be 

open to challenge, as members of the BSA community in other parts of the country 

may hold different views on the barriers and enablers for BSA men and NHS nursing 

in England. 

Fourthly, although the focus on BSA men in this study highlights the specific issues 

for this target population, the study did not focus on the overall needs of the BAME 

community. Indeed, there are a number of BAME communities, which each can be 

analysed with an intersectional framework which would lead to different results and 

findings for each community or target population studied. Although some for the 

recommendations from this study could be applied in widening participation for other 



243 
 

underrepresented groups including other BAME communities, its specific focus on 

BSA men as opposed to BAME people is a limitation of this study.  

 

9.4 Contribution to the field 

This thesis makes empirical, theoretical, and policy related contributions to the field in 

the following ways: 

9.4.1 Empirical 

• This study provides new quantitative results relating to the higher likelihood of 

BSA men applying for nursing courses, lesser likelihood of them being accepted 

for those courses and higher likelihood of them leaving their courses with no 

award.   

 

• This study provides new quantitative results on the underrepresentation of BSA 

male nurses across specialisms and in senior or management roles within the 

nursing workforce. 

 

• This is the first study to provide in-depth qualitative findings from the BSA 

community; BSA male nurses and professional stakeholders on the barriers 

and enablers for BSA men and NHS nursing. Some of these barriers can be 

categorized as specific to the ethnicity and gender of BSA men and some of 

these are external to the community and more systemic and institutional. 

 

9.4.2 Theoretical 

• This is the first study to take an intersectional approach to examining the 

barriers and enablers for BSA men and NHS nursing in England and therefore 

provides a framework to understand intersecting factors of gender, ethnicity and 

perceptions, choices and experience of the nursing profession. 
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• Implementing an intersectional approach to answering the research question 

for this study extends the use of this theory to a new subject matter and 

contributes to an emerging literature which utilises intersectionality in the 

context of health service research. 

 

• This study adds to the growing body of knowledge around specific masculinities 

and acknowledgment that men are also gendered within masculinities, and that 

these masculinities incorporate specific historical and cultural processes of 

gender formation. There are also findings around nursing as a cultural 

phenomenon in relation to masculinity and ethnicity. 

 

9.4.3 Policy 

• This study has benefited from taking a more rigorous approach to secondary 

data analysis, carefully examining the granularity of specific numerators and 

denominators, and more nuanced definition of ‘home grown’ BSA men. This 

approach provides a more sophisticated range of findings enabling evidence 

based policy making. 

 

• This study identifies a problem with ethnic categorisation across the nursing 

system which impedes the effective implementation of the current widening 

participation agenda. The difficulty in identifying ‘home grown’ members of the 

nursing workforce may be symptomatic of the current approach to equalities in 

the nursing workforce masking an inequality for ‘home grown’ BAME 

communities. 

 

• This study has demonstrated the value of taking an inter-sectional approach to 

analysing the perceptions, choices and experiences of BSA men and nursing. 

This has shed led new light on the specific barriers and enablers for this group 

entering and progressing in NHS nursing in England. Going forward policy 

makers should consider an intersectional approach to developing policy based 

interventions for widening participation in nursing. 
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•  This study provides in depth information on barriers, enablers and participant 

recommendations on widening participation for BSA men and NHS nursing that 

can be used to develop interventions to help develop a more diverse ‘home 

grown’ nursing workforce. 

 

• This study contributes to the existing resources available for NHS nursing 

employers to develop a ‘home grown’ culturally competent workforce. 

 

 

9.5 Policy recommendations and future directions 

The following recommendations are based on a mixture of national quantitative data; 

local qualitative data which has a national context and therefore some of the findings, 

when combined with findings from other similar studies. 

• Finding: BSA men were less likely to be accepted on nursing courses and more 

likely to leave nursing courses without the intended award 

Recommendation: Qualitative research is carried out with Universities providing 

nursing pre-registration courses in order to identify potential institutional 

barriers such as unconscious bias in selection practice for BSA (or BAME) male 

applicants. This should include a review of policies and practice on unconscious 

bias and institutional racism in the recruitment, retention and progression of 

BSA or BAME male nursing students. 

 

• Finding: This study identified a problem with data capturing across the nursing 

workforce. The existing ethnic categorisation systems do not allow for gauging 

accurate benchmarking data on how many ‘home grown’ BSA men are 

currently within the NHS nursing workforce.  

Recommendation: Data capture systems should be reviewed in the light of this 

finding as policy makers and those involved in the widening participation 

agenda aiming to diversify the nursing workforce cannot monitor the increase 
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in the number of ‘home grown’ BSA men if we do not know how many there are 

to begin with. 

 

• Finding: Some of the barriers are external to the BSA community and 

embedded within nursing education and employment institutions. Institutional 

racism and a perceived ‘glass ceiling’ were reported by some participants, and 

quantitative data evidences an underrepresentation of BSA male nurses in 

senior or management roles.  

Recommendation: NHS employer organisations should review relevant 

recruitment and retention policy and practice for this group. This should include 

nurse managers and those involved in human resources and organisational 

development monitoring carefully and providing tailored mentoring and support 

for marginalised and underrepresented groups within their workforce, such as 

BSA nurses. This should include continuous professional development 

including mentoring support. 

 

• Finding: Some barriers exist for BSA men from within their communities such 

as negative family views and lack of awareness of what the nursing role entails. 

 Recommendation: Culturally specific interventions to reduce the stigma 

associated with the nursing profession in the BSA community should be 

developed. Those involved in nurse recruitment should pay particular 

consideration to engaging with communities as well as individuals when 

disseminating information on nursing as a career. These engagements should 

be part of ethnically targeted interventions which may be designed 

collaboratively with schools/colleges, Universities, NHS trusts, prospective 

students and parents and delivered through BSA social networks and 

community media in appropriate languages and include the ‘lived experiences’ 

of BSA male nurses. 

 

• Finding: The role of constructions of masculinity may be utilised as an enabler 

for these men being well suited to the nursing profession. 
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Recommendation: Those developing marketing material for nurse recruitment 

should place emphasis on the values common to BSA masculinities and 

aspects of the nursing profession. 

 

• Finding: The role of South Asian religions like Islam, Sikhism and Hinduism may 

be a potential enabler for these men entering the nursing profession.  

Recommendation: Places of worship such as temples, gurudwaras and 

mosques should be considered as venues for delivery of culturally specific 

interventions when promoting nursing as a career. Emphasising values and 

beliefs common in these religions and the nursing profession may be a useful 

reference point for discussions. 

 

• Finding: Some participants showed support for producing a short video 

promoting nursing as a career option for BSA men 

Recommendation: A short video should be produced alongside other 

promotional material targeting BSA men 

 

• Finding: Some participants showed support for changing the name of the 

nursing profession from nurse to something else. 

Recommendation: Further research should be carried out with the members of 

the community, men and professional stakeholders on the potential for 

changing the profession’s name. 

 

9.6 Conclusion 

The research question for this study was ‘what are the barriers and enablers for BSA 

men entering and progressing in NHS nursing careers in England?’ Critically the thesis 

of this study asserts the following key points in relation to answering that question: 

• Unconscious bias in nursing education institutional practice may be a barrier to 

BSA men entering nursing education  

• Difficulties in identifying ‘home grown’ BSA nurses highlight a significant 

challenge for benchmarking aspirations to develop a ‘home grown’ workforce 
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• Some BSA male nurses report experiencing institutional racism and this acts 

as a barrier to their career progression  

• Male relatives’ views were a barrier for BSA men entering into nursing careers  

• BSA men suggested aspects of BSA masculinities were seen as enablers for 

BSA men entering into nursing careers 

• BSA men felt their religion espoused key qualities and characteristics required 

for nursing, this was seen as an enabler 

 

In addition to highlighting the key barriers and enablers above, this study identifies a 

problem with data capturing across the nursing workforce. The existing ethnic 

categorisation systems do not allow for gauging accurate benchmarking data on how 

many ‘home grown’ BSA men are currently within the NHS nursing workforce. Policy 

makers and those involved in the widening participation agenda aiming to diversify the 

nursing workforce cannot monitor the increase in the number of ‘home grown’ BSA 

men if we do not know how many there are to begin with (Malhotra, 2006; O’Connor, 

2012; Health Education England, 2014a; Ali et al., 2018; Munn, 2018). 

The research question for this study focusses specifically on widening participation in 

the workforce. This study utilises the concept of widening participation based on a 

rationale which identifies the need for diversity in the workforce; the value of cultural 

competence (Narayanasamy, 2003; Bhui et al., 2007; Greatrex-White, 2008; Halabi 

and de Beer, 2018) in healthcare services and the importance of social mobility 

(Boliver and Swift, 2011; Ross, 2013; Runnymede Trust, 2015) and inclusivity. This 

led to the focus on ‘home grown’ BSA men and nursing.  It does not focus solely on a 

workforce capacity issue (www.parliament.uk/healthcom, 2018; NHS, 2019). Indeed, 

this is a research area of potential interest for a range of public services. Other services 

such as the armed forces and the NHS when recruiting doctors use commonwealth 

and internationally recruited staff when they need to improve capacity (Buchan, 2009; 

Baker, 2017). This practice may achieve equality targets however it potentially masks 

an inequality of opportunity for ‘home grown’ communities. Further it could mask a lack 

of ‘home grown’ staff and reliance on short term brain drain from abroad (Garner, 
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Conroy and Bader, 2015). This would suggest the workforce capacity issue should be 

researched with regard to overseas nursing recruits as opposed to ‘home grown’ staff. 

Separate research should be carried out on barriers and enablers for South Asian 

nurses recruited internationally by UK employers (Mistry and Latoo, 2009; Likupe and 

Archibong, 2013) . 

This study analysed quantitative trends in nursing education and workforce data, it did 

not look at outcomes comparing individual cohorts. Some of the results indicate 

potential future research opportunities exploring the data on application and success 

rates for particular nursing courses or nursing workforce promotions breaking down 

the results by ethnicity and sex. Therefore, there is scope for further research using 

cohort data looking specifically at likelihood of success when applying for a promotion, 

for BSA (or BAME) male nurses in comparison to White British male nurses (Price-

Glynn and Rakovski, 2012; Bhopal, 2016). 

Further to this, the findings from this study identify a number of other barriers and 

enablers for BSA men based in the perceptions, choices and experiences of BSA men 

and the nursing profession. Overall, barriers include; male relatives’ view of nursing; 

lack of awareness of the role; lack of awareness of earning potential; lack of role 

models; stereotyping and feminisation of the profession; nursing being seen as inferior 

to being a doctor and a perceived glass ceiling within the nursing profession for BSA 

male nurses. Potential enablers included: BSA masculinity; religion; personal 

circumstances and motivations for entering the career. Participants’ suggested 

recommendations for enabling more BSA men entering NHS nursing included: sharing 

the agenda for change payscales; producing more positive media representations of 

BSA male nurses; outreach activities including using existing BSA male nursing 

students and nurses to promote the profession within community settings and 

considering changing the name of the profession from nursing to something more 

gender neutral.  

The diagrams overleaf set out a summary of the barriers and enablers for BSA men 

as set out in the research question for this study. 
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Figure 37. Overview of barriers for BSA men entering and progressing in NHS nursing 

careers in England. 
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Figure 38. Overview of enablers for BSA men entering and progressing in NHS nursing 

careers in England. 

 

 

This study contributes to the existing literature on widening participation for 

underrepresented groups in nursing, whilst specifically focussing on the situation of 

BSA men. It has empirical and theoretical implications, as well as information for policy 

makers and nursing providers pursuing a more diverse, ‘home grown’ and culturally 

competent workforce which better reflects the community it serves. 
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Appendix A: Topic guide for British South Asian young men 
 

 

  
 

 

 

Widening participation for British South Asian men in NHS nursing careers in 
England 

 
Topic Guide  

(British South Asian young men’s views on choosing nursing education and NHS 
nursing careers) 

 
 
 
 

1. Introduction 
 

• Thanks. 

• Introduce self, explain that I am based at the IHR and studying for a PhD. 

• Give background to the study: Explain that this study has been funded by the 
University of Bedfordshire (Institute of Health Research) in order to build on 
existing work they have carried out on researching widening participation.  

• Explain I will also be talking to parents, nurses other people such as NHS 
managers and those working to develop the nursing workforce. 

• I would like to understand  your views/we are going to cover four main areas in 
this discussion:  

➢ perceptions of the nursing profession; 
➢ views on the role of ethnicity (culture and religion), masculinity (the 

characteristics that are traditionally thought to be typical of or suitable for 
men) and nursing; 

➢ your views on choosing a nursing course/career; 
➢ encouraging and supporting young men from South Asian backgrounds 

to apply and accept places on nursing courses and moving into NHS 
employment. 

• Explain about the consent procedure, emphasise confidentiality, and tape 
recording the focus group, length of discussion (approx. 1 hour). 

• The information from the research study will be written up as part of a thesis for 
a PhD study and findings will inform recommendations. 

• Ask if they would like you to come back and tell them about what the research 
found. 

• Ask if there are any questions about the research study or the focus group 
before we start? 
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1. Perceptions of the nursing profession 
Pakistani, Bangladeshi and Indian men are underrepresented on nursing courses and 
in the NHS nursing workforce. I would like to start our discussion by asking about your 
views on why 
 

• What are your views on why there are so few Pakistani, Bangladeshi and Indian 
men on nursing courses and careers? 

➢ explore perceptions of the status of nursing:  nursing vs. being a doctor, looking 
after the opposite gender, uniform policies, discrimination, perceptions of the 
job being physically, socially and psychologically demanding, working hours, 
pay, instability of jobs in the NHS, poor career opportunities, poor career 
progression. 
 

Exercise 1; Show AFC pay scale on screen/handout 
https://www.rcn.org.uk/employment-and-pay/nhs-pay-scales-2017-18 and 
answer any questions explaining the scale. 

 

• Has this changed your view of pay/salaries for nursing?  
➢ explore any change in perception and impact on views.  

 
 

• Are there differences between your views and views of your family/ your friends 
and your community? 

➢ explore similarities and differences in (if any) between Pakistani, Bangladeshi 
and Indian community views of the nursing profession.  
 

• What informs your opinion?  
➢ explore influences on opinions given e.g. any role models, parents views, 

information given via school, careers information, media (such as 
TV/Film/Newspapers). 

 

• How do you think these views influence applications to universities for nursing 
courses, progressing on those courses and moving into NHS employment? 

➢ explore views such as men being deterred from applying, progressing from one 
year to the next, completing the course. 
 

 

 

 

 

 

 

 

 

 

 

https://www.rcn.org.uk/employment-and-pay/nhs-pay-scales-2017-18
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2. Views on the role of ethnicity (culture and religion), masculinity  and nursing    
I would now like to continue our discussion by asking about your views on being a 
British South Asian young man and its relation to the nursing profession. 
 

• In your view what are the key characteristics/traits that you need to be a nurse?  
➢ explore the compassion in practice characteristics  

https://www.healthcareers.nhs.uk/about/working-health/6cs (show on 
screen/handout) 

 

• Are these characteristics/traits common among South Asian men?  
➢ explore views re masculine traits such as physical/mental strength, 

power and control, toughness, intellectual prowess, financial 
independence, aggression/violence, heterosexual appetite. 

➢ explore these traits alongside nurse characteristics such a responsibility, 
judgment, professionalism, strength both physical/mental, earning 
potential, assertiveness. 

➢ explore similarities and differences in (if any) between Pakistani, 
Bangladeshi and Indian views of masculinity. 
 

Exercise 2: create grid with columns headed masculine traits/nursing role 
requirements, then highlight relevant traits and characteristics as barriers 
in red or green as enabler.  

 

• Do you think there is a difference between British South Asian masculinity and 
the masculinity of men of other ethnicities? 

➢ explore similarities and differences between perceptions of White British/Black 
British and other ethnicities and masculinity. 

 

• What informs your opinion? 
➢ explore influences on opinions given (e.g. parents, peers, media, culture, 

community, religious belief, teachers, institutions etc). 
 

 

• How do you think these views influence applications to universities for nursing 
courses, progressing on those courses and moving into NHS employment? 

➢ explore views on men being deterred to consider nursing as a career   
 

 
 
 
 
 
 
 
 
 
 

https://www.healthcareers.nhs.uk/about/working-health/6cs
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3. Your views on choosing a nursing course/career 
Having discussed the key characteristic needed to be a nurse I would like to now 
discuss what you think about choosing a nursing course/career. 
  

• Can you tell me if you would consider a nursing course and career? 
For those of you who would consider a nursing course and career are you aware 
of any nursing courses that are available in England? 

➢ explore for knowledge of universities/courses, course entry 
requirements vs. predicted grades, and awareness of non-traditional 
entry requirements, career aspiration to be a nurse, employment 
opportunities as a nurse, career progression and salary.  
 

For those of you who would not consider a nursing course and career can you tell 
me why? 

➢ explore reasons behind decision e.g. aspirations about an alternative 
career, community/family/friends perceptions of nursing courses/career, 
nursing profession: role of culture/religion, looking after the opposite 
gender, uniform policies, SES status, discrimination, perceptions of 
being a physically socially and psychologically demanding job, working 
hours, pay, instability of jobs in the NHS, salary, poor career 
opportunities. 
  

• Who has influenced your decision? 
➢ explore for role of media, teachers, careers service, family and friends 

(friends/family who had done a nursing course or have a career as a 
nurse). 
 

• What else would influence your decision to do a course or choose a 
career as a nurse? 

➢ explore for the role of course advertisement/publicity, ease of accessing 
information on websites, prior knowledge of the university, local/location 
of the university, reputation of the course/university, cost/fees of the 
course, job availability, career progression, salary, how careers are 
represented to the young men in the South Asian community. 
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4. Encouraging and supporting young men from South Asian backgrounds to 
apply and accept places on nursing courses and moving into NHS employment 
I would now like us to discuss how we can encourage and support young men from 
Pakistani, Bangladeshi and Indian backgrounds to apply and accept places on nursing 
courses 
 

• What would encourage other Pakistani, Bangladeshi and Indian young 
men to apply and accept places on nursing courses? 

➢ explore for the best ways to provide information, addressing 
cultural/religious, gender, financial and discrimination and community 
perceptions of nursing courses/careers, raising the profile of nursing, 
career opportunities, salary.  
 

• What would encourage and support you to applying for a nursing course 
better? 

➢ explore for issues to do with application process, entry requirements, 
attitudes of admissions staff/lecturers, clinical placements, support from 
careers services/schools, improving community perceptions of nursing 
courses and NHS employment. 
 

• How should this information be provided? 
➢ explore for ideas on specific interventions e.g. school/community? 

 

• Are there any other factors not already mentioned?  
➢ explore ideas like nursing helps others, provides job security, provides 

career opportunity, requires a tough person. 
 

Exercise 3: Show UWA video clip 
https://www.youtube.com/watch?v=7_k_SAh3-G0  

 

• Do you think this type of video might encourage Pakistani, Bangladeshi 
and Indian young men to apply and accept places on nursing courses? 

➢ explore which aspects of the video they think would be effective and 
what they would change to tailor it to the target audience  

 

• Has taking part in this discussion changed your perceptions of nursing 
in relation to British South Asian men? 

➢ explore how exactly, do they see nursing as more or less attractive or 
suitable a profession for British South Asian men? 

 
5. Closing 
I would like to bring the discussion to an end now by summarizing your 
recommendations and giving you an opportunity for any final comments 
 

• Summary of suggestions/recommendations. 
 

*Thank participant for their contribution, stress confidentiality.  

https://www.youtube.com/watch?v=7_k_SAh3-G0
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Appendix B: Topic guide for South Asian parents 

 

  
 

 

 

Widening participation for British South Asian men in NHS nursing careers in 
England 

 
Topic Guide  

(South Asian parents’ views on choosing nursing education and NHS nursing 
careers) 

 
 
 
 

1. Introduction 
 

• Thanks. 

• Introduce self, explain that I am based at the IHR and studying for a PhD. 

• Give background to the study: Explain that this study has been funded by the 
University of Bedfordshire (Institute of Health Research) in order to build on 
existing work they have carried out on researching widening participation.  

• Explain I will also be talking to young men, nurses other people such as NHS 
managers and those working to develop the nursing workforce. 

• I would like to understand  your views/we are going to cover four main areas in 
this discussion:  

➢ perceptions of the nursing profession; 
➢ views on the role of ethnicity (culture and religion), masculinity (the 

characteristics that are traditionally thought to be typical of or suitable for 
men)  and nursing; 

➢ your views on your sons choosing a nursing course/career; 
➢ encouraging and supporting young men from South Asian backgrounds 

to apply and accept places on nursing courses and moving into NHS 
employment. 

• Explain about the consent procedure, emphasise confidentiality, and tape 
recording the focus group, length of discussion (approx. 1 hour). 

• The information from the research study will be written up as part of a thesis for 
a PhD study and findings will inform recommendations. 

• Ask if they would like you to come back and tell them about what the research 
found. 

• Ask if there are any questions about the research study or the focus group 
before we start? 
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1. Perceptions of the nursing profession 
Pakistani, Bangladeshi and Indian men are underrepresented on nursing courses 
and in the NHS nursing workforce. I would like to start our discussion by asking 
about your views on why.   

• What are your views on why there are so few Pakistani, Bangladeshi and 
Indian men on nursing courses and careers? 

➢ explore perceptions of the status of nursing:  nursing vs. being a doctor, looking 
after the opposite gender, uniform policies, discrimination, perceptions of the 
job being physically, socially and psychologically demanding, working hours, 
pay, instability of jobs in the NHS, poor career opportunities, poor career 
progression. 

 

Exercise 1; Show AFC pay scale https://www.rcn.org.uk/employment-and-
pay/nhs-pay-scales-2017-18 and answer any questions explaining the scale. 

 

• Has this changed your view of pay/salaries for nursing?  
➢ explore any change in perception and impact on views.  

 

• Are there differences between your views and views of your family/ your friends 
and your community? 

➢ explore similarities and differences in (if any) between Pakistani, Bangladeshi 
and Indian community views of the nursing profession.  
 

• What informs your opinion?  
➢ explore influences on opinions given e.g. any role models, parents views, 

information given via school, careers information, media (such as 
TV/Film/Newspapers). 
 

• How do you think these views influence applications to universities for nursing 
courses, progressing on those courses and moving into NHS employment? 

➢ explore views such as men being deterred from applying, progressing from one 
year to the next, completing the course. 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.rcn.org.uk/employment-and-pay/nhs-pay-scales-2017-18
https://www.rcn.org.uk/employment-and-pay/nhs-pay-scales-2017-18
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2. Views on the role of ethnicity (culture and religion), masculinity and nursing    
I would now like to continue our discussion by asking about your views on being a 
British South Asian young man and its relation to the nursing profession. 
 

• In your view what are the key characteristics/traits that you need to be a nurse?  
➢ explore the compassion in practice characteristics  

https://www.healthcareers.nhs.uk/about/working-health/6cs show on 
screen or handout 

 

• Are these characteristics/traits common among South Asian men?  
➢ explore views re masculine traits such as physical/mental strength, 

power and control, toughness, intellectual prowess, financial 
independence, aggression/violence, heterosexual appetite. 

➢ explore these traits alongside nurse characteristics such a responsibility, 
judgment, professionalism, strength both physical/mental, earning 
potential, assertiveness  

➢ explore similarities and differences in (if any) between Pakistani, 
Bangladeshi and Indian views of masculinity  

 

• Do you think there is a difference between British South Asian masculinity and 
the masculinity of men of other ethnicities? 

➢ explore similarities and differences between perceptions of White British/Black 
British and other ethnicities and masculinity. 

 
 

• What informs your opinion? 
➢ explore influences on opinions given e.g. parents, peers, media, culture, 

community, religious belief, teachers, institutions etc. 
 

Exercise 2: create grid with columns headed masculine traits/nursing role 
requirements, then highlight relevant traits and characteristics as barriers 
in red or green as enabler.  

 

 

• How do you think these views influence applications to universities for nursing 
courses, progressing on those courses and moving into NHS employment? 

➢ explore views on men being deterred to consider nursing as a career.   
 

 
 
 
 
 
 
 

https://www.healthcareers.nhs.uk/about/working-health/6cs
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3. Your views on your sons choosing a nursing course/career 
Having discussed the key characteristic needed to be a nurse I would like to now 
discuss what you think about your sons choosing a nursing course/career. 
  

• Can you tell me if you would want your son(s) to consider a nursing course and 
career? 

➢ for those of you who would want your son(s) to consider a nursing course 
and career are you aware of any nursing courses that are available in England? 

➢ explore for knowledge of universities/courses, course entry 
requirements vs. predicted grades, and awareness of non-traditional 
entry requirements, career aspiration to be a nurse, employment 
opportunities as a nurse, career progression and salary. 

➢ for those of you who would not want your son(s) to consider a nursing 
course and career can you tell me why? 

➢ explore reasons behind decision e.g. aspirations about an alternative 
career, community/family/friends perceptions of nursing courses/career, 
nursing profession: role of culture/religion, looking after the opposite 
gender, uniform policies, SES status, discrimination, perceptions of 
being a physically socially and psychologically demanding job, working 
hours, pay, instability of jobs in the NHS, salary, poor career 
opportunities.  
 

• Who has influenced your decision? 
➢ explore for role of media, teachers, careers service, family and friends 

(friends/family who had done a nursing course or have a career as a 
nurse) 
 

• What else would influence your decision to support/not support your son to 
consider a course or choose a career as a nurse? 

➢ explore for the role of course advertisement/publicity, ease of accessing 
information on websites, prior knowledge of the university, local/location 
of the university, reputation of the course/university, cost/fees of the 
course, job availability, career progression, salary, how careers are 
represented to the young men in the South Asian community. 
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4. Encouraging and supporting young men from South Asian backgrounds to 
apply and accept places on nursing courses and moving into NHS employment 
I would now like us to discuss how we can encourage and support young men from 
Pakistani, Bangladeshi and Indian backgrounds to apply and accept places on nursing 
courses 
 

• What would encourage other Pakistani, Bangladeshi and Indian young men to 
apply and accept places on nursing courses? 

➢ explore for the best ways to provide information, addressing 
cultural/religious, gender, financial and discrimination and community 
perceptions of nursing courses/careers, raising the profile of nursing, 
career opportunities, salary.  
 

• What would encourage and support young men in applying for a nursing course 
better? 

➢ explore for issues to do with application process, entry requirements, 
attitudes of admissions staff/lecturers, clinical placements, support from 
careers services/schools, improving community perceptions of nursing 
courses and NHS employment. 
 

• How should this information be provided? 
➢ explore for ideas on specific interventions e.g. school/community? 

 

• Are there any other factors not already mentioned?  
➢ explore ideas like nursing helps others, provides job security, provides 

career opportunity, requires a tough person. 
 

Exercise 3: Show UWA video clip 
https://www.youtube.com/watch?v=7_k_SAh3-G0  

 
Do you think this type of video might encourage Pakistani, Bangladeshi and Indian 
young men to apply and accept places on nursing courses? 

➢ explore which aspects of the video they think would be effective and 
what they would change to tailor it to the target audience. 

 

• Has taking part in this discussion changed your perceptions of nursing 
in relation to British South Asian men? 

➢ explore how exactly, do they see nursing as more or less attractive or 
suitable a profession for British South Asian men? 

 
5. Closing 
I would like to bring the discussion to an end now by summarising your 
recommendations and giving you an opportunity for any final comments. 
 

• Summary of suggestions/recommendations. 
 

*Thank participant for their contribution, stress confidentiality.  

https://www.youtube.com/watch?v=7_k_SAh3-G0
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Appendix C: Topic guide for British South Asian male nurses 

 

  
 

Widening participation for British South Asian men in NHS nursing careers in 
England 

 
Topic Guide  

(British South Asian male nurse views on choosing nursing education and NHS 
nursing careers) 

 
 

 
1. Introduction 
 

• Thanks. 

• Introduce self, explain that I am based at the IHR and studying for a PhD. 

• Give background to the study: Explain that this study has been funded by the 
University of Bedfordshire (Institute of Health Research) in order to build on 
existing work they have carried out on researching widening participation.  

• Explain I will also be talking to young men, parents, other people such as NHS 
managers and those working to develop the nursing workforce. 

• I would like to understand  your views/we are going to cover four main areas in 
this discussion:  

➢ perceptions of the nursing profession; 
➢ views on the role of ethnicity(culture and religion), masculinity (the 

characteristics that are traditionally thought to be typical of or suitable for 
men) and nursing; 

➢ your reasons for choosing a nursing course/career; 
➢ encouraging and supporting young men from South Asian backgrounds 

to apply and accept places on nursing courses and moving into NHS 
employment. 

• I wiIl also talk through findings from my research with British South Asian young 
men and parents on each  of the above areas and I would like you to help 
identify how you overcame any barriers present in those findings as well as 
share you’re your overall thoughts on the findings. 

• Explain about the consent procedure, emphasise confidentiality, and tape 
recording the focus group, length of discussion (approx. 1 hour). 

• The information from the research study will be written up as part of a thesis for 
a PhD study and findings will inform recommendations. 

• Ask if they would like you to come back and tell them about what the research 
found. 

• Ask if there are any questions about the research study or the focus group 
before we start? 
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1. Perceptions of the nursing profession 
Pakistani, Bangladeshi and Indian men are underrepresented on nursing courses 
and in the NHS nursing workforce. I would like to start our discussion by asking 
about your views on why. 

• What are your views on why there are so few Pakistani, Bangladeshi and 
Indian men on nursing courses and careers? 

➢ explore perceptions of the status of nursing:  nursing vs. being a doctor, 
looking after the opposite gender, uniform policies, discrimination, perceptions 
of the job being physically, socially and psychologically demanding, working 
hours, pay, instability of jobs in the NHS, poor career opportunities, poor 
career progression. 

 

• Are there differences between your views and views of your family/ your 
friends and your community? 

➢ explore similarities and differences in (if any) between Pakistani, Bangladeshi 
and Indian community views of the nursing profession.  

 

• What informs your opinion?  
➢ explore influences on opinions given e.g. any role models, parents views, 

information given via school, careers information, media (such as 
TV/Film/Newspapers)  

 

• How do you think these views influence applications to universities for nursing 
courses, progressing on those courses and moving into NHS employment? 

➢ explore views such as men being deterred from applying, progressing from 
one year to the next, completing the course 

 
 
 

• The following is a summary of the main themes/sub themes from my research 
findings on the above issues with British South Asian young men and parents. 

➢ Ask general question on what they think, then prompt/explore views using 
themes/sub themes below. Share pay scale sheet for info. 

 
 
 

Theme/Sub-
themes 

Young people’s findings Parents’ findings 

Barriers   
family views Young people generally 

reported parental views as a 
barrier, as they felt their 
parents would not consider 
nursing as a suitable 
occupation for them 

Parents generally did not 
consider nursing as a viable 
career option for their sons 

media Young people were very 
aware of media 
representations and the use 
of stereotyping for nursing as 
a female profession 

Parents felt that news 
reports on nursing were 
always negative and showed 
it as an unattractive option 
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Enablers   
role models There were a lack of role 

models, but when young 
people did see male nurses 
they felt they were competent 
and professional 

There were some reported 
role models, this helped 
mothers to change their 
views more so than fathers 

 
 
 

• Do these findings resonate with you in your experience? 
➢ explore whether they are familiar with negative media representations of male 

nurses lack of role models in their experience 

• How did you overcome the barriers, to someone like you entering and 
progressing in NHS nursing, as found in the response summary? 

➢ explore what motivated them to choose a nursing career and what kind of 
skills/ strengths they had to employ to become and remain nurses 

 
 
 
 
 
2. Views on the role of ethnicity (culture and religion), masculinity and nursing    
I would now like to continue our discussion by asking about your views on being a 
British South Asian man and its relation to the nursing profession. 
 

• In your view what are the key characteristics/traits that you need to be a 
nurse?  

➢ explore the compassion in practice characteristics  
https://www.healthcareers.nhs.uk/about/working-health/6cs  

 

• Are these characteristics/traits common among South Asian men?  
➢ explore views re masculine traits such as physical/mental strength, 

power and control, toughness, intellectual prowess, financial 
independence, aggression/violence, heterosexual appetite.  

➢ explore these traits alongside nurse characteristics such a 
responsibility, judgment, professionalism, strength both 
physical/mental, earning potential, assertiveness. 

➢ explore similarities and differences in (if any) between Pakistani, 
Bangladeshi and Indian views of masculinity.  

 

• Do you think there is a difference between British South Asian masculinity and 
the masculinity of men of other ethnicities? 

➢ explore similarities and differences between perceptions of White British/Black 
British and other ethnicities and masculinity. 

 
 

• What informs your opinion? 
➢ explore influences on opinions given e.g. parents, peers, media, culture, 

community, religious belief, teachers, institutions etc.   
 

https://www.healthcareers.nhs.uk/about/working-health/6cs
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• How do you think these views influence applications to universities for nursing 
courses, progressing on those courses and moving into NHS employment? 

➢ explore views on men being deterred to consider nursing as a career . 
 
 

• The following is a summary of the main themes/sub themes from my research 
findings on the above issues with British South Asian young men and parents. 

➢ Ask general question on what they think, then prompt/explore views using 
themes/sub themes below. Share 6 Cs document for info. 

 
 

Theme/Sub-
themes 

Young people’s findings Parents’ findings 

Barriers   
masculinity and 
gender 

Many young people saw 
nursing as a female 
profession 

Many parents saw nursing as 
a female profession 

Enablers   
masculinity In some instances young 

people found that actually 
key qualities required for 
nursing were compatible with 
key characteristics of South 
Asian masculinity 

Many parents found that 
actually key qualities 
required for nursing were 
compatible with key 
characteristics of South 
Asian masculinity 

 
 
 

• Do these findings resonate with you in your experience? 
➢ explore whether they recognise the perception of nursing as a female 

profession, whether they recognise differences in South Asian masculinity 
with other masculinities 

• How did you overcome the barriers, to someone like you entering and 
progressing in NHS nursing, as found in the response summary? 

➢ explore what motivated them to choose a nursing career and what kind of 
skills/ strengths they had to employ to become and remain nurses 

 
 
 
3. Your reasons for choosing a nursing course/career 
Having discussed the key characteristic needed to be a nurse I would like to now 
discuss what your reasons were for choosing a nursing course/career. 
  

• What were your reasons? 
➢ explore for knowledge of universities/courses, course entry 

requirements vs. predicted grades, and awareness of non-traditional 
entry requirements, career aspiration to be a nurse, employment 
opportunities as a nurse, career progression and salary).  
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• Who influenced your decision? 
➢ explore for role of media, teachers, careers service, family and friends 

(friends/family who had done a nursing course or have a career as a 
nurse)? 

 

• What else would influence your decision? 
➢ explore for the role of course advertisement/publicity, ease of 

accessing information on websites, prior knowledge of the university, 
local/location of the university, reputation of the course/university, 
cost/fees of the course, job availability, career progression, salary, how 
careers are represented to the young men in the South Asian 
community.  

 

• The following is a summary of the main themes/sub themes from my research 
findings on the above issues with British South Asian young men and parents. 

➢ Ask general question on what they think, then prompt/explore views using 
themes/sub themes below 

 
Response summary 3 
 

Theme/Sub-
themes 

Young people’s findings Parents’ findings 

Barriers   
pay and 
conditions  

Many young people did not 
perceive nursing as 
financially rewarding 

Many parents did not 
perceive nursing as 
financially rewarding 

pay and 
conditions 

Many young people felt there 
was a lot of responsibility and 
long shift hours  

Many parents felt it was not 
respected and valued as a 
profession 

lack of knowledge 
and awareness 
(including lack of 
careers info) 

Many young people said they 
did not receive a great deal 
of information on nursing as 
a career at school or college 

Many parents said they had 
never even considered 
nursing as a career for their 
sons 

comparison with 
other medical 
professions 

Nursing was seen as an 
inferior career option in 
comparison to being a doctor 

Nursing was seen as an 
inferior career option in 
comparison to being a doctor 

Enablers   
masculinity In some instances young 

people found that actually 
key qualities required for 
nursing were compatible with 
key characteristics of South 
Asian masculinity 

Many parents found that 
actually key qualities 
required for nursing were 
compatible with key 
characteristics of South 
Asian masculinity 

Nursing as a 
noble profession 

Some young people saw a 
link between their religion 
and nursing but largely they 
did not comment on their 
religion as an enabler 

Many parents felt their 
religion advocated much of 
the work involved in the 
nursing profession 

 
 



299 
 

• Do these findings resonate with you in your experience? 
➢ explore whether they faced any of the barriers or enablers, did they see 

religion as a barrier or enabler 

• How did you overcome the barriers, to someone like you entering and 
progressing in NHS nursing, as found in the response summary? 

➢ explore what motivated them to choose a nursing career and what kind of 
skills/ strengths they had to employ to become and remain nurses 

 
 
4. Encouraging and supporting young men from South Asian backgrounds to 
apply and accept places on nursing courses and moving into NHS 
employment 
I would now like us to discuss how we can encourage and support young men from 
Pakistani, Bangladeshi and Indian backgrounds to apply and accept places on 
nursing courses. 
 

• What would encourage other Pakistani, Bangladeshi and Indian young men to 
apply and accept places on nursing courses? 

➢ explore for the best ways to provide information, addressing 
cultural/religious, gender, financial and discrimination and community 
perceptions of nursing courses/careers, raising the profile of nursing, 
career opportunities, salary.  

 

• What would encourage and support young men in applying for a nursing 
course better? 

➢ explore for issues to do with application process, entry requirements, 
attitudes of admissions staff/lecturers, clinical placements, support from 
careers services/schools, improving community perceptions of nursing 
courses and NHS employment. 

 

• How should this information be provided? 
➢ explore for ideas on specific interventions e.g. school/community. 

 

• Are there any other factors not already mentioned?  
➢ explore ideas like nursing helps others, provides job security, provides 

career opportunity, requires a tough person. 
 
 

Exercise 3: Show UWA video clip 
https://www.youtube.com/watch?v=7_k_SAh3-G0  

 

• Do you think this type of video might encourage Pakistani, Bangladeshi and 
Indian young men to apply and accept places on nursing courses? 

➢ explore which aspects of the video they think would be effective and 
what they would change to tailor it to the target audience 

 
 

• The following is a summary of the main themes/sub themes from my research 
findings on the above issues with British South Asian young men and parents. 

➢ Ask general question on what they think, then prompt/explore views using 

https://www.youtube.com/watch?v=7_k_SAh3-G0


300 
 

themes/sub themes below 
 
 

Recommendations Young people’s findings Parents’ findings 

providing 
payscale info 

Sharing the Agenda for 
Change payscale was seen 
as an enlightening strategy 

Sharing the Agenda for 
Change payscale was seen 
as an enlightening strategy 

promotional video Young people found the 
promotional video a useful 
tool in awareness raising but 
wanted certain changes 
made to the content 

Most parents found the 
promotional video a useful 
tool in awareness raising but 
wanted certain changes 
made to the content 

providing careers 
information 

This included visits from 
existing nurses and nursing 
students to schools and 
colleges 

Largely, parents did not 
comment on school/college 
careers information 

more positive 
representations 

Some young people did 
suggest more positive 
representations of nurses in 
the news and in drama 
series would be useful 

This included suggesting 
representations in the news, 
as well as in specially 
commissioned 
documentaries and drama 
series 

 
 

• Do these findings resonate with you in your experience? 
➢ explore whether they agree with any of the recommendations, what 

exposure did they have to nursing as a career option, what attracted 
them to nursing 

• How did you overcome the barriers, to someone like you entering and 
progressing in NHS nursing, as found in the response summary? 

➢ explore what motivated them to choose a nursing career and what kind of 
skills/ strengths they had to employ to become and remain nurses 

 

• Has taking part in this discussion changed your perceptions of nursing in 
relation to British South Asian men? 

 
 
 
 
5. Closing 
I would like to bring the discussion to an end now by summarizing your 
recommendations and giving you an opportunity for any final comments. 

• Summary of suggestions/recommendations. 
*Thank participant for their contribution, stress confidentiality. 
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Appendix D: Topic guide for professionals and stakeholders 

  
 

Widening participation for British South Asian men in NHS nursing careers in 
England 

 
Topic Guide  

(Professional and stakeholders’ views on enabling British South Asian men in 
choosing nursing education and NHS nursing careers) 

 
1. Introduction 
 

• Thanks. 

• Introduce self, explain that I’m based at IHR and studying a PhD 

• Give background to the study: Explain that this study has been funded by the 
University of Bedfordshire (Institute of Health Research) in order to build on 
existing work they have carried out on researching widening participation.  

• I would like to understand  your views on: 
➢ what can be done to encourage men from British South Asian (BSA) 

backgrounds to pursue a career in NHS nursing? 

• I have also been talking to BSA young men, BSA parents and BSA male nurses 

• Brief outline of the interview: It is structured so that I will ask you about a number 
of issues including your: 

➢ perceptions of the nursing profession; 
➢ views on the role of ethnicity (culture and religion), masculinity (the 

characteristics that are traditionally thought to be typical of or suitable for 
men)  and nursing; 

➢ views on choosing a nursing course/career; 
➢ encouraging and supporting young men from South Asian backgrounds 

to apply and accept places on nursing courses and moving into NHS 
employment. 

• I will talk also talk through findings from my research with BSA young men, BSA 
parents and BSA male nurses on each of the above areas and I would like you 
to help identify any barriers and enablers from those findings as well as share 
you’re your overall thoughts on the findings.  

• Explain about the consent procedure, emphasise confidentiality, and tape 
recording the discussion, length of discussion (approx 1 hour). 

• The information from the research study will be written up as part of a thesis for 
a PhD study and findings will inform recommendations. 

• Ask if they would like you to come back and tell them about what the research 
found. 

• Any questions about the research study or the interview before we start? 
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1. Perceptions of the nursing profession 
Pakistani, Bangladeshi and Indian men are underrepresented on nursing courses and 
in the NHS nursing workforce. I would like to start our discussion by asking about your 
views on why 
 

• What are your views on why there are so few Pakistani, Bangladeshi and Indian 
men on nursing courses and careers? 

➢ explore perceptions of the status of nursing:  nursing vs. being a doctor, looking 
after the opposite gender, uniform policies, discrimination, perceptions of the 
job being physically, socially and psychologically demanding, working hours, 
pay, instability of jobs in the NHS, poor career opportunities, poor career 
progression. 

 
 

• Are there differences between your views and views of your family/ your friends 
and your ethnic community? 

➢ explore similarities and differences in (if any) between individual and ethnic 
group community views  
 

• What informs your opinion?  
➢ explore influences on opinions given e.g. any role models, parents views, 

information given via school, careers information, media (such as 
TV/Film/Newspapers). 

 

• How do you think these views influence applications to universities for nursing 
courses, progressing on those courses and moving into NHS employment? 

➢ explore views such as men being deterred from applying, progressing from one 
year to the next, completing the course. 
 

 

The following is a summary of the main themes/sub themes from my research on the 
above issues with British South Asian young men, parents and male nurses. 
 
 
Response summary 1 

 

 

Theme/Sub-
themes 

Young people’s 
findings 

Parents’ findings Nurse findings 

Barriers    

family views Young people 
generally reported 
parental views as a 
barrier, as they felt 
their parents would 

Parents generally 
did not consider 
nursing as a 
viable career 

Some of the nurses 
reported a negative 
response from their 
family/friends when 
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not consider nursing 
as a suitable 
occupation for them 

option for their 
sons 

deciding to enter the 
nursing profession 

media Young people were 
very aware of media 
representations and 
the use of 
stereotyping for 
nursing as a female 
profession 

Parents felt that 
news reports on 
nursing were 
always negative 
and showed it as 
an unattractive 
option 

Nurses generally 
agreed that the 
media 
representations of 
nurses where a 
deterrent for young 
men considering 
nursing a s a 
profession 

Enablers    

role models There were a lack of 
role models, but 
when young people 
did see male nurses 
they felt they were 
competent and 
professional 

There were some 
reported role 
models, this 
helped mothers to 
change their views 
more so than 
fathers 

Some nurses 
identified a strong 
role model that 
helped influence 
their decision to 
enter the nursing 
profession 

 
 

• What are your thoughts and reflections on the above findings? 

• Can you see any barriers or enablers in the response summary? 
 

 

 

 

 

 

 

2. Views on the role of ethnicity (culture and religion), masculinity  and nursing    
I would now like to continue our discussion by asking about your views on being a 
British South Asian young man and its relation to the nursing profession. 
 

• In your view what are the key characteristics/traits that you need to be a nurse?  
➢ explore the compassion in practice characteristics  

https://www.healthcareers.nhs.uk/about/working-health/6cs (show on 
screen/handout) 

 

• Are these characteristics/traits common among South Asian men?  
➢ explore views re masculine traits such as physical/mental strength, 

power and control, toughness, intellectual prowess, financial 
independence, aggression/violence, heterosexual appetite. 

➢ explore these traits alongside nurse characteristics such a responsibility, 
judgment, professionalism, strength both physical/mental, earning 
potential, assertiveness. 

➢ explore similarities and differences in (if any) between views of Pakistani, 
Bangladeshi and Indian masculinity. 
 

https://www.healthcareers.nhs.uk/about/working-health/6cs
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• Do you think there is a difference between British South Asian masculinity and 
the masculinity of men of other ethnicities? 

➢ explore similarities and differences between perceptions of White British/Black 
British and other ethnicities and masculinity. 

 

• What informs your opinion? 
➢ explore influences on opinions given (e.g. parents, peers, media, culture, 

community, religious belief, teachers, institutions etc). 
 

 

• How do you think these views influence applications to universities for nursing 
courses, progressing on those courses and moving into NHS employment? 

➢ explore views on men being deterred to consider nursing as a career   
 

 
 
The following is a summary of the main themes/sub themes from my research on the 
above issues with British South Asian young men, parents and male nurses. 
 
 
Response summary 2 

 

 

Theme/Sub-
themes 

Young people’s 
findings 

Parents’ findings Nurse findings 

Barriers    

masculinity 
and gender 

Many young people 
saw nursing as a 
female profession 

Many parents saw 
nursing as a female 
profession 

Nurses generally 
acknowledged the 
public perception of 
nursing as a 
feminised 
profession and felt 
this was a barrier 
for young men 

Enablers    

masculinity In some instances 
young people found 
that actually key 
qualities required 
for nursing were 
compatible with key 
characteristics of 
South Asian 
masculinity 

Many parents found 
that actually key 
qualities required 
for nursing were 
compatible with key 
characteristics of 
South Asian 
masculinity 

Some nurses felt 
that the expected 
attitudes and 
behaviours within 
South Asian 
masculinities did 
not align with key 
qualities required of 
nursing 
professionals -  this 
was a barrier for 
them not an enabler 
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• What are your thoughts and reflections on the above findings? 

• Can you see any barriers or enablers in the response summary? 
 
 
3. Your views on choosing a nursing course/career 
Having discussed the key characteristic needed to be a nurse I discussed what people 
thought about them or their son(s) choosing a nursing course/career. I asked: 
  

• Can you tell me if you would consider a nursing course and career (or support 
your son in doing so)? 

• Who has influenced your decision? 

• What else would influence your decision to do a course or choose a career as 
a nurse? 

 
 
 
 
 
The following is a summary of the main themes/sub themes from my research on the 
above issues with British South Asian young men, parents and male nurses. 
 
 
Response summary 3 

 

 

Theme/Sub-
themes 

Young people’s 
findings 

Parents’ findings Nurse findings 

Barriers    

pay and 
conditions  

Many young people 
did not perceive 
nursing as 
financially 
rewarding 

Many parents did 
not perceive 
nursing as 
financially 
rewarding 

Some nurses 
suggested there 
was a glass ceiling 
in place for them  

pay and 
conditions 

Many young people 
felt there was a lot 
of responsibility and 
long shift hours  

Many parents felt it 
was not respected 
and valued as a 
profession 

Some nurses 
suggested the level 
of pay was not 
commensurate with 
the role (especially 
in the South East of 
the country) 

lack of 
knowledge 
and 
awareness 
(including 
lack of 
careers info) 

Many young people 
said they did not 
receive a great deal 
of information on 
nursing as a career 
at school or college 

Many parents said 
they had never 
even considered 
nursing as a career 
for their sons 

Nurses generally 
acknowledged that 
nursing was not 
even considered as 
a career option for 
young BSA men 

comparison 
with other 

Nursing was seen 
as an inferior career 
option in 

Nursing was seen 
as an inferior career 
option in 

Nurses generally 
acknowledged the 
community 
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medical 
professions 

comparison to 
being a doctor 

comparison to 
being a doctor 

perceptions of 
doctors as a more 
desirable profession 
than nursing  

Enablers    

masculinity In some instances 
young people found 
that actually key 
qualities required 
for nursing were 
compatible with key 
characteristics of 
South Asian 
masculinity 

Many parents found 
that actually key 
qualities required 
for nursing were 
compatible with key 
characteristics of 
South Asian 
masculinity 

Some nurses felt 
that the expected 
attitudes and 
behaviours within 
South Asian 
masculinities did not 
align with key 
qualities required of 
nursing 
professionals -  this 
was a barrier for 
them not an enabler 

Nursing as a 
noble 
profession 

Some young people 
saw a link between 
their religion and 
nursing but largely 
they did not 
comment on their 
religion as an 
enabler 

Many parents felt 
their religion 
advocated much of 
the work involved in 
the nursing 
profession 

Nurses generally 
promoted the use of 
their religion as 
advocating the core 
purpose of the 
nursing profession 

 
 

• What are your thoughts and reflections on the above findings? 

• Can you see any barriers or enablers in the response summary? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



307 
 

 
 
4. Encouraging and supporting young men from South Asian backgrounds to 
apply and accept places on nursing courses and moving into NHS employment 
I would now like us to discuss how we can encourage and support young men from 
Pakistani, Bangladeshi and Indian backgrounds to apply and accept places on nursing 
courses 
 

• What would encourage other Pakistani, Bangladeshi and Indian young 
men to apply and accept places on nursing courses? 

➢ explore for the best ways to provide information, addressing 
cultural/religious, gender, financial and discrimination and community 
perceptions of nursing courses/careers, raising the profile of nursing, 
career opportunities, salary.  

 

• How should this information be provided? 
➢ explore for ideas on specific interventions e.g. school/community? 

 

• Are there any other factors not already mentioned?  
➢ explore ideas like nursing helps others, provides job security, provides 

career opportunity, requires a tough person. 
 

Exercise 3: Show UWA video clip 
https://www.youtube.com/watch?v=7_k_SAh3-G0  

 

• Do you think this type of video might encourage Pakistani, Bangladeshi 
and Indian young men to apply and accept places on nursing courses? 

➢ explore which aspects of the video they think would be effective and 
what they would change to tailor it to the target audience  

 

• Has taking part in this discussion changed your perceptions of nursing 
in relation to British South Asian men? 

➢ explore how 
 
The following is a summary of the main themes/sub themes from my research on the 
above issues with British South Asian young men, parents and male nurses. 
 
 
Response summary 3 

 

Recommendations Young people’s 
findings 

Parents’ findings Nurse findings 

providing 
payscale info 

Sharing the 
Agenda for 
Change payscale 
was seen as an 
enlightening 
strategy 

Sharing the 
Agenda for 
Change payscale 
was seen as an 
enlightening 
strategy 

Nurses felt that 
alongside sharing 
the Agenda for 
Change payscale 
NHS employers 
should be 
encouraged to pay 
the advertised 

https://www.youtube.com/watch?v=7_k_SAh3-G0
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salaries 
commensurate 
with the role 

promotional video Young people 
found the 
promotional video 
a useful tool in 
awareness raising 
but wanted certain 
changes made to 
the content 

Most parents 
found the 
promotional video 
a useful tool in 
awareness raising 
but wanted certain 
changes made to 
the content 

Nurses generally 
found the video a 
useful approach 
but wanted certain 
changes including 
more BSA men in 
the video 

providing careers 
information 

This included 
visits from existing 
nurses and 
nursing students 
to schools and 
colleges 

Largely, parents 
did not comment 
on school/college 
careers 
information 

Nurses generally 
felt more careers 
information 
needed to be 
delivered within 
schools and 
colleges. 
Additional 
initiatives were 
suggested 
including work 
experience, visits 
from nurses and 
nursing students. 

more positive 
representations 

Some young 
people did 
suggest more 
positive 
representations of 
nurses in the news 
and in drama 
series would be 
useful 

This included 
suggesting 
representations in 
the news, as well 
as in specially 
commissioned 
documentaries 
and drama series 

Nurses agreed 
more positive 
representations of 
a diverse nursing 
workforce were 
required across 
different genres 
within the media  

 

• What are your thoughts and reflections on the above findings? 

• Can you see any barriers or enablers in the response summary? 
 
5. Closing 
I would like to bring the discussion to an end now by summarizing your 
recommendations and giving you an opportunity for any final comments 
 

• Summary of suggestions/recommendations. 
 

*Thank participant for their contribution, stress confidentiality. 
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Appendix E: Ethics approval letter 
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Appendix F: Infographic with summary findings of study  
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Appendix G: Original coding framework from objective 2 
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Appendix H: Revised coding framework from objective 3 

 

 



314 
 

Appendix I: Table containing a summary of converged results and findings  

Data convergence codes:  agreement (AG); partial agreement (PA); silence (S) and dissonance (DA). 

 Themes Young men and parents’ 

sub-themes 

Nurses’ subthemes Convergence 

Coding  

Barriers Pay and conditions  Glass ceiling/institutional 

racism/gender 

discrimination 

AG 

 Family views   PA 

 Media News Coverage  PA 

 Ethnicity Religion  DA 

  Masculinity and gender  DA 

  Culture  DA 

 Lack of knowledge and 

awareness 

Educational setting/careers 

information 

 DA 

 Comparison with other 

medical professions 

  PA 
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Enablers Role models  Friends/relatives PA 

 Ethnicity Religion Personal circumstance DA/S 

  Masculinity/masculinity 

across ethnicity 

 DA 

 Nursing as a noble 

profession 

  PA 

Participant 

recommendations 

Providing payscale 

information 

 Paying the advertised 

salaries 

PA/S 

 Providing more nursing 

careers information via 

educational settings 

School/college visits from 

current nurses and nursing 

students 

 PA 

 Supporting more 

positive media 

representations of 

nurses 

News coverage  PA 

  Promotional video  PA 
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Appendix J: Health Research Authority and Medical Research Council decision tool result.  

 

 

 

 

 

 

  



317 
 

Appendix K: Information sheet for BSA young men 

 
 

 

 

 

 

 

 

 

 
Widening participation for British South Asian men in NHS nursing careers in England 
 
 
I would like to invite you to take part in a research study. Before you decide, I would like you 
to understand why the research is being carried out and what it would involve for you.  
Please go through the information sheet and ask any questions you have.   
 
Part 1 tells you the purpose of this study and what will happen to you if you decide to take 
part and Part 2 gives you detailed information about the conduct of the study. 
 
 
 
Part 1 
What is the purpose of the study?  
The purpose of this study is to explore your views on British South Asian men (Pakistani, 
Bangladeshi and Indian) accessing and progressing on nursing courses and moving into 
nursing employment. We already know that there aren’t as many Black Minority Ethnic (BME) 
people on nursing courses and that there are less British South Asian men in the NHS nursing 
workforce, than we would expect. The findings from this study will contribute to existing 
government projects to recruit more BME nurses. 
 
Why have I been invited? 
This research is taking place with young men between the age of 16 and 19 in selected 
schools/colleges and youth organisations. You have been invited to take part in this study as 
you have been identified as you are one of these young men.  
 
What will I have to do?  
You will be asked to take part in a group discussion.  Each discussion will last about one hour.  
You will be asked to discuss answers to a range of questions about your views on nursing as 
a profession. 
 
 
Do I have to take part?  
It is up to you to decide. I will describe the research study and go through this information 
sheet again before the interview discussion begins. You will be able to take the information 

Information sheet for British South Asian Young Men 
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sheet away with you. I will then ask you to sign a consent form to show you have agreed to 
take part. You are free to stop being part of the discussion at any time. 
 
Will my taking part in this study be kept confidential? 
The discussions will be audio recorded, and written down later (transcribed).  The research 
team will be responsible for transcribing the audio recordings.  All names will be removed and 
false names will be used to make sure no one can be identified. The audio recordings will then 
be destroyed and all transcriptions will be kept on a password protected, computer.  
 
In addition, it is important for you to know that I will have to tell the appropriate person if 
anything is said, at any time, that would indicate someone is at risk of harm, or there has been 
some form of professional misconduct. 
 
This completes part 1 
 
If the information in Part 1 has interested you and you are considering participation, please 
read the additional information in Part 2 before making any decision. 
 
 
 
Part 2 
 
What will happen if I do not want to carry on with the study? 
If you want to withdraw from the study then I will ask you if you want your data removed.  If 
you do then to the best of our ability all data attributed to you will be withdrawn.   
 
What will happen to the results of the research study? 
The results of this study may be published from the University of Bedfordshire in a peer-
reviewed journal. Findings may be disseminated at relevant international conferences. In this 
case, false names (pseudonyms) will be used to ensure complete anonymity. 
 
Further information and contact details 
Putteridge Bury, University of Bedfordshire, Hitchin Road, Luton, LU2 8LE. 
Tel:07881521970 or Irtiza.qureshi@beds.ac.uk  
If you have any complaint or concern about the research process at any time you can 
contact the Director of Studies for this research. Her name is Dr Nasreen Ali. Her email is 
Nasreen.ali@beds.ac.uk  

 

  

 

 

 

 

 

 

mailto:Irtiza.qureshi@beds.ac.uk
mailto:Nasreen.ali@beds.ac.uk
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Appendix L: Information sheet for BSA parents and carers 

 

 
 

 

 

 

 

 

 

 

 
Widening participation for British South Asian men in NHS nursing careers in England 
 
 
I would like to invite you to take part in a research study. Before you decide, I would like you 
to understand why the research is being carried out and what it would involve for you.  
Please go through the information sheet and ask any questions you have.   
 
Part 1 tells you the purpose of this study and what will happen to you if you decide to take 
part and Part 2 gives you detailed information about the conduct of the study. 
 
 
 
Part 1 
What is the purpose of the study?  
The purpose of this study is to explore your views on British South Asian men (Pakistani, 
Bangladeshi and Indian) accessing and progressing on nursing courses and moving into 
nursing employment. Existing evidence highlights that Black Minority Ethnic (BME) groups are 
underrepresented on nursing courses and that British South Asian men are underrepresented 
in the NHS nursing workforce. The findings from this study will contribute to existing 
government initiatives to recruit more BME nurses. 
 
Why have I been invited? 
This research is taking place with British South Asian parents and carers. You have been 
invited to take part in this study as you have been identified as meeting the above criteria.  
 
What will I have to do?  
You will be asked to take part in a focus group discussion.  Each group discussion will last 
approximately one hour.  You will be asked to discuss answers to a range of questions about 
your views on nursing courses, the application process for the nursing course, views on the 
underrepresentation of South Asian men on nursing courses/professions and encouraging 
and supporting men from South Asian backgrounds to apply and accept places on nursing 
courses and moving into employment. The focus groups will be made of just men or just 

Information sheet for British South Asian Parents and 

Carers 
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women. A translator will be made available if you require one. Please let me know if that is the 
case. 
 
 
 
 
 
Do I have to take part?  
It is up to you to decide. We will describe the research study and go through this information 
sheet again before the interview discussion begins. You will be able to take the information 
sheet away with you. We will then ask you to sign a consent form to show you have agreed to 
take part. You are free to withdraw at any time, without giving a reason. 
 
Will my taking part in this study be kept confidential? 
The discussions will be audio recorded, transcribed and verified.  The research team will be 
responsible for transcribing the audio recordings.  All names will be removed and false names 
will be used to ensure complete anonymity.  The audio recordings will then be destroyed and 
all transcriptions will be kept on a password protected, non-networked computer, from the 
University of Bedfordshire.  Only the immediate research team will only have access to the 
anonymised transcriptions for reviewing and analytical purposes. 
 
In addition, it is important for you to know that the researcher will be obliged to share personal 
information to the appropriate person if anything is disclosed at any time that would indicate 
someone is at risk of harm, or there has been some form of professional misconduct. 
 
This completes part 1 
 
If the information in Part 1 has interested you and you are considering participation, please 
read the additional information in Part 2 before making any decision. 
 
 
 
Part 2 
 
What will happen if I do not want to carry on with the study? 
If you want to withdraw from the study then I will ask you if you want your data removed.  If 
you do then to the best of our ability all data attributed to you will be withdrawn.   
 
What will happen to the results of the research study? 
The results of this study may be published from the University of Bedfordshire in a peer-
reviewed journal. Findings may be disseminated at relevant international conferences. In this 
case, false names (pseudonyms) will be used to ensure complete anonymity. 
 
Further information and contact details 
Putteridge Bury, University of Bedfordshire, Hitchin Road, Luton, LU2 8LE. 
Tel:07881521970 or Irtiza.qureshi@beds.ac.uk If you have any complaint or concern about 
the research process at any time you can contact the relevant Director of Studies at  
Nasreen.ali@beds.ac.uk  
 

 

 

 

mailto:Irtiza.qureshi@beds.ac.uk
mailto:Nasreen.ali@beds.ac.uk
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Appendix M: Information sheet for BSA nurses 

 
 

 

 

 

 

 

 

 

 
  
Widening participation for British South Asian men in NHS nursing careers in England 
 
 
I would like to invite you to take part in a research study. Before you decide, I would like you 
to understand why the research is being carried out and what it would involve for you.  
Please go through the information sheet and ask any questions you have.   
 
Part 1 tells you the purpose of this study and what will happen to you if you decide to take 
part and Part 2 gives you detailed information about the conduct of the study. 
 
 
 
Part 1 
What is the purpose of the study?  
The purpose of this study is to explore your views on British South Asian men (Pakistani, 
Bangladeshi and Indian) accessing and progressing on nursing courses and moving into 
nursing employment. Existing evidence highlights that Black and Asian Minority Ethnic 
(BAME) groups are underrepresented on nursing courses and that British South Asian men 
are underrepresented in the NHS nursing workforce. The findings from this study will 
contribute to existing government initiatives to recruit more BAME nurses. 
 
Why have I been invited? 
This research is taking place with British South Asian male nurses. You have been invited to 
take part in this study as you have been identified as a male, British South Asian qualified 
nurse.  
 
What will I have to do?  
You will be asked to take part in a semi-structured interview discussion.  Each discussion will 
last approximately one hour.  You will be asked to discuss answers to a range of questions 
about your views on the underrepresentation of South Asian men on nursing 
courses/professions, your reasons for choosing the profession and encouraging and 
supporting men from South Asian backgrounds to apply and accept places on nursing 
courses and moving into employment.  
 

Information sheet for British South Asian Male Nurses 
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Do I have to take part?  
It is up to you to decide. I will describe the research study and go through this information 
sheet again before the interview discussion begins. You will be able to take the information 
sheet away with you. I will then ask you to sign a consent form to show you have agreed to 
take part. You are free to withdraw at any time, without giving a reason. 
 
Will my taking part in this study be kept confidential? 
The discussions will be audio recorded, transcribed and verified.  The research team will be 
responsible for transcribing the audio recordings.  All names will be removed and false 
names will be used to ensure complete anonymity, if you request it.  The audio recordings 
will then be destroyed and all transcriptions will be kept on a password protected, non-
networked computer, from the University of Bedfordshire.  Only the immediate research 
team will only have access to the anonymised transcriptions for reviewing and analytical 
purposes. 
 
In addition, it is important for you to know that the researcher will be obliged to share 
personal information to the appropriate person if anything is disclosed at any time that would 
indicate someone is at risk of harm, or there has been some form of professional 
misconduct. 
 
This completes part 1 
 
If the information in Part 1 has interested you and you are considering participation, please 
read the additional information in Part 2 before making any decision. 
 
 
 
Part 2 
 
What will happen if I do not want to carry on with the study? 
If you want to withdraw from the study then I will ask you if you want your data removed.  If 
you do then to the best of our ability all data attributed to you will be withdrawn.   
 
What will happen to the results of the research study? 
The results of this study may be published from the University of Bedfordshire in a peer-
reviewed journal. Findings may be disseminated at relevant international conferences. In this 
case, false names (pseudonyms) will be used to ensure complete anonymity. 
 
Further information and contact details 
Putteridge Bury, University of Bedfordshire, Hitchin Road, Luton, LU2 8LE. 
Tel:07881521970 or Irtiza.qureshi@beds.ac.uk If you have any complaint or concern about 
the research process at any time you can contact the relevant Director of Studies at  
Nasreen.ali@beds.ac.uk  

 
 

 

 

mailto:Irtiza.qureshi@beds.ac.uk
mailto:Nasreen.ali@beds.ac.uk
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Appendix N: Information sheet for professionals and stakeholders 

 
 

 

 

 

 

 

 

 

 
Widening participation for British South Asian men in NHS nursing careers in England 
 
 
I would like to invite you to take part in a research study. Before you decide, I would like you 
to understand why the research is being carried out and what it would involve for you.  
Please go through the information sheet and ask any questions you have.   
 
Part 1 tells you the purpose of this study and what will happen to you if you decide to take 
part and Part 2 gives you detailed information about the conduct of the study. 
 
 
 
Part 1 
What is the purpose of the study?  
The purpose of this study is to explore your views on barriers and enablers for British South 
Asian (BSA) men (Pakistani, Bangladeshi and Indian) accessing and progressing on nursing 
courses and moving into nursing employment. Existing evidence highlights that Black Minority 
Ethnic (BME) groups are underrepresented on nursing courses and that British South Asian 
men are underrepresented in the NHS nursing workforce. The findings from this study will 
contribute to existing government initiatives to recruit more BME nurses. 
 
Why have I been invited? 
This research is taking place with NHS managers, nursing education programme leads, and 
education professionals. You have been invited to take part in this study as you have been 
identified as meeting one of the above criteria.  
 
What will I have to do?  

• You will be asked to take part in a semi structured interview. Each discussion will last 
approximately one hour.  You will be asked to discuss findings from focus group 
research with BSA young men, BSA parents and BSA male nurses. You will also be 
asked to share any additional thoughts you may have on the barriers and enablers to 
widening participation for BSA men in nursing careers in England. 

 
 
 

Information sheet for Professionals and Stakeholders 
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Do I have to take part?  
It is up to you to decide. I will describe the research study and go through this information 
sheet again before the interview discussion begins. You will be able to take the information 
sheet away with you. I will then ask you to sign a consent form to show you have agreed to 
take part. You are free to withdraw at any time, without giving a reason. 
 
Will my taking part in this study be kept confidential? 
The interview discussions will be audio recorded, transcribed and verified.  The research team 
will be responsible for transcribing the audio recordings.  All names will be removed and false 
names will be used to ensure complete anonymity, if you wish that to be the case.  The audio 
recordings will then be destroyed and all transcriptions will be kept on a password protected, 
non-networked computer, from the University of Bedfordshire.  Only the immediate research 
team will only have access to the anonymised transcriptions for reviewing and analytical 
purposes. 
 
In addition, it is important for you to know that the researcher will be obliged to share personal 
information to the appropriate person if anything is disclosed at any time that would indicate 
someone is at risk of harm, or there has been some form of professional misconduct. 
 
This completes part 1 
 
If the information in Part 1 has interested you and you are considering participation, please 
read the additional information in Part 2 before making any decision. 
 
 
 
Part 2 
 
What will happen if I do not want to carry on with the study? 
If you want to withdraw from the study then I will ask you if you want your data removed.  If 
you do then to the best of our ability all data attributed to you will be withdrawn.   
 
What will happen to the results of the research study? 
The results of this study may be published from the University of Bedfordshire in a peer-
reviewed journal. Findings may be disseminated at relevant international conferences. In this 
case, false names (pseudonyms) will be used to ensure complete anonymity. 
 
Further information and contact details 
Putteridge Bury, University of Bedfordshire, Hitchin Road, Luton, LU2 8LE. 
Tel:07881521970 or Irtiza.qureshi@beds.ac.uk If you have any complaint or concern about 
the research process at any time you can contact the relevant Director of Studies at  
Nasreen.ali@beds.ac.uk  
 

 

 

 

mailto:Irtiza.qureshi@beds.ac.uk
mailto:Nasreen.ali@beds.ac.uk
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Appendix O: Participant details form for BSA young men 

 

   

   

   

 

 

 

 

 

 

 

 

Research study:    Widening participation for British South Asian men in NHS nursing 

careers in England 
 
Name: 

 

Date and place of birth: 

 

Postcode: 

 

School/College/Youth Setting: 

 
 

Ethnicity: 

 

□ Asian or Asian British – Indian 

 

□ Asian or Asian British – Pakistani 

 

□ Asian or Asian British – Bangladeshi 

 

□ Other ethnic background -     ……………………………………………………………………. 

 

 

 

 

Thank you 

 

 

 

 

 

Research Participant Details Form 
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Appendix P: Participant details form for BSA parents and carers 

   

   

 

 

 

 

 

 

 

 

Research study:    Widening participation for British South Asian men in NHS nursing 

careers in England 
 
Name: 

 

Date and place of birth: 

 

Postcode: 

 

Occupation: 

 

Gender:   

 
Ethnicity: 

 

□ Asian or Asian British – Indian 

 

□ Asian or Asian British – Pakistani 

 

□ Asian or Asian British – Bangladeshi 

 

□ Other ethnic background -     ……………………………………………………………………. 

 

How long have you lived in the United Kingdom? 

What is your nationality? 

How many sons do you have and what are their ages? 

How many daughters do you have and what are their ages? 

If you would like further information resulting from the findings of this study please provide your 

email address:  

…………………………………………………………………………………………………………… 

Thank you 

 

Research Participant Details Form 
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Appendix Q: Participant details form for BSA nurses 

   

   

   

 

 

 

 

 

 

 

 

Research study:    Widening participation for British South Asian men in NHS nursing 

careers in England 
 
Name: 

 

Date and place of birth: 

 

Job title: 

 

Nursing Specialism: 

 

Employer organisation: 

 

 
 

Ethnicity: 

 

□ Asian or Asian British – Indian 

 

□ Asian or Asian British – Pakistani 

 

□ Asian or Asian British – Bangladeshi 

 

□ Other ethnic background -     ……………………………………………………………………. 

 

 

 

 

Thank you 

 

     

 

 

 

Research Participant Details Form 
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Appendix R: Participant details form for professionals and stakeholders 

   

   

   

 

 

 

 

 

 

 

 

Research study:    Widening participation for British South Asian men in NHS nursing 

careers in England 

 
Name: 

 

Job title: 

 

Employer organisation: 

 

Gender: 

 

Ethnicity: 

 

□ Arab 

□ Asian or Asian British – Indian 

□ Asian or Asian British – Pakistani 

□ Asian or Asian British – Bangladeshi 

□ Asian or Asian British – any other Asian background ……………………………………. 

 

□ Black or Black British – Caribbean 

□ Black or Black British – African 

□ Black or Black British – any other Black background ……………………………………. 

 

□ Chinese 

 

□ Mixed – White and Black Caribbean 

□ Mixed – White and Black African 

□ Mixed – White and Asian 

□ Mixed – Any other mixed background ……………………………………………………. 

 

□ White – British 

□ White – Irish 

□ White – any other White background ………………………………………………………. 

 

□ Any other ethnic origin group ……………………………………………………………… 

 

Thank you 

 

Research Participant Details Form 
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Appendix S: Participant consent form 

   

   

 

 

 

 

 

 

 

 

Research study:    Widening participation for British South Asian men in NHS nursing 

careers in England       
 
 

Name of facilitator:   Irtiza Qureshi 

 

  

 Please initial the 

box 

 

I confirm that I have understood the information sheet provided by 

the researcher for the above study and have had the opportunity to 

ask questions. 

 

 

 

 

I understand that my participation is voluntary and that I am 

free to withdraw at any time without giving any reason. 

 

 

 

 

I agree to take part in the above study  

 

 

I agree to the discussion being audio recorded 

 

 

   

 

________________________ _____________________  ________________ 

Name of Participant Signature     Date 

 

 

 

_________________________ _____________________      ________________ 

Name of Person taking consent Signature    Date   
 

 

 

Consent Form 
 


