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Introduction

Patient care quality and communication are central el-
ements for nurses helping patients recover optimal health

and quality of life. Nurses often coordinate and engage in
patient care in multidisciplinary health care teams, includ-
ing doctors, therapists, medical practitioners, medical con-
sultants, and dietitians. Yet, while interest in nurses’
workflows and procedures within these multidisciplinary
teams has grown, little process has been made using mo-
bile ethnography to methodologically improve insights
into perceptions, culture, and practices within very spe-
cific workflow contexts. The research question within this
study is as follows: What are the advantages and chal-
lenges of using mobile ethnography in a hospital case
study, where the case study aim is to identify perceptions
and practices for improved workflows and procedures?

The descriptive case study

A case study is an empirical inquiry that investigates
a contemporary phenomenon in depth within its real-life
context.1 We have used this descriptive case study1 to de-
scribe a phenomenon in context, including rich descrip-
tions of the context and case and detailed information on
the methodological framework. Within this framework,
contextual factors are dynamic constructs that surround
nurses workflows, taking both time and space into ac-
count.2-29 In this section, we introduce the context and
case, and in the following sections, we focus mainly on
the methodological ethnographic framework. Our descrip-
tive case study took place at the National Spinal Injuries
Centre, Stoke Mandeville Hospital in Great Britain. 

The aim of the case study was to identify perceptions
and practices for improved workflows and procedures
within nurses’ use and introduction of self-catheteriza-
tion at the National Spinal Injuries Centre. It is reported
that self-catheterization has a positive impact on pa-
tients’ quality of life, including reduced mortality and
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morbidity, improved urinary symptoms, reduced incon-
tinence, fewer infections and complications, better sleep,
increased independence and self-confidence, and main-
taining a normal sex life.2,3 However, rates of self-
catheterization (10%) at the National Spinal Injuries
Centre are significantly lower than the target of Eng-
land’s National Health Service, which is 80%. The case
study used an ethnographic approach to understand the
reasons behind this relatively low rate of self-catheteri-
zation use and to determine meaningful ways of substan-
tially increasing these rates (up to 50%) in bladder
management. The National Spinal Injuries Centre has
established an international reputation for quality serv-
ices, including international accreditation for excellence
in the care of adults and children with spinal cord in-
juries. The unit offers diagnosis, treatment, follow-up,
and rehabilitation for patients with acute spinal cord in-
juries and non-traumatic spinal cord lesions of acute
onset. Patients are referred to this unit from all over the
United Kingdom and from many countries around the
world. Most patients are admitted to the spinal unit due
to traumatic injuries, typically via the hospital’s accident
and emergency unit or from another hospital. Due to
their spinal injuries, these patients often have bladder-
emptying problems; for many, self-catheterization can
be a safe and effective way of managing these problems.
Other authors have stated that having patients use self-
catheterization (and preventing self-catheterization com-
plications) requires education and training, patient
compliance, and suitable catheter material.2-4 On the
other hand, a lack of time for nurses is a well-known bar-
rier to proper patient education and training. In a previ-
ous survey, 70% of nurses stated that they had 45 min
or less to teach patients self-catheterization,5 which
many stated was inadequate to train their patients prop-
erly. Previous literature7-9,28 has outlined how mobile
ethnography can be used to identify perceptions and
practices, which has mainly been used for mobility and
tourism research; mobile ethnography for improved
workflows and procedures in health care has been insuf-
ficiently researched.

Mobile ethnography in health care

Mobile ethnography emerged in the late 1990s as a
method to track strategies for complex studies.6 Scholars
have agreed that mobile ethnography emphasizes move-
ment, but they have used and defined this concept differ-
ently, with various opinions on what should be at the
center of the analysis. In this article, we are in line with
other scholars’ definitions; mobile ethnography should be
understood as ethnography using a mobile device.7 As
Hein et al.8 suggested, mobile devices can act as exten-
sions of ethnographers and allow them to record observa-
tions, co-create data, and share experiences with
participants. However, it is very important to think about
not only how mobile devices can be applied but how they

can be used to solve specific research questions and how
they fit into the wider context of a health care study, in-
cluding the ontological and epistemological implications
of using mobile technology.

Within the case study, the aim was to identify percep-
tions and practices for improved workflows and proce-
dures within nurses’ introduction and use of
self-catheterization in a hospital context. Perceptions are
complex constructs, so they cannot be measured directly
(e.g., as quantitative workflows); rather, one must rely on
inference. In this study, perceptions are understood as
being composed of affective (feelings), cognitive (be-
liefs), and behavioral (actual) actions, similar to how
Spooncer defined attitudes.10 Practices are understood as
being micro perspectives,11,12 which can be used to explain
the complex relationships between nurses’ actions (in-
cluding what they say and do) and the system (including
space, culture, organization, and norms) within a workday
context. Previous literature demonstrates that ethnography
has been used to examine general perceptions and prac-
tices6,12,23 as well as applied nursing perceptions and prac-
tices.13,14 Scholars have focused on how to approach
hospitalized patients’ perceptions and various new appli-
cations of digital technologies that facilitate these percep-
tions.15-19 However, nurses and other health care staff
members increasingly must provide feedback about their
health care experiences to improve patient care quality.15,20
A common focus is on workflows; this underlines an un-
derstanding that operational efficiency can be quantita-
tively evaluated using flow with linked elements of, for
example, travel distances, interruptions, and time.18,21,22

However, when exploring dynamic nursing activities, the
tasks performed within quantitative workflows might not
provide a comprehensive picture, and further supplemen-
tary methods are needed to support in-depth insights and
strengthen applied implementations.18 At the same time,
a more triangulated qualitative approach to workflows is
rather complex. Health care staff members often find it
difficult to provide this feedback because it can be diffi-
cult to identify one’s workflows and because descriptions
are often based on selective memory experiences.20

Mobile ethnography, instead, can collect data in non-
digital unbounded environments, with the benefit of col-
lecting the data in an unobtrusive way on-site and at the
time of specific activities of research interest. To be more
specific, mobile ethnography can be implemented as a
methodological tool for examining what and how humans
do things in context. Several scholars emphasized the im-
portance of triangulation as a way to improve qualitative
validity.9,24,30-33 One of the common critiques of interviews
is that they place too much focus on what the participants
say they do – not what they actually say and do. This is
partly because there can be significant differences be-
tween what participants do in practice and what they say
they do in interviews and partly because most everyday
practices are unintentional and habitual.
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Materials and Methods

Participants and sampling

We recruited six nurses and four patients from the Na-
tional Spinal Injuries Centre, Stoke Mandeville Hospital
via purposive sampling. We collected the data over a pe-
riod of 2 months. For inclusion, the nurses had to serve in
different wards, have different competencies, and treat pa-
tients at various stages of the rehabilitation process. We
excluded non-English-speaking nurses and those with low
seniority. For inclusion, the patients had to be hospitalized
and able to participate in an interview, meaning that they
were not too vulnerable. 

Procedure

This study was field-based and used an ethnographic
approach inspired by the frameworks of Pink12,23 and Atkin-
son and Hammersley.24 The ethnographic approach has the
advantages of focusing systematically on specific contexts
(in this case, the context of self-catheterization treatment)
and strengthening the subsequent analysis through the use
of various sources of data. This study consisted of four

phases (Figure 1), including some methods for implement-
ing triangulation in the ethnographic approach.24,25,29

Phase 1

We arranged a kickoff workshop at the National
Spinal Injuries Centre to meet the management and staff
and agree on the setup. We then initiated recruitment and
the planning of the subsequent phases.

Phase 2

We arranged go-along observations30 to follow six
nurses during their shifts, particularly to observe the self-
catheterization context and practices; we also intended to
specify and phrase the questions in Phase 3. Researchers
followed individual nurses on their shifts, asked ques-
tions, listened, and observed to explore the nurses’ duties,
perceptions, and practices regarding self-catheterization.
After the go-along observations, we interviewed the six
nurses following a semi-structured interview guide.9 We
specified in the interview guide that the interviewer
should use information from the go-along observations to
enhance the questions. The interviews lasted between 45
and 90 minutes. Further, we interviewed four patients to

[page 60]                                    [Qualitative Research in Medicine & Healthcare 2019; 3:7795]

Article

Figure 1. A study flow with 4 phases.

Non
-co

mmerc
ial

 us
e o

nly



provide a broader picture and more detailed information
from the patients’ point of view. The interviews lasted ap-
proximately 60 minutes and used storytelling as the main
interview technique.9

Phase 3

We acquired 5 days of mobile diary data from six nurses
using WhatsApp, which included a challenge of the day and
a task of the day. We based the questions and tasks on the
results from the previous phases. Detailed information about
the procedure within this phase is outlined in the subsection
titled WhatsApp for Data Collection and Self-Tracking.

Phase 4

We reported recommendations for Stoke Mandeville
Hospital and organized a workshop to discuss the findings
related to self-catheterization and how to develop and im-
plement ideas.

WhatsApp for data collection and self-tracking

For Phase 3 (Figure 1), we used WhatsApp to facilitate
data collection and provide the mobile diary. Researchers
have previously used WhatsApp in health care studies,26,27
but few have used it in classic diary studies of nursing
practices. Before choosing WhatsApp as the specific tool
for our study, we considered various ethnographic mobile
opportunities, including the ethOS, Over the Shoulder, In-
deemo, and Mindwarms apps. However, the main advan-
tage of WhatsApp was that the included participants were
already familiar with using it. It would have been time
consuming for the participants to establish knowledge and
skills using a new app, and this study was slated for a rel-
atively short period of time among a very busy staff. Ad-
ditionally, WhatsApp is a freeware app that performs fast
two-way communication and uses end-to-end encryption
technology, which allows for data between communicat-
ing parties to be secure.31 Furthermore, WhatsApp can be
used on multiple platforms.

WhatsApp can be used similarly to a classic diary, but
it has added support because it is used on a smartphone.
Six nurses documented their mobile experiences in situ
using WhatsApp. In this method, also labeled self-track-
ing,17 nurses act as researchers and report their experi-
ences using their smartphones. Following the WhatsApp
posts, we could reconstruct the nurses’ accounts of care
through the stages of the self-catheterization process.
Prior to beginning their mobile diaries, the nurses read our
instructions. They all used their own mobile phones and
were familiar with WhatsApp. Each day, they received a
specific task and accompanying questions, listed below
in a condensed format.

Day 1

Please photographically document the self-catheteri-
zation training facilities (location), self-catheterization

training equipment (catheters and other relevant items),
and written self-catheterization information (leaflets or
other relevant documents, including illustrations), as well
as the individual timetables at the patients’ beds (e.g., 3-
5 examples; patients’ identities can be left out). Capture
examples of delays in relation to bladder management and
self-catheterization specifically.

Day 2

In Phase 2 (Figure 1), we learned that there is a chal-
lenge related to definitive self-catheterization dismissal
in the early stages of the patient journey (acute and early
rehabilitation). What are your thoughts on this? What
could counteract the described self-catheterization bar-
rier? Please take some time to discuss self-catheterization
with your colleagues and collect their perceptions; sum-
marize their responses here. If you and your colleagues
are comfortable with it, please audio or video record your
conversations with your phones and upload the recordings
to the app. 

Day 3

In Phase 2 (Figure 1), we learned that there are chal-
lenges related to the limited number of self-catheterization
ambassadors. What are your thought on this? How can the
concept of dedicated self-catheterization ambassadors be
strengthened? What should be prioritized in the short and
long run? Please illustrate the typical patient journey, in-
cluding the courses of treatment related to bladder man-
agement. Use as much detail as you can; then photograph
this chart and upload it to the app. 

Day 4

In the previous research phase, we learned that there is
a challenge related to patient pushback when considering
or actively switching to self-catheterization and that at least
some nurses (particularly less experienced ones) find it hard
to challenge patients’ views when they do not coincide with
their own. What are your thoughts on the above? What are
the main reasons for this patient pushback, and how can it
be better counteracted in a respectful way?

Please take some time to discuss self-catheterization
and this challenge with your (relevant) patients to collect
their perceptions on the matter (ideally, two to three
views); summarize the responses here. What are their
worries and barriers related to self-catheterization (phys-
ical, psychological, social, etc.), and how do they feel
those concerns could be dealt with in a respectful way?

Day 5

We learned in the previous phase that there is a chal-
lenge related to siloed thinking across wards. What are
your thoughts on this? What could be done to better link
the wards and the stages of the patient journey? Please be
as specific as possible, including examples or suggestions.
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Before we say goodbye, we would like to better un-
derstand what your typical workday is like. We would
thus like you to spend the day logging your activities and
tasks. Before the end of your shift, consider two things.
First, was this a typical working day? If not, what would
it typically look like? Second, describe in detail any dis-
turbances, delays, tensions, and so on that you felt during
the shift, particularly those in relation to self-catheteriza-
tion. Help us understand what could be done to avoid such
issues in the future.

Ethical considerations

We gave all participants anonymized names and iden-
tification numbers. We took into account the special eth-
ical considerations appropriate to interviewing and
observing at a hospital, following the International Code
of the International Chamber of Commerce and ESO-
MAR.25 We acquired legal access, permission, and written
consent from the National Spinal Injuries Centre and
Stoke Mandeville Hospital. Furthermore, we made special
considerations when interviewing patients to make sure
that they were capable of making informed decisions and
were not unduly pressured to cooperate with the research
request. Patients were recruited via referrals from the
health care staff. Before contacting patients, researchers
contacted and explained the research procedures and re-
cruiting criteria to nurses, emphasizing that participants’
responses were anonymous and confidential and their
right to refuse to participate without jeopardizing treat-
ment. The selected patients were informed by the re-
searcher that the interview was voluntary, and they could
drop out at any time. Further, it was specified in the in-
terview guide that the interview could be shortened if the
patients started to feel tired, either according to the pa-
tients’ statements or the researchers’ judgement. 

Analysis

The WhatsApp data and nurse and patient interviews
were analyzed by traditional coding9,32 following four
steps: organizing, recognizing, coding, and interpretation.
The first step was to organize and prepare the data for
analysis. The interviews from nurses and patients were
transcribed verbatim, and the visual materials were cata-
logued. The next step was recognizing; transcriptions
were read several times by two researchers to establish
the concepts and themes. This second step provides a gen-
eral sense of the information and opportunity to reflect on
its overall meaning.32 The third step was coding, during
which researchers organized and labelled the data in cat-
egories/subcategories. Various topics were clustered to
avoid having too many categories. The last step was in-
terpretation, which included an analysis of the categories
using a question from Creswell32 (What lessons have we
learned?) and consideration of the terms of a workflow
journey from point A to point B. 

Results and Discussion

Advantages of using WhatsApp as a mobile
ethnography tool

Compared to classic ethnography, such as go-along
methods, the six nurses used WhatsApp as part of the
ethnographic data collection, which provided several ad-
vantages.

Researcher not present

The researcher was absent, which minimized the bias
and presence in situ. This probing method provided the
nurses with time to reflect upon the tasks and questions
without disturbance from the researcher.

Timing and reduced recall bias

This mobile ethnographic method improved the data
by taking advantage of ubiquitous mobile technology.
WhatsApp provided rapid communication in challenging
scenarios, meaning that the documentation (text, photos,
or videos) happened immediately (at the touch points) or
shortly after (within the same day) – whenever the nurses
had time. This immediate documentation minimizes recall
bias, and dates and times were automatically registered
and stamped.

In-depth information

The study’s WhatsApp data provided lots of contex-
tual information, which allowed for more detailed infor-
mation about the situational context than, for example, an
interviewer could gather alone.

Informal communication

An interesting result was that communication via
WhatsApp involved an instant messaging thread be-
tween the participants and the researchers. The continu-
ity in the communication was provided through fast text
messages. Furthermore, this communication was infor-
mal and friendly, with messages such as have a nice
weekend or sorry, I will continue tomorrow, as well as
the use of emojis.

Familiarity

The nurses were already used to WhatsApp, which
provided confidence with the platform.

Engaged participants

The participants showed high engagement as soon as
the communication and documentation started. This could
be due to the participants’ use of their own smartphones
but might also be because the nurses’ personalities made
them particularly well-suited to helping others (compared
to people in other professions).
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Spanning geography

The researchers were somewhere else (in another
country) as the data collection through WhatsApp took
place. However, the possibility of support was present if
the nurses required it during the data collection.

Economic efficiency

As the researchers did not need to be located in situ,
this study was rather economically efficient. Furthermore,
this method facilitates research on a large number of in-
dividuals simultaneously, which also lowered the costs.

Challenges of using WhatsApp as a mobile
ethnography tool

Some challenges developed in using WhatsApp for
data collection are listed below.

Preparation

This mobile ethnographic method demanded much
preparation from both the researchers and the participants.
The nurses needed instructions as to what information
they should collect and which events they should docu-
ment as well as how and why they should do so. Thus, re-
searchers were attentive and made sure that the
participants understood their tasks. Mobile ethnography
is a self-documentation method; the researchers were not
present in situ to guide the nurses, so the instructions
needed to be very clear. There were almost no instances
of questions from nurses regarding the specific instruc-
tions, though there were some questions about how much
they should document.

Order and structure

One of the main conclusions from this study is the im-
portance of reflexivity and strategy in terms of ensuring
that the study design and phase execution made sense for
the nurses. In particular, it was time consuming to con-
struct the right tasks for today and the accompanying
questions related to the events taking place during a nor-
mal workday for the nurses. Therefore, the go-along ob-
servations were very beneficial before initiating the
specific mobile ethnography.

Limited amount of data

The information received was informative but rather
brief. This means that the method did not capture hidden
elements or provide significant depth, establishing limi-
tations of data depth and the structure of the software it-
self. Therefore, it is important to use triangulation to
supplement the WhatsApp data (e.g., through interviews).

No nonverbal communication

Face-to-face interactions did not occur in this method,
so some important nonverbal communication is missing.

Ethical concerns

Even though WhatsApp provides secure and end-to-
end encryption of all data transmitted through the appli-
cation, particular attention must be paid to ensuring the
protection of personal data. In this study, we double se-
cured all the data; furthermore, we had very strict rules
about taking photos only of objects, not of persons (either
staff members or patients).

Researcher-participant distance

A common well-described element within qualitative
research is the importance of the researchers’ position in
interaction with participants.6,8,24,32 This includes the concept
that researchers may influence the research and the find-
ings, which requires reflexivity. Within this study, there are
several issues requiring further reflexivity in regard to re-
searcher-participant relationships. First, nurses may have
been more willing to share their experiences due to their
tendency toward helpfulness as nurses and/or a perceived
sympathetic communication with the researcher, which in-
cluded elements outside the specific today’s tasks and re-
search questions. This included texted greetings from the
nurses, such as Hi, Good morning, Good night, Sleep well,
Have a nice day, Have a nice weekend, and B2W (back to
work). There were also instances of perceived guilt when
not providing data, e.g., Sorry, I will continue tomorrow,
Sorry, but a rather busy day, and I promise to feed in to-
morrow. Many of these text messages were also followed
by emojis, which expressed nurses’ emotional states and
could be seen as compensation for the missing nonverbal
communication. These friendly messages also shaped the
nature of the researcher-researched relationship, which in
turn affected the information that the nurses are willing to
share. Informal communication supported trust, which also
could mean that the nurses were more comfortable dis-
cussing and sharing information. However, it is important
to maintain reflexivity in data collection phases, meaning
that the development of trust still fell within a researcher-
participant (data collection) relationship. It would be both
awkward and impolite if the researcher did not respond to
these informal communication elements, though all the
messages were responded to in a polite, formal way. This
means that the replies avoided eliciting further emotional
states from the researcher (both in text and signs, including
emojis) and common friendly text/chat abbreviations (e.g.,
U2). The replies were more like encouragements for further
data-collection engagement, such as No worries. Looking
forward to your potential texts and photos tomorrow.

These were the specific advantages and challenges of
using WhatsApp as a methodological tool; in the follow-
ing subsections, we proceed with the results within case-
specific elements. 

Time and space for training

The results of this study reveal that nurses at National
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Spinal Injuries Centre often have very positive attitudes
toward self-catheterization. There was also consensus that
patients’ successful use of self-catheterization requires pa-
tient education and training. Bladder management (in-
cluding self-catheterization) at the National Spinal
Injuries Centre is a relatively small part of the staff’s
remit, and this involvement is subsequently often lower
in priority than other tasks. Even among the nurses and
health care assistants who are most involved in bladder
management, this area presumably only represents 5-10%
of daily tasks. However, perceptions of bladder manage-
ment and practices do vary across wards, typically with
increased involvement and relevance as the patient jour-
ney progresses. The patient journey includes four main
steps: Acute ward, rehabilitation, pre-discharge, and out-
patient. For physiological reasons, most patients in the
acute ward are not well-suited to self-catheterization train-
ing or use, so their transfer to rehabilitation is often
thought of as the decisive moment when self-catheteriza-
tion training begins. However, once in rehabilitation, self-
catheterization training often competes with numerous
other activities for the patients’ (and nurses’) time. Phys-
iotherapy and occupational training, in particular, seem to
have a higher priority than bladder management, which
has to be scheduled around these activities rather than
holistically integrated into the rehabilitation program or
paced to suit the patient. One nurse concluded:

On weekdays, the patients attend their physiother-
apy and occupational therapy appointments and
are usually tired when they come back. There are
a lot more disturbances and tension. On weekends,
we have time to breathe, have a chat with the pa-
tients and catch up on paperwork and teaching
(WhatsApp, ID 1503).
This means that patients were often left to train either

late in the day or on weekends, when they were likely to
be tired and when a competent self-catheterization nurse
was less likely to be available. Another element that was
revealed from the photos taken on WhatsApp was the spe-
cific training facilities (Figure 2), which could be docu-
mented as scarce and improvised. Offices, private rooms
and toilets were used as available but did not necessarily
provide the best intimate spaces. There were also photos
taken on WhatsApp documenting various staff communi-
cations, including information boards. However, several
of the nurses found it very difficult to find the time for
staff education; the information boards were available
across wards, but it was equally hard to find time to up-
date these information boards. 

A patient must be able to self-catheterize from the
start, as staff members cannot be dedicated to catheteriz-
ing patients regularly. This means that patients’ training,
and psychological and physiological issues push self-
catheterization back to a much later stage in the process,
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reducing the length of the period when the patient is al-
lowed to get comfortable with self-catheterization. Nurses
self-reported spending around 30 minutes to one hour
each day dealing with catheters (longer when there were
problems such as blockages) during each 12-hour shift.
The bulk of their days were spent washing, dressing, and
feeding patients; conducting drug rounds; taking patients
to rehabilitation activities; and performing medical tests.
One nurse stated:
What chance do I stand when the staff on the acute
floor at senior level do not understand self-
catheterization? We need more support in self-
catheterization education of staff by companies, as
in my 30 hours, I cannot cover 5 wards (Interview,
ID 1504).
The nurses observed that there were not enough self-

catheterization ambassadors and that the time for training
nurses across wards was insufficient. Previously, time
slots were dedicated to nurse-to-nurse training. Finding
the time to take nurses off the floor is difficult, and high
staff turnover means a continuous loss of skills and a
degradation of best practices that is hard to make up for.
Consequently, many nurses in the wards lack the confi-
dence and skills needed to train self-catheterization pa-
tients – and this is only exacerbated by the substantial
language barriers among the many foreign nurses. Some-
times, these problems result in unsuccessful training ex-
periences for the patients and for the nurses, who feel
pressured, misunderstood, and alone. At other times, it re-
sults in ambassadors being called on to train unknown pa-
tients in other wards. One nurse explained:
Patients are afraid of the unknown. Nonnative-
speaking staff find it hard to explain self-catheteri-
zation in a way that reassures the patient and makes
them comfortable, leaving the patient to think: ‘No!
That is not for me. That sounds awful’ (ID 1505).
These issues increase the existing pressure on nurses,

further promote delays in learning about self-catheteriza-
tion, and cause uncertainty for patients, who are often
forced to take part in a very intimate procedure with an
unfamiliar nurse.

The complex interactions between nurses and patients

Thus, although nurses often consider self-catheteriza-
tion as the gold standard, it only is the best choice if it
works for individual patients. Our results also reveal some
obstacles for using self-catheterization from the nurses’
perspective. Among patients who are perceived as poten-
tial self-catheterization candidates, the main obstacles are
as follows: i) arm or shoulder fatigue, e.g., from wheel-
chair transfers; ii) taboos related to genitalia; iii) fear of
self-inflicted injury and pain; iv) worries about wetness
between catheterizations; v) physiological aspects, such
as comorbidity and obesity; vi) lifestyle conflicts related
to the relatively strict management regime of self-
catheterization (e.g., management of alcohol intake and

situations without toilet access). The somewhat soft ad-
herence approach to bladder management that character-
izes nurses’ culture allows for more patient pushback
regarding self-catheterization. Treatment goals, choices,
and routes are, to a large extent, centered on the patient’s
needs and wishes. However, this study’s results also sug-
gest that some nurses (particularly less experienced ones)
find it quite hard to challenge patients’ views when they
do not coincide with their own. Below are some related
statements from the nurses:
Patients come with a multitude of issues. Social is-
sues, family background issues, bad hospital expe-
rience issues. And we inherit this and have to deal
with it. The patients have little trust (WhatsApp,
ID 1505).
I think we give our patients too many choices that
may be ill-informed or do not encourage them to
do the right thing. Self-catheterization is like tack-
ling a gym session with a personal trainer. You
know it is good for them in the long run but you
hate the thought of doing it (WhatsApp, ID 1502).
As the nurses stated, patient care and treatment is rather

complex due to the multitude of issues patients can have.
This is critical in a treatment area that is often characterized
by scared and overwhelmed patients with little trust and by
a relatively high prevalence of mental and social difficul-
ties. However, the nurses also deal with these patients pro-
fessionally and find ways to tackle these issues.

Culture and shifts in decision-making

This study’s results suggest that medical consultants
are often primary decision-makers when it comes to blad-
der management. In the opinions of senior nurses in par-
ticular, this represents a shift in decision-making, as
nurses once acted much more independently. Nurses find
they are often better equipped than consultants to address
treatment needs in this area, as they are closer to the pa-
tients and have more in-depth knowledge and hands-on
experience. Thus, from the nurses’ point of view, this shift
not only undermines their authority and expertise but does
not align with the best practices for bladder management.
This study’s results also indicate that medical consultants
might have less positive perceptions of self-catheteriza-
tion than nurses; as nurses (especially inexperienced ones)
often find it hard to defend their views (when they con-
trast with the patients’), the choice of treatment implies a
potential conflict. In relation to self-catheterization, some
nurses found that patients were labeled with self-catheter-
ization inappropriately or prematurely because consult-
ants had taken the lead.
I have been closely involved in self-catheterization
training for probably 15 years. I feel in recent
times, consultants are pushing to become more in-
volved in decision making where self-catheteriza-
tions are concerned. This causes conflict, as often
patients are given conflicting guidance. Many
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times, the patient chooses to listen to the consult-
ant as they feel [the consultant] must know more.
Often, this is not the case. Then I am left to try and
repair the damaged confidence and build trust (In-
terview, ID 1501).
This concept was validated by other patients:
It tends to be the consultant who broaches the sub-
ject with patients and nurses who explain and an-
swer questions (Patient interview, ID 1503).
Yes, it was the consultant whom I talked to and
seemed quite knowledgeable (Patient interview, ID
1507).
The nurses clearly perceive that they are becoming

less influential, and established self-catheterization prac-
tices are consequently disappearing. The nurses also per-
ceive that focus is often on bladder stabilization and health
rather than on bladder management. From the nurses’
points of view, the shift to medical consultants as the pri-
mary decision makers undermines the nurses’ authority
and expertise as well as the established best practices
around bladder management.

Conclusions

The novelty of this article is the structured framework
for using mobile ethnography and the emphasis on reflex-
ivity when using, e.g., WhatsApp as an ethnographic
method. The main conclusion is that the use of WhatsApp
as a self-tracking tool can extend the methodological tool-
box and support the possibility of in-depth data insights
and the potential for increased triangulation so as to min-
imize bias. The use of WhatsApp for self-tracking within
this study minimized both the researchers’ presence in situ
and the participants’ recall bias.

Besides these overall advantages, we can also con-
clude that using mobile ethnography and WhatsApp re-
quires much reflexivity and preliminary work to be
beneficial. The nurses provided text messages, photos,
and videos as part of their continuous communication in
a very engaged way; this included complex contextual el-
ements and was documented in real time. As part of the
data collection, an almost friend-like communication de-
veloped between participants and researchers, with some
very informal communication elements.

We conclude that this type of mobile ethnography pro-
vides dynamic interaction but needs to be very carefully
handled, maintaining the General Data Protection Regu-
lations while encouraging trust, engagement, and contin-
uous data collection.

Another conclusion is that the data analysis associated
with this method is rather time consuming, as the raw data
is participant-driven and unstructured. This means that re-
sults based on mobile ethnography can be difficult to an-
alyze due to the fragmented data structure. Therefore,
carefully structured data analysis is needed, as much of
the information is not relevant to the research.

The ethnographic approach applied to the given case
study provided deep insights into specific elements within
nurses’ perceptions and practices for improved workflows
and procedures when using and introducing self-catheter-
ization for patients. Based on the results from this study,
the management at Stoke Mandeville Hospital employed
one extra nurse with a special focus on self-catheteriza-
tion. From this study, it was rather clear that nurses per-
ceived bladder management as not being properly
prioritized during rehabilitation. Conversations about
bladder management were often postponed and taken over
by medical consultants due to a lack of resources or the
absence of a rehabilitation mindset.
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