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INTRODUCTION 

The environment in which nurses deliver care is always chang-
ing. In the modern hospital inpatient ward, there has been 
a step away from the traditional central nurses’ station to 

decentralised nursing stations (DNS). This shift has changed the 
model of care and had an impact on the nursing workforce (Fay et 
al., 2017; Gum et al., 2012). The student researcher for this master 
of health science research study has worked in both centralised 
and decentralised satellite stations and has experienced benefits 
and challenges of both models. This research sought to evalu-
ate the experiences of nurses working in decentralised satellite 
workstations to determine the advantages and limitations of working 
in this context, as well as explore the intersection of the physical 
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environment and nursing care. The study aimed to identify strategies 
to support staff working in a decentralised environment and suggest 
recommendations for hospital management and nursing leaders to 
formulate strategies to make nursing in a decentralised environment 
successful for staff and patients.

BACKGROUND 
Decentralisation of the nursing station – also known as pod nursing, 
geographical nursing or modular nursing – is generally defined as 
several small workstations each located next to a cluster of patient 
rooms (Bayramzadeh & Alkazemi, 2014). Nurses working in pods 
usually work with only one other nurse and may not see others 
unless they are in a shared space such as the medication room. 
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Decentralising the nursing station and creating geographically 
positioned pods has become a popular mode of design (Zadeh et al., 
2012). The reasoning behind this shift is that by decentralising the 
nurses’ station and placing pods closer to patients’ rooms, nurses 
may spend more time at the bedside. For nurses, there may also 
be less distractions and noise, less walking and reduced physical 
burdens, more bench space and access to computers, and reduced 
infection rates (Gum et al., 2012; Pati et al., 2015; Real et al., 2017).

Strategically placed decentralised nursing stations may decrease 
physical exertion for nurses if they are closer to their assigned 
patients and if they can see their patients while documenting care at 
the satellite station (Hendrich, et al., 2008; Copeland & Chambers, 
2017). Studies have shown that nurses working in decentralised 
stations made more visits to patient rooms (Gurascio-Howard & 
Malloch, 2007), which has been linked with increased communication 
with patients and their families and improved patient satisfaction 
(Real et al., 2018). Extra time at the patient bedside and increased 
visibility of patients afforded by decentralised nursing stations have 
also been widely linked to a reduction in falls and quicker response 
times to call bells (Brewer et al., 2018). 

Other reported benefits of the decentralised station for nurses 
include reduced noise and distractions, and more bench space 
with improved availability of computers, telephones and equipment 
(Copeland & Chambers, 2017; Zhang et al., 2015). A decentralised 
nursing station may also increase staff visibility and therefore remove 
a perceived physical barrier between staff and the public (Zborowsky 
et al., 2010). Increased proximity has been shown to be reassuring 
for patients and their family members (Bosch et al., 2016). An added 
benefit is that decentralised nursing stations may mean less physical 
exertion due to less walking. This may encourage nurses to stay 
longer in the workforce, improve morale, reduce stress and increase 
staff satisfaction (Friese et al., 2014; Stichler, 2013).

While these reported benefits of decentralised stations are 
positive, other studies have shown that nurses face challenges 
in this environment (Becker, 2009). Becker (2007) argued that 
decentralisation affects staff connections, learning by participation 
with others, and the flow of information (which in nursing is often 
opportunistic rather than planned). Becker points out that socialising, 
while often considered wasted time, is the foundation of teamwork 
and collaboration, which builds trust and offers direction, mentoring, 
feedback and learning. 

Nurses have also spoken about a lack of shared space in 
decentralised stations which affects collegiality and mentoring of 
new or junior staff (Real et al., 2018; Zhang et al., 2015). Informal 
interactions between nurses gathered at a central station, acts 
as a conduit for relationships between colleagues and provides 
an opportunity for junior staff to elicit knowledge and experience 
from those around them (Hendrich et al., 2008; Real et al., 2017). 
Similarly, Parker et al. (2012) point out that a centralised hub fosters 
social interactions and support in a job that is emotionally taxing. 
These authors argue that the physical environment for nurses should 
help ameliorate the emotional fatigue, stress and burnout often 
associated with nursing.

Several studies have shown that decentralising the workstation 
may have an unintended consequence of nurses feeling isolated 
(Copeland & Chambers, 2017; Parker et al., 2012; Real et al., 2018; 
Zhang et al., 2015). These feelings typically arise from not seeing 
other nurses and therefore being unaware of their workloads (Bosch 

et al., 2016; Copeland & Chamber, 2017). According to Bosch et 
al. (2016), if nurses cannot see their colleagues, they are less likely 
to ask for help and they may not know that their co-workers need 
help. Whereas being in close proximity to one another allows for co-
ordination and co-operation – both hallmarks of a high-functioning, 
positive team environment (Kalisch & Begeny, 2005). Identifying 
when nurses are stressed or busy plays an important role in nursing 
culture, because team members can offer each other physical 
or emotional support (Parker et al., 2012; Real al., 2017). The 
geographical separation of the stations may also mean the nurse 
in charge of the shift is unaware that a nurse requires extra help or 
guidance (Zhang et al., 2015).

In summary, research shows there are both positive and negative 
outcomes from the decentralisation of nursing stations. However 
much of the research has employed quantitative methods or 
questionnaires, which limits a qualitative understanding of the impact 
of a decentralised environment for nurses. The aim of this study was 
to highlight the nurse’s voice to explore how ward design works in 
the New Zealand context. It aims to provide data on the positives 
and negatives of this design model for nurses working in this 
environment. Since decentralisation of the nursing station is a design 
growing in popularity with hospital developers, this research project 
may help conceptualise the problems and successes of this model 
and add to the growing knowledge on the topic.

METHODOLOGY 
The research design was an exploratory qualitative approach, 
employing two focus groups to explore the experiences of the nurses 
who worked in a ward with a decentralised nursing station. Focus 
groups were chosen as an efficient and effective method to bring 
nurses together to share their experiences. It was also a method 
suited to the nurses, who were time poor due to workloads, because 
the focus group could be conducted on the ward during a scheduled 
education session. 

Potential participants were registered nurses who worked and 
delivered care in a ward with decentralised satellite workstations. The 
inclusion criteria were kept broad to include charge nurse managers, 
clinical nurse educators and clinical nurse specialists, as they 
could offer different perspectives, creatiing a holistic picture of the 
decentralised model. The aim was to recruit nurses from two different 
contexts (an acute hospital setting and a rehabilitation hospital 
setting). However the COVID-19 pandemic affected recruitment 
from acute care, and consequently, nurses were recruited from the 
rehabilitation setting only. The recruitment process consisted of 
displaying advertising posters as well as a short verbal presentation 
to the ward on the research project. Participants were asked to 
express their interest by contacting the researcher, who then emailed 
them further information about the study.   

Two focus groups (seven nurses in each) were conducted at a 
tertiary-level rehabilitation hospital where the nurses worked. The 
reason for having two focus groups was due to the number of nurses 
expressing an interest in participating. The nurses could choose 
which focus group to attend. Each focus group ran for approximately 
30 minutes. The groups were facilitated by the student researcher 
using a semi-structured interview guide. A second person who signed 
a confidentiality form was present at the first focus group to observe 
group behaviours and take notes. The student researcher was unable 
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to find a suitable note-taker for the second 
focus group. The questions were pre-
planned but were adapted to the flow of the 
conversation, as well as to seek clarity and 
obtain detail. Participant demographics were 
also collected. Examples of the opening 
questions included:  

1) Tell me about the ward layout, ie 
is your medication room centralised? 
Are your supplies decanted to your 
workstations?
2) How does the layout of your ward 
impact on how you do your job? 
3) Does it support or hinder you in 
providing nursing care?
The set phases outlined by Clarke and 

Braun (2017), and similarly reinforced by 
Attride-Stirling (2011), guided the thematic 
analysis. This process involved becoming 
familiar with the data and then creating 
codes based on what the researcher felt 
was characteristic of a piece of data (Clarke 
& Braun, 2017). Next, the codes were 
organised into themes and sub-themes 
that fed into the primary and overarching 
themes. The final phase involved reviewing 
the themes to determine their validity in 
reflecting the data, ensuring each theme 
was well supported by data, checking that 
the appropriate sub-themes and codes were 
under the main themes, and checking that 
the themes were distinct from one another 
(Clarke & Braun, 2017). The student 
researcher led the analysis, with input and 
discussion about the emerging themes from 

possible dichotomy was identified, in that a decentralised nursing 
station environment benefited the patients but not necessarily the 
nurses. This finding is presented in three overarching themes: 

1) Benefits for patients and families. 
2) Challenges related to the ward design. 
3) Feelings of isolation.
Together, these three themes describe the nurses’ experiences 

of working in a ward with pods, as opposed to a centralised nursing 
station. These findings are presented with excerpts from the focus 
group data to illustrate. For clarity, unnecessary words and slang 
have been removed from the quotes presented. 

Benefits for patients and families 
The nurses discussed several benefits of working in a DNS 
environment for the patients and their families. A recurrent theme 
was that open spaces and improved visibility of the nurses created 
opportunities for communication and interactions between families 
and nurses. One nurse suggested that because the families could 
see them, the nurses were perceived as more approachable. The 
nurses suggested this approachability differed to wards with a 
centralised nursing station because in that design, the public areas 

the two other experienced researchers. To promote trustworthiness, 
the themes are illustrated with verbatim quotes from the nurses, so 
readers can determine if the interpretations make sense. 

Ethics approval for the study was obtained from the University 
of Otago ethics committee (reference: D20/071) and the hospital in 
which the nurse participants worked. The researchers were not asked 
to keep the setting confidential. However they chose to not name 
the hospital/region in the write-up because New Zealand is small, 
therefore participants might be identified. The application of tikanga 
Māori in regard to the decentralisation model and its relationship to 
partnership with whānau and access to nurses was discussed during 
consultation with Māori.

FINDINGS  
A total of 14 nurses participated in the two focus groups – seven 
nurses in each group. The majority were female and there was a 
range of ages. Unfortunately, there was no Māori voice, which would 
have added to the findings of this research. There were only two 
nurses working in the ward where this research was conducted who 
identified as Māori, which may explain why this voice was lacking.  
Nurse demographics are shown in Table 1 (above). 

Drawing on the thematic analysis of the focus group data, a 

Table 1. Nurse demographics

Gender

	         Male	    Female	           Other

Group 1	          2		      5	             0

Group 2	          1		      6	             0

Total	          3 (21%)	    11 (79%)

Age	         

                     21-30	    31-40	            41-50	      51-60            60+

Group 1	          1		      1	             3		        2	               0

Group 2	          0		      3	             1                      1	               2

Total	          1 (7%)	     4 (29%)           4 (29%)	      3 (21%)           2 (14%)

Ethnicity	

	      NZ European	    Mâori	            Pasifika	      Asian             Other

Group 1	          2		      0	             1		       3	               1

Group 2	          4		      0	             0		       1	               2     

Total	          6 (43%)	     0	             1 (7%)	      4 (29%)            3 (21%)	
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and the nurses’ station may seem separated: 

“When we were centralised, it felt like we were quite separate 
and the families wouldn’t come to the door”. 

“You have more contact with them [patient’s families]. You say 
hello as they come in and goodbye as they go out. In here [a 
centralised room] we probably wouldn’t see them come and 
go”. 

The nurses discussed an important benefit of a DNS in regards 
to patient safety in that their response time to answer call bells was 
quicker. The main reason for this was that the nursing stations were 
geographically closer to the patient rooms compared to when they 
worked in a centralised nursing station. One nurse explained that 
being able to answer bells promptly meant patients were less likely 
to try to mobilise without assistance. Several nurses suggested 
that hearing the nurses moving about, or conversing with others, 
particularly during the day shift, was reassuring for patients: 

“They do say they can hear us, they know we’re out there, 
they can hear people talking . . . so there is some type of 
reassurance”. 

“I think bells are acknowledged sooner . . .  I think our 
response time and our timeliness to respond to patients’ needs 
generally, is greater and better”.

“Presence of staff in an area where patients were all the time 
works in theory because ultimately, we base ourselves at a pod 
. . . We do a lot around the pods”.

These examples show the nurses perceived there were important 
benefits for their patients and families when working in a DNS 
environment. These benefits aligned with the intended purpose 
of the DNS which was that nurses would spend more time at the 
bedside, respond more quickly to call bells and that falls would be 
reduced (Real at al., 2018). However, there were further discussions 
in the focus groups that a DNS environment benefited the patients 
but not necessarily the nurses. The following themes highlight the 
challenges the nurses in this study experienced when working in a 
DNS environment.

Challenges related to the ward design 
The impact of the ward design on the nurses was discussed in both 
focus groups. A particular challenge they spoke about was that 
despite their DNS being close to the patients’ rooms, the patients 
could not see them. This was due to the room configuration, in 
which the bed was positioned behind the wall. The problem was 
exacerbated when the glass doors into the rooms that were initially 
clear, were frosted to protect the privacy of the patients. One nurse 
explained this was a possible falls risk for patients as they often “tried 
to get up and do it themselves”. The room configuration also meant 
nurses could not see the patients:

“If you were sitting on the toilet as a patient, everyone coming 
down the corridor could see you sitting on the toilet so hence 
why there’s now frosting, but that diminishes our ability to have 
line of sight into the rooms”.

“If you stand at the end of the staff station, you can glance and 
see into patient rooms, but you can’t always see their heads 
or the head of the bed. You can see that they are probably still 

in their beds at a glance . . . but generally they can’t see you 
either”. 

The nurses also spoke about the potential effect of the ward design 
on their working day. The first was that the medication room and 
kitchen were located at one end of the ward by the entrance. If the 
nurse was assigned to the DNS furthest away from the entrance, 
they walked more during their shift. Some of the nurses said they had 
noticed more patient falls during medication times because they were 
in the medicine room rather than at their DNS: 

“The end pod does a lot more walking with going to the kitchen 
to get a cup of tea and meds”.

“People want to get up and go to the bathroom, yet people 
aren’t around when we’ve got activities that take nurses away 
from those patient areas”. 

The second challenge the nurses discussed was a lack of space 
in the DNS to write their notes. Space was particularly problematic 
during the morning shift because the multidisciplinary team often sat 
at the DNS. The nurses found this lack of space frustrating because 
they needed to find an alternative space to write patient notes. 
Examples were given of writing notes standing at the counter, in the 
patient lounge, or at the kitchen tables, which was not practical or 
private: 

“It’s a dining room for the patients, so if you’re sitting there with 
patient notes it’s like a confidentiality [issue].” 

“We encourage visitors [and the] patients to sit in that area . . . 
so that’s not actually that practical for us.” 

Feeling isolated 
Another challenge of working in a DNS, discussed in both focus 
groups, was a feeling of “being on their own”. The nurses explained 
that this feeling was especially noticeable when they needed 
assistance, or later in the evening when they had settled their 
patients for the night:

“We used to have two nurses . . . so we always knew if they 
needed help with something, it’s not like that anymore, you’re 
normally left on your own”. 

“One nurse can sit in quite an isolated space and be quite 
lonely”.

“It is quite isolating, especially in the evenings when everyone 
might be in their rooms with their patients and you can’t find 
anybody”. 

The nurses also spoke about receiving less support from their 
colleagues when working in a DNS, largely because the other nurses 
might not realise how busy they were: 

“We don’t really know if the nurse in that pod is really struggling 
unless they tell us that they are actually struggling . . . When 
we are centralised . . . we huddle together and if that person or 
nurse is not interacting [because] there’s something she’s busy 
doing, we can offer help right away”.

“If you’re in a big pod all together, you know what your 
colleagues [are] going through and you’re all out there to bat 
for them . . . it’s not like that anymore”.
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By comparison, working in a centralised nursing station provided 
the nurses with a hub for social connections and interactions:

“You miss out on the connection point throughout your whole 
entire duty, apart from your initial handover that you have.” 

“[When] you were centralised, you saw people in and out so 
you would be like ‘Oh, are you alright?’ You would check in with 
people more.” 

A new graduate nurse explained that for her, interactions with senior 
nurses were especially important because these moments provided an 
opportunity to chat about her patients. Other nurses spoke about less 
“banter”, chatting, debriefing and laughter when working in a DNS, which 
one nurse described as a loss of camaraderie. The nurses explained 
it like this: 

“We used to have banter at the end of the shift while we wrote 
our notes and debrief . . . it was all good but there is none of 
that anymore.” 

“Patients used to tell me, it’s so nice to hear you girls laughing 
out there. That doesn’t really happen too much anymore, which 
is really quite sad.” 

“There is not much comradery and some people might not 
think that’s important but I do, [for] your mental health in a 
workplace”. 

Similarly, the nurses spoke about the impact of a DNS environment 
on the ward culture which typically thrived on social interactions. For 
example, one nurse explained that nurses were “sociable creatures”. 
Various strategies had been implemented to try to overcome isolation 
such as having “huddles” and catch-ups. However, due to busyness, 
these strategies were difficult to sustain: 

“The ward culture certainly depends on nurses being able to 
talk to each other . . . we’ve put everyone into these little cells 
to work on their own. I do find the feel of the ward certainly 
changed . . . for nurses and the whole culture of nursing. I think 
we’re actually losing a bit in a way”. 

“Our staff try and meet together at some point, especially in the 
afternoon . . . our reasoning [is] that there was an opportunity 
to catch up about a particular patient, so everyone was aware”.

“We do encourage huddles and they are meant to be where 
you connect with people, but there are varying thoughts on 
how that occurs.” 

A related challenge the nurses discussed was that because they 
worked in geographically separated nursing stations, they had limited 
information about other patients on the ward. Whereas when they 
worked together in a centralised nursing station, they often overheard 
their colleagues discussing their patients. The result was an overall 
knowledge of what was happening in the ward which was deeper 
than the handover given at shift change: 

“If it’s centralised .  .  . we are able to know all of the patients, 
rather than just that particular pod”. 

“You have a brief overview of them but you don’t know them 
well”. 

“You heard all the conversations as it happened, whereas you 

probably don’t get that [in the pod] because . . . we generally 
don’t talk with the others the same”. 

The nurses also discussed safety concerns associated with less 
knowledge about the other patients on the ward. For example, one 
nurse said there was an increased reliance on the mobility boards 
above the patient’s bed. She explained that if this board was not up-
to-date, safe mobilisation might be compromised. Another concern 
raised by several nurses was that their colleagues might not realise 
their patient was deteriorating. To alert the other nurses that they 
needed help, using the emergency bell might be their only option, 
which was not ideal: 

“You are heavily reliant on the bedside boards . . .  you really 
hope that they are up to date”.

“I have been involved in situations where a lot can be 
happening with an individual patient in one pod and the rest of 
the ward is probably unaware that the patient is deteriorating”.

“The nurse is flat out and unless they activate an emergency 
button or the clinical emergency . . . gets to that point . . . the 
rest of the ward can remain [oblivious] to the fact that that is 
happening around them”.

DISCUSSION  
The findings of this study show that nurses felt that while there 
were benefits of decentralised nursing stations for patients, the 
design posed some challenges for nurses. The perceived benefits 
for patients were having nurses closer at hand and a quicker 
response time to call bells, both of which have been reported in the 
literature (Hua et al., 2012; Zhang et al., 2015). This is a positive 
finding because other studies have shown that responding more 
quickly to call bells increases patient satisfaction (Hua et al., 2012) 
and prevents patient falls (Zhang et al., 2015). While data related 
to patient satisfaction and falls were not collected in this study, the 
nurses believed working in close proximity to patients enabled them 
to respond to their patients in a timely manner, which meant patients 
were less likely to try to mobilise by themselves. 

The nurses in this study spoke about increased walking during 
their working day because of the way the ward was designed. Those 
working in the DNS furthest away from the medication rooms and 
kitchen were affected the most. However, the literature highlights 
conflicting findings about whether working in a DNS increases the 
amount of walking a nurse does. Some studies have shown that 
locating a DNS closer to patient rooms results in less walking (Pati 
et al., 2012; Real et al., 2017). The findings in this study suggest 
an influencing factor as to how much a nurse walks during their 
working day, is the location of frequently accessed areas, such as the 
medication room. This is worth considering during the hospital design 
process. 

Another perceived benefit of a DNS identified by the nurses in this 
study was that they were more visible, which created opportunities to 
interact with patients and families. The nurses believed this visibility 
reassured patients, which is consistent with the findings in other 
studies (Bosch et al., 2016; Zborowsky et al., 2010). In the context 
of this study, this finding is important because the nurses worked in 
a rehabilitation ward with mostly older patients who the nurses said 
could be quite anxious. Further, visible nurses might be perceived 
as more approachable and in the New Zealand context, this may 
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support working in partnership with Māori patients and their families. 
 On the other hand, increased visibility did not necessarily translate 

to these nurses being able to see their patients. Some desks were 
positioned so that nurses faced away from patients and had to turn 
around in order to see into the rooms. This may not have been 
the way the original ward design was envisioned but rather an 
unintended consequence of furniture and door placement. Visibility, 
and having patients in the nurse’s line of sight were high on the 
list of reasons why DNSs were designed (Jimenez et al., 2019). 
Therefore this lack of visual access to patients in the ward studied 
appeared to be out of the norm. While the literature about DNS 
does not specifically state how to physically design these spaces, it 
does implicitly state that visibility is key (Hua et al., 2012). There is a 
potential that this lack of line of sight contributed to what the nurses 
in this study perceived was an unchanged patient fall rate.

The nurses also identified a lack of space at the DNS which meant 
they sometimes used public spaces to complete documentation. A 
lack of DNS space is not reported in the literature; however other 
hospitals with a DNS model have introduced a hybrid design by 
including a centralised space for allied health, nurses and medical 
teams (Copeland & Chambers, 2017; Zhang et al., 2015). The use 
of the hybrid design (a combination of pods and a shared space to 
congregate) may address some of the issues with space, as well as 
providing an opportunity for social connections.  

For the nurses in this study, the foremost personal challenge of the 
DNS model was feelings of isolation which the literature suggests 
may be the largest unintended consequence of this design (Tyson 
et al., 2002; Zborowsky et al., 2010; Zhang et al., 2015). For the 
nurses, isolation affected teamwork, collegiality and ward culture, 
which were intertwined and interdependent concepts. Isolation may 
also have an impact on informal mentoring of novice nurses – this is 
significant because learning by osmosis from experienced nurses is 
a cornerstone of nursing (Becker, 2007). Similarly, the nurses spoke 
about receiving less support in a DNS because their colleagues might 
not have noticed that they were stressed or busy. Zhang et al. (2015) 
reported a similar finding; however these researchers found that over 
time, the nurses started to address this issue by actively working on 
changing their nursing culture, and having “huddles”. This finding 
suggests there is the potential to address isolation if strategies are 
put in place to bring nurses together. 

Another challenge for the nurses this study identified was that 
working in a DNS could affect collegiality. The nurses spoke about 
missing laughter, and opportunities to share, bounce ideas off each 
other, and debrief. According to Gurascio-Howard and Malloch 
(2007), when working in a DNS, the nurses still actively sought 
to congregate in communal spaces to interact with colleagues. 
Collegiality is important because it helps build trust and enables 
nurses to form bonds, find common ground and relate to one another 
(Real et al., 2018). It also provides much-needed emotional support 
in a job that can be emotionally taxing (Zhang et al., 2015). The 
nurses in this study had not yet consistently used strategies such as 
“huddles”, communication technologies, or rostering an extra nurse in 
charge, all of which might address some of these challenges. 

The nurses suggested isolation was a patient-safety risk because 
their colleagues could be unaware of what was going on in other 
pods. This is an international concern with the DNS model (Parker 

et al., 2012; Real et al., 2018). A participant in a study by Real et al 
(2018) explained that “people could be coding, could be sick. You 
can’t hear anything or see anything” (p.8). This issue might therefore 
be a global one and not just be specific to the application of the DNS 
design in the New Zealand context. This is a concerning finding 
because if nurses do not have enough knowledge about the other 
patients on the ward, or receive the support they need, patients may 
be at risk and the stress on nursing staff may increase. 

RECOMMENDATIONS    
The following recommendations are suggested strategies to support 
nurses working in DNS and foster a working environment more 
conducive to providing nursing care. 

1) Consider bringing in communication technology that nurses 
could use to get help if they are working alone, eg a wireless 
communication tool that the nurses could carry with them.    
2) Implement nurse “huddles” at least once a shift so they can 
connect with each other, discuss their patients and flag any unwell 
patients. 
3) Consider an increase in nurse staffing so a nurse without a 
patient load can be rostered as an extra each shift. This role could 
include intentional rounds of all pod stations; support, mentoring 
and advice for staff; medication checks; and assistance if a patient 
is deteriorating.
4) Explore whether simple changes are possible in the existing 
ward layout (room configuration) to increase visibility of the 
patients for the nurses. 
Further research about the experiences of nurses working in the 

DNS model with a larger sample size, and across other geographical 
locations and ward settings, would further our understanding of this 
topic. Studies to investigate the relationship between the DNS model 
and patient safety, and research into effective strategies for the 
improvement of the DNS model for nurses would be beneficial. 

LIMITATIONS 
This research explored the experiences of nurses in a specific DNS 
environment, therefore the implications and recommendations might 
be limited. A strength of focus groups is that nurses can interact 
and share their perspectives; the researchers acknowledge that the 
voice of confident personalities may overshadow the voice of quieter 
participants. 

CONCLUSION 
This research project has highlighted nurses’ perspectives of the 
benefits and challenges of decentralised satellite stations. The main 
benefit was that open spaces and improved visibility of the nurses 
created opportunities for communication and interactions between 
families and nurses. There were some challenges for the nurses, 
related to isolation and loss of collegiality; however with thoughtful 
consideration, these challenges might be mitigated. Nurses spend 
the most time providing hands-on care in the ward environment. 
Therefore consulting and including nurses in the design stage of 
the ward layout may lessen some of the challenges these nurses 
experience. 
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