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Abstract. Background and aim of the work: The reasons that condition and motivate adherence to good prac-
tices have a multifactorial nature. From the literature review, emerged different elements that interact within 
the operating context and represent a part of the variables that condition the “Best Practice”. The aim of this 
research was to investigate the variables that influence adherence to operators’ good practices. Methods: A 
qualitative study with Grounded Theory (GT) methodology was carried out, which leads to the establishment 
of a theory about basic social processes. This theory is based on the observation and perception of the social 
scene and evolves during data collection. Data collection took place through interviews with the participants, 
through an ad hoc semi-structured interview grid. The initial sampling consisted of 12 health workers, while 
the theoretical sample was made up of 6 health workers. Results: The analysis organization through the crea-
tion of schemes and diagrams has allowed to formulate different concepts including: false beliefs, knowledge 
and emotions experienced, that connect with the initial condition of Unconsciousness unaware; awareness 
of the consequences, team, welcome the new, which are connected to the intermediate phase of Revolution 
of the professional oneself; awareness of the limits, culture, responsibility, context, rigor and control that 
connects to the final state of Attentive Habit. Conclusions: The theoretical model develops through a path of 
growth and revolution that starts from the roots of an Unconsciousness unaware and brings with it the seed 
of a model. (www.actabiomedica.it)
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Introduction

The Health-Care-Associated Infections (HAI) 
represent, worldwide, one of the adverse events con-
sidered attributable to the sensitive outcomes of care. 
In the last decade, literature has presented the rela-
tionship between the care quality provided and treat-
ment outcomes, therefore the sensitive care outcomes 
represent the effect and/or consequences of assistance 
interventions.

The ECDC Survey estimates that in Europe 
about 3.2 million patients fall ill due to infections con-
tracted during their stay in health facilities and about 

37 thousand of these die due to the consequences re-
lated to these infections. Furthermore, the HAI cause 
16 million additional hospitalization days with the 
consequent increase in expenses for a total of 7 billion 
euros per year (1).

These are enough grounds for healthcare profes-
sionals, based on their knowledge and skills, to have 
a duty of significantly improve the standard of care 
through “HAI management behavior” (2). However, 
the good knowledge of the operators regarding the 
right practices often does not translate into appropri-
ate behaviors in infective risk management.

The motivational factors and the perception of 
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the work environment that manifest in the set of con-
ditions, influences, forces and cultural values of that 
environment, constitute a decisive element. The poor 
implementation of good practices is related to the lack 
of time and resources, the perception of negativity by 
other staff members and the stress following interven-
tions (3). This makes clear that knowledge, awareness, 
control of actions and facilitation is not enough to 
change the behavior of poor adherence to hand hy-
giene (4).Literature argues that, to implement the use 
of the guidelines, it is necessary to create a favorable 
and positive work environment and promote effective 
communication between the various team members. 
The struggling in applying these guidelines in clinical 
practice, as part of the context of emergency, can be 
associated to various factors, including an inadequate 
organizational support activity (5). 

Although there has been exponential progress in 
best practices, health professionals still develop low 
level of compliance with the standard measures for in-
fection prevention. It seems to be related to individual 
aspects such as forgetfulness, lack of resources and de-
vices, no retraining, lack of time, distorted cognitions 
and knowledge, and low risk perception (6). Therefore, 
the creation of innovative educational strategies that 
provide for an operators’ different approach, promot-
ing a greater awareness of good practices and the 
knowledge of the infective risk, becomes a necessity, 
since it has been demonstrated that the professionals 
who have greater awareness also have more knowledge 
(7).

The topic of the organization is also relevant re-
garding the relationship between burnout and rate of 
infections. There seems to be an association between 
the level of job satisfaction associated with burnout and 
the poor adherence to infection prevention measures, 
in particular hand hygiene (8, 9). When the organi-
zational culture is positive, i.e., the work environment 
is safe and non-threatening and its members can talk, 
take risks related to improvement and are encouraged 
to express concerns and ideas for improvement, the in-
fection rate is lower (10).

On the same line, the self-regulatory encourage-
ment and management of the own effectiveness and 
planning capacity seem to have the greatest impact on 
change (11). Some improvement strategies support 

this target, such as those based on risk perception and 
the outcome of expectations. The barrier is the fact of 
inserting hand hygiene as an integral part of daily ac-
tivity rather than the technical difficulty performing 
it. To reduce the risk of hospital infections it is, there-
fore, required to eliminate the ambiguities in the rela-
tionships between health workers and the institution 
through a compromise between individual responsibil-
ities and the rules of local behavior in different profes-
sional fields (12). Self-regulatory encouragement and 
management of own planning capacity act on change 
by improving the perception of risk and the outcome 
of expectations.

A systematic review of the literature showed that 
interventions based on behavioral constructs (e.g. atti-
tudes, intentions, self-efficacy) are more effective than 
interventions that only concern knowledge and aware-
ness, while positive reinforcement, which is the key con-
cept in the long-term behavioral approach, may prove 
to be less sustainable (13). It could be said that for a 
lasting effect, the interventions must go beyond a sim-
ple increase of knowledge and the promotion of good 
behavior, but should also include more organizational, 
perceptive, socio-cultural, cognitive and psychological 
determinants. Psychological constructs, such as the lo-
cus of control and mental models, seem to play an im-
portant role in the perception of the HAIs. This per-
ception could be influenced by the personal tendency 
towards an “external locus of control that tends to ration-
alize the attribution of the own behavior consequences to 
external causes and therefore not to recognize them as de-
pendent on oneself ” (7).

Finally, another group of researchers considers 
that the professionals in a work group with a lot of 
experience, beside of colleagues with good explicit 
knowledge (codified and written), represented by the 
scientific research literature, can make a contribution 
expanding the experience and the professional compe-
tence. The results of this study show that tacit knowl-
edge is drawn and integrated at different stages of the 
public health program planning process (14).

Based on literature, the aim of this research is to 
investigate how these topics manifest themselves in the 
health practice of a specific context, what are the rea-
sons that hinder the use of available knowledge, what 
are the organizational conditions influencing them and 
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if the organizational structures responsible for HAI 
management have been implemented. Furthermore, it 
is claimed to analyze and understand a social phenom-
enon that occurs when health professionals adhere to 
good practices by implementing infective risk manage-
ment behaviors.

Method

Grounded Theory method has been chosen due 
to the complex nature of the topic and because the 
research object is a dynamic and fluid process. This 
method lends itself to the study of situations and expe-
riences in potential change (15).

There are not formal or substantial theories avail-
able about good practices in the HAI management, 
so researchers have intended to take a major vision 
through their own sensitivity to collect information 
and capture the main concerns and dynamics in the 
health workers’ work environment. Grounded Theory 
studies begin with open questions, and researchers pre-
sume that they may know not much about the mean-
ings that drive the actions of their participants (16).

This research study aimed to explore the following 
generating question:

What happen when the health professional stick the 
best practice of management of the HAI?

Grounded Theory (GT) is a method that allows a 
theory to emerge from data through a constant com-
parison of the evidence (17). GT is a general method 
(a family of methods, ed) of comparative analysis [...] 
and a set of procedures capable of (systematically) gen-
erate a theory based on data (18). This provides for a 
systematic, but at the same time, flexible process of si-
multaneous data collection and analysis, which leads 
to the development of concepts and/or a theory on a 
given phenomenon (15).

GT transcends description of data to conceptu-
alize substantive ideas. Everything is data, including 
field work, qualitative or quantitative findings, other 
relevant literature, and other relevant theories. The 
wider the spread of data, the richer, more conceptual 
and more accurate the theory will become (19).

This method draws on different types of sampling: 
planned initial sampling, which consists in the choice 

of some cases according to the logic of the targeted 
or purposive sampling (20). And theoretical sampling, a 
particular type of selection of participants built during 
the research path and in which “the researcher collects 
new data to verify, saturate and expand theoretical cat-
egories” (21).

Memos, as a distinctive feature of the GT, con-
stitute annotations in which the researcher takes the 
ideas, insights and reflections to elaborate in the vari-
ous phases of data collection, and which are written 
immediately after the transcription, to record personal 
thoughts.

The analysis occurs through initial coding that 
consists in the creation of labels. The researcher reads 
the transcriptions and underlines groups of words as-
sociating them with a label that refers to the meaning 
of that particular. Subsequently the data is analysed 
through a focalized coding, which has the function of 
bringing together the labels previously identified af-
ter each interview. At the end of the merging, the 
researcher highlights the encodings that occur more 
frequently, hypothesizing categories, which must be 
validated by the subsequent phases. To do this the re-
searcher will use an inductive approach, developing a 
constant benchmarking process. Another indication 
is to identify the relationships and structures between 
the categories and the mapping also through the tech-
nique of messy situational map (22).

The theoretical sampling phase takes place after 
the coding of the categories, to complete and reach 
their saturation. The categories saturation phase indi-
cates the stop point of the process. Some categories 
can be elevated to an abstract level to form concepts, 
which can be integrated and linked to formulate the 
explanation theory of the phenomenon.

Sample

This study began with a purposive sample of 
health professionals who work in a critical unit of a 
north Italy public Hospital. The enrolment criteria 
was: to be a health worker (doctor, coordinator, nurse, 
social health worker, specialist, student) of the health-
care team analysed or a non-health operator (cleaning, 
administrative) who were part to the analysed context 
and agreed to participate in the research.
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Data collection took place through interviews to 
the participants, with an ad hoc semi-structured inter-
view grid, on the basis of analysed literature. The set-
ting was agreed with the participants and an authori-
zation to participate in the study was requested. 

The interviews lasted between 30 and 50 min-
utes and were audio-recorded. The audio recording 
was transcribed verbatim by a member of the research 
team. All respondents were asked for the possibility of 
a second meeting

Data Analysis

The initial coding of the first interviews, considered 
provisional and preliminary, took place thorough the 
in-depth transcripts reading and underlining groups 
of words associated with labels, which referred to the 
meaning of that particular segment. Subsequently, fo-
cused coding regrouped the previously identified labels 
after each interview. At the end of the merging, the 
most frequent encodings were highlighted, suggest-
ing categories, which were validated in the subsequent 
phases. The following interviews led to the saturation 
of the categories identified above.

The categorical structure was validated as it proved 
to be robust (Table 1)

The formulation of the concepts took place 
through the creation of schemes and diagrams also 
to organize the most abstract ideas. Some categories 
have been elevated to concepts, in particular: emotions 
experienced, team, context and responsibility. Other 
concepts were formulated starting from reformulation 
of labels that explain better the concept.

Ethical considerations

The study respected the primary ethical principle 
of research, i.e., the respect for human dignity. This in-
cludes respect for people, attention to their well-being 
and equity. The study involved a sample of operators 
giving a semi-structured face-to-face interview. The 
participants gave their consent to the participation 
in the study and the processing of personal data after 
reading an information note. 

Results

Sample

The initial sample was composed of 12 operators. 
In particular, 1 nursing coordinator, 6 nurses, 3 doc-
tors, 1 social health worker, 1 external cleaning opera-
tor, chosen for convenience. All operators had a rank 
of service at the Intensive Care Unit for more than 2 
years, a chronological age from 31 to 58 and a total rank 
of over 9 years. The theoretical sample consisted of 6 
operators. All operators had rank in the Intensive Care 
Unit for more than 1.5 years, a chronological age from 
26 to 65 and a total rank of above 9 years. The theoreti-
cal sample was composed by 1 physician, 3 nurses, 1 
external cleaning operator, 1 employee (Table 2).

1. HAI management, throw the seed of good habits

The model (Figure 1) is characterized by three 
conditions, that professionals claim to experience in 

Table 1. Identified key categories

Category Definition

Emotions experienced Operator’s emotions and feelings 

Team relationship Relational dynamics between the professionals of the healthcare team 

Professional self Operators’ expert professional identity 

Professional practice Operators’ activities in the organization 

Adherence to good practices Changes in the behavior of adherence to good practices and methods

Context The scenario where the actions take place

Responsibility Accept responsibility for the consequences of the actions
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the HAI management process and which represent 
the expression of the evolution and growth process 
of health workers, allowing their transformation from 
a condition of seed “unconsciousness unaware”, to a 
condition of “careful habit through a professional and 
personal revolution”, individual and collective. 

1.1 Unconsciousness unaware 

Their testimony gathers the beginning of a pro-
cess, of a transformation: “Then, during the day, I paid 
more attention…” and even: “There is only here and for 
me it was a discovery ...”. “I felt limited”. The state of 
“unconsciousness unaware” affects the growth process 
of the operator; he brings his baggage of “knowledge, 
false beliefs, emotions experienced” which he must 
confront with and “sow the seed of good habits”.

The concept of false belief expresses the ability of 
some operators, in certain situations, to attribute the 
causes of the problem to another: “they are born sterile”, 
“we are experts”, “it has always been the other” and, with 
the activation of a defence mechanism, self-protection, 
they justify their behaviour: “this does not happen”, “it is 
never someone’s fault”.

The concept of knowledge reflects the operators’ 
perception about his level of training, sometimes im-
proved simply because he “increases the experience” “be-
yond the study”, in other cases because, followed and 
properly trained, “they taught me “.

The concept of emotions is built in a mixture of 
feelings experienced by the operators during the care 
activity through which their personality is forged and 
shaped. A negative experience can determine: “fear”, 
“anxiety”, “scare”, “sense of guilt”, “bitter taste”, towards 
something not much known, causing in the professional 
“anger”, “insecurity” and “shame” that lead the operator to 
question himself and a necessity of change. The process 
leads to the discovery of new solutions and a personal 
and collective satisfaction. With the implementation of 
the change, the professional arrives to positive feelings 
of “safety”, “satisfaction”, “discovery” and “protection”.

1.2 Revolution of professional self

The revolution of the professional self is the cen-
tral part of the process where are highlighted three 

Table 2. Demographic characteristics of study sample. Grey 
section indicates  the theoretical sample.

Id n° Age Gender Profession Length of 
    service
    (years)

1 57 F Cleaning Staff 15
2 48 F Coordinatore 28
3 38 F Nurse 14
4 42 M Physician 16
5 31 F Nurse   9
6 45 M Physician 11
7 46 F Nurse 22
8 36 M Infermiere 10
9 46 F Nurse 22
10 51 F Physician 25
11 58 F Healthcare Assistant 31
12 40 F Nurse 22
13 41 F Cleaning Staff 30
14 38 F Nurse 10
15 33 F Nurse 11
16 65 M Physician 41
17 46 F Nurse 15
18 26 M Office Worker   8 

Figure 1. Theoretical Model
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concepts that contribute to bend the conditions. The 
first concept is “Team” that involves the system of val-
ues, identities, professional status and each profession-
als’ way of working; it is a process of growth, education 
and continuous learning. A professional said, “It is not 
that you put your head in the sand or say… also because the 
problem is within the group, not individual”.

The second concept is the awareness of the con-
sequences that manifests through reflection on one-
self, personal experiences and attribution of a meaning 
to own actions, to evaluate the ability to perceive and 
understand events, actions, consequences. About this, 
a professional said “for us, infections are fundamental 
because we have understood something fundamental, the 
patient can die”.

Welcome the new, the third concept, is the pro-
cess of change experienced by professionals, as report-
ed by an interviewed, “adapting to the evidence has cer-
tainly been a great innovation” and that leads to tangible 
results and to simplify the work for all members of the 
team. As reported by a professional “it has greatly facili-
tated our work, team work, I guess...”.

1.3 Attentive habit

The attentive habit is the result of an articulated 
path. The operators, intended as individuals and then 
cohesive within the team, mature a sort of modality 
integrated into their work, generated by various factors 
among which emerges: “The Context” of intensive 
care. As reported by a professional “The place makes the 
mentality... in the consultations those small details perhaps 
throw a seed and something grows; but I have to say that 
I only learned it here, unfortunately”. The “Responsibil-
ity” of the individual also emerges. A nurse said, “It 
had become a fundamental thing, I must say, at least as 
far as I’m concerned, since then, there has been an impor-
tant awareness”, put in place to achieve the outcomes. 
Another nurse: “Because then, at a certain point, it also 
becomes a bit of a personal challenge... because you say: “Ah 
yes, for that yes... ok, now I have to change gloves... now”.

It emerges the need to confront oneself with the 
own limits, to have the knowledge of the tools need-
ed for the change and to use every resource available. 
This process is identified in the individual and in the 
team as an element of conflict and, at the same time, 

of growth. As reported by a nurse: “we had put into 
practice all we could, also, clearly, informing ourselves with 
the consultants... and in any case also working with litera-
ture... but there was nothing to do ...”.

The inadequate management of infections, ac-
cording to the operators, is related to the culture. As 
reported by one of them: “...and unfortunately I still be-
lieve that there is not real culture in the departments”, “but 
why there is not the mentality? is a question of attitude, 
not time ...because, also, now that I am going down... I am 
able to pay attention and it costs me very little... now it is 
a habit, a healthy habit ...”.

There also emerged the awareness that with com-
mitment it is possible to improve or even change the 
cultural aspects that determine the behaviour of health 
workers: “But I think that with the lead, something can be 
done”, “small precautions may throw a seed and something 
grows”.

Control and rigor is perceived as a needed moti-
vation to improve the operators’ level of attention to-
wards infections related to care: “Maybe there is less fear 
now about the judgment of superiors …there might be a 
higher level with respect to the base”. The control and rig-
or exercised between health workers, is perceived as an 
important element in the formation and maintenance 
of attentive habit: “we work a lot in trying to manage the 
wrong attitudes of others... It is not easy, however, we try”, 
“where you work well, anyway, there is always something 
to improve for sure, and when there is something that rings 
a bell, probably something wrong has been done on our 
side, we question ourselves anyway”

Discussion of the results

The model has tried to delineate the process that 
takes place in the operator when he implements good 
practices. From the data collected it seems that the 
operator moves from the state of the initial condition 
of “unconsciousness unaware”, influenced by “false be-
liefs”, “knowledge” and “emotions experienced”, to “at-
tentive habit” through the “revolution of professional 
oneself ”.

The results of the research seem to confirm pre-
vious observational studies (7) where there is a close 
correlation between the awareness of good practices 
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and the knowledge of infective risk, enough to make 
the authors conclude that greater awareness produces 
more knowledge.

Another confirmation highlights a strong motiva-
tional need of individuals to strengthen good practices. 
In fact, despite the high level of standardization of 
procedures, an internal level of self-regulation, respon-
sibility and ‘attentive habit’ also emerges. The authors 
conclude that self-regulation encouragement seem to 
have greater impact on change strategies, based on the 
perception of risk and therefore on the awareness of 
the consequences (11).

In line with the systematic review previously 
mentioned, the research data seem to confirm the 
study of the authors, which admit that, in order to im-
prove adherence to good practices, interventions based 
on behavioural constructs would appear to be effective 
above all interventions that concern only the increase 
of knowledge and awareness. Among the techniques 
considered effective, the authors attach great impor-
tance to spontaneous behaviour, involving non-reflec-
tive behavioural responses modelled by the perceptions 
of the context and the environment, as in the case of 
careful habit (13).

Some authors have been interested in the theory 
of habit, emphasizing the importance of establishing 
automatic associations between behavioural imple-
mentation and contextual hints when such behaviours 
should be implemented as repeatedly stressed by those 
interviewed in the research. In addition, is highlighted 
the so called “tacit knowledge”, as a facilitator of ad-
herence to good practices and known as field experi-
ence (14).

From the literature it also emerges that deter-
minant roles influencing adherence to good practices 
seem to be the organizational culture that promotes 
change according to scientific evidence and a thinking 
culture that promotes and protects through time the 
temporal resources needed so that change can happen 
(8).

Conclusions

Research data can explain health workers’ adher-
ence to good practices in the case of this critical unit 

set in a north Italy public Hospital. The results of the 
research admit the operators’ tendency of implement-
ing good practices as a result of an attentive habit, un-
derstood as a conscious automatism bound to the cul-
ture, the belonging context, control, rigor, awareness of 
the limits and an increased responsibility for the prac-
tice. The habit of good practice seems to be the result 
of a process that begins in an unconsciousness unaware 
which grows from false beliefs, inadequate knowledge 
and strong emotions experienced. Then it finds a trans-
formation through the revolution of the professional 
self, equally influenced by a strong relationship in the 
team, the awareness of the consequences and a ten-
dency of the operators to welcome the new members.

Since this is in-depth research, the reported data 
cannot be generalized and can only concern the stud-
ied context, even if the results confirm the main studies 
traced in the literature on the topic. The study can con-
tribute to a better understanding of the phenomenon 
of adherences to good practices. It would be interest-
ing, with further research, to investigate the condition 
of careful habit, trying to understand if this is a static 
or an ever-changing situation. Future research could 
therefore investigate the ways in which careful habit 
is maintained. Further investigation could concern the 
condition of revolution.

Conflict of interest: Each author declares that he or she has no 
commercial associations (e.g. consultancies, stock ownership, equity 
interest, patent/licensing arrangement etc.) that might pose a con-
flict of interest in connection with the submitted article

References 

1.  European Centre for Disease Prevention and Control 
(ECDC). ECDC surveillance report: Healthcare-associated 
infections in Europe 2017. Stockholm: ECDC; 2017. Avail-
able from: https://ecdc.europa.eu/en/healthcare-associated-
infections.

2.  Centers for Disease Control and Prevention (CDC). HAI 
Progress Report 2014. Washington: CDC; 2014. Available 
from: https://www.cdc.gov/hai/data/archive/2014-progress-
report.html.

3.  McAteer J, Stone S, Fuller C, Michie S. Using psychological 
theory to understand the challenges facing staff delivering a 
ward-led intervention to increase hand hygiene behavior: A 
qualitative study.  Am J Infect Control 2014; 42: 495-499. 

4.  Huis A, van Achterberg T, de Bruin M, Grol R, Schoon-
hoven L, Hulscher M. A systematic review of hand hygiene 



Health-Care-Associated Infections management 33

   improvement strategies: a behavioural approach. Implemen-
tation Science 2012; 7: 92. 

  5.  Jun J, Kovner CT, Stimpfel AW. Barriers and facilitators 
of nurses’ use of clinical practice guidelines: An integrative 
review. Int J Nurs Stud 2016; 60: 54-68. 

  6.  Porto JS, Palucci MH. Reasons and consequences of low 
adherence to standard precautions by the nursing team. 
Rev Gaúcha Enferm 2016; 37(2). 

  7.  Taffurelli C, Sollami A, Camera C, et al. Healthcare as-
sociated infection: good practices, knowledge and the locus 
of control in heatlhcare professionals. Acta Biomed Ateneo 
Parmense 2017; 88: 31-36. 

  8.  Peirson L, Ciliska D, Dobbins M, Mowat D. Building ca-
pacity for evidence-informed decision-making in public 
health: a case study of organizational change. BMC Public 
Health 2012; 12: 137.

  9.  Cimiotti JP, Aiken LH, Sloane DM, Wu ES. Nurse staffing, 
burnout, and health care- associated infection. Am J Infect 
Control 2012; 40(6): 486-490.

10.  Brewster L, Tarrant C, Dixon-Woods M. Qualitative study 
of views and experiences of performance management for 
healthcare-associated infections. J Hosp Inf 2016; 94(1): 
41-47.

11.  Lhakhang P, Lippke S, Knoll N, Schwarzer R. Evaluating 
brief motivational and self-regulatory hand-hygiene inter-
ventions: A cross-over longitudinal design. BMC Public 
Health 2015; 15(1): 79. doi:10.1186/s12889-015-1453-7.

12.  Shah N, Castro-Sanchez E, Charani E, Drumright LN, 
Holmes AH. Towards changing healthcare worker’s behav-
ior: a qualitative study exploring non-compliance through 
appraisals of infection prevention and control practices. J 
Hosp Infect 2015; 90: 126-134.

13.  Srigley JA, Corace K, Hargadon DP, et al. Applying psycho-
logical frameworks of behaviour change to improve health-

care worker hand hygiene: a systematic review. J Hosp In-
fect 2015; 91: 203-210.

14.  Kothari A, Rudman D, Dobbins M, Rouse M, Sibbald S, 
Edwards N. The use of tacit and explicit knowledge in pub-
lic health: a qualitative study. Implementation Science; 7: 
20.

15.  Mortari L, Zannini L. La ricerca qualitativa in ambito sani-
tario. Carocci, Roma, 2017. 

16.  Sbaraini A, Carter S M, Evans RW, Blinkhorn A. How to 
do a grounded theory study: a worked example of a study of 
dental practices. BMC medical research methodology 2011; 
11: 128. doi:10.1186/1471-2288-11-128. 

17.  Glacer BG, Strauss AL. The discovery of grounded theory. 
Aldine transaction, New Brunswick, 1967. 

18.  Tarozzi, M. Che cos’ è la grounded theory. Carocci, Roma, 
2008. 

19.  Lewis LF. Caregiving for a loved one with dementia at the 
end of life: An emergent theory of rediscovering. Am J Alz-
heimers Dis Other Demen 2015; 30(5): 488-496.

20.  Charmaz K. Constructing grounded theory: A practical 
guide through qualitative analysis. Sage, London, 2006.

21.  Charmaz, K. ‘Discovering’ chronic illness: using grounded 
theory. Soc Sci Med 1990; 30(11): 1161-1172.

22.  Clarke AE. Situational analysis: Grounded theory mapping 
after the postmodern turn. Thousand Oaks, CA, Sage, 2005.

Received: 20 June 2019
Accepted: 28 June 2019
Correspondence:
Chiara Taffurelli
University Teaching Hospital
E-mail: chiara.taffurelli@gmail.com


