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Managing Change: Issues for Education and Research 

(1) Introduction 

The Environment of Today's Organisations 

In addressing this issue I will first focus on the environmental challenges that today's 

organisations in Ireland and the developed world have to confront. These 

challenges are coming from many sourceSi the challenge of new competitors from 

the Pacific Basin and the re-emerging East European countries. the challe~ge of 

new technology and new concepts and systems of production, the challenge of new 

market trends in developed economies and the pursuit of quality and product 

uniqueness. I will go on to descriQe the specific ways in which these challenges are 

confronting organisations and look at some of the responses that are being 

considered. 

Organisational Responses 

One of these organisational responses - what might be described as a paradigmatic 

shift, is the concept of the learning organisation. The learning organisation is just 

that - an organisation which learns. The organic metaphor is deliberate. In the 

learning organisation production itself is viewed as the vehicle of learning, it is the 

opportunity for learning and the outcome of learning. While the learning 

organisation has been considered primarily in the context of manufacturing it will be 

clear that the underlying concept has perhaps even more application in that ever -

growing sector of developed economies, the services sector. An employee-based 

emphasis, on "smart work" is viewed as the principal, if not the only, way of 

increasing productivity there. 

Community Based Responses 

I will then turn to examine those who are not in organisations, the unemployed, and 

consider how they - especially those without the "entry requirements" for 

employment in today's economy, can be better equipped and empowered. The 
emphasis here will be on developing core competencies - the unew" as well as the 
"old" literacies and numeracies. 
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Implications for Education and Training 

Finally I will consider what implications these challenges and adaptations have for 
education. Are educationalists focusing on the relevant issues? Are we sufficiently 

aware of what our organisations have to confront and what contributions they can 

make to the necessary responses? 
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(2) The External··Envlronmentol Organisations 

In a recent address Leon Brittan identified a number of key issues on challenges 

which lie ahead for the Economic Union and for Ireland as part of that Union. These 

include: 

• Remaining competitive 
• Combating unemployment 

• Establishing economic and monetary union 

• Technological Development 

• The Changing Market 

Remaining Competitive 

Everybody is, I am sure, aware of how important being competitive is for the Irish 

economy. We are highly dependent on our ability to trade and remain competitive in 

international markets. This is also true, though to a lesser degree, at EU level. The 

EU's trade in merchandise and services accounts for 20% and 30% respectively of. 

the world's total. One job in ten in the EU depends directly on exports and a quarter 

·of GOP is accounted for by exports of goods and services. Our first challenge is 

therefore to remain competitive, both at national level and in the EU context. 

Developments within the European Union 

Ireland will face increasing competition from within the EU. In particular with the 

accession of Austria, Finland and Sweden to the Union. An Inter-Governmental 

conference is planned for 1996 which will decide on the future shape and direction 

of the EU as more members from Central and Eastern Europe join. The economic 

importance of the Central and Eastern European countries, and their historical and 

cultural links with other members, will shift the gravity of the EU in their direction. 

Combating Unemployment 

Nearly 300,000 people in the Irish labour force are unemployed. It is possible that 

many others would like to work but they are not regarded as officially unemployed 

for a variety of reasons. 
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Unemployment is high throughout Europe and, as in Ireland, it is concentrated on 

the young and"tends to be of long duration. In Ireland, over 20% of people "out"of 

work have been unemployed for more than three years. We need to provide 

employment opportunities for our young people and for the long-term unemployed. 

These employment opportunities must be competition-proof and not based on 

Government subsidies. Unless we confront this issue we are risking creating a 

permanent "underclassu of long-term unemployed and socially deprived people. 

Technological Development 

Technological developments and their application in production have opened up 

new challenges and opportunities for today's organisations. Such developments 

include computer integrated manufacturing, total quality production and just-in-time 

production strategies. It is the use of these new technologies and the successful 

integration of the human and other factors of production that decide their 

effectiveness in coping with the changes in the market place. 

The Changing Market 

In both the consumer-goods and Services market the trend is away from mass 

production strategies towards customer-oriented markets. These markets are 

characterised by rapidly changing demands, more product variety and changing 

. cost structures. 

(3) Responses to the Demands on Contemporary Organisations 

Responses to the changing demands on contemporary organisations have included: 

• Decentralisation of decision-making, responsibilities and quality assurance. 

• Integration of functions at the work-place, especially re-integration of brain and 

hand in enlarged workfields. 

• Flattening of hierarchical structures, along with new moderating, coaching and 

guidance roles for management. 

• Lateral networking, instead of centralised control. 

The new organisation has fewer layers of management. It's employees are 

empowered to make more and bigger decisions, and they learn as a team and 

compare their performance with the best in the area. 
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Management processes are speeded up, eliminating boundaries and promoting 

better communications; the information that is available is developed and used t6 
facilitate these processes and arrive at better decisions, higher quality and greater 

customer satisfaction. 

(4) Learning Organisations 

To adapt to change successfully the learning ability of organisations becomes the 

key factor in reorganising structures and processes. Organisations which structure 

themselves around this key factor become learning organisations. In such 

organisations the learning of the organisation becomes central. It is more than the 

sum of the learning or expertise of the individuals within it. The process of learning 

is permanent and holistic. It is problem-centred and context-related and includes all 

members of the enterprise. Learning 'organisations include the following among 

their values and assumptions. 

• Interdependence 

• Self-esteem 

• Self-confidence 

• Self-knowledge 

• Partnership 

• Communication 

• Economic success 

• Planning 

• Shared vision 

Learning Styles 

Putting this into more concrete terms, let me compare the style of learning in 

traditional organisations with that which takes place in learning organisations. 

Learning In the Traditional Organisation 

In the traditional organisation the trainer/instructor functions in a classroom and 

deals with standardised segments of knowledge and information. This is the kind of 

vocational training conducted in the training departments of enterprises and in 

external training institutions dealing with basic training in relation to new knowledge, 

technical skills and market information. 
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This type of training tends to be standardised and it is delivered through worksheets, 

textbooks, audio-visual media and computer-based units. The role of the'trainer is 

that of classroom teacher, coach and also provider of learning programmes. 

The Focus of Learning In the Learning Organisation 

In the learning organisation the location of learning is more likely to be the shopfloor 

or workplace. Workplaces develop into ulearnplacesu. Traditional on-the-job training 

assumes a smaller note. Changing work organisation, function-integrated 

workplaces, teamwork, production islands and flexible manufacturing systems 

create many new possibilities and challenges for each individual. The workplace 

and the environment of the shop floor have to be adapted to this learning process. 

The required information, textbooks, information materials and learning programmes 

have to be made available at the workplace for the individual learner. Learning 

stations, rather than workstations, equipped with audio-visual aids, personal 

computer and database terminals are also required. 

Work and Learning 

However, the essential characteristic of the reorganisation of learning is not this shift 

in respect of where learning takes place. Rather it is how the organisation of work 

intersects with the organisation of learning. This intersection is the focus of all the 

important learning of the organisation. Projects promoting organisational change 

and responses to environmental factors result in the formulation of a new culture 

and strategies along entrepreneurial and lateral networking lines. These projects 

must be open to inputs from all members of the organisation. The quality-circle 

approach is an example of a small step in this direction. However, to be successful 

these transformations go beyond the quality-circle approach and require and result 

in substantial impacts on the organisational structure. 

Implications for Management 

Perhaps the most challenging aspect of this combined work and learning milieu is 

the change required with regard to managerial attitudes. This system requires 

managers who are moderators and facilitators rather than controllers. Moreover the 
work and learning environment requires managers to be educators/trainers and 
trainers to become managers. 
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Line-managers and supervisors become coaches and team-leaders. In addition it 
requires the development of self-learning strategies"'-for all members . of the 

organisation and this in turn has implications for the development of public training 

systems. Have educational and training bodies developed sufficient understudy at 
institutional level of the changes in work organisation and the importance of 

developing self-learning strategies? 

Wider Issues 

Such radical change and the empowerment of all employees raises more far

reaching issues concerning leadership, decision-making and the ownership of 

activities and their results. 

Learning Organisations and their Importance for the Services Sector 

The relevance of the concept of the learning organisations is not limited to 

manufacturing enterprises. It may even have greater significance for service 

providing organisations. It has been estimated that over the last 125 years 

increases in productivity in manufacturing in developed economies have resulted in 

a 45-fold increase in production. This increased productivity has paid for increases 

in our standard of living and quality of life. It has paid for services such as the 
tenfold expansion in education and the even greater expansion of heath care and 

other social services. However today most developed economies are confronted 

with a decline in the proportion of GDP resulting from manufacturing and the 

number of jobs in manufacturing is likewise in decline. Increasing proportions of the 

workforce in all developed economies rely on the services sector for their 

employment. In general, jobs in the services sector pay less than manufacturing 

jobs. Developed economies face the prospect of an ever-widening gulf between the 

relatively high incomes of those in manufacturing and the knowledge-based services 

and the majority employed in the other, greater part of the services sector. 

Learning - the Essential Key to Productivity in Services 

Part of the reason for this is that gains in productivity in the services sector are much 
more difficult to obtain. In the services sector, capital cannot be readily substituted 

for labour and new technology will not necessarily in itself increase productivity. The 

key to increased productivity in knowledge and services work is working smarter. 
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As Peter Druker put it: 

Din manufacturing working smarter is one key to increased productivity. In 

knowledge and service work it is the key. The easiest, but perhaps also the 

greatest, increases in productivity come from redefining the task, and especially 
from eliminating unnecessary tasks. D 

The Employee's Knowledge 

The redefinition of tasks starts with asking and answering the following questions: 

• What is the task? 

• What are we doing? 

• Why do it at all? 

Those working in the services sector must be consulted in trying to answer these 

questions and worker's knowledge of their jobs is the starting point for improving 

productivity, quality and performance. Some companies, including successful 

multinationals, have systematically applied this approach to low-skilled service jobs. 

They have, as a result, increased productivity and in some cases doubled it. In 

knowledge and service work generally, partnership with the responsible worker is 

the only way to increase productivity. It is interesting to note that increases in 

productivity in service work are often obtained by contracting it out to those who 

speqialise in it, and who accordingly understand it, respect it and offer prospects of 

advancement and higher incomes to those who are prepared to work both hard and 

smart. 

Motivation to Learn 

Perhaps some of you will find that strategies for increasing productivity which rely to 

such a degree on peoples willingness to learn are naive - that people, especially 

those in the lower ranks, are not motivated to learn. Unfortunately we do not have 

much research information in the Irish context to refute or concur with such a view. 

However an investigation by the Centre for Labour Market Studies, University of 

Leicester is quite interesting in this regard (Maguire et al 1993). 
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This investigation revealed that despite the conventional wisdom concerning an 

antipathy to learning in the British culture, it is estimated that at anyone time there 

are 6 million adult learners in Britain, of whom 3.4 million are in formal education. 

Characteristics of Participants in the Education System 

It was also revealed that the distribution of participants in the education system is 

skewed in relation to the population as a whole. Participation in the education 

system is related to age, social class, educational qualifications, income and 

occupation. 

Participation in education is biased in favour of those who are: 

• Younger 
• In the higher socio-economic groups 

• Recently educationally qualified 

• In the higher income and occupational groups 

Accordingly, this research in Britain shows that those who have had most exposure 

to learning are also those who continue to be exposed to, and derive reward and 

benefit from, the system. Other groups are persistently excluded. 

Constraints and Barriers to Participation in Education and Training 

This University of Leicester study also examined factors affecting individual 

commitment. It was found that motivation for individuals to participate in learning 

activities varies greatly amongst individuals and often people have more than one 

motive. Adult participation is mainly related to work or vocational goals. Motivations 

vary by age, gender and social class. Constraints on participation in education 

include: 

• Lack of awareness of local learning opportunities. -Awareness varied with age 

and social class. 

• Lack of information and guidance 

There is a demand for such services from employers and those traditionally 

under-represented in education and training. 
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• Absence of Choice 
Employees have limited choice when undertaking employer-sponsored 

education and training. 

• Lack of employer awareness and involvement 

Employers are often confused by the variety of modern qualification such as 

NVQs and APL. 

Barriers to participation include 

• absence of funding 

• fear of loss of job security 

• study-time demands 

• domestic and child-care responsibilities 

• lack of basic skills, such as literacy or numeracy 

Personal Qualities In the Learning Organisation 

What personal qualities are required for the learning organisation or smarter work 

environment? 

Stahl, Nyham and O'Aloja (1993) conclude that above all the learning organisation 

requires the core qualifications of decision-making skills and social competency. 

These include such deep-rooted competencies as the ability to: 

• be flexible 

• take initiative 

• engage in abstract thinking 

• work in a team 

• learn 

Such qualities enable people to adapt to present and future occupations and to cope 

with a changing business and technological climate. The ability and motivation to 

make decisions, in particular, is important. To compete successfully, people must 

be m"otivated and able to adapt. These core qualifications enable a person to carry 

out a uwhole action", to act in a responsible manner. People with core qualifications 
are capable of self-management. 
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The identification of these core skills shows that this value of social skills is as 

'important as cognitive and technical qualifications in the work environment. 

Juan Rade of Digital has identified four basis skills required for working in the new 

type of organisation. These include: 

1. Literacy - work-processing, report-writing, electronic mail, etc. 

2. Numeracy - capacity to budget, use spreadsheets, make projections, control 

accounts, etc. 

3. Graphics - represent knowledge, communicate, share and educate. 

4. Search and retrieval - find information, sources of knowledge, build networks of 

knowledge around a given area and create and maintain databases. 

This focus on the anewa literacy and numeracy is complementary to the aold" literacy 

and numeracy identified by the University of Leicester as essential requirements for 

participation in the education system. This brings me to consider the training 

requirements of those who are not currently in any work organisation - the 

unemployed. 

Training Requirements of the Unemployed 

It is clear that because of our very high levels of unemployment and our great 

increase in educational participation over the last decades, many of those who are 

unemployed have high levels of educational qualification. However, many have not, 

especially the older and the long-term unemployed. To have any hope of gaining 

employment in modern organisations or creating their own business, and these 

people will not only require the noldn numeracy and literacy but also the new 

versions and the computer-based versions as well. Should we therefore not be 

directing our training strategies for the unemployed in these directions? Would 

there be a better outcome if we focused more on developing these fundamental 

competencies? 

An Employability Strategy 

Such a strategy would have the advantage of adopting an employability strategy 
rather than focusing on employment creation. The State recognises its limitations, 

despite its best efforts, in addressing the employment problem. 
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However it can take a more direct role in creating employability. Through taking 

appropriate action in the educational area/training sphere it can increase 

employability. 

The development of the fundamental competencies as indicated above would 

increase the adaptability of the educationally disadvantaged unemployed. It would 

enable them to acquire skills which would be valuable in any employment situation 

and furthermore would make other more vocationally oriented training accessible. 

(5) Implications for Education and Training 

Much of what we have discussed has implications for how we educate and train. 

New Emphasis In Training 

The emphasis on the new learning organisation has significant implications for those 

engaged in training. The shift in location of training - less in the classroom or 

training department and more on the shopfloor, will test the ingenuity of those 

engaged in training. The new role envisaged for the training function sees it 

operating in a new Dhands-ona mode, sharing in decision-making, an ever-present 

component of the production function. The emphasis on smart production in the 

services - like the learning organisation - emphasis the value of the employee to the 

enterprise. The employee is not just one who can benefit from training but who has 

much to contribute to knowledge about his/her work. 

Educational Objectives 

All of us engaged in training and education at all levels must, from time to time, ask 

ourselves if our educational objectives are valid for our time and the future. Are we 

developing the core competencies that people require to function well in tomorrow's 

world? I will not attempt to answer this question prospectively. However, 

retrospectively, I think we have failed large sectors of those people who are now 

unemployed - especially those who are trapped without qualification and in many 

cases without adequate skills in the Dolda literacy and numeracy. Perhaps we 

should now redress that wrong - perhaps that is the role for FAS? A successful 

strategy· of this kind WOUld, in addition to providing people with the core 

competencies for work, make a strong contribution to their quality of life. 
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It would help to remove some of the insidious barriers which suppress and divide 

our society. 

Guidance, Counselling and Transparency of Qualifications 

As the study undertaken by the University of Leicester shows, there is an urgent 

need for better guidance and counselling facilities in the context of education. This 

is especially the case for people who are in families where there is limited 

experience of the educational system. As also indicated by that study, employers 

are often uninformed about the meaning of qualifications. While employers have a 

responsibility to inform themselves in this respect, those responsible for designing 

new qualifications and labelling them have a responsibility to do so in a coherent 

fashion in order that the qualifications may be understood and valued. A 

qualification that has no currency in the market-place, for whatever reason, is 

effectively not a qualification. 

The Education and Training System 

Examining the educational system and training it is clear that up to recently the 

focus has been on developing certain sectors of society, certain age and gender 

groups. Clearly there is a need to review what is being offered to people who in 

many ways never got a 'first chance' at education. Furthermore the needs of society 

require an educational and training system that is continuously upgrading our 

knowledge and challenging our horizons. We need to look at: 

• range and level of courses being offered 

• relevance of course design and content 

• accreditation procedures and credibility 

• appropriateness of the delivery of courses as well as the teaching methodology 

o linkages and alliances between the new innovative adult education programmes 

and the formal educational and training systems 

• critical role of educational guidance and counselling 

Key elements in Creating a Continuum of Learning 

In creating this continuum we need to create a network - the building blocks of 

education and training - which will form both the foundation and the structure of the 

education system. 
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This means that we have to look at ways of offering a range of programmes at: 

• different levels 
• different starting points 
• different stages of people's lives 

This entails 

• increasing access to programmes and making it a reality. In facilitating access 

we have to consider the psychological barriers as well as the physical and social 

barriers 

• building an education and training infrastructure that creates a network in the 

community with education and training institutions. This requires an imaginative 

and innovative approach by all involved. In creating this infrastructure a 

partnership must be developed between the providers, learners, communities, 

employers and trade unions. 

All third-level institutions have a long-term self-interest in this approach. The key 

issue facing Irish as well as other European societies is economic and social 

cohesion. The impact of technology has obliterated opportunity for all but the most 

qualified. Now when adults or early school-Ieavers have not got access to further 

education they face a bleak future bereft of options. In a climate of concern and 

criticism about the nature of duration and in an era of restricted state resources, it 

behoves us all to look beyond rigid and territorial responsibilities as perpetuated in 

the system, to the challenges of society which transient all lines of distinction. Such 

is the nature of partnership - such is the call we must heed for all our future 

endeavours. Stated on an optimistic note, we need to support the proposition that 

the complex schooling system from early childhood to second level to third level 

institutions as well the wide variety of training initiatives can be strategically 

reconceived, restructured and dynamically integrated to help realise the promise of 

Irish life in the 21st century. 

Accreditation Systems 

The Green Paper in Education addresses to some extent the issue of accreditation 

and certification. The proposed increased flexibility in terms of modularisation, and 

certification of such modules enhances opportunities for further education for adults. 
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However, the need for accreditation of learning and training is extensive and the 

'existing routes for such accreditation are mostly based in third-level a'cademic study . , .

and vocational training. 

I would welcome the provision, within a unified national structure, of a recognised 

accreditation system for all adult education courses and training courses at both 

second-level and third-level, and including both vocational and non-vocational 

courses. The importance of holistic education needs to be recognised in this 

system. In the context of 300,000 unemployed people in the country, many with no 

foreseeable opportunity of employment, the importance of offering an alternative life 

experience through creative educational experiences cannot be under estimated. 

There is enormous potential her~ for the development of relevant accreditation 

which 

• has credibility 

• is standardised 

• links with a European system in Ireland and other countries of Europe 

We have an unique opportunity now with the prioritising of the Structural Funds to 

address these issues. All training schemes should be considered for accreditation 

and have linkages into the educational system. The Trade Unions invert a lot of 

their resources in the training of their members. These courses could be externally 

certified giving members of the Trade Union credits that can be used throughout the 

educational system. Likewise training within companies can also be certified giving 

added value to employers and companies as they too can accumulate credits. 
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(6) Conclusions 

The Challenges Ahead 

The major challenges confronting the Irish economy are the growth of competition 

within the EU area and the high level of unemployment. To meet these challenges 

we have to increase productivity in our existing enterprises and to increase the 

employability of all the labour force. 

The Learning Organisation 

In manufacturing enterprises it has been demonstrated that the model of the 

learning organisation has considerable relevance. This model emphasising the 

interrelated nature of learning, work and productivity focuses the contribution each 

member of the enterprise can and must make if productivity is to be increased. This 

strategy is not however something that can be added on to an organisation like a 

new gadget or machine. It has implications for the distribution of power within 

organisations and probably will raise issues about ownership and reward 

distribution. More immediately it will alter standardised role patterns within 

organisations. Managers become facilitators, line-managers will become coaches 

rather than controllers and trainers will come closer to the production process. 

The Smart Service Sector 

Organisational strategies which place an emphasis on the learning ability and 

knowledge of the individual employee are not confined to the world of 

manufacturing. It was shown that considerable thought needs to be given to the 

productivity of the service sector in the more developed economies because of the 

increasing concentration of employment in that area, the relative low productivity 

and low pay of the employment, and the need to avoid the growing division of the 

populations of developed countries into groups of rich and poor. 

The utilization of capital to increase productivity in the service sector has limited 

value. The emphasis here must be on the human capital, providing people with the 

opportunities and incentives for working smarter. Where service jobs are taken 

seriously - not just the knowledge-based services - but even the so-called "mop 
swinging" jobs - we can gain in productivity. 
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Required Worker Characteristics' 

Coping with and benefiting from the changes that organisations have to confront will 

require that workers have the ability and willingness to learn, to cooperate and to 

make decisions. To continue their educational development, they must have the 

required qualifications for access to training. It is clear that the skills which require 

priority are not only the cognitive skills out also team working ability, preparedness 

to accept responsibility, and the ability to see jobs through. 

Employability 

In referring to the problem of unemployment the concept of employability was 

advocated. It was suggested that many of the unemployed, especially the long-term 

and older unemployed people, may not have the core skills which enable them to 

compete for jobs or create their own jobs in today's working environment. It was 

considered that a training strategy for these people might be most effective if it 

focused on these core skills - the new and the old numeracies and literacies. The 

acquisition of such core skills would be of benefit in themselves and would render 

further training options accessible. 

The Responsibility of Educational Institutions 

Institutions in the educational and training fields have a responsibility to ensure that 

their teaching methods and educational objectives are relevant in the organisation of 

today. They must establish linkages with the world of work to ensure they are in 

touch with the needs of the market place. This is a two-way process that could be 

greatly assisted by joint R&D and joint innovation ventures between education 

training and industry. All qualification-awarding bodies have a responsibility to 

ensure that their qualifications are relevant and known and understood in the market 

place. Failure to address this issue will undermine the value of the entire 

qualification process and the value of institution-based learning. 

Beyond the Organisation 

The paradigm of the learning organisation clearly has implications that go beyond 

the boundaries of any organisation. It has implications for our teaching methods 

and objectives at all levels. 
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It points towards new interorganisational linkages, between one production 
organisation and another, between educational and business organisations. 'In 
essence it is based on an old truth that in some contexts we have forgotten that 
people learn best by doing. However it repackages this old truth and places it on 
the top of the agenda for the transformation of the contemporary organisation. 
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In this paper I explore the growth and development of nursing research 
in Ireland, and some of the issues that currently concern it. Before 
starting that exploration I wish to say something regarding the purpose 
and scope of nursing research. 

Nursing research is important as we strive to make nursing practice 
research based, we devote whole conferences to it! The focus of all 

. nursing research is to improve nursing care by establishing a knowledge 
base for practice. Florence Nightingale had a similar goal - in 1859 she 
wrote: 

"In dwelling upon the vital importance of sound observation it must 
never be lost sight of what observation is for. It is not for the sake of 
miscellaneous information or curious facts, but for the sake of saving 
life and increasing health and comfort." 

Nightingale, F. 1859 
Notes on Nursing, Harison, London. 

(cited in Goodman 1989). 

Today, the goal of nursing research remains focused on the 
improvement of patient care. A debate has taken place and continues to 
take place about the scope of nursing research. One point of view is that 
nursing research should be confined to studies which directly relate to 
nursing practice. (see American Nurses Association 1981, p.2 definition). 
I suggest that this is a narrow view of nursing research which could 
place the study of many factors, such as educational preparation and 
management, which indirectly affect nursing care, beyond the scope of 
the nurse researcher. For instance, my own work on student nurses 
indicated how aspects of the students preparation for practice failed to 
prepare them for the empowering partnership role needed in health 
education. This had a very direct effect. on their approach to patient 
care (Treacy 1987). 
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Consider the broader definitions of nursing research more appropriate 
to the open spirit of enquiry necessary for nursing research. Treece & 
Treece in (1977) defined nursing research as the study of 

"the breadth and depth of the discipline of nursing the rehabilitative, 
therapeutic, and preventive aspects of nursing, as well as the 
preparation of practitioners and personnel involved in he total nursing 
sphere. " 

Bums & Grove (1993, p. 4) state 

"Nursing research is defined as a scientific process that validates and 
refines existing knowledge and generates new knowledge that directly 
and indirectly influences nursing practice." 
I feel that these broad definitions are appropriate to the continued 
development of nursing research in the 90s in Ireland while recognising 
the need for nurses to undertake research on topics directly affecting 
nursing practice if nursing research is to realise its full potential for 
improvements in patient care. I think it is important to acknowledge 
the management and later educational focus of much of the early 
research work in nursing. However it is also important to acknowledge 
that this imbalance arose because early nursing research was not 
undertaken by nurses and even when undertaken by nurses was not 
directed by nurses. We can see this imbalance reflected in Irish nursing 
research. Two of the earliest pieces of work which I know of, 
Hanrahan's (1968)study of staff nurse shortages undertaken in the last 
sixties as part of her M.Soc.Sc. in UCD and the Attitude Survey of Irish 
Nurses undertaken by McGowan (1979) are a reflection of this 
imbalance. Both were studies of nurses. Hanrahan's work was 
commissioned by the Irish Matrons Association, and McGowan's by the 
Working Party on General Nursing (1980). 

The first nurses in Ireland with degrees studied in a variety of 
disciplines and the award of a degree in nursing only became possible 10 

Ireland from 1986 when the old Nurse Tutor Diploma was upgraded to a 
Bachelor of Nursing Studies. As nurses get opportunity for higher 
education studies in nursing, more practice based research would 
emerge. 
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Lelean (1980) and others have indicated the needs of nurses in relation 
to research knowledge, she .. ~~~tes that preparation is needed at 4 levels: 

1. Clinical nurses need to be able to read and assess a research 
report and make an evaluation of its use and relevance to practice. 

2. Nurse managers need to be able to utilise research findings in 
their work and act on ethics and research committees. 

3. Nurse teachers need to be able to utilise research findings in their 
teaching and develop a questioning enquiring approach in their 
students. 

4. Nurses who make a career in research will need to acquire a 
specialised expert knowledge of nursing research and be able to 
lead, undertake and advise on research projects. 

The knowledge of research that clinical nurses and nurse managers 
require is referred to as research awareness or research mindedness. It 
is important to explore what this means. I would like you to reflect on 
these terms, and decide what they suggest to you. 

Goodman states: 

"The research aware nurse is one who can find and comprehend 
research literature and apply its findings to her areas of practice" (p.95). 

Understanding of the term research awareness is important because it 
can seem to refer simply to the nurses' recognition of the need for 
research yet when we examine what these nurses are expected to do as 
research aware nurses we begin to appreciate that they need knowledge 
and understanding of research methods, an ability to read a research 
report (and I'm not suggesting that this can be accomplished quickly, 
easily, or at one sitting) as well as the ability to utilise knowledge 
related to herlhis area of practice. Nurse teachers also need research 
awareness but need more extensive knowledge for their key role in 
teaching research based practice. Goodman (1989) states: 

"The research based education curriculum is one that not only draws on 
available research as a basis for teaching but also encourages a 
questioning approach in the student." 

The preparation for those who will- make a career in research must 
involve access to third level education and opportunity to gain research 
expertise at levels appropriate to their needs. However all nurses need 
to be able to read and assess a research report and make some 
evaluation of it in relation to their practice. 
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Having explored the purpose of nursing research and nurses' role in and 
preparation for research I will now examine progress in nursing 
research in Ireland. Given the absence of funding progress . has been 
considerable. 

In assessing the development of nursing research in Ireland I think it IS 

useful to explore it with reference to the World Health Organization 
(1966) framework for the development of nursing research. The 
framework includes three main areas namely, 

l. Opportunity to become research aware and to develop research 
workers. 

2. Facilities for dissemination and exchange of information. 

and 

3. Funding. 

All three are interrelated but I will address them separately. 

l. Education 

The provision of education in research methods was left largely to third 
level institutions most particularly the Faculty of Nursing ReSI which 
from the late 70s ran short diploma courses in research methods for 
nurses. These courses were also extended to some of the regions 
through a system of local centres. Outside of the higher education sector 
An Bord Altranais also provided short research appreciation courses. 
Courses were also provided as part of in-service education programmes. 

In UCD research methods was introduced as a subject on the nurse 
tutors diploma programme and this was extended to include a 
dissertation under supervision when it became a degree programme in 
1984. Outside of these courses which focused specifically on nursing a 
small number of nurses have obtained degrees of Master's level in 
disciplines such as, Education, Psychology and Sociology. This gave some 
nurses varying levels of expertise in research methods and often 
allowed them to undertake small pieces of research under supervision. 
This is similar to what had happened in the UK a couple of decades 
earlier. 

Although there is no cause for complacency, progress . has been made in 
research education for nurses. In 1980 one nurse in this country had 
obtained a PhD. (Scanlon, 1966). By 1987, this had doubled (Treacy 
1987), and 1993/94 saw two nurses awarded PhDs (McCarthy 1993; 
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Cowman 1994). and nurses may now study for a PhD in nursing in the 
same institution. From personal knowledge I can say that a number "of 
nurses are currently studying at Master's and PhD levels. Unless nurses 
study outside Ireland these degrees are generally in disciplines related 
to nursing. The first two nurses with Masters' degrees in Nursing 
graduated from UCD in September of last year (Casey, 1994; Kevelighan 
1994). So far the nurses who pursued higher education have a 
background in education and intend to continue careers in that field but 
that too is changing. Currently of our four Masters students in UCD two 
are at the staff nurse grade and one has her sights firmly on a career in 
clinical nursing. 

In January 1992 the UCD Bachelor of Nursing Studies programme was 
expanded to meet the needs of clinical nurses and offered on a part
time basis. The Faculty of Nursing RCSI commenced a similar part-time 
programme in October 1994. Plans are also well in hand to provide a 
distance learning degree for registered nurses from October 1995. All of 
these programmes offer modules on research methods and focus 
students on critically reviewing nursing research. The current plans for 
academic accreditation of basic nurse education programmes present 
more opportunities for the creation and development of research 
awareness 10 student nurses. 

Many nurses in Ireland have undertaken research methods courses and 
are to some degree research aware. However this has been achieved 
with a small amount of organisational support and a lot of personal 
motivation, financing, and commitment on the part of nurses. 
Educational programmes need to continue to be developed and funding 
IS required. 

2. The dissemination and exchange of information relates to four 
main areas, the publication of nursing work, indexing of nursing 
research, access to material in libraries, and attendance at 
conferences and meetings. Publication is possible in Irish journals 
most especially Nursing Review Journal of the Faculty of Nursing 
RCSI which I was involved in setting up in 1982. The purpose in 
setting it up was to assist in dissemination and exchange of work 
undertaken. These Irish journals are important as they allow for 
publication of small scale pilot studies and literature reviews 
which might not be published in international nursing journals. A 
small number of Irish nurses have been published in the 
international nursing press. 
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All nurses in the country now have access to international indexing 
systems. This is through the excellent service provided by An Bord 
Altranais, which also provides an indexing service of articles published 
in Irish journals. However, much nursing research work in Ireland is 
not published because it is very small scale or authors do not identify 
the importance of publication, or the burden of preparing an article for 
publication is too great given other demands on the nurses. An Bord 
Altranais also promotes dissemination of research in providing its 
excellent current awareness service. Contents pages of every journal 
stocked in An Bord Altranais' library are sent at regular intervals to 
subscribers and orders taken by post for photocopies of material. 

The Irish Nursing Research Interest Group (INRIG) was established in 
?l975 and has played an important role in facilitating exchange and in 
disseminating information through its local groups, regular meetings 
and annual conferences. Other conferences including this one today 
(established in 1982) have played important roles. 

The dissemination of research information needs to be improved in 
Ireland especially in the area of publication and in the development of 
hospital library services. Nurses need to look for and make use of 
library services at a local level. Nurses who undertake research and 
critical reviews of the literature need to be encouraged and supported 
in publishing material. They also need opportunity to exchange 
experiences and results with other nurses locally at ward/unit/hospital 
meetings, and at conferences and study days. 

3. Funding 

The nursing service constitutes a large part of the health service in 
Ireland. Because of its potential one would assume that appropriate 
funding for the development of that service would be made available. 
Yet, apart from An Bord Altranais' provision of library services, funding 
provided from central and other sources has tended to be for one-off 
research projects. For example McGowan's work, my own 2 pieces of 
work on nurse staffing (funded by the Irish Matrons' Association, and 
the Department of Health respectively Treacy 1988; 1990), and Wynne's 
(1993) work on Stress and Nursing which was funded by the Irish 
Nurses Organisation. In general the development and promotion of 
nursing research has been left almost entirely in the hands of the 
nursing profession at the level of education programme provision. 

Evidence of funding can also be seen in the structures set up to support 
nursing research. 
In 1980 the Working Party Report on General Nursing recommended the 
establishment of a nursing research officer in An Bord Altranais. Bridin 
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Tierney was appointed and occupied the post until her retirement in 
1991. During' her time she -undertook research promotion activities,-" ',,:., , 
running study days, research awareness courses, and left a legacy in the 
expansion An Bord Altranais' library. Unfortunately the Research post 
in An Bord Altranais has not been filled since her retirement. This 
should be rectified. 

In, 1981, the then Minister for Health made a commitment to investigate 
the feasibility of setting up a ,nursing practice research unit to 
investigate nursing practice and the provision of annual fellowships to 
allow a small number of nurses to train as nurse researchers (News 
item, Nursing Times 8th November 1981 p. 1906). At the time this gave 
hope to nurse researchers but the commitment was never realised. The 
Department of Health has funded a very small number of studies but 
this research has been one-off and not part of an overall nursing 
research programme. It has also provided some funding for other ad 
hoc isolated projects (Research & Development posts) which can 
contribute to the development of research and/or research based 
practice. 

Funding for nursing research is available from: The Health Research 
Board and the National Rehabilitation Board (both advertised awards 
recently). These organisations provide funding to undertake post
graduate studies and more large scale projects. Nurses may apply for 
funding but most compete with other professionals for resources. This 
is becoming less difficult as nurses get some research expertise. (4 
nurses now have PhDs and many have Masters' degrees but competition 
for these scarce resources will always be great and some funds need to 
be set aside especially for nursing research. In addition, to the 
foregoing, nurses have access to small bursaries which can assist 
towards studies or small research projects. For nursing research to 
develop in Ireland today Nurses need: 

1. Access to research monies particularly earmarked for nursing 
research. This funding should be sufficient to allow them to take 
time out to acquire research expertise and undertake relevant 
nursing research. 

2. There should be a planned central approach to nursing research so 
that the continued development of nursing research is coherent 
and organized. There is need for a centrally funded nursing 
research department in the Department of Health which can 
advise on research training, research projects, and allocate funds 
for nursing research. 
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3. Third level institutions involved in the education of nurses need to 
explore. their changing role in . the development of nursing 
research most especially as the graduate nursing population grows 
with the provision of part-time degree opportunities. Nurses on 
courses and others should continue to be encouraged to undertake 
critical reviews of the literature to help set the scene for the 
implementation of research. 

Clearly the movement that exists for nursing research is essentially one 
that is driven by the nursing profession. While this has its advantages 
it also has disadvantages, an absence of central funding has meant that 
no coherent planned approach has been taken to the development of 
nursing research. Researchers including myself have tended to pursue 
personal interest or undertaken fragmented pieces of research on 
isolated topics depending on the availability of funding. 

Nurses in Ireland need to come together to discuss and plan for the 
development of a framework to support nursing research, and the 
nursing profession needs to make its case for the funding of nursing 
research. 

The development of nursing research in Ireland has taken or has been 
forced to take a different route from· that of the UK. While we share 
similar concerns in relation to research methodologies best suited to the 
study of nursing, issues in relation to research education for nurses, 
gaps in research on nursing practice and, utilization of research findings, 
the base from which we are attempting to develop research based 
nursing practice is very different. 

Before concluding this paper I will look briefly at one of these areas -
the utilization of nursing research. When discussing this topic it is 
important to remember that not all research should be implemented in 
practice. Wilson-Barnett et al (1990) see a problem in relation to 
research utilization, namely the need for more 'high quality' research on 
clinical practice and getting nurse researchers to focus on practice 
issues. Tierney (1987) states that it is wrong to assume that all 
research can, or should, result in straightforward and immediate 
prescriptions for practice. This is an important point. Studies must be 
replicated so that a knowledge base can be built up. Tanner (1991) 
suggests guidelines for the implementation of research stating that what 
is needed is a systematic and comprehensive assessment of the 
potential use of research in clinical practice. This assessment should 
include a focus on: 

1. Clinical Relevance, its appropriateness to clients, setting etc . 

... 
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2. Scientific Merit, this means Exploration of the quality of the 
research addressing questions like does justification ·of· study· 
made sense? Is there sufficient method and logical rigour for the 
reader to believe the results and conclusions? 

3. Evidence of replicability which allows for some confidence 10 

generalizability of result. 

Published overviews of research can play a most important part in this 
process and should be encouraged. Critical overviews of research 
literature are a feature of many of the research methods programmes in 
Ireland today and it is anticipated that this will contribute to research 
utilization. 

In discussing research utilization a distinction can be made between 
research implementation and utilization. Implementation refers to the 
actual transferrance of research findings to nursing practice, something 
that leads to an improvement in practice. This is also referred to as 
"Instrumental utilization" (Capan & Rich cited in Tanner). Utilization 
can refer to less tangible changes in ways of thinking and attitudes to 
practice. Closs & Cheeter (994 )note that many research projects "may 
extend the ways that nurses think about what they do, how they relate 
to the people they care for, and generally stimulate more reflective and 
questioning attitudes." Without direct evidence of utilization, we have 
no assessment of the effects of this on nursing practice in Ireland, and it 
may not be possible to assess this.. In the UK and USA research 
implementation has been a focus in some studies and there is an 
awareness that research implementation is a complex process involving 
more than nurse education and research work. (Horsley, et al 1983, 
Department of Health, n.d.) We should be aware that there are barriers 
to the implementation of research. For example Funk et al (1991) writes 
about four main areas which give rise to barriers when implementing 
nursing research. These are as follows: 

1. Characteristics of the adopter. (This refers to nurses' research 
values, skills and awareness.) 

2. Characteristics of the organisation. (This refers to barriers and 
limits within the setting e.g., is there administrativel physician 
support? How well does the culture of the organisation support 
innovators? 

3. Characteristics of the innovation. (This relates to the presentation 
and accessibility of the research for example, implications for 
practice may not be clear, reports/articles may not be readily 
available. 
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Funk et al suggest that decisions to adopt do not occur spontaneously 
and that. a series of. sequential stages are passed through namely.
knowledge' acquisition, persuasion, decision, implementation, and 
confirmation. That nurses may be helped through these stages is 
demonstrated in the work of Hunt (1987, UK). Hunt (1987) describes a 
two year project in which as research liaison officer she facilitated a 
group of nurse teachers to bring about changes in teaching and nursing 
practice. She used workshops and study days to disseminate 
information. Hunt's approach was to some degree successful in 
implementing research findings in policy and care. Her work showed 
that individuals need to be involved in the decision making process and 
that involvement of clinical staffs and persuasive reasoning is necessary 
to obtain results (Wilson-Barnett et al 1990). 

This work points to the complexity of research implementation in 
nursing practice. Some of the factors described in these publications 
may be employed in introducing research based practice in selected 
areas. Walsh & Ford (1989) have indicated the extent of ritualistic 
nursing practices in the UK, on anecdotal evidence similar scope for 
change exists in Ireland. (Topics for research implementation in some 
areas might include oral temperature taking, pressure sore prevention, 
continence promotion. However, the UK and USA work demonstrates 
that resources are needed not just to undertake research but to 
implement research. Support for clinical staff is an important part of 
the process of research utilization. 

In this paper I have attempted to give a feel for how nursing research 
has developed in this country. I know that I have not indicated every 
small innovation that has taken place, there were just too many! What 
I can say without a doubt is that nursing research is a development led 
very much by the nursing profession and this needs to continue to be 
the case. 

To conclude, 

1. The single most important factor holding back the development of 
nursing research in Ireland is the absence of funding. We must 
seek central funding for nursing research, education, and for 
research work. 

2. In undertaking research we are in a position to learn from and 
build on work already completed 

we should replicate research and 

undertake and publish critical overviews of the research. 
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3. We must continue to. review and provide research education 
developments in nurse education. The proposed partnerships 
between Schools of Nursing and third level institutions should be 
utilized to the full to assist this. Nurses at all levels must have 
opportunity to avail of research education programmes. 

4. Postgraduate studies under nurse supervisors should be 
developed so that nursing research relevant to clinical practice 
will be undertaken. 

5. We should follow up critical overviews of research topics, and 
research work exploring implementation of relevant research to 
areas of practice. 

Much has been achieved to date but much remains to be done. 
Whatever approach to further development we adopt funding and 
forward planning is necessary now. Let us start the discussion as to 
how we should proceed. 
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The 

ROYAL 
HOSPITALS 

"RESEARCH ... FROM IDEOLOGY INTO PRACTICE" 

_ROBERTA BURTON, 
NURSING DEVELOPMENT UNIT FACILITATOR 

THE ROYAL HOSPITALS 
BELFAST 

This paper describes how the audit cycle/ process was used to facilitate the 
implementation of research based practice in a major teaching hospital. 
Audit is defined by the Oxford English dictionary as " a formal examination or 
settlement of accounts " and is of Latin derivation, coming from the noun 
AUDITUS ( hearing) and the verb AUDIRE(to hear) .. 

We are all aware of our responsibility to be able to justify our interventions 
through research. In 1972 the Brigg' s Report gave official sanction to nursing 
becoming a research based profession. Brigg's advised that" research into aspects 
of nursing was necessary if the profession was to shape its own future. "(1) How are 
we to shape our own future? Nursing research is almost one quarter of a century old 
yet it has generally failed to influence practice.(2). Because most interventions have 
not been subjected to scientific scrutiny nurses are at a disadvantage in the workplace 
they cannot demonstrate that their clinical decisions positively influence care 
outcomes.(3) 

The Northern Ireland ( NI) Strategy for Nurses ,Midwives and Health Visitors 
explicitly promotes research based practice by saying " research based practice 
within the profession should be fostered ... " (4) 

Ritualistic and traditional practices have kept nursing a subservient profession. 
Practice which is built on a sound scientific foundation allows us to speak with 
authority. 

However ,often, while the concept is adopted the practical reality is very different. 
Nurses working in the Royal Hospitals recognised that there was a dichotomy 
between theory and praxis. To close that gap we used the audit cycle as a bridge 
over which we hoped to successfully cross. 
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Audit and research are NOT the same thing. Mrs Eleanor Hayes, while Project 
Nurse at the Department of Health in NI ,gave two definitions which made this 
difference clear. 

FIRSTLY:-
Audit is finding out if what should have happened did happen ,while research 
is a process of investigating the facts or principles on a particular subject.(S) It is 
detective work in other words. Think how Hercule Poirot or Sherlock Holmes 
systematically investigated facts and principles in pursuit of knowledge which 
would convict the criminal ... painstaking , laborious investigation. Nurses wanted to 
find out ifwhat SHOULD be happening (research based practice) WAS happening 
(the audit process). 

By deciding to use audit we planned to make Nursing research an established part 
of patient care, to bring research out of the shadows right into the clinical area and 
to the" hands- on" practitioner. Research would become a pragmatic, empirical 
activity with relevance to every nurse. 

Thus, research based practice became, with other areas, part of the audit agenda. 
The agenda also included:-

* An audit of Care Plans 
* An audit of pain management 
* An audit of Primary Nursing 
* Others 

There is a sense in which every practitioner has an account to settle with the 
patient. We have promised to deliver:-

* Excellence 
* Individualised , knowledge based care , founded on research. 
* Creative, innovative nursing which produces positive outcomes. 

Research must always be work directed towards improving patient care. 
We are accountable to the patient for this quality of care. Accountability is a 
now familiar term. 

HOW WE HA VE USED THE AUDIT CYCLE AS A TOOL 

The audit process has been described as a cycle offour stages. The first stage in 
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the cycle is setting a standard. A standard is quite simply a measure serving as a 
basis ( example) to which we should conform (6) Standards of care written by nurses 
responsible for patient care, enable nurses to be explicit about the quality of care they 

intend their patient to receive (7). A written standard does this by describing in 
a concise, measurable way the resources needed, the process of care and the expected 
effect for patients.In applying this principle to what we were trying to do a group of 
nurses met to set a standard which promised patient care which was founded on 

research .. 

Firstly we defined our objective " Practice is research based ". That was the easy 
part ; remembering that a standard must be measurable we said that " by December 
1994 each ward / unit is able to demonstrate at least one area of research based 
practice" We specified ONE area simply so that staff already pressurised at ward 
level would not feel intimidated by the standard and feel it was unachievable. 

So far , so good! We were still at the rhetorical stage .. how would we implement 
the standard ... how could we communicate the standard to all staff? One of the main 
reasons for setting explicit standards is to let every member of the ward team know 
what is expected of him / her and to raise the level of care to the highest possible 
standard. 

ACTION IMPLEMENTATION •.. SECOND STAGE OF THE CYCLE 
• A copy of the standard was sent to all wards and departments 
• Each unit was asked to identify one area of practice which they felt needed to 

be researched 
• They were asked to carry out a literature search / discuss the findings at ward 

level/replicate the study at local level if necessary implement the findings if 
relevant. 

A special form was designed and distributed to every ward which served to identify 
their interest and to specify intended action. 

DATA COLLECTION •.. THE THIRD STAGE OF THE CYCLE 

All wards were asked to return their forms to the steering group by December'94 
data collected was measured against the standard and outcomes recorded. 

OUTCOME AND ACTION 

The final stage of the cycle is dependant upon what the data shows e.g an extensive 
literature review on the dressing of gun-shot wounds showed the possibility that 

the way th~y were being dressed may not have been the best way. This led to 
changed practice. 

Again an extensive literature review on the use of contact lens sterilising solutions 
found that existing practices were not killing the acanthoemoba bacterium. 

ACTION WAS TAKEN AND PRACTICE HAS CHANGED. 
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These are just two examples of outcomes and the action taken. Effective outcomes 
always use results oriented verbs such as INCREASE, DECREASE, REDUCE, 
MAINTAIN ,EXPAND, ELIMINATE, IMPROVE. 

e.g .Research based practice has increased patient satisfaction 

Research based practice has reduced the number of wound infections by 30% 

Research based practice has eliminated infections caused by the acanthoemoba 
bacterium for contact lens wearers 

The setting of standards helps us to define what we are accountable for and puts 
us in a better position to attribute the success of our outcomes on our interventions(9) 

The setting ofa standard for research in the ROYAL HOSPITALS fosters research 
awareness , promotes individual and team responsibility , encourages research 
literacy and lessens the tendency to view research as esoteric and belonging to 
remote academics. 

The Royal Hospitals have been audited by both the TOP DOWN and the DYNAMIC 
APPROACH We have used the DOH(NI) "Frameworkfor Audit" but use 
other approaches also, including Organisational Audit and Quality Circles .. 

The main thrust of this paper is the implementation of research based practice and 
another important outcome of this is the initiation of a pre-admission teaching session 
for women having major gynaecological surgery. 

The Gynae ward staff, in the Royal Maternity Hospital , through research, were 
aware of how adequate information given pre-operatively to patients influenced 
post operative experience of pain , post- op recovery generally and contributed to 
better outcomes for the patient. 

There is a wealth of literature on the subject, the best known being Jack Hayward's 
II lnfomudion- a prescription for pain II. He writes" evidence exists to support 
the contention that when patients have a clear idea of events appertaining to their 

treatment, the incidence of disruptive symptoms is reduced II. (10) 
Other researchers support this. 

With this in mind and supported by the literature a pre- admission programme was 
initiated. The aims of the clinic major on the facilitation of measures taken to reduce 
stress, to optimise pre-admission health and to speed recovery. 
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The sessions have been running for over two years now and an evaluation in 1994 
showed positive benefits including a high degree of patient satisfaction. It is 
interesting to note that the primary nurses can tell which of their patients have 
been to the sessions and which have not been to the sessions. Their level of anxiety 
is markedly reduced. The pre-admission sessions are multi-disciplinary and have input 
from nurses ,physiotherapists and dietitians. 

This innovative practice is nurse led and evolved from the marriage of the Audit 
cycle and the Research process. 

To use an analogy, the audit cycle has propelled us along the road to research based 
practice. We have used the four stages of the process:-

• Setting the standard 
• Implementing the standard 
• Monitoring and measuring the standard 
• Actioning outcomes of the standard. 

By using the audit process we are helping to show whether research is ideological 
or real, whether we are paying our account to the patient in full , how we are using 
scientific enquiry to build up a body of knowledge unique to nursing. Francis Bacon 
said" KNOWLEDGE ITSELF IS POWER". Through knowledge we can make 
our practice more powerful, more rational and more effective. 

T.s.Eiiot wrote "Between the idea and the reality, 
Between the motion and the act 
Falls the shadow". 

In the Royal Hospitals we have attempted to lift research out of the shadows 
of passivity and disinterest into the reality of day to day nursing. By doing this we 
are honouring the contents of a philosophy which promises to pay the patient 
on demand .. EXCELLENCE as his basic right. 
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TWEN1Y-FOUR HOURS ON A SURGICAL WARD: THE USE OF A 
SOCIOGRAM 

CHRISTOPHER MAGGS, BRIAN MILLAR AND CHARLES LAUGHARNE 
NURSING RESEARCH UNIT, UNIVERSIlY OF WALES COLLEGE OF 

MEDICINE 

This paper discusses the use and findings of a sociogram carried out in a busy surgical 
ward in a large general hospital. The sociogram was used as part of a larger study 
designed to develop a co-operative care environment within an area of the ward, that 
concerned with vascular surgery. The sociogram was used within the co-operative care 
study to explore issues such a patient/staff'interactions, privacy, and dignity. 

The vascular surgery unit, like many hospitals and units across the United Kingdom, is 
faced with accelerating health care costs, ever more complex medical technology, 
increasingly restrictive economic constraints and growing public awareness and 
involvement in health care issues. In an attempt to come to terms with today's difficult 
health care environment, the vascular surgery unit agreed to participate with us in the 
implementation ofa patient-driven model of health care known as Co-operative Care. 
Co-operative care is both a conceptual and a practical approach to patient care which 
focuses on the integration of a patient and their family into the health care team. 

The Co-operative care initiative represents a significant change toward the 
restructuring of the vascular surgery environment. Perhaps the most significant change 
was to be the way both health care professionals, patients and their families viewed or 
thOUght about health care in order to promote a more person-friendly, participatory, 
quality focused approach. 

Co-operative care has three essential characteristics: 

1 Patients and their family are viewed as active participants in care 
2 The patient and family are viewed as integral members of the health care team 
3 Patient and family caregiver are encouraged to become self-determining and in 

control of their health care needs. 

A number of authors have noted that a move from provider to patient-driven care 
requires a transformation in thinking or a paradigm shift for the provider (Boston, 
1994; Porter-O'Grady, 1993). It is precisely the health care professionals, patients and 
their families change process from a traditional approach to a patient-driven approach 
that is of interest in this study. 

A sociogram may be described as a graphic presentation of sociometric data 
(Sarantakos, 1993). It is one way of recording observed physical movement and 
interaction over time because it has been suggested that there is a relationship between 
physical movement and the intentions of the actors to perform specific tasks or roles. It 
is important to note the use of the term 'intentions' since sociograms have little or 
nothing to do with 'time and motion'. 
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Plans of the ward were obtained and modified using a computer programme. The 
layout of the beds was drawn by hand onto the plans. With the permission of those 
involved, a pilot study was carried out to record the movement of staff over an eight 
hour period in part of the unit. All staff were recorded on a single plan, with one sheet 
of the plan covering one hour. The pilot study showed that the recording method 
worked and that the observers were not intrusive and were acceptable to all on the 
ward, including patients and carers. Preliminary analysis showed some interesting data. 
For example, a blanket bath by a single nurse involved some 60 'trips' around the bed. 
The movement of nurses was 'haphazard', in contrast to the medical staffwhich 
seemed 'purposeful'. The ward was also used as a thoroughfare by team members and 
the time spent on the ward varied according to profession. 

These issues were reported back to the ward team and permission was obtained to 
carry out the full 24 hour study. As a consequence of the pilot study, it was decided to 
record the movements of the different professionals separately. Data for each group
nursing staff, medical staff, therapy staff - were recorded on separate data sheets over 
each hour of the 24 hours. The pilot study had been carried out in one section of the 
unit; the full-scale study would cover two-thirds of the unit area and more observers 
were recruited and trained in the technique. 

The presentation includes pictures of the results of the sociogram which plotted 
movement throughout the designated 24 hours. The main findings will be discussed in 
detail in the presentation but the following issues are worth noting: 

• Things start early on a surgical ward: - The picture shows the period from Sam 
until 9am. which consists mainly of bed-making and preparing a single patient for 
specialist X-Ray. 

• The drug round. How many times can you go round a bed?: - The same time 
period, in a smaller part of the ward. The picture also shows that a bed-bath takes 
over 60 journeys! 

• Here's looking at you, Doc!: - The next hour saw the Medical Round. If they had 
got any closer, the patients might have been able to see their name badges. 

• One Way Traffic: - The ward is a throughway for medical staff 

• Evening routine: - The drug round combines with the observation round. 

• Nursing the environment: - The Evening cleaner arrives. What gets cleaned and 
what does not is obvious - but why, is a mystery. 

Concluding remarks 
Even within a caring ward environment, committed to providing a patient-focused 
service, many visits or journeys are task-related. This may have to do with the ward 
design but it also has to do with the way illness and the ill are regarded. The medical 
gaze may mean more than looking at a patient from the end of a bed but there is clear 
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evidence here that all professionals seem to spend a long time as far away from the 
patient as it is physically possible to get. 

The use of a sociogram has been invaluable in confronting dedicated professionals with 
evidence that, to others, their care is partial. It has provided a useful educational tool in 
developing awareness about the real meanings and implications of patient-focused 
care. It has been challenging and, at times, upsetting for the staff. It has, however, led 
to staff taking charge of change and looking for better ways to take care. 
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SCREENING FOR DEVELOPMENTAL DYSPLASIA OF THE HIP. 

Trainor B.P. SRN ONC SCM. Haugh P.E. SRN ONC. 

Johnston A.F. BSc Dip N RGN. Moreland W. SRN ONC. 

Kernohan W.G. PhD. 

Musgrave Park Hospital, Green Park Healthcare Trust, Belfast. 

INTRODUCTION 

Congenital dislocation of the hip is a condition where the head of the femur does not sit properly in 

the acetabulum. The traditional title, "Congenital dislocation of the hip", is a misleading term as it 

implies the condition is always present at birth. Clinical experience has shown however, that the 

condition can develop in hips that were normal initially, hence the term "Developmental Dysplasia of 

the Hip" (OOH)l is now being used. The exact causes of the condition are unknown but some 

children are more at risk than others, for example those with a family history of DOH or joint laxity, 

breech delivery, females or first bom2. Every year, between two and three children per thousand are 

born with abnormal hip joints. 

If the condition is detected early, treatment in an abduction splintage is all that is required, giving 

98% success rate. If diagnosis is delayed then treatment is more complex, requiring hospitalisation, 

traction, operations and plaster casts with no guarantee of a normal hip. As early detection is 

essential it is important to have a well organised screening programme. 

At present, the screening for OOH relies on the physical examination of all children. The OrtolanP 

and Barlow tests4 are currently used to detect the condition in neonatal screening. Experts suggest 

that these tests are very subjective and require a high level of skill to be able to detect the 

abnonnaiityS. A non-invasive, computerised device known as the Belfast hip screener can, through 

vibration arthrometry, detect and analyse signals. This can aid the examiner by removing the 

subjectivity in interpreting the findings in the hip joint6•7• 

In order to execute a good test the child should be warm, well fed, relaxed, and placed on a firm 

surface. To perform the Ortolani test, the hips are gently abducted with controlled upward and 

inward leverage with the tips of the fingers over the head of the femur, so that if the hip is dislocated 

it can be lifted back into the socket and a clunk will be felt. This test will detect the dislocated hip. 

However, not all affected hips are dislocated. Some are dislocatable, that is they are in joint but due 

to joint laxity can be moved in and out of the socket. As the Ortolani test does not detect this 

abnormality it is essential that all examiners also perform the Barlow test. This test requires 
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adduction and gentle stress to see if the hip is dislocatable, the hip is then abducted to relocate it in 

the socket, and again the clunk will be feh. . . . 

The examiner uses minimal force when stressing the hip as evidence shows that excessive force can 

actually produce an abnormalityS. Neonates are routinely examined at various intelVals in the 

maternity hospital and in the community with various personnel responSl'ble. In a previous study a 

range of examiners were selected and video recordings of their examination techniques were 

captured in order to assess their performance. The recordings were made with the person examining 

both a training model that simulates a dislocated and dislocatable hiplO ("Baby Hippy", Medical 

Plastics Ltd., Texas) and a live neonate. 

The results of this study showed that preparation of the baby prior to testing was inadequate as many 

examiners tested the hips with the infant ~~g on a soft surface which is not ideal. The Ortolani test, 

or a variant, was carried out by most of the examiners, but many performed an inadequate test. The 

examiners did not smoothly abduct the hips but used a "stirring" manoeuvre with the hand "cupped". 

This meant that the fingers were not over the head of the femur making an accurate detection of an 

abnormality unlikely. The Barlow test was omitted by the majority of the examiners and therefore 

the dislocatable hip would not be detected. From this study it was evident that there needs to be 

extra training in the skill element required to detect these abnormalities. 

Heahh visitors have been identified as important examiners as they assess babies and young children 

regularly and have an opportunity to obselVe for signs of DDHll. In view of the apparently poor 

performance of the examiners in the previous study, a pilot study was performed to assess current 

screening practices of health visitors and to evaluate the effects of extra training on practice. This 

paper descn'bes the ability of staff to perform these tests both before and after intensive training in 

the techniques. 

METHOD. 

Local ethical committee approval was sought and granted because of the need for human subjects in 

the training. The study was divided into three phases: firstly, obselVation and evaluation, to assess 

the ability of the health visitors to perform and interpret the standard clinical tests; secondly, a series 

of intensive training sessions, and thirdly, a repeat of the first phase to assess the effect of this 

training on practice. 

Managers in the community were approached and three health visitors who routinely examine babies 

for DOH were selected to participate in the study. Babies under eight weeks of age were selected 

from the health visitors' caseload. A video camera was used to record tests carried out firstly on a 
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baby and then on the baby hippy. In addition the baby hippy was attached to the Belfast hip screener 

using accelerometers to record vibrations;'"This machine was able to classify any vibrations produced 

by the hip as ''normal'' or "abnormal". The screener was operated by a research nurse and both the 

nurse and health visitor were "blind" to each others' findings. The health visitor then examined two 

further babies. A second research nurse noted the examination technique to check for repeatablity 

on the three neonates. 

The second phase consisted of eight half study days where the health visitors were attached to 

various departments: Orthopaedic Surgery for theory and practical experience; the radiology 

department to observe ultrasound and radiography of hips; a childrens' orthopaedic clinic to observe 

the regime for screening and examining the suspicious cases; a childrens' orthopaedic ward to 

observe the various stages of treatment for the late diagnosed cases; and the maternity ward for 

experience in the examination of neonates. The Ortolani and Barlow tests were demonstrated on the 

baby hippy by a research nurse. This was followed by a period of supervised practice using the baby 

hippy to allow the health visitors to gain experience in the feel of an abnormality. They were then 

supervised at several of their routine baby clinics examining babies of various ages until they felt 

competent in the execution, detection and interpretation of the tests. 

The third phase was the re-evaluation phase and took place three months after training and was the 

same format as phase one. The video recordings taken in phase one and three were replayed to an 

independent expert examiner along with a standardised form so that a numerical score (one at worst 

and five at best) could be assigned to each component of the test. The observer was presented with 

the video in random order so that the identity of the Health Visitors and whether it was recorded 

before or after training was unknown. 

RESULTS. 

When the performance was compared before and after training there was a marked improvement 

post training. The health visitors in phase one had a mean score of three for the type of surface they 

placed the baby on to be tested, as they all used a soft surface which was incorrect. In phase three 

after training they used a firm surface and obtained a mean score of 5. It is important to perform the 

test on a settled baby and in phase one they scored a mean of3.3 while in phase three an attempt was 

made to settle the baby and a mean score of 4. 7 was achieved. 

The Ortolani test was scored according to hand position, amount of force used and the overall 

technique. The results (fig 1) show a marked improvement after training. The problems before 

training were that even though all health visitors attempted the test, a "stirring movement" rather 
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than smooth abduction was used, fingers were not directly over the head of the femur and the hands 

were "cupped" around an over flexed leg. 

The Barlow test results for hand position, force and overall technique (fig 2) also showed a marked 

improvement. In this study, only one of the health visitors actually attempted this test prior to the 

training course, and performed this poorly. The increased scores on the video assessment of the 

health visitors is reflected by the increase in the diagnostic accuracy on the baby hippy after training 

(Fig. 3a, 3b.). Ideally we would have liked the health visitors to have been able to detect all the 

possible abnormalities in the baby hippy but on observing one health visitor in phase three we 

realised that due to small fingers she found it difficult to maintain her fmgers over the head of the 

femur and relocate the hip back into the socket. An alternate way of examining was adapted, 

whereby the examiner uses an underneath approach described by Cole10, thus allowing good contact 

over the head of the femur. 

The results from the Belfast Hip Screener reinforce the video findings, and confirmed whether or 

not the femoral head had been dislocated and reduced during the examination. This confirmed that 

the health visitors did pick up the abnormality after training and not just remembered which hip was 

abnormal. The health visitors were consistent in their technique of examining babies before and 

after training independently of whether a correct technique was employed. 

CONCLUSIONS 

Video recording have been used in many fields for self evaluation and discussionI2•13• In this study 

the video was useful in capturing the health visitor's technique for later evaluation by an 

independent observer. Following the training there was an improvement in preparation of the child 

prior to testing in that a firm surface was used and the examiner attempted to settle the child. The 

Ortolani and Barlow test were both performed so therefore both the dislocated and the dislocatable 

hip would be detected. The three health visitors who participated in the study felt more confident in 

their approach to DDH screening. The trainers realised from the study the need to teach learners 

both types of hand position, so that examiners with small hands can position their fingers over the 

head of the femur and relocate an abnormal hip. 

The study highlights the need for more time to be allocated to the initial training of student health 

visitors and regular updates for practicing health visitors so they maintain their skills in DDH 

screening/surveillance. Though we had selected only three health visitors the change in their level 

of performance was significant and it is possible to conclude that this enhanced training opportunity 

is valuable. A larger study would be required however to establish the optimal duration and extent 

of training. 
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Helicobacter Pylori in Children 

INTRODUCTION 

Helicobacter pylori (H. pylon) is a spiral bacterium which lives aImostexclusively in gastric 

mucosa. It is known to cause gastritis and peptic ulceration (Yahav et al1992); indeed it is 

estimated that approximately 95% o( duodenal ulcers are associated with H. pylori infection. 

Furthermo~ the organism has been implicated in the causation o( gastric can:inoma (Blaser 

1992) and gastric lymphoma (Hussell et al1993). 

The organism is becoming inc~asing1y ~cognised as a cause o( morbidity in chil~n. 

Whilst peptic ulceration in paediatric practice is uncommon, epigastric pain and tenderness, 

nausea and vomiting are frequent presenting complaints. In addition it has been suggested 

that H. pylori gaStritis is a cause o( childhood reCUD'ent abdominal pain (Oderda et al1990, 

De Giacomo et al1990) 

Since evidence is accumulating that H. pylori infection may be frequently acqu~d in 

childhood by close person-to-person contact, (or example with parents and siblings within 

the home, the investigator set out to determine the extent o( clustering o( this bacterium 

within households using non-invasive techniques that are ideally suited to the extended role 

o( the nurse. 

The aims o( this ~sean:h project were to determine: 

1. the extent o( clustering o( H. pylori within (amilies, and 

2. if whole household eradication o( H. pylori reduces the risk o( reinfection in chil~n. 

METHODS 

Patients:The parents and siblings o( 48 chil~n known to have H. pylori gastritis we~ 

invited to participate in the study. A1l48 chil~n, aged 2 to 13 years, had been investigated 

by the paediatric surgeons at the Royal BelEast Hospital For Sick Chil~n. Thirty six 

chilmn p~sented with symptoms o( epigastric pain, abdominal tenderness, nausea or 

vomiting. In this group o( patients H. pylori gastritis was diagno~ed by upper gastrointestinal 
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endoscopy and gasbic biopsy under general anaesthesia. Four children had concomitant 

peptic ulceration. The remaining 12 patients presented with non-specific recutTent 

abdominal pain and the presence of H. pylori was established by detecting anti-Helicobacter 

antibodies in semm and demonstrating active gasbitis using the carbon-13 urea breath test. 

The parents, siblings and other persons (grandparents, lodgers etcetera) residing within the 

48 households were recruited for the non-invasive investigation of H. pylori gasbitis. 

Dia,gnostic methods; The method used to diagnose H. pylori gasbitis in family members was 

the carbon-13 urea breath test. This non-invasive test can be pedormed on an out-patient 

basis and is ideally suited to the extended role of the nurse. 

Carbon-13 is a stable, non-radioactive isotope. Following ingestion of carbon-13 urea, the 

enzyme urease, produced in abundance by Helicobacter, splits the urea into ammonia and 

labelled carbon dioxide (13C02). The latter is absorbed into the general circulation and 

exhaled. A sample of the patient's breath is collected and analysed by mass spectrometty to 

detect carbon-13. The carbon-13 urea breath test is a highly accurate method of diagnosing H. 

pylori gasbitis (specificity and sensitivity 98% and 99% respectively [Cacoulis et alI991]). 

Family randomisation; The 48 families were randomised into two treatment groups; in the 

first group, the index case alone (ie the original symptomatic child) received anti-Helicobacter 

therapy; in the second group all infected members of the household were treated for H pylori 

infection. The first line therapy used was bismuth subcitrate, metronidazole and amoxycillin 

for two weeks. Four weeks after completion of the treatment regime eradication was 

confirmed by repeating the breath test. H eradication was not achieved following "triple 

therapy·, omeprazole and clarithromycin were prescribed for two weeks. The index case was 

followed up at six and twelve months by means of the carbon-13 urea breath test. 

Ethical approval was granted by the Research Ethics Committee of The Queen's University of 

Belfast. 
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RESULTS 

Intrafamilial clustering of the bacterium was recorded in 44 of the 48 families recndted 

representing an intrafamilial clustering rate of 91%. Within the families, 32 of 40 fathers 

(80%), 32 of 44 mothers (75%) and 67 of 106 siblings (63%) were breath test positive for H. 

pylori. Failure to eradicate the organism occurred in nine index cases. Of the remaining 39 

families, 20 were randomised into the treatment group, with all breath test positive members 

receiving Helicobacter eradication therapy. The remaining 19 families were randomised into 

the non-treatment group whereby only the index case was treated. 

Follow-up carbon-13 urea breath tests at six and twelve months revealed that only one index 

case child had become reinfected with Helicobacter pylori. This child's household had been 

randomised into the non-treatment group. 

Figure 3 Prevalene of H.pylori infection within households and among family members. 
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DISCUSSION 

The discovery of H. pylori within the last decade has revolutionised the diagnosis and 

management of gastroduodenal disease in adults and children. There is growing evidence 

that the infection is acquired at an early age (Webb et al1994, Cullen et al1993) most 

probably person to person spread by close bodily contact. Oustering within four families has 

previously been reported from our own unit. In these cases it was demonstrated that the 

same strain of H. pylori infected family members (Bamford et al1993) strongly suggesting 

spread of the organism between family members. In this study I have demonstrated that 

clustering of the infection within families is extremely common (91%). The fact that almost 

two thirds of siblings were infected is further evidence of acquisition of infection within the 

family at an early age. Nevertheless it would seem that close bodily contact is not the only 

factor. Of 40 manied or cohabiting couples, in 15 (37%) only one partner was infected. Since 

none of the subjects in this study had previously received specific H. pylori eradication 

therapy, one could assume that in 37% of married or cohabiting couples, H. pylori has not 

been passed from one partner to the other by close bodily contact .. Some other factor(s), as 

yet unknown, must contribute to Helicobacter acquisition. 

Despite the high prevalence of H. pylori in the adult population worldwide and in children 

in Northern Ireland, reinfection following eradication of the organism appears to be 

uncommon. Of the 39 symptomatic children successfully treated, only one child had become 

reinfecled with a follow up ranging from 6 months to 1 year. Whilst this child belonged to a 

household which had been randomised into the "non-treatment" group, one obviously could 

not conclude from this data that whole household eradication is warranted. Indeed, given the 

apparent low reinfection rate, treating the whole family would seem inappropriate. This 

could not be said of other household infections spread from person-to-person such as 

threadworm infestation. 
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The role of the Paediatric Nurse; 

This research has highlighted the role of the paediatric nurse in the diagnosis and 

management of gastroduodenal disease in children. The carbon-13 urea breath test is an 

excellent non-invasive method of diagnosing H. pylori gastritis and may be an alternative to 

endoscopy in children in whom the diagnosis is suspected. The breath test can be penol'Dled 

on an out-patient basis and is completed within 45 minutes. The results are available within 

48 hours. Endoscopy in children, on the other hand, usually requires general anaesthesia and 

endotracheal intubation not to mention the potentially unpleasant psychological 

ramifications of a hospital admission (albeit on a daycase basis). The National Association 

for the Welfare of Children in Hospital (N.A.W.C.H. 1989) advocates considering the child as 

a 'whole' person with both physical and psychological needs and The Children's Act (The 

Department of Health and Social Services 1989) gives legislative approval to such an ethos. 

We as nurses must take on board these concepts and incorporate them into our everyday 

practice. No child should be asked to endure any undue dicomforl. Hence the carbon-13 urea 

breath test w9uld seem preferable to endoscopy and gastric biopsy as a diagnostic technique. 

Detecting anti-Helicobacter antibodies in serum is an alternative to the breath test but 

obviously requires venepuncture. Furthel'Dlore, since antibodies persist in the circulation 

after eradication of the organism, a serological antibody test cannot be used to confirm 

eradication (unlike the breath test). 

With the recent NHS refol'DlS calling for greater efficiency (Griffiths 1983, NHS Management 

Board 1988) the use of the carbon 13 urea breath test makes economic sense since at £30 per 

test and is almost 10 times less expensive than endoscopy plus laboratory services. This 

could be a major saving for the NHS in the current economic climate. 

The scope of professional practice encourages nurses to cany out procedures for which they 

have been trained and in which they feel competent. With this in mind the carbon-13 urea 

breath test is ideally suited to the extented role of the nurse. 
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CONCLUSION." " 

The exclusion of H. pylori gastritis in children presenting with upper gastrointestinal 

symptoms is becoming an increasingly important aspect of paediatric medicine and surgery. 

The carbon-13 urea breath test can be performed on an out patient basis with less trauma to 

the child, it is cost effective and is ideally suited to the extented role of the paediatric nU1'Se. 

It is therefore an ideal solution to the investigation and management of the dyspeptic child 
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DRESSING TECHNIQUE REVISITED 
E.M.Ward . RNT. RGN. RSCN 

James Connolly Memorial Hospital, Dublin 15. 

INTRODUCTION. 

On first examination of the research relatlng to 

wound care it quickly emerges that there is a 

plethora of llterature relatlng to all aspects of 

same. Further study reveals. however. that much 

of it relates to the use of antlseptlcs (1.2.3.4.5.6) 

and other topical appllcatlons ranging 

(7.8.9.10.11) In complexity from sugar (':.8) to 

Phenytoln (9.10.11). Llterature relatlng to the 

advantages of specific dresslng materlals abounds 

(12.13.14.15). These aspects In my view. 

comprlse the advanced level of wound care. The 

basic level. simple dressing technique. does not 

appear to be addressed In any depth In the recent 

llterature. 

Purpose: 

. The purpose of the review Is to Identify 

prlnciples of optimum dressing technique to 

form a basis for education and practice. 

The traditional procedure for dressing wounds 

had between 82 - 113 steps (see Appendix I for 

example). Hardly surprlslng. therefore. that all 

nurses observed dresslng wounds by researchers. 

deviated from the taught procedure to some extent 

(16). Many of them deviated considerably. Among 

the steps from which frequent variations occurred 

were hand washlng and drying and picking up 

forceps. 

This prompted three questions which the llterature 

review will attempt to address:-

I. Is It possible to simplify the dresslng 

procedure? If so 

54. 

2. 

3. 

Is It possible to work from principles based 

on sound research ? 

How can student nurses be enabled to 

lnternallse the Importance of adequate 

hand washlng ? 

THE IlBALlNG PROCESS. 

Prior to discussing wound care. a brief descrlptlon 

of the heallng process Will be conSidered In 

relation to a Simple surgicalinclslon. 

The inflammatory response involves 

vasoconstrlction and clot formation. followed by 

vasodilatlon and leakage of wound exudate which 

cleans the wound by auto-debrldement. This lasts 

24 - 48 hours approXimately. The prollferatlve 

phase follows. In the presence of collagen fibres. 

which are manufactured at this stage. budding 

capillaries emerge and forin a network (granulation 

tissue) which is bathed In plasma exudate. 

Epithellal cells start mlgratlng across the plasma 

fiuid supported by the granulation tissue. The 

optimum temperature for these processes to occur 

Is 370 C (4). This stage lasts from about the 

second to the fifth day. Finally. in the re

modelllng phase. eplthellallzatlon extends and 

collagen continues to be deposited. Its fibres In 

the wound are reorganised and the nature of the 

scar Is determined. 

ClUTBIUA FOR. mEAL DRESSING. 

In order to optimize conditions for wound heallng 

to occur the following prlnclples should apply. 

Characterlstlcs of the Ideal wound dressing (15). 

I. Non adherent. 

..... 



2. 

3. 

4. 

5. 

6. 

7. 

s. 
9. 

10. 

11. 

Impermeable to bacterta. 

Capable of malntalnlng a high humidity at 

the wound site whUe removlng excess 

exudate. 

Thermally insulattng. 

Non toxic and non allergenic. 

Comfortable and conformable. 

Capable of protecting the wound from 

further trauma. 

ReqUires lnfrequent dresslng changes. 

Cost effective. 

Long shelf llfe. 

AvaIlable both in hospital and In the 

communlty. 

CURRENT DRBSSING PROCEDURE. 

The traditional practlce of exposure to the air both 

dries the wound and lowers the wound 

temperature (4). Both of these factors delay the 

heallng process. 

The present sltuatlon Is that most wrttten nurslng 

procedures stut Include routlne cleansing and 

dressing of wounds despite the fact that the 

following problems have been Identified In 

relation to this: 1. Cost. 2. Interference with 

normal heallng processes. 3. Bacterial reSistance. 

4. Sensitization. 

COST. 

The material cost of wound care for a slmple 

appendicectomy would be reduced by 33% by 

1mplementing practice based on research as 

above. 

INTERFERENCE WITH NORMAL HEALING 

PR0CB88ES. 

COlTON WOOL BALLS. 

Cotton wool balls shed fibres onto the wound 

surface and can result in the following:. 

1. The fibres becoming embedded into the 

granulatlon tissue thus acting as fOCi for Infection. 
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2. A foreign body reaction may be stlmulated 

thus prolonging the Infiammatory phase of healing 

and so delaying the heallng process (21). 

In relation to I" and 2 above non-woven swabs are 

now avallable which avoid these problems. 

TEMPERATURE OF SOLtrnONS. 

A study on mitotic activity under different 

temperatures found the optlmum temperature for 

heallng was a constant 370 C (19. 20). 

FORCEPS AND GLOVES. 

Dressing forceps. apart from being cumbersome 

and clumsy. may cause the patient paln If not 

actual damage (23). 

Recently wound cleansing has come under close 

scrutiny and there Is broad agreement among the 

experts now that wounds should only be cleansed 

when absolutely essentlal and that the cleansing 

should take the form of lITigation rather than 

swabbing. (12. 21. 22). 

The llterature demonstrates that It is gentler on 

heallng tissue thereby causing less pain and not 

Interferlng with the healing process. 

SOLtJTIONS. 

Another area of consensus Is relatlng to solutions 

used for trrtgatlon. Those recommended' are 0.9% 

saline or water In the form of a shower.(30) 

Other experts (31) recommend slmUar cleaning for 

wounds. healing by first Intention and (32) 

advocate the showertng of granulating wounds with 

plain warm water for 10 - 15 seconds. 

The following problems have been associated 

with the use of antlseptlcs:-

1 . Slowing the rate of eplthellallzatlon 

across granulation tissue (2.3.5). 

2. 

3. 

4. 

5. 

Inactlvation on contact with body fiulds. 

Sensitization or allergies (2. 21). 

Increasing bacterial resistance (2.3.21). 

Possible increase In antibiotic resistance 

( 15). 



6. Alteration of the nonnal flora (commensal 

organisms) thus allowing more Virulent 

organisms to dOminate (21). 

In addition to the above there are Instances In the 

literature of fatalities resulting from use of 

hydrogen peroxide (6) and Iodine (3), (33), but as 

many papers have already been written on the 

subject I do not propose to deal In depth with them 

now. 

BANDWASBING. 

Handwashlng Is described as the single most 

Important procedure for preventing nosocomial 

infection. Despite this, the literature demonstrates 

Inadequacies In quallty and quantity of 

handwashlng by nurses of all grades in surgical 

wards (35, 36). 

FACTORS INBIBrl'lNG BAlmWASBlNG. 

The most Important factors Inhibiting handwashlng 

have been Identified as Inadequate training (38), 

'busyness' (39) Inaccessible sinks (40) and 

harsh soaps .As an educatlonallst I w1ll address 

the Issue of Inadequate training later In this paper. 

It Is probable, that If the 'busyness' factor If 

addressed by a shorter rationalised procedure, 

this would make time for adequate hand washing 

practices. If properly internalised through 

appropriate education, these would become the 

norm. I wllI return to this point shortly. 

MATBRIALS WED FOR IlANDWASBDfG. 

In this section I propose to examine the materials 

provided for handwashlng In terms of:-

1 . Their effectiveness In the removal of 

reSident and transient micro organisms. 

2. Their acceptablllty to nurses. 

Pure llquld soap from a dispenser effectively 

removed transient bacteria but did not perform 

well against the resident organisms. However, a 

comblnatlon of pure liqUid soap followed by a 

'hand rub' Hlblsol (Chlorhexldlne 0.5% In 70% 
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Isopropyl alcohol wtth emolllents, lei Limited) was 

found to be highly effective against both types of 

organisms In addition to being less harsh on 

hands (35). The Hlblsol hand rub has the 

additional benefit that It can be placed on a trolley 

conveniently and used, without touchIng the top 

with fingers, during dressings. Often It may be 

necessary to touch unsterile equipment during 

dressing procedures and, In the absence of 

organiC contaminatlon Hlblsol can be used. It 

seems that In the event of poorly placed wash 

basins, this method of hand rinsing may Improve 

compliance. Finally, hand creams in dispensers, 

supplied In each clinical area would be an 

additional measure to alleviate the harsh effects of 

frequent handwashlng. 

TROu.BY8, 

The literature related to the cleaning of trolleys 

Indicates that Cleantng with A1cowlpes is stgnlflcantly 

more effectlve than using a 70% splrlt solution and 

drying with a paper towel (A1cowlpes are sheets of 

absorbent 18.5 x 14.2 cms saturated with 70% 

Isopropyl alcohol. Each wipe is folded 'concertina 

like' five times then folded In half and Is packed In an 

indiVidual foil laminated pack). Lawrence (41) states 

that this is perhaps because of stiffness of the towel 

resulting In creasing and hence fallure to contact the 

surface uniformly. 

PROTBCTIVE CLOTHING. 

Plastic aprons, therefore. should be worn to perform 

dreSSings and discarded after any Infected or dirty 

dressing. 

RECOMMENDED PROCEDtJRE FOR 

PERFORMING DRESSINGS. 

The steps can be reduced by over 50% In the 

areas discussed above. 

WORKING PROM PRlNCIPLBS. 

Among Hunt's conclUSions about the practlce of 

dressings In surgical wards, it was postulated that 



this rigid regime may have been taught In order to 

be rote learnt. rather than as principles to be 

understood. analysed. synthesized and applied 

(16). '"Working from principles can be equated with 

the definitIon of application as possessing the 

ability to Mcarry over Into (new) situations 

appllcatlons which the student never faced In the 

learning processM (46). 

One might well ask the questIon. Mif working from 

principles Is Indicative of a higher level of 

functioning why are nurses still using procedures?" 

It Is suggested that nursing like other professions Is 

emergtng from a historical sequence of trlal-and

error operatlons. a vocation with meagre. SCientific 

rationale to a profession which exercises judgement 

In the selective and artlstlc use of extensive 

knowledge (48). Nursing Is no longer seen as the 

performance of a number of tasks. but. as an actMty 

Involving the skill of assessment. goal setting. 

intervention. evaluation and above all communication 

(49). 

EDUCATIONAL IMPLICATIONS OF WORKING 

FROM PRINCIPLES. 

Nurse educatlon has to fulfil (better than It has 

been doing) Its basic task of preparing students of 

nursing to take on an Increasingly professional 

role (53).The goal of nurse education Is 

summarised as being to produce "compassionate 

competent. clinical practltloners who are capable 

of thinking logtcally and analytically about nursing 

and- Its problems and who are motivated to 

continue to do so(54).How can nurse educatlon 

enable students to develop these qualities and 

abUltles? 

Returning to the concern regarding the deviations 

from the taught procedure. during the performance 

of dressings. and In particular to those constituting 

Msuspected dangerous practices" as defined. (56) 
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the Issue of facUltatlng nurses to Internallse the 

value of hand washing wlll be addressed also. 

Firstly. In order to utillse discovery learning. two 

. workshops could be 'usecf'as follows:-

1. Worlalhop - The role of the hands In eros. 
infection. 

(a) 

(b) 

The teacher chooses an Innocuous mlcro

organlsm from the laboratory and apply It 

to a piece of lettuce. 

With the students sitting In a circle. one 

student Is asked to handle the lettuce and 

to shake hands with the student immediately on 

her right who then shakes hands with the students 

on her right and so on untU all students have 

shaken hands. 

(c) Then a blood agar plate of the fingers of 

the last student In the cycle Is taken. 

(d) 

(e) 

(0 

2. 

(a) 

(b) 

(c) 

This student washes her hands and a second 

blood agar plate of her fingers Is taken and 

labelled and all students wash their hands. 

The students have the responslbUlty for 

sending the plates with appropriate 

documentation to the laboratory and 

getting the results. 

They reflect In writing on these results. 

Workahop - BandW8llhlDg Technique. 

Dye Is added to the soap as In one of the 

research pieces (36). 

All of the students wash their hands In the 

usual way with their eyes closed. 

They reflect In writing on the dlstrtbutlonof 

the dye and Its slgntflcanee In their own 

case. 

The above two strategtes ought to ensure that the 

students become aware of the mechanism of cross 

infection and of their own handwashlng standards. 

S. Film and teet on cro88 Infection and 

princlplee and teclmlquee of hand washing. 



The next problem Is to show them various 

situations In nursing In which handwashlng would 

be appropriate. A fUm would be Ideal for this. 

This could be followed by a short item test. 

examining knowledge of principles of cross 

Infection and principles and techniques for 

handwashlng. 

The test should ensure students focus on the 

preceding film. 

TIme 1 hour. 

DISINCBNTlVES TO BANDWASBING. 

A facilitated discussion. where disincentives to 

good handwashlng practlces could be Identified. 

would be appropriate. In small groups the 

students could discuss the disincentives and 

suggest how they might be overeome. A plenary 

discussion could be held afterwards. in order that 

the group at large could benefit from any creativity 

within the smaller groups. By suggesting their 

own Ideas for minimising disincentives to good 

handwashlng practices. the students would feel a 

sense of ownership for the suggestions made and. 

thereby. a greater sense of commitment to th~m. 

This session would last one hour. 

With these strategies the total time devoted almost 

exclusively to handwashlng Is 3 hours. It may 

sound excessive. but on the basis of meaningful 

learning. It would help nurses to Intemallse the 

value of appropriate hand washing. This. 

according to the literature. Is the single most 

important step In performing dressings. 

MO'DVATION. 

Knowledge about dreSSings and wound care Is 

never static. It therefore behoves nurse educators 

to develop the students Internal motivation. to 

continue to thlIik logically and analytically about 

this and other aspects of nurSing. This would 

lead to a situation where the indIVIdual comes to 

depend on the self rather than to IdentifY with 
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others and to rely. when necessary. on personal 

standards Independently of external demands (59). 

External motivation. on the other hand. relates to 

more basic needs. I.e. safety and affiliation needs

which may be equated with the need to pass 

examination and to gain approval from ones 

teachers and colleagues. If safety and affillatlon 

needs remain unsatlsfied. the Individual cannot 

proceed to a level of self esteem and self 

actualization. 

LBARNlNG CLIMATE. 

Nurse teachers must create a cltmate. therefore. 

that Is psychologically safe for the learners. As 

regardS strategies appropriate to motivate students 

there Is broad agreement among psychologists that 

when motivation Is Increased so also learning Is 

Increased. 

CONCLUSION AND DISCUSSION. 

1. It has been demonstrated that a simpler 

procedure IS both possible and preferable In the 

light of the research examined. Many of the steps 

of the traditional procedure must be deleted as 

they have been shown. conclusively. to be 

unnecessary or unsafe. In addition they are not 

cost effective. 

2. The higher level of functioning associated 

with learning from principles would be 

appropriate for the Increased profesSionalism Is 

nurSing. However student centred educatlon Is 

vital to facilitate this change. 

S. Workshops. discussions and short item 

tests. would be appropriate educational 

strategies for addressing the problem of 

enabling student nurses to intemallse the 

importance of adequate handwashlng. For this 

to occur the atmosphere would need to 

provide psychological safety for the students. 

Although working from principles can be 

described as functioning at a higher level. perhaps 



there Is a place for having a procedure as well as 

prtnclples for the followtng reasons:-

1. TIme and motion studios for calculating 

patient dependency levels. 

2. Inexperienced staff may refer to the 

procedure. 

3. Practices In need of up-dating are readily 

Visible. 

This literature review has demonstrated how 

dressing technique. a fundamental aspect of 

wound care. may be up-dated. In addition. the 

case Is made for Improving nurses handwashlng 

practices through education. Emphatically, the 

education must be appropriate as It could be 

argued that the learning process, like the healing 

process needs an optimum environment to thrive. 
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"DO - NOT - RESUSCITATE" ....... . 
ORDER OR DISORDER? 

CHRISTINE HEATH RGN RM 
STAFF NURSE, CORONARY CARE UNIT 

HEATH 

INSTITUTION: ADELAIDE HOSPITAL, PETER STREET, DUBLIN 8. 

"Vex not his ghost: 0, let him pass! he hates him 
That would upon the rack of this tough world 

Stretch him out longer" (1) 
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INTRODUCTION 

Registered nurses, according to the Code of Professional Conduct for each nurse and Midwife (2) "should, 
when death is imminent, take care to ensure that the patient dies with dignity." The code also states that "each 
nurse is accountable for his or her practice." 

The review asks the question - are nurses and doctors so preoccupied with protecting themselves from 
litigation that they fail in their duty to care humanely for people who are experiencing the most devastating 
crises in their lives? 

Nurses and doctors face a population which is becoming more aware of medical issues and more aware of 
their rights. How can we, as professionals, maintain the trust and co-operation of patients and their relatives? 
Is it possible through dialogue and mutual understanding to come to terms with the issue of death and dying in 
health care institutions? 

The nurse's code states "A nurse shall be entitled to make known at the earliest possible opportunity to an 
appropriate person or authority any conscientious objection which may be relevant to professional practice." 
(2) 

This review is my conscientious objection to the way we, as professional nurses, are obliged to act inhumanely 
because of our failure to come to terms with the issue of death and dying in health care institutions. 

QUALITY OF LIFE: SANCTITY OF LIFE 

The medical tradition acknowledges at least two duties: 

"Sanare Infirmos" (to heal the sick) 
"Sanare Dolorem" (to relieve pain) i.e. to relieve the patient's suffering. (3) Medicine recognises a hierarchy in 
these duties, the first priority being "Sanare Infirmos". This hierarchy of duties characterises sanctity of 
(human) life ethics. (3) 

According to Cowley et ai, "Debates in ethics rage for millennia." (4) In ancient Greece and Rome, 
philosophers debated quality of life, sanctity of life, euthanasia, suicide, assisted suicide. The role of the 
physician in the care of the dying patient was also debated. (4) 

The Hippocratic authors advocated that physicians avoid treating incurable illnesses. They recognised the 
limits of the medical craft and advocated concentrating on alleviating suffering, rather than prolonging it and 
engendering false hopes. (4) 

Although there was much debate and disagreement in ancient writings, in general, quality of life was valued 
above quantity oflife. With the spreading of Christianity, the belief that sanctity oflife took priority was 
reinforced. (4) 

Sprung (5) describes changing attitudes and practices over the past thirty years. In the 1950s and 60s 
Cardiopulmonary Resuscitation was developed, in 1968 Brain Death was described and replaced the 
traditional heart and lung criteria for death. Advances in technology and practice sometimes caused great 
human suffering and the public's only recourse was to fight for its alleviation in the courts. Families fought on 
the grounds of quality of life of their loved one rather than hislher sanctity of life. 

Perhaps there is confusion in this regard. Fairbain (6) points out that western medicine seems to condone the 
therapeutic abortion of foetuses which are abnormal on the grounds that their quality of life would be 
compromised. On the other hand, medicine seems to apply the sanctity of life ethic to dying adults, keeping 
them alive as they suffer and perhaps long for death. 
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For whose benefit do we act? (6) 

THE NURSE AND DO - NOT - RESUSCITATE ORDERS 

Resuscitation is defined as "The Restoration of Maintenance of vital signs in an organism that is in shock or 
predictably will go into shock. It concentrates on normalising oxygenation, cardial output, and blood 
pressure." (7) 

Cardiopulmonary Resuscitation is defined as "The restoration of cardiac and respiratory function. This is 
most often required in the treatment of cardiac arrest and involves sternal compression and artificial 
ventilation. If ventricular fibrillation is responsible for the arrest, direct current countershock is usually 
necessary." (7) . 

As can be seen from the definitions, there is some difference between "Resuscitation" and "Cardiopulmonary 
Resuscitation." "Resuscitation" is a much wider concept and includes all treatments which help to maintain 
vital signs in a critically ill patient. . 

Therefore, if a doctor writes a "do - not - resuscitate" order, does he/she mean all resuscitative measures? If 
he/she means "Do not perform cardiopulmonary resuscitation," this is the order which should be written down. 

Nurses in Ireland may not administer an aspirin to a patient unless it has been prescribed accurately in writing 
by a doctor. However, with regard to an issue of the magnitude of CPR nurses are willing to act (or not to 
act) on an "order" such as NFR, DNR, not for 222, no CPR. Furthermore, nurses are willing to accept a 
verbal order passed on by another nurse allegedly made by a doctor. 

Dimond (8) discusses the legal aspects ofDNR orders in British hospitals from the nurse's point of view. She 
describes the confusion that exists amongst nurses regarding resuscitation orders, for example, does it matter 
that the instruction is not written? What if nurses use their own judgement thereby acting contrary to 
instructions ? 

Two principles must be taken into account: 

1. The courts in Britain do not recognise the concept of team liability. Each professional is accountable 
for hislher own negligence. 

2. Nurses can only in exceptional circumstances rely on a defence of "Obeying Orders." (8) 

Whether the nurse decides to obey or disobey a DNR order he/she must be prepared to accept personal 
responsibility for hislher actions. Ifhelshe obeys doctor's instructions and those then constitute a civil or 
criminal offence, then the nurse must realise that hislher actions may not be supported by nurse management 
or the health authority. This might also be the case if he/she refuses to obey doctor's instructions. (8) 

In Ireland, because there are no legal precedents, An Bord Altranais was unable to offer guidelines on this 
issue except to refer the nurse to the general guidelines of the nurses' code (2) and to hislher own hospital 
policy. 

Clinical Autonom\,: "The doctor feels that, since he has the ultimate responsibility for making clinical 
decisions affecting the management of his patient, no outside force must interfere with his "Clinical 
Autonomy." (9) 
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Nurses do not challenge a doctor's clinical autonomy, but believe that more communication regarding the DNR 
decision is required. (10, II) Nurses recognise the need to work in collaboration with other health care 
workers, but the medical profession appears hesitant about seeking the opinion of others. (10) 

In one study (10) in the UK, it was found that nurses believed that consultants should make the decision 
regarding DNR orders, but should involve patients and relatives. Stewart (11) suggests that the ideal system 
should include consultation with patients and their relatives and would involve much closer discussion between 
medical and nursing staff. 

This process could be extremely time - consuming for busy consultants who, in the past, were expected to 
make a unilateral decision. Because of the efficiency of the unilateral decision, consultants have not 
traditionally had to allot time to the collaborative approach, therefore, their time is filled with other 
commitments. 

As times and attitudes change, doctors and nurses may be obliged to work more and more in collaboration 
with patients and relatives. It is questionable whether the education of health care workers recognises the 
communication and counselling skills required for this approach. 

THE DOCTOR AND "DO - NOT - RESUSCITATE" ORDERS 

In Ireland, the Medical Council issues broad guidelines in regard to caring for the dying patient. It states; 

"Where death is imminent, it is the doctor's responsibility to take care that a patient dies with dignity and with 
as little suffering as possible." (12) 

The actual situation on the ground is that, in general, doctors do not write "do - not - resuscitate" orders 
because they believe that they would be compromising themselves if a court case ensued. Some doctors write 
DNR., NFR, or some other abbreviation in the chart. Other give verbal orders to a nurse, either in person or 
over the phone. Others avoid the issue completely. 

Because the medical profession avoids the issue in an effort to protect themselves, nurses are in the invidious 
position of having to resuscitate terminally ill patients or risk legal action. 

The Medical Council issues only broad guidelines. 
An Bord Altranais issues only broad guidelines. 
Hospital policies in general oblige the nurse to resuscitate patients unless a DNR order has been written. DNR 
orders are very often not written. 

When death is imminent, doctors and nurses have responsibility to take care that the patient dies with dignity. 
(2, 12) 

In the UK, the situation is much the same as in Ireland. One British study (13) indicates that in the absence of 
local guidelines about decisions on resuscitation, many crash calls are inappropriate. It stated that DNR 
orders were rarely written in the patient's chart, and that little communications concerning the matter occurred 
between doctors, nurses, patients and relatives. 

In the USA discussions of resuscitations v.rith patients and relatives, or both, occurs more frequently. Where 
legislation on resuscitation exists, such discussion is a precOJidition for writing "do - not - resuscitate" orders. 
(13) Through legislation the USA, the public is asserting its right to respect and dignify while in the 
vulnerable position of being a patient. 
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CONCLUSION 

An Bord A1tranais and The Medical Council (in Ireland) issue broad ethical guidelines regarding the dying 
patient. Neither body deals with the specific issue of resuscitating patients inappropriately. The nurses and 
doctors who are in direct contact with patients usually act so as to protect themselves from litigation. 

Consequently guidelines are needed but specific guidelines are also needed for different types of institutions 
and community health workers. In some area such as hospices and long - term - care geriatric units the issue 
might be relatively uncomplicated. However, in acute general hospitals, paediatric units and especially in 
critical care units, the issue is highly complex. It seems difficult for health care workers to make the transition 
from curative care to palliative care. 

Is it possible for Quality-of-Life to stand shoulder to shoulder with Sanctity-of-Life? Is it possible to give 
equal status to Palliative Care and Curative Care (and indeed Preventative Care)? Could we Cope with this 
apparently ambivalent approach? 

The Patient Charter formally enshrines the rights of the patient. The public is becoming increasingly aware of 
medical issues and their legal rights. Nurses and doctors are public servants with the power to influence how 
people are born and how they die. When this power is perceived to be abused it is not surprising that the 
public tum to the legal profession for protection. 

This issue is highly complex, there is no easy solution when we face it we face our own fears of death. 
Perhaps if nurses and doctors faced their own fears of death they would be able to empathise with the patients 
in their care. 

This review does not advocate that Ireland should follow blindly the American model, indeed it seems that as 
soon as a problem is solved, another more complex one replaces it. The Health Service serves the people of 
Ireland who have a unique and individual culture. The health service must reflect the plurality and 
individuality of our Irish tradition and the fact that we are members of a wider European Community. We 
must take responsibility for our own Health Care System. 

This review highlights the need for different groups involved in health care to understand and cooperage with 
each other so that a balance can be achieved. It highlights the needJor nurses to be assertive and to take 
responsibility for their own actions. It also highlights the necessity to continually give consideration to basic 
philosophies and values so that professional carers do not find themselves bewildered in the age of great 
scientific advance. As with many great scientific advances it is the "little people" who suffer the fall-out. 

"To be, or not to be: that is the question: 
Whether 'tis nobler in the mind to suffer 

The slings and arrows of outrageous fortune, 
Or to take arms against a sea of troubles, 

And by opposing end them ?" (14) 
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INTRODUCTION 

Today women are becoming more and more aware of their unique health 
concerns. They are branching aware from the title 'silent clientele' as MacIntyre 
in 1982 described the patient (1). Women are slowly acquiring confidence in 
their encounters with the medical prof~ssion. They are more knowledgeable 
about their bodies and bodily functions. They are less willing to accept 
prescriptions and treatment without question (2). 

With the introduction of medical teclmology it was inevitable that the 
system of care provision would infiltrate into midwifery practice. In an age of 
rapid tec1mological advance it is even more important that midwives are fully and 
completely confident in both practical skills and in their beliefs in the essential 
nonnality of the chils! bearing process (3). 

AIMS AND OBJECTIVES 

The aim of this literature review was neither to condemn or condone home 
births, but a means of communicating to women the choices available to them. 
The review takes a clearer look at the options open to women giving birth in the 
U.K., Ireland, Holland, Canada and the U.S.A. 

The review is an assessment of the role of the midwife today, emphasising 
that one of the fundamental roles of the midwife is as the guardian of nonnal 
midwifery and advocate of the pregnant and labouring woman. 

The definition of the midwife is outlined as adopted by the International 
Confederation of Midwives and the Intemational Federation of Gynaecology and 
Obstetrics in 1972 and 1973 respectively, and amended and ratified by the 
International Federation of Gynaecology and Obstetrics, 1991 and the W.H.O. 
1992. 

This definition of the midwife and midwifery practice highlights a complex 
and specialist role. The definition by emphasising aspects of the role relating to 
'prevention ... execution of emergency measures, detection of abnonnal conditions 
in mother and child, conducting deliveries on her own responsibility', highlights 
the degree of autonomy and independent practice afforded to the midwife. 

67. 



BACKGROUND AND HISTORY OF MIDWIFERY 

Historical1y, midwives have been in attendance since the begiIU1ing of 
time. This review traces midwifery from biblical days when the Old Testament 
made reference to midwives, who appeared to be knowledgeable and respected 
members of society (4), up until September 1936, when the last of the so-called 
handy women i.e unqualified birth attendants who assisted women in child birth 
were written about. Indeed in sixteenth and seventeenth century Britain women 
. of all classes were dependant on the midwife. 

THE CHANGING FACE OF MIDWIFERY 

The late sixteenth century saw the first significant change in the status quo. 
Tllis was with the introduction of the obstetric forceps by the Chamberlain 
brothers, two medical practitioners. Eventually, only poor women who could not 
afford obstetricians fees relied on the midwives care. In 1902, the first Midwives 
Act was passed. In 1927 only] 5 percent of births took place in hospital. In the 
early 1970's some women began to express dissatisfaction with the often 
impersonal care they received as a result of increasing technology, and their 
views were expressed through pressure groups (5). 

STATISTICS ON MATERNITY CARE IN IRELAND 

Several factors have influenced and affected the practice of midwifery in 
Ireland. Health statistics indicate many changing patterns in relation to births (6). 
There has been an increase in the number of hospital deliveries in the last thirty 
years with only 0.3 percent domicilary births taking place in 1988 in Ireland. 
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MIDWIFERY TODAY 

Midwifery in Britain is currently in a state of crisis (7). Pregnancy has 
become regarded increasingly as a pathological condition, a temporary state of 
illness in an nonnally healthy woman. One midwife writes that midwives are 
doing their best to condemn themselves to distinction. 

LOW INTERVENTION MATERNITY CARE 

It must be understood th,lt hospital care itself imposes certain risks i.e. 
iatrogenic complications. An assessment of at risk groups was constructed by the 
Analysts of the Survey of British Births in 1970 (8). This was entitled the Labour 
Prediction Score. 

A LOOK INTO THE OUTCOMES OF SOME HOME BIRTHS 

A a result of all the studies carried out on home births, the most significant 
conclusion reached was that "there is no evidence to support the claim that the 
safest policy is for all women to f,rive birth in hospital" (9). 

HOME BIRTHS: THE CURRENT POSITION IN IRELAND 

The Home Birth Centre is a voluntary organisation which was established 
in 1982 to provide infonnation and support to couples plaruling a home birth. -
One of its main objectives is to increase public awareness of birth as an natural 
event. It would also like to re-introduce domiciliary births into the general 
maternity services. Home deliveries in Ireland account for only 1 percent of all 
births in this country. 
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MANAGEMENT OF LABOUR: ACTIVE vs PHYSIOLOGICAL 

In his book "Active Management of Labour" Kieran O'Driscoll says "the 
most important single item in the management oflabour is diagnosis". If the 
initial diagnosis is wrong all subsequent management is likely to be wrong also. 

PAIN CONTROL IN LABOUR 

Morse and Park (10) discovered that mothers reported labour to be more 
painful when it took place in hospital. However, their partners considered the 
pain was greater when the wOl!len was at home. 

CONCLUSIONS AND RECOMMENDATIONS 

Midwives education and training a]]ows them to provide women with care 
and support throughout pregnancy, labour and the puerperium, and to recognise 
any deviations from the nonn which require referral to medical staff for advice 
and treatment. They are also trained to care for the new-born (11). Research has 
shown that in this country these skil1s are severely ·underutilised. 

The arguments to-date regarding the safety of home births are 
inconclusive. Of course, the psychological value to those who request home 
births cannot be measured. Although, only desirable for women of low risk the 
option of delivering at home must always be available. 

According to EU directives, a revision of the midwifery curriculum should 
be undertaken and a greater educational focus should also be placed on the role 
of the midwife in the community (12). 
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Episiotomies were introduced without research because it was assumed that a man-made cut 

would heal more quickly than a natural tear. Research has shown that tears heal better than 

episiotomies. (Owen, 1. 1988) 

Sometimes a tear is unavoidable, but an episiotomy is nearly always avoidable. Remember 

that (unless the baby is in danger) the rule for episiotomies is wait and then wait again and 

then wait some more (Flint, C (1991). Sensitive Midwifery) 

Definition 

An episiotomy is a deliberate procedure, an intervention in an otherwise normal delivery, 

which should only be carried out when there are definite indications that its performance 

could benefit mother or child, (Begley, C. 1986). 

Episiotomy is the most commonly performed obstetric operation. Although midwives in 

Ireland try to avoid episiotomy unless there was evidence that the perineal tissues were not 

fanning out well, it is now an accepted part of normal delivery. Therefore the most common 

cause of perineal damage is episiotomy. A review of the literature from 1860-1980 (Thacker 

and Banta 1983) stated that this procedure is carried out on between 50 and 90 per cent of 

women giving birth to their first child. 

There would seem to be little controversy relating to the use of episiotomy for foetal 

indications, but the rationale for its routine use for maternal reasons in otherwise normal 

deliveries is disputed. The differing policies of perineal management based on maternal 

indications have been compared in two experimental studies. Harrison and CoUeages (1984) 

randomly allocated 181 primiparae to one of two policies on admission in labour. The liberal 

. episiotomy group received elective intervention. Women allocated to the restricted policy 

were allowed to deliver without intervention unless severe spontaneous trauma or foetal 

problems were anticipated. The resultant episiotomy rate was 51 per cent and 10 per cent 

respectively. 
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At the time of delivery, the liberal use of episiotomy was associated with more perineal 

trauma overall and thcre was no evidence that episiotomy reduced the risk of serious trauma 

to either the upper vagina or to the anal splincter and rectal mucosa. 

The trial provides evidence that conducting episiotomies liberally in order to prevent tears 

will offer women no benefits. The route use of episiotomy is therefore not justified. 

Faulkner, A. Murphy-Black, T. (1990) say that an episiotomy is an example of an 

intervention which has been introduced into obstetric practice without accurate assessment 

and without asking women what they prefer. 
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,~o_" .. _. Even with the best of intentions lacerations cannot always be avoided,; when they do occur 

there is no reason to suppose that they constitute anything like the disaster we have been led 

to believe, or that they produce more problems than episiotomies. There is no evidence that 

they calise more pain, heal less well or cause long-term problems. 

The claim that episiotomy reduces the likelihood of a third degree tear has been investigated 

by [Buekens P, Lagasse R, Dramaix Me, Wollast (1985)]. They analysed the delivery data 

of 21 ,278 singleton deliveries t~at took place between 1974 and 1978 in ten Belgian 

hospitals. The overall episiotomy rate was 28.4%. Third degree. tears occurred in 1.4% of 

deliveries with episiotomy and 0.9% of those without. After stratification for parity and birth 

weight, there was no relation between episiotomy and third degree tear. 

The belief that over distension of the perineum, even with an intact perineum, leads to occult 

muscle damage, is one reason given for performing an episiotomy. In view of the mounting 

evidence against the use of routine episiotomy it becomes important to establish whether or 

not episiotomy results in better perineal muscle function after delivery then other forms of 

trauma, there is no evidence to support this. 

Gordon, H, Logue M. (1985) reported the results of an investigation in which they measured 

p\.o::ineal muscle tone after various types of delivery, and in a group ofprimigra--:'ida women 

they found that there was no significant difference between the groups studied in terms of the 

method of delivery. 

Begley, C (1987), showed that by simply examining our own practice we may become more 

aware of areas of that practice which require some alteration. Midwives need to read the 

literature and discuss among c?lleagues that inflicted trauma is not acceptable but natural 

trauma is. 
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Principles Guiding Active Managementof.theSecond Stage of Labour: 

(O'Driscotl, K. Meagher, D. with Boylan, P. 1993) 

In active management, interventions by the midwife are used with the intent of controlling 

and improving the birth process. 

1. Second stage is traumatic to the foetus. 

2. The longer the second stage, the poorer the outcome for the baby. 

3. Episiotomy benefits the baby by reducing head compression and shortening the 

second stage. 

4. Episiotomy benefits the mother by preventing tears or undue stretching of the 

penneum. 

5. The lithotomy or modified lithotomy position is the preferred position for second 

stage. 

76. 



-Principles Guiding Physiological Mana-gcment of the Second Sta-ge of Labour: 

(Wilkerson, V.A. 1984) 

In physiological management, the spontaneous birth process is maintained and encouraged by 

understanding, supporting and enhancing the body's normal mechanisms of birth. 

1. Second stage benefits the foetus by stimulating the mobilisation of energy stores and 

the secretion of hormones - catecholamines, prostaglandins, endorphins and others 

which promote extrauterine adaptation. 

2. The duration of the second stage is better dictated by foetal and maternal condition, 

rather than by an arbitrary time limit. 

3. Spontaneous maternal behaviour (short bearing down efforts alternated with slow or 

light rapid breathing) prevents undue compression of the foetal skull by allowing 

gradual relaxation and stretching of the pelvic floor muscles. 

4. Spontaneous maternal behaviour in physiologically favourable positions allows for 

gradual distension of the perineum and little or no damage. 

5. Maternal positions for second stage should be selected for their benefits to maternal 

comfort, foetal well-being or progress in labour. The wide variety of positions 

selected by women rarely includes lithotomy or supine with knees drawn up toward 

shoulders. 
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Interference in the physiological management of the second stage oflabour, that is, an 

episiotomy, is seen as carrying unnecessary and potentially harmful side effects. 

(Kitzinger, S. Simkin,P. 1990) 

Features of Active Management 

Dorsal propped position, then lithotomy 
for birth. 

"Pushing on Command" 
Prolonged breath-holding with maximum 
bearing down or straining throughout 
each contraction. 

Anaesthesia (local block) reduces 
sensation and muscle tone in perineum 
and indicated relaxation of pelvic floor. 

Mother placed on delivery table to enable 
administration of anaesthesia, and 
episiotomy, sterile field. 

F orceps/V acuum for: 
Fetal Distress 
Lack of Progress 
Maternal Exhaustion 
Inability to Push effectively. 

Vs Features of Physiological Management 

Any of a number of positions, individual 
may try several, and movement. 

Spontaneous bearing down and breath
holding as urge demands. 

Sensations (urge to push and burning, 
stinging) guide individual's effort. 
Conscious relaxation of pelvic floor. 

Mother uses bed, beanbag, chair, human 
support or other. Mother encouraged to 
touch baby's head. 

Combined influences of mother's pelvic 
floor muscle tone, spontaneous .bearing 
down, contractions, and gravity rotate 
and bring baby down. Therefore, 
spontaneous normal vaginal delivery, 
perineum intact. 

Midwifery is a fine art and is not merely a technique but a process that incorporates the 
elements of soul, mind, heart and hands. (Davis, E. 1992 Heart and Hands). 
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Conclusion 

The objective of an episiotomy is to increase the space available in the posterior half of the 

lower birth canal and therefore should only be done when there is foetal distress and the 

perineum is delaying delivery, and should not be done for Midwives Distress! 

Each case should be treated on its own merits, and the decision whether to use an episiotomy 

left to the person responsible for the delivery. (Alexander, J. Levy, U. Roch, S. 1992) 

Prevention is better than cure. When birth is very close there is a great temptation for 

everyone, including the mother to hasten it. Midwives are aware of this temptation and can 

help to prevent episiotomies and tears by encouraging the mother to "breathe" her baby out 

rather than forcibly ejecting hirnlher: This is yet another area of Midwifery where the 

traditional skills of midwives are being eroded. 

Each midwife as a practitioner of Midwifery is accountable for herlhis OVvTI practice in 

whatever environment shelhe practices. The standard of practice in the delivery of Midwifery 

care shall be that which is acceptable in the context of current knowledge and clinical 

developments. (International Confederation of Midwives 1993). 
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Introduction and Research Aim: 

Care planning has being defined as the systematic assessment and 

identification of patient problems, the setting of objectives and 

the establishment of methods and strategies for accomplishing 

them •. Mayer, (1983) • 

Niziolek and Shaw, (1991) describe the nursing care plan, built 

on the nursing process as the"cornerstone of clinical practice". 

Also, Shea, (1986) describes the Nursing care plan as the 

"operationalization of the Nursing process". Despite the high 

profile given to the care plan within the literature, in the 

researcher's experience, many competent practitioners would not 

appear to view the care plan as a prerequisite underpinning all 

aspects. of clinical practice or indeed, necessary for quali;ty 

patient care. Mc Mahon,(1988) suggests that for nurses to be 

motivated to do care plans they must see some value in them. 

Therefore, this study sets out to examine "the perceptions held 

by qUalified nurses regarding the nursing care plan". 
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Literature Review Summary: 

From a review of the relevant literature, it would appear that the care plan although viewed 

as a reasonable idea in theory, is viewed differently with regard to it's practical 

implementation. Niziolek and Shaw (1991) state that over a time the process of care planning 

has become an end in itself, and also, a complex time consuming and often academic 

exercise. Wheras, Brider, (1991) found that, where time and staff are short, nurses find they 

have to choose between scanting on the care plan or on the care. Henderson and 

Southem,(1990),put forward the assumption that care planning has improved the quality of 

care afforded to patients. However, Shea,(1986) surmised that nurses constantly strive to 
.. 

improve the quality of care delivered and if the nursing care plan was perceived by them to 

accomplish this level of care, nurses would theoretically write and use the care plan to 

achieve this valued outcome. 

Daws,(1988) also states that the potential of the care plan as a teaching tool does not seem 

to be in doubt. Also, Bowman, (1983), when examining attitudes to the nursing process found 

that a structured educational programme was beneficial in creating a positive attitude towards 

the nursing proces.Wheras, Bellman,(1993) found that 89% of her study sample of qualified 

nurses felt that continuing education in care planning was unnecessary. Lou Peck, (1989) 

suggests that nursing is an integrative profession and is clearly recognised as such when its 

basic nature as embodied in the care plan is understood. Creighton, (1987) points out that the 

care plan is important for legal purposes and adds that in a malpractice suit nurses notes 

feature predominantly and sometimes the absence of noting routine care can be viewed as 

negligent. 
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Research design and Methodology: 

The research approach employed was that of a descriptive study 

using qualitative methods ~ The researcher designed a semi

structured questionnaire interview guide which was based on eight 

main areas arising from the extensive literature regarding the 

care plan, (Table 1.). Wi thin the present study the sample of 

convenience, i.e. ten informants from an Acute surgical ward in 

a London teaching hospital was felt to be sufficiently 

representative of the total of sixteen qualified nurses working 

on the ward at the time,· thereby fulfilling Morse's (1991) 

criteria for sampling in that it should be appropriate (the 

sample were able to provide the required information for the 

study) and adequate (there was sufficient quality data obtained) . 

The interviews which were audiotaped and later transcribed lasted 

between fifteen and forty minutes. 

Table 1. 

Eight areas included in questionnaire regarding the Care plan. 

Applied Clinical Practicality. 

A communication tool. 

Quality of care. 

Education. 

Professionalization of Nursing. 

Legal document. 

Effects of Management on care planning. 

Autonomy and Empowerment. 
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Data Analysis: 

For the purpose of Data analysis within the study, a method of 

"thematic content analysis" was used as described by Burnard 

(1991) 

Summary of Finding's: 

The main findings indicate that the care plan is seen as a 

communication tool mainly between nursing staff and possibly the 

patient but does not extend.to the rest of the Multi disciplinary 

care team {MDCT}. Verbal communication would appear to be valued 

more highly than written documentation among nurses. Findings 

also indicated that experienced nurses did not feel the need to 

use care plans and most respondents questioned the need for a 

care plan in every instance. The care plan was seen as a useful 

learning tool, however nurses felt they needed more educational 

input on care planning skills. There was general agreement 

regarding the legal importance of care planning. The care plan 

as a facilitator of research based practice was seen as an ideal 

more than a reality. The care plan was seen to be valued only by 

management, who were at ward level, and was viewed to, be of 

contributory value only with regard to evaluating a nurses 

performance. The care plan in general was not seen to facilitate 

a more holistic approach to care with most respondents agreeing 

that this was dependent on the individual nurse. 
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Recommendations and results of the study: 

Suggestions which may improve nurses use of care plans include; 

1. The introduction of primary nursing which may encourage 

ownership of care plans and increased individual responsibility. 

2. The importance of care planning as a fundamental nursing 

responsibility to be included in the nurses job 

description. 

3. Also support from ward staff particularly from senior members 

may help to legitimize the time nurses spend on care plans as 

opposed to nurses feeling that "hands on nursing care" outvalued 

care planning time. 

4. Also role modelling of care planning activity by senior staff 

may help nurses to see the importance of this nursing activity. 
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IN THE ROYAL HOSPITALS 
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This paper describes the establishment of Nursing Development Units in 
the Royal Hospitals. It follows the process from concept to practice, 
through the fonnation of a Steering Group, the submission of a proposal to 
the Hospital Council and the development of both philosophies and 
strategies for each individual unit. 

The accreditation process, the 'difficulties', the co-operation of 
management, the appointment of a facilitator and the academic links are 
also outlined. Nursing Development Units are as much about day-to-day 
work as they are about projects, research and special activity. This paper 
incorporates some of these activities and illustrates how Nursing 
Development Units are making things better for patients. Finally it 
clarifies the misperception that Nursing Development Units are about a 
destination. They are about a continuum of development and regardless of 
the distance achieved, the aim is to pursue excellence. 

HISTORY 
'The accumulation of past events and developments". 

The Royal Hospitals comprise the Royal Victoria Hospital, the Royal 
Maternity Hospital, the Royal Belfast Hospital for Sick Children and the 
Dental Hospital, all situated in Belfast. Throughout their long and 
distinguished history, the hospitals have been central to the life of 
Northern Ireland. They have seen the population through epidemics and 
wars and have in the process of time become famous for clinical expertise 
and for patient care. 

The story of the Royal Hospitals is the story of continuous arid progressive 
development. aimed at maintaining excellence in patient care, while at the 
same time adapting and developing new medical, surgical and nursing 
techniques. 
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Quality is of paramount importance and the Royal Hospitals when 
applying for Trust Status said this: 

"Quality is the main priority of the Royal Hospitals and is recognised as a 
catalyst for NHS reforms, being the single issue upon which purchasers, 
providers and consumers are agreed as being important. The Royal 
Hospitals recognise the needs of individual consumers and believe that 
quality must be patient centred and patient led. The commitment to high 
quality clinical care must be matched by a commitment to high quality 
personal care, thus giving the opportunity to develop total quality, led and 
delivered and owned by staff!I)". 

This historical attribute of traditional clinical excellence combined with a 
modem philosophy of quality of care, create a climate where Nursing 
Development Units (NDUs), which are described by the King's Fund as 
" 'centres of excellence' which exist to develop and promote professisonal 

practice as a means of improving the nursing service to patients",'2) can 
very well be seen as a natural progression. 

CONCEPTION 
nAn idea or plan. cspc<:ially Dew or cIariDg". 

So, within the Royal Hospitals, already committed to quality care through 
research based practice, was a strong feeling that nurses must not just be 
part of the multidisciplinary team but must have the scope and the freedom 
to: 

* increasingly involve patients in their own care 

* encourage nurse-led initiatives 

* develop nursing leadership 

* explore the contribution of nursing care to patient health outcomes 

* continually develop nursing staff themselves 

An NDU Steering Group was formed and initial exploratory work allowed 
each member the opportunity tc? question both their own preconceived 
ideas and those of their colleagues and to establish some very basic facts. 
For example, the questions "What is an NDU?", "Who can become an 
NDU?", "Can my area become an NDU?" and "Should my area become an 
NDU?" were all thoroughly debated. 
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The King's Fund Criteria for an NDU was interpreted in the following 
way: 

To be recognised as an NDU -

You should be: 

* a clearly identified area or group 

* volunteers· 

* enthusiastic and welcome change 

* committed to developing fonnal and infonnalleaming 
opportunities 

* using a research-based approach to planning nursing care 

You should see: 

* nursing practice as part of multidisciplinary teamwork 

* the need to empower the patient in decision making 

* the growth and development of staff themselves as an important 
aspect of the service. 

You should have: 

* strong clinical leadership 

* commitment and support from senior nurses in management and 
education, from medical and para-medical colleagues, the 
Hospital Council and the Chief Executive 

* the belief that this strong practitioner democratic management 
approach is not a remedy for problem areas, but is a 
mechanism which will allow the traditional subordinate role 
of the nurse to change to that of a full and equal team member. 
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GESTATION 
"The period between conc<:ption and birth". 

Senior nurses and educationalists were regularly informed of the Steering 
Group's work, conclusions and expectations and their consent was 
considered crucial to progress. Following a written submission, the 
Hospital Council agreed to support the NOV concept. At this stage four 
areas indicated their desire to be recognised as NOUs. They were: 

* Ophthalmic Outpatients Department 

* Gynae Ward 

* Paul Ward (Paediatrics) 

* Paediatric Medical Outpatients. 

Following this decision the steering group remained strong, cohesive and 
inutually supportive. The units identified as NDUs began to substantiate 
their ideas and ideals. A common philosophy was agreed. Each unit 
identified both long and short tenn objectives. 

The need for support in setting these goals and for help in all aspects of 
research was very soon identified. A Facilitator was appointed and links 
were forged with the College of Nursing and the universitites. 

BIRTH 
"C'oming mID existencc". 

An official launch of the NDUs was held. 

A video explaining the NDU concept was made and there was an 
exhibition with poster displays which depicted projects, research and 
special activities in the various NDUs. All staffwere invited and the 
occasion was used to promote innovative practice throughout the site. 
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POSTNATAL 
"Th~ period after". 

Since the official launch of the NDUs, many nurses throughout the 
Hospitals have expressed an interest and these needs are being met in 

, various ways. For example: 

* visits to the established NDUs are arranged 

* meetings, individual and collective, to educate and plan are being 
held 

* a newsletter with Nursing Development News is issued weekly 

* llli,chtime seminars are held periodically 

* the Research Circle has issued an open invitation to all nurses. 

We have come a long way since the seed was sown in June 1992. There 
are nurse-led clinics for children with asthma in the Medical Outpatients 
NDU, pre-admission sessions for Gynae patients, self medication has been 
introduced and research findings implemented following a study on the 
psychological needs of women with breast care. Following an indepth 
literature search the use of contact lens solution was changed in order to 
prevent acanthamoeba infection. 

Yet, in some ways our journey has just begun. Our voyage has taken us 
through areas of contlict and misunderstanding and we have experienced 
disinterest and preoccupation with traditions and ritual. However, we 
have also experienced commitment, co-operation and support and seen a 
willingness to adapt and change. Our de&ination has not.changed. We 
constantly strive to reach it. It is a real but elusive place -
EXCELLENCE. 
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Introduction - this study addresses an aspect of terminal care of concem"to many 
nurses. The research method used encourages an analytical research based approach to 
practice. The participating Staff Nurses should benefit from their involvement in clinical 
based research. Skills in standard setting and in facilitation of change should be developed 
and improved as a result of attendance at the workshop. Finally, and most importantly, a 
heightened sensitivity to the needs of the dying patient's relatives should result. 

The main aims of the study 

• To explore and describe the needs of relatives of terminally ill cancer patients and the 
concerns of the Registered Nurses involved in providing care. 

• To use these data to create, implement and evaluate quality assurance standards for 
improved family support. 

The pilot study 

In order to test the methods and the analysis techniques a ten interview pilot study was 
conducted. The pilot study yielded copious & very rich data. Analysis was initially 
conducted by 'hand' using hard copies of the transcribed text. Analysis processes were 
later repeated using a qualitative analysis computer software package. Comparison of the 

results obtained from each approach provided convincing evidence that the scope, depth and 
rigour of analysis_ was enhanced by using the computer software and confirmed that this 
would be the strategy of choice for analysing the main study. 

The main study 

The sample - comprises 60 relatives of dying cancer patients in 8 acute wards in two 
large city hospitals and 16 Staff Nurses responsible for providing care in these wards. 

Approval was obtained from the relevant Hospital Ethics Committees. 

Rationale for sampling decisions - acute wards were selected because despite the 
increase in the numbers of hospice & home deaths the majority of cancer patients still die 
in acute wards. Cancer patients were selected as it is likely that their relatives will have 
some experiences in common in terms of the impact of the diagnosis, the effects of 
symptoms and treatment and the progression of the disease. Staff Nurses were selected 
because they are essentially the 'front line troops' in terms of patient and family contact 
and because they also function as mentors to students and as such have considerable 
potential for influencing practice. 
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· The MethOd-' 

Due to the sensitive nature of the topic a qualitative approach using in-depth tape recorded 
interviews was selected. The study is designed with two phases separated by an 
intervention. 

During phase one 30 relatives and 16 Staff Nurses from the study wards were interviewed 
to elicit their views and concerns. In the intervention phase the nurses attended a two day 
workshop where the phase one data were used to develop standards for improved family 
support. The standards were then implemented and evaluated in the 8 study wards. 

Phase two of the study is now nearing completion. Each of the 1 6 Staff Nurses have had a 
second interview and a second sample of 30 relatives is currently being recruited. The 
impact which the standards have had on care will be evaluated by comparative analysis of 
the phase one and phase two data. 

The Relatives Sample 

Inclusion criteria - the sample includes the 'closest relatives' of patients suffering 
from terminal carcinoma, who are in the final weeks of their illness, receiving care 
which is purely palliative and unlikely to be discharged home. 

The participating staff nurses were responsible for identifying the patient's 'closest 
relative' based on knowledge of kinship or other close ties and on the observed frequency 
of visiting and phone contact. The person selected may, but need not necessarily be, 
recorded as the patient's next of kin in the nursing notes. 

Having identified relatives who fulfil the inclusion criteria the participating nurses were 
responsible for offering the relative an introductory letter from the researcher. The 
letter gave some background about the researcher, outlined the purpose of the study and 
sought written permission for the researcher to contact the relative either by phone or by 
meeting at the ward door. A retum slip and envelope were provided to allow the relative to 
respond in confidence and to chose when and how they would prefer to be contacted. 

During this initial contact the researcher offered further information about the study, 
answered any questions the relatives might have and invited the relative to participate in 
the study. For those willing to participate a date, time and location for interview were 
then agreed. Relatives were reminded of their right to withdraw from the study at any 
stage and they were also assured that confidentiality would be strictly observed. 

A total of 35 letters were given out during phase one of the study. Sadly 6 patients died 
either before the letter could be returned or before an interview could take place. From 
a possible sample of 29 relatives 23 agreed to the initial contact by the researcher. All 
subsequently agreed to be interviewed giving an overall 'opt in' rate of 79%. 

In keeping with the design of the study three relatives had a second short interview as 
the patient was still in the ward two weeks after the first interview . 
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Phase one data analysis (brief overview) 

Analysis was greatly assisted by HyperQual2 which is a powerful textual analysis package 
designed for the Macintosh computer. The relatives and the nurses audio taped interviews 
were transcribed in full directly into the programme together with detailed field notes 
thus generating a considerable volume of data. 

Analysis involved tagging, coding & classification of these data. Within each classification 
related and recurring themes emerged. Metaphors too powerful to ignore were evident 
offering sharp insight into the feelings of the respondents. 

Phase one relatives' data - the results highlight examples of excellent nursing 
practice and also identify some areas of concern. The relatives' needs for access to staff, 
their difficulties in initiating contact with nurses and the complexities of their 
information needs were described. Powerful and painful accounts of their experiences 
past and present, their struggle for control over their situation, and their fears about the 
road ahead were relayed. 

Phase one Staff Nurses' data - describes the nurses' concerns and their difficulties 
in initiating contact with the family and in coping with their own and the relatives' 
emotions. High levels of stress amongst nurses were reported. Sources of stress include 
competing demands on the nurses time, demands on their emotional resources, lack ·of 
facilities for relatives, difficulties with inter-professional communication and 
dissatisfaction with educational preparation. 

The. Workshop 

Following phase one of the main study the 16 Staff Nurses attended a two day workshop in 
Glasgow Caledonian University. At the start of the workshop the researcher presented the 
results of phase one of the research. Thereafter, and to reduce the risk of bias, the 
remainder of the workshop was. conducted by two appropriately skilled independent 
facilitators. The phase one results were discussed and the participants used the research 
data to develop draft standards for care of the dying patient's family. The aftemoon of day 
two of the workshop was devoted to addressing the nurses own issues and concerns. 

Workshop programme - within limits imposed by the pre-determined aims of the 
workshop the content was largely negotiated and the programme was drawn up 
retrospectively. A retrospective workshop evaluation was conducted three months after 
the workshop when the Staff Nurses were implementing the standards in their own wards. 

Developing the standards - during the workshop the nurses worked in 2 groups each 
with a facilitator. From the self s ~Iected groups an 'East' and a 'West' group emerged and 
the resulting standards show slight differences in emphasis in the issues addressed. 
Within each group further differences emerged between wards resulting in the production 
of truly 'local' standards. 
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Areas addressed in the standards 

• access to sensitive accommodation 

• access to a named nurse with knowledge of; 

the patient's diagnosis, prognosis & treatment 
the relatives' level of understanding & acceptance 

• access to other members of the care team 

• inter-professional communication & record keeping 

• family support & information around the time of death 

• relatives' access to spiritual support & to support agencies 

The staff nurses collectively drew up the above list and they then selected areas which they 
would address in their own clinical area. Interesting differences emerged. Nurses from one 
hospital decided that introducing the "Named Nurse" and other communication initiatives 
were their priorities whereas in the other site the nurses invested a great deal of energy and 
commitment into making improvements in facilities for relatives' comfort and privacy. 

In all but one of the study wards changes have been effected in several key areas. The impact 
which these changes might have on the relatives' satisfaction with care should emerge from 
the final analysis. 

The Post Workshop Period - Staff Nurses as Facilitators 

Following the workshop the nurses returned to their wards with a great deal of work ahead 
of -them. They had the responsibility for getting the standards up and running and for 

facilitating the changes which working to the standard would require. This period proved to 
be very demanding for the facilitators. Professional and personal resources were often 

stretched and many new skills had to be developed along the way. 

Selling the idea to the team - the standard outline which had been drawn up by 
the nurses at the workshop was discussed with their nursing teams. Having secured 
agreement in principle that the standard should be implemented as a ward initiative the 
difficult business of 'setting up the structure' began. 

Setting up the structure - this proved to be a slow frustrating business but 
successes have been impressive. The facilitators were involved in extensive liaison with 
others including ward sisters, the nursing team, nurse managers, medical colleagues, 
chaplains and social workers. Some even got involved with builders, estate managers, and 
with various charities in their determined quest to acquire a relatives room and/or to obtain 
comfortable furnishings and equipment for existing relatives rooms. 
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In several wards the 'Named Nurse' initiative was successfully implemented ~nd in two 
wards an interdisciplinary meeting was convened by the facilitators to discuss ways to 
improve communication with dying patients and their relatives and to improve inter
professional communication. 

Support for the facilitators - during the post workshop period the researcher 
maintained regular contact with the Staff Nurses and also met with Ward Sisters, Nurse 
Managers, Quality Assurance Nurses and Unit Nurses. The researcher typed the standards 
and modified these as required to accommodate the changes made at various stages in their 
development. Monitoring and evaluation tools were also developed by the researcher. 

'Standard packages' were provided for each ward. These contained brief details about the 
study, an overview of the phase one results and a copy of the standard drawn up by the 
nurses in that ward. 

Getting 'Ratified' - the facilitators were responsible for getting the weight of their 
colleagues behind the initiative. At various stages nurse managers and quality assurance 
nurses were consulted and their approval sought. When all were satisfied with the final 
draft the standards were passed to the Unit Nurses for approval & ratification. 

Monitoring & Evaluating - the standards are now ratified and are being implemented. 
A 'Standard Record Sheet' is being used to monitor how often the standard is applied in each 
ward and an 'Evaluation Form' is being completed for each family with whom the standard 
was used. 

Phase two of the study (Still in progress) 

A second sample of relatives is currently being recruited and interviewed and each Staff 
Nurse has now had a second interview. When the phase two interviews have been completed 
comparative analYSis of phase one and phase two relatives' data will be used to evaluate the 
impact of the standards on the quality of care for families of dying patients. 

Comparative analysis of the Staff Nurses' phase one and phase two .interviews data should 
illuminate any effects which participation in this project might have had on the 
participating Staff Nurses. 

Concluding comments - I would like to acknowledge the energy and commitment of the 1 6 
Staff Nurses. They have undoubtedly been the b.ackbone of this study. They have shown quite 
remarkable sensitivity to the needs of dying patients and their families and their desire to 
improve care is evident. I am also grateful to the 8 ward teams and the Nurse Managers for 
their support. 

Above alii owe a great debt to the relatives whom I have met. At a time of personal sadness 
and impending loss they very generously gave of their time and very openly shared their 
feelings and their views. They have experienced the situation and have they much to teach us. 
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HEREDITARY BREAST CANCER 

W.J.ORMISTON RGN, R.M. 
St James's Hospital 
1, St James's St 
Dublin 8. 

Introduction 

In the Western World breast cancer is the most common malignancy affecting 
women. In the United Kingdom one in twelve women will develop the disease 1. 

A woman whose mother or sister had bilateral disease has a lifetime risk of 25%, 
whereas if her mother or sister had unilateral disease, her risk is about 15% 

. compared to the general population risk of 7%. Familial clustering of breast 
cancer was first documented by Paul Broca in 1886 2• He traced his wife's family 
through five generations and noted that ten out of twenty four of the women 
died of breast cancer. From this, he concluded that this large number of cancers 
could not be attributed to chance. Hereditary breast cancer occurs when a 
woman has two or more first degree relatives ( mothers, sisters or daughters) with 
the disease and it is inherited in a manner consistent with Mendelian transmission 
of autosomal dominant inheritance. In September 1994 a new breast cancer gene, 
BRCA 2, was located and BRCA I, discovered in 1990, was sequenced 3,4. The 
implications of these discovelies are immense. Tests are now available to women 
who have a family history of breast cancer which can determine if they calTY one 
of these defective genes. If this is the case they have an 85 - 90% chance of 
developing the cancer. The genetic nurse specialist can play a huge role in 
counselling women who wish to have predictive testing and in advising them 
about screening and risk. 
Hereditary breast cancer accounts for approximately 5% to 10% of all breast 
malignancies 5. In our department there are 246 pre menopausal women in an 
ongoing study and 40 of these may have an hereditary predisposition to the 
disease. This paper gives an overview of the genetics of hereditary breast cancer 
and will explore the implications of this disease for cancer nursing practice. 
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Genetics 

Genetics is the study of the nature of inheritance. Genes are coded messages that 
instruct the growing body in how to develop and function. There are many 
thousands of different genes, which come in matching pairs; one in each pair 
comes in the egg from the mother and the other comes in the spenn from the 
father. Genes are too small to be seen under the microscope however they are 
organised into physical structures called chromosomes which are like a string of 
beads with each bead representing a gene. There are twenty three pairs of 
chromosomes in each cell in the body. Faulty copies of genes are common 
everyone has at least one gene fault (mutation) however some genes are 
sufficiently important that both copies must be intact for the person to avoid a 
genetic disease. Such gene faults give rise to dominant gene defects which can be 
transmitted from one generation to the next ( to 50% of the children on average). 

Breast Cancer Genes 

In September 1994 a new breast cancer susceptibility gene BRCA 2 was 
identified on chromosome 13q and BRCA 1 on chromosome 17q, which had been 
identified in 1990 was sequenced. Given one cun·ent state of knowledge it is felt 
that these two genes together account for at least two thirds of familial breast 
cancer or roughly 5% of all cases. BRCA 1 is also associated with the 
predisposition to ovarian cancer. It is estimated that 1 in 200 women carry the 
BRCA 1 gene and a similar number can-y the BRCA 2 gene. 

Clinical Aspects 

Hereditary breast cancer is characterised by the following: 

1) Early age at diagnosis, often 10 years to 15 years earlier than non 
hereditary cancer. These women are usually diagnosed before the age of 
50 years and some as young as their early twenties. 

2) Excess bilaterality, that is there is a much higher incidence of breast 
cancer affecting both breasts. 

3) Multiple pIimary cancer occun'ence, where there is an 
increased incidence of other primary malignancies including 
uteIine,ovarian. colorectal, stomach, sarcomas and lymphomas. 

4) Both mother and daughter are affected, with veltical transmission 
consistent with autosomal dominant inheritance. 
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Management and Surveillance 

It is generally accepted that women who are at increased Iisk of hereditary breast 
cancer require surveillance. One train of thought believes that mammography and 
annual clinical breast examination is standard practice from the age of 35yrs 
onward or from five years before the earliest onset of breast cancer in the family 6 

(Evans et al 1994). However mammography in the younger women genetically 
predisposed to breast cancer has no proven benefit indeed exposing vulnerable 
breast tissue to radiation is very controversial. Another important point is that 
mammography in young women may be less sensitive because of increased breast 
density. 
Another drastic attempt to reduce the risk of breast cancer to women who have a 

very high l;sk of the disease is bilateral prophylactic mastectomies. King, Rowell 
& Love 7 makes the point that there is no epidemiological data which supports 
the theory that removing breast tissue and ductal cells completely removes the 
breast cancer risk. The best clinical management involves asking the woman 
concerned to consider several factors in making a choice for or against surgery. 
These include her individual risk, how difficult her breasts are to examine by 
mammography and physical examination and her attitude to living with 
extremely high risk versus the emotional and physical consequences of breast 
surgery with some unknown remaining risk. Those women who opt for surgery 
should be offered breast reconstruction either at the time of their operation or at 
a later date. 

Genetic Counselling 
A simple definition of genetic counselling could be defined as information and 
advice about inherited disorders. The identification of the two major breast cancer 
genes has been a highly significant recent development. It is now possible by 
means of a simple blood test to determine those women who are cal1'iers of BRCA 
1 or BRCA 2. They then have a very high (85%) Iisk of manifesting the disease. 
In the research setting families have already been offered genetic counselling. 
Initially they are offered pre counselling education. This includes infOimation on 
the disease. the genetics and the risk. The geneticist discusses the advantages and 
the disadvantages of knowing if they Call)' the BRCA 1 or BRCA 2 gene. 
One important disadvantage is difficulty in obtaining life insurance and 
mortgages. On the basis of experience in counselling for other genetic disorders, 
two main reasons why people request testing include childbearing decisions and 
relief of uncertainty. Low Iisk results provide relief from anxiety even though 
survivor gUilt is not uncommon and approximately 10 to 50% have difficult in 
adjusting to the information 8. If a woman receives a low risk result there is the 
added advantage that if she does not can'y the defective gene she cannot pass it 
onto her children. A high risk result means that a seemingly healthy person will 
most probably develop a malignant disease. Unceltainty regarding the age of 
onset will often lead to depression and anxiety9. As previously mentioned there 
are limitations associated with all these approaches and women will need 
information regal'ding the pros and cons of breast and ovarian cancer screening 
and prophylactic surgery. This information should be provided and possible 
future scenarios should be discussed in depth. 
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The Role of the Specialist Nurse 

The role of the nurse specialist in genetics is emerging in oncology. When a 
family with an hereditary predisposition to breast cancer is identified it is 
important to draw an accurate pedigree. This involves confirming the various 
causes of death in families by analysis of death certificates and histology reports. 
Two studies 10.11 have suggested that when nurses are involved in the collection 
of family histories women appear to be more at ease and less defensive. 
Information is quite often gathered in the domiciliary setting. There are many 
advantages in meeting clients or patients in their own environment. People feel 
more relaxed and more in control of the proceedings. However, Williams 11 makes 
the important point that the reason for the visit must be clearly and professionally 
stated and that is not merely a social or informal event. InfOlmation provided at 
these visits should include a basic explanation of genetics, a simple definition of 

. risk factors and should highlight the importance of proper breast and ovarian 
screening. Information about Iisk must be presented in a manner suitable to each 
individual's level of comprehension. Daly, Lerma & Sands 13 have clearly shown 
that simple explanations of both medical and scientific terminology can do much 
to alleviate fear and anxiety. In summary the role of the specialist nurse in 
genetics includes facilitating women to make informed decisions regarding 
treatment and helping them to cope with the uncertainty of the situation in which 
they find themselves in. 

Conclusion 

This paper has discussed the genetics and management of families with an 
inherited predisposition to breast cancer. There have been recent advances in 
this area with the isolation of the BRCA I and BRCA 2 genes which are believed 
to account for two thirds of hereditary breast cancer. Women who have an 
hereditary predisposition to the disease must be identified through compiling an 
accurate pedigree. Such women require genetic counselling involving proper 
information regarding their risk and management. In doing this the limitations of 
breast and oVaIian cancer screening as well as prophylactic surgery must be fully 
addressed. The nurse specialist with counselling skills and an understanding of the 
genetic mechanisms of the disease will be ideally placed to help these women and 
their families. 
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WHAT PATIENTS REALLY WANT TO KNOW FOLLOWING TOTAL HIP-· 
REPLACEMENT PRIOR TO DISCHARGE HOME 

M.E.KEMPLE BNS., RGN., ~\ll., 

School of Nursing 
Beaumont Hospital 
Beaumont 
Dublin 9 

Introduction 

The purpose of this pilot study was to ascertain the information needs of patients, on 
discharge into the community, following total hip replacement. In Ireland 4000 ( 
approximately) joint placement operations are carried out each year(Hospital In Patient 
Enquiry 1990 ) of these 2000 have total hip replacements many for chronic inflammatory 
conditions. Whatever the reason for hospitalization it is generally accepted that the 
professional, with whom the patient has the greatest contact is the nurse. "It is part of the 
nurses role to improve the patients level of understanding and thus promote health " 
Henderson( 1956) 

In putting the results of this study into perspective, it is important [Q recognise that this 
was a pilot study. This study was confined to a small group ofpeople(?\l"=20 ) who had 
undergone total hip replacement for rheumatoid arthritis. The results of the study cannot 
be applied either to all people with rheumatoid arthritis, or to all who have undergone a 
total hip replacement. Nevertheless, certain trends have become apparent during the 
survey and these will be discussed where appropriate. 

Literature Review 

In todays economic climate where surgical patients spend less time in hospital, does the 
patient following total hip replacement, on discharge home, get the advise and information 
about everyday concerns he Ishe needs to get through the recovery period .. The major 
question which promoted this study is how patients manage their daily living following a 
total hip replacement and what nursing cail do to facilitate this. l'tilising a model of 
nursing helps focus on the person as a total human being who acts in response to internal 
and external environmental stimuli (Roy 1992). The goal of nursing when placed within 
the context of the total human being is described: "the projective outcome of nursing is an 
adaptive state in the patient which frees him to respond to other stimuli. 
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This freeing of energy makes it possible for the goal of nursing to contribute to the 
overall goal of the health team, well ness. When energy is freed from inadequate coping 
attempts, then it can promote healing and well ness ., (Roy and Robert's 1981). 

Chronic illness and surgery are stressful due to a combination of stimuli both internal and 
environmental. These stimuli begin at the time the patient experiences symptoms and 
continues until recovery is complete (Roy and Robert's 1981). Because of its chronicity. 
those suffering from rheumatoid arthritis are faced with limitations in many areas of life 
including physical function, self-concept, role function and interdependence(Dickinson 
1980). Hospitalization regardless of disease, provokes anxiety and more so in patients 
undergoing surgery than with medical problems (Cochra 1984)While patients (with a past 
history of rheumatoid arthritis) undergoing total hip replacement usually look forward to 
the relief of pain and increased mobility made possible with surgery. Their informational 
needs will remain the same as those undergoing other types of surgery(Gould 1984). In 
recognising the factors that produce anxiety in the patient, the nurse is required to aid the 
patient into the experience as far as is possible in a way that reduces its stressful effects. 
Helping patients cope ~ith stressful events is recognised as one of the nurses most vital 
and special responsibilities (Wilson and Barnen 1980). Coping has been described as the 
action taken by an individual with a problem to bring about relief,removal,quiescence and 
equilibrium (Weisman 1979). For patients, .undergoing surgery. a variety of coping 
strategies may be employed, including the acquisition of information discussing the 
stressful event with other, or directing attention elsewhere. Coping strategies help the 
patient adapt and conserve energy (Selye 1979). 

There is a wide body of literature pertaining to the needs of patient undergoing surgery, 
not all of which is relevant to this study. The aim of the study is to describe the needs of 
patients undergoing total hip replacement in the recovery period. Research into recovery 
from surgery describes patients experiences of pain, discomfort and anxiety. Recovery 
may be described as the phase following illness or operation where a person returns to a 
healthy physical, psychological and social state (Webb and Wilson - Barnett 1981). This is 
a period during which adjustment is made to any residual impairment. A common sense 
and humane approach immediately suggests that people should be kept infonned about 
their progress in tenns they can understand. Research reveals that the provision of 
infonnation to patients has proved to be helpful in reducing fear, anxiety, stress, pain and 
discomfort. This has an indirect influence on the period spent in hospital and the time 
taken to recover (HaY'.vard 1975, Webb and Wilson - Barnettl983, and Gould 1984). 
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Problems that have been documented in the literature fall into two large categories: lack 
of infonnation given to the patient and an absence of advise once people have been 
discharged (Gould 1984). Patient infonnation needs are an integral part of health care. 
Nurses have a fundamental responsibility to provide infonnation to patients (Wilson -
Barnett 1982). 

Setting 

The study was carried out in a large general hospital in Ireland. The hospital treats patients 
from urban and rural areas of the country. The hospital has a large out - patients 
department where all patients who hav~ undergone total hip replacements return to visit 
the Consultant Orthopaedic Surgeon. 

Sample 

The population in this study were all patients who had had a total hip replacement for 
rheumatoid arthritis. The sample was one of convenience drawn from those attending the 
hospital as out patients. It consisted of twenty patients who met specific criteria. 

Methodology 

A quantitative approach was utilised to gather data. An interview schedule was designed 
that would mainly focus on the physiological infonnational coping needs of the sample. 
The participants were interviewed to detennine their self perceived infonnational 
requirements. 

Findings and Discussion 

The findings of this survey indicated that although patients were satisfied with 
infonnation from the hospital. Their greatest self perceived needs were identified in the 
areas of exercise, foot care and bowel problems. 
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It would appear from the data gathered about patients informational needs that the vast 
majority of patients felt they had sufficient information in this area. That those patients felt 
their needs were met maybe <::onsidered as resulting from two possible reasons. Firstly this 
result reflects a widely encouraging trend. Secondly this finding may have been the 
consequences of a reluctance on the part of the respondents to criticise as described in the 
"halo effect" (Polit and Hungler 1987). A dichotomy appeared to exist for some patients 
however, between wanting information and being afraid of what they might be told. This 
dichotomy has implications from a nursing viewpoint. Brochopp (1988) has stated that 
unless a persons need for information is clearly understood, giving information should be 
approached with caution. "For example, although information needs are intuitively 
associated with a need for control giving infonnation to patients in an effort to enhance or 
maintain their need for control may not be appropriate" Brochopp(l988). An area of 
dissatisfaction was highlighted by one of the respondents during interview. The respondent 
wished her family involved in any decision or information sessions related to the 
respondents care. This wish was not honoured. It is incidents such as these that underline 
the benefits of using nursing models where are and preparation of the family IS as 
fundamental as care and preparation of the patient. 

The way information is transmitted was also mentioned by two of the respondents, who 
both expressed a wish for written information> This supported Gould( 1984) findings that 
the use of a booklet containing written information is helpful. Previous studies by 
Bubella ( 1990) and Nicklin (1986) noted the importance to patients of being told about 
resumption of physical activity activities of daily li\·ing and self - care. Patients in this 
study viewed this as important information especially in relation to exercise allowed or 
prohibited and care of their feet. It was also important for the respondents in this group to 
have specific details about drugs, as it also seems to be for many other patient 
populations (Moynihan 1984). The item of east importance considered by the respondents 
was that concerned with or how to prevent complications. Five items received 
consistently high rations of importance. These were as stated previously areas of 
information related to exercise, rest, bowel problems and care of feet. The respondents 
rated high, infonnation exercise allowed, exercise prohibited and the amount of rest they 
should have. Lauer( 1982) found that information which patients saw as essential for 
physical and psychological survival was seen by them as being of greatest importance. 

Conclusion 

The study attempted to identify the informational needs of patients following total hip 
replacement. 
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The use of a quantitative method of investigation incorporating a patient interview 
schedule provided a framework for meeting the aim of the study. Fears decrease 

. following surgery but certain anxieties about discharge from hospital remain. Patients need 
support and information from staff to help them cope with their experience. The nurses 
role in giving patient information prior to discharge and the methods of conveying that 
information need to be reviewed. The use of written information is considered favourable. 
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A BREAK WITH TRADITION 

A NURSE LED FRACTURE CLINIC 

<RESEARCH IN ACTION> 

Authors: Mrs Jean Donnelly 
Mrs Roberta Burton 

Institution: Royal Victoria Hospital 
Belfast 
Northern Ireland 

This is the story of a small piece of research which led to the 
initiation of a nurse led evening fracture clinic, in the Royal 
Victoria Hospital, Belfast. The Fracture and Orthopaedic 
Trauma Uni t is open from 8.00 am - 8.30 pm every day of the 
year and as many as eighty patients can attend. Patients 
referred from A/E and other hospitals are also seen. Most of 
the trauma patients require emergency treatment which causes 
routine fracture clinic work to fall behind. 

Staff became concerned that patients were having to wait too 
long at the routine Fracture clinics, that the long waiting 
times did not comply wi th Government standards as defined in 
the Patients Charter and that these service deficits were not 
conducive to their philosophy of a commitment to excellence in 
pa ti en t care. 

The nurses working in the Fracture Clinic discussed their 
concerns. One conclusion they came to was that following 
initial diagnosis, patients did not necessarily need to be seen 
by a doctor. 

Many interventions were perceived to be well wi thin the scope 
of nursing practice and indeed were being implemented 
informally. 

Another conclusion made 
inconvenient for many 
commitments or school. 

was that 
patients 

morning 
because' 

clinics were 
of employment 

Nurses working in the environment and discipline of the 
Fracture Clinic grasped the nettle, deciding to assess the need 
and explore the validity of a nurse led fracture clinic by 
carrying out the study. The protocol for the study was written 
by a senior staff nurse and agreed by her colleagues. The 
proposal followed the research process and specified in detail 
the proposed progress of the study 
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I 

The overall aim of the study was to improve patient care by 
initiating a nurse led clinic and our objectives included 
carrying out a revi ew of the 1 i tera t ure, designing a tool, 
collecting and analysing the data', reaching conclusions and 
making recommendations. Data was collected from patients using 
a structured interview. Waiting times were recorded over a 
three month period and nursing interventions which could be 
carried out wi thout medical consul tations were identi fied and 
listed. Yyonne Moores in her foreward to Nancy Kohmer 
"C1inica1 Supervision in Practice" supports this step forward 
when she says "the time has never been more opportune for 
nurses' to promote and expand the way in which they contribute 
to the health service" . 

One hundred patients were interviewed just before discharge 
when they had time to' experience the normal routine of the 
clinic. Nurses were given written instructions on the conduct 
of the interview. Every effort was made to avoid bias. 

The sample was one of convenience ie every patient attending 
the Fracture Clinic was gi ven an opportuni ty to take part in 
the study. 

From the study we hoped to gauge the level of patient 
satisfaction or concern wi th wai ting times and to probe their 
perceptions of the benefi ts of a nurse led clinic. We also 
wanted to see how patients felt about coming to an afternoon or 
evening clinic. When the data was collected it was transferred 
onto spreadsheets and analysed by hand. 

The conc1 usi ons the researcher reached e1 i ci ted the following 
information; the majority of patients although waiting for long 
peri ods, di d no t compl ain unduly about the servi ce and the 
majority of patients perceived a nurse led evening clinic to be 
to their advantage and to be highly desirable. 

In consultation with the multi-disciplinary team" a nurse led 
fracture clinic was initiated. This followed the use of the 
audit cycle/process. The root of the word Audit comes from the 
Latin noun A,UDITUS (hearing) and the verb AUDIRE (to hear). 
Nurses working in the Fracture Clinic were 
hear1nB what their patients said. 

The Clinic has now been running for one year. It is held on 
Monday, Wednesday and Friday evenings from six o'clock to seven 
o'clock. The maximum number of patients seen at these sessions 
is ten. Protocols were developed in collaboration with senior 
orthopaedic conSUltants, the nurse manager and the nursing 
staff. C1 eri cal staff were also invo1 ved. Off duty was 
amended to facilitate shifts finishing at seven in the evening. 
A senior, experienced staff nurse runs the clinic. 
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Initial observational evaluation is very positive. The nurse 
led fracture clinic appears to be an unqualified success. 
Waiting times are minimal. If medical intervention is needed 
the on-call Senior House Officer can be contacted. 

Patients are expressing a high level of satisfaction with the 
improved service. 

It is important to emphasise that patients are given the choice 
of which clinic they wish to attend. 

The team hope to develop this service to encompass the role of 
a Nurse Practitioner. Many of the staff hold their Orthopaedic 
Nursing Certificates and are experienced enough to read x-rays 
and identify fractures. 

A further audit of waiting times will be carried out and 
comparisons made with baseline data. 

Staff and patient satisfaction will be explored by using 
questi onnaires. 

A study of cost effectiveness is planned and the benefits of 
the nurse led clinics will be marketed to purchasers. 

The N. I. Stra tegy for Nurses, Mi dwi ves and Heal th Vi si tors 
makes this important point -

"Nurses mus t be invol ved in developing qual i ty con trol measures 
to ensure that the patients holistic needs are being met and 
that professional performance of the highest standards are 
main tained". 

Nurses working in the Fracture Clinic of this hospi tal have 
developed quality control measures, using skill, judgement and 
experience to respond to the perceived needs of their patients 
thus meeting and maintaining personal, professional and 
governmental standards of excellence. 

Baroness McFarlane, when discussing the Charter of the Royal 
College of Nursing (1976) made the following statement "Nursing 
is essentially synonymous wi th caring. The caring role is 
central to nursing but shared wi th patients themsel ves their 
relati·ves and other heal th care professionals". By using 
research we have asked the pati ents how they feel, wha t they 
want and how we can improve their care? 

Baroness McFarlane goes on to say that "the research approach 
to problems of care and the application of known facts becomes 
a professi onal responsi bi 1 i ty". 
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Because the staff working in the Fracture Clinic were aware of 
a problem, their professional responsiblity was called forth 
and research methodology used to enhance their care and provide 
a service which was nurse driven and patient focused. 

In this instance research had clinical relevance. In fact it 
is the nurse who works in the clinical situation who· has the 
sole opportuni ty to use research to guide practice. (Jennings 
and Rodgers 1988). 

The nurse led fracture clinic has a sound scientific 
foundation, it has quality implications, it has encouraged 
nurses to develop and enhance their practice wi thin the Scope 
of Professional Practice (UKCC). Above all it has improved 
patient care, challenged tradition and demonstrated research in 
acti on. Researcher and practi ti oners have worked together to 
analyse a situation they wished to change (Webb, 1991). The 
research process became a ca talyst for change and for 
improvement in care. 
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The face of the district nursing service in the United Kingdom. has changed 

dramatically over the last few years. Financial and organisational reshuffies, the 

National Health Service and Community Care Act of 1990, an increase in the number 

of people over the age of 75 needing care and the change in emphasis, away from 

hospitals towards the community base, have all had an effect on workload patterns and 

implementation of care. As a consequence of the Community Care Act, Social 

Services now have lead authority over providing a package of care within the 

community, committed to ensuring closer co-operation amongst social and health care 

providers as well as defining their very different roles. This is called the Social Care 

Plan. 

This paper reports on aspects ora developmental project which looked at the apparent 

increase in the district nursing workload in the financial year 1992-1993 amounting to 

approximately 8%. The project took the form of quantitative and qualitative analysis, 

a Workload Measurement Tool was designed, and semi-structured, open-ended 

interviews carried out with members of Primary Health Care Teams and patients. 

The Workload Measurement Tool was designed to be completed by all members of the 

district nursing teams. The forms, which were filled in every day of the week for one 

working week per month, sought information about each patient visited. They asked 

for the patient's date of birth, who had referred the patient, what types of interventions 

were carried out, whether or not the visit was single or double-handed, whether the 

patient was covered by the Social Services Care Package and finally how long each 
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visit took. These 6 variables were decided upon after discussions with members of the 

Health Service especially District Nurses, and matched most directly, those issues 

relating to patient care. Identifying the patients using a date of birth system, allowed 

for anonymity and finding out if the patient was signed up to the Social Services Care 

Package, gave extra information regarding the amount of patient contact with Social 

Services and the number of patients being seen by both Social Services and District 

Nursing. 

Once all the information was gathered, it was entered into a specially designed 

computer programme for collation and analysis. It was expected that this degree of 

detailed information would provide a baseline for a second review six months later, 

helping to establish whether the apparent workload increase was real and where the 

actual increase lay. 

Every district nursing team throughout the Authority was visited in order to meet the 

team members and explain about the project and how the fonn-filling exercise worked. 

Personal contact had many advantages. The district nurses felt that their input into the 

project was important and that they were not just a name on a list. This made them 

feel more at ease, gave them a point of reference, and meant they could link the project 

to a face. They contacted the team, not only during the initial meeting when a lot of 

queries were ironed out, but throughout the period of the project. 

It also gave the researcher a basis upon which to build relationships with those team 

members who seemed most interested in the work. There was, of course, a very mixed 

response to the prospect of yet more form-filling. However once the district nurses 

could talk about their problems regarding extra administrative duties, and could discuss 

the merits and disadvantages of looking into their workloads in more detail, many felt 

more willing to get involved, and some recognised how it might be of benefit to them 

in the long run. 

Results of the analysis of data from the Workload Measurement Tool were drawn up 

and presented as frequency pie charts and cross-tabulations. The 6 variables were 

covered, as well as the grade and number of nurses visiting a single patient. Time 
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spent carrying out interventions were cross-tabulated with intervention types, nurse 

grades cross-tabulated against double-handed visits, and so on. 

Data analysis of the workload measurement tool pointed out significantly high levels of 

activity to support a rise in workload, although this would need to be compared with 

the review in 6 months time for validity. Areas of activity that were particularly 

prominent were time spent in counselling and advice giving activities, whilst post

operative care and day surgery still remained a small part of the workload. 

It was recognised early on in the project that the data collected using the Workload 

Measurement Tool was satisfactory up to a point, but would not pick up the more 

amorphous details of the district nurse's day. These included the time taken to carry 

out any administrative duties, office work, case conferences, courses, joint assessments 

with Social Services and meetings with General Practitioners (GPs), or team members. 

In order to compensate for this gap in the overall picture, it was decided that 

interviews should take place with members of primary health care teams and the public. 

It is this discussion, which forms the main focus of this paper. 

Interviewees were identified using a proportionate random sample based on the 

number of GP practices and distribution of fund-holding and non fund-holding GPs. 

Ten team leaders were interviewed, two of whom were affiliated with fund-holding 

GPs, E and D grade day-time and night-time nurses, auxiliary nurses, district nurse 

managers, GPs, a fund-holding practice manager, a Social Services manager, social 

workers, representatives of the independent sector and patients. The total number of 

interviewees was 42. 

Thirty minute interviews took place within the district nurse's office, the GP clinic or 

Social Services' offices where key topics were covered and similar questions put to all 

interviewees. Topics covered looked at changes within the service, communication 

within the district nursing teams and between primary health care disciplines, and the 

minutiae of running a service within the new community guidelines. The interviewees 
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were given time at the end of the interview to raise any issues they felt strongly about, 

and throughout the interviews a semi-structured approach was adhered to. 

The majority of interviews were taped. Most interviewees had no problem with this as 

assurance was given of their anonymity. Tapes were transcribed and transcripts coded 

for themes, shared points of interest and shared concerns. Data was validated through 

follow-up sessions with interviewees. 

All interviewees felt district nursing workloads and community care in general had 

risen in recent years. Patients reported that the district nurses said they were 'rushed' 

yet they felt nurses had not reduced the time spent with them nor did they see 

standards of care declining. This suggested that patients had a very different 

perspective from the nurses regarding the passage and meaning of time. 

It was also interesting to note, that whilst many of those visited by the district nursing 

teams were house-bound or required considerable amounts of care, others did not. For 

these patients, it was felt that an appointment system might improve their quality of 

life, permitting them to organise their day in a more realistic and social way. 

It became evident that most contact was between patients and district nursing team 

members, since they are the principle providers of care.. The team member might be a 

different person on each visit, but this had little effect on the patient's perception of the 

value of the service, provided that a core group of familiar faces visited over time. 

Patient contact with the general practitioner was limited and specific, although most 

felt that they could contact the GP at any time. This picture contrasted with their 

contact with Social Services staff. Most patients had no call for contact but where it 

was necessary, the patient had little understanding of what went on. In their view, it 

was an extension or adaptation of the 'home help service', and was only an issue 

because of the financial assessment now required for the provision of the services. 

The district nursing team members were in frequent contact with the GP, whether 

formally in case meetings, or during informal telephone conversations. Messages 

passed continually between them about patient care, and both felt the system was open. 
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However, both parties had reservations about·its efficiency. The GPs found inability to 

contact a particular team member trying, and district nurses felt more direct telephone 

lines, mobile telephones or a dedicated message taking and relay system would 

improve the effectiveness of communication. 

In the patient's home, patient-held notes permitted professionals to leave either 

instructions, up-dates or requests for joint meetings for other professionals. This was 

found to be particularly useful for social workers who had an agreement with district 

nurses that they could write on each other's notes. However it was rare for different 

professionals to actually meet together in the patient's home. 

It was also evident that patients or their informal carers were well aware of their own 

needs and treatments and proved to be very useful sources of information for 

professionals, who did not meet very often face to face. 

There was seen to be less direct contact between social workers and district nurses and 

both felt frustrated about this. Social workers argued that their assessments should be 

carried out to the letter, but the potential contribution of district nurses tended to be 

difficult to arrange. Weekends were the most problematic times, when contact 

between the two partners could be least effective, leaving the district nursing team to 

provide care which might more appropriately be dealt with by the social services. 

All of the professionals involved in community care claimed that record keeping and 

other administrative duties had increased since the advent of the NHS and Community 

Care Act, thus preventing them from providing the desired service. The work of the 

social worker, in assessing and negotiating a package of care has not only increased 

their administrative duties but introduced new ones as well. 

GPs, nurses and social workers recognised the need for skill levels to reflect patient 

needs. This had caused some concern at first, as Social Services' care workers took 

over many of the tasks previously carried out by nursing auxiliaries. However, this has 

had the knock-on effect of altering the roles and responsibilities within the district 

nursing teams, so that nursing auxiliaries were taking on tasks and freeing up skilled 
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nurses to provide nursing care at the appropriate level. As with all change, this was 

not without problems, nor was there universal enthusiasm for the changes. 

The pace and extent of change within the service, although acknowledged, can be 

frustrating for those involved. Boundaries between what the nursing auxiliary can do 

and what the Social Services support worker is permitted to do, was not seen as 

helpful, by the social workers. Nursing staff were anxious about the degree and quality 

of the training given to Social Services' support workers, over whom, contrasting with 

their auxiliaries, they have no responsibility for standards. They also felt that 

individuals were too rigid in their roles. One suggestion to overcome this lack of 

cohesion was for shared training and continuing education across the community care 

teams. However so much community care is provided by domiciliary agency staff, not 

by Social Services staff, that the feasibility of this is questionable. 

Concluding Remarks 

Measuring Direct Patient Care (workload) is only one aspect of District Nursing work. 

It is essential therefore, to capture the qualitative elements of their work to get a truer 

picture. 

District nursing is only part of the larger package of care involving patients, doctors, 

Social Services staff, carers and nurses all of whom have contributions to make. 

With this in mind there is a need to find ways of improving communication between 

these partners. 

This study finnly places the patient's views into focus as a comparitor with the 

professionals. It also acknowledges the inter-relationship between nursing theory and 

nursing research, through an emphasis on integration and aggregation of data which, 

although collected as separate elements, can only be understood as a collectivity of 

expenences. 
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1. INTRODUCTION 

The Research and Education Interest Group is a section within the Institute 

of Community Health Nursing. The Institute was set up in 1985 as a 

professional and educational body for Public Health Nurses. Members share 

and benefit from each others experience by: 

1 . Identifying the health needs of the community. 

2. By carrying out research 

3. Sharing of information and expertise. 

The P.H.N. is bound by statute to see all families with infants and children at home 

up to three years of age. They are seen on a regular basis. These visits are made 

to assess the health and developmental progress of the child including early 

detection of illness, or, deviation from normal development. 

Consumerism is the key factor of the 1990's. In the business, legal and health 

areas consumer rights are now of great importance. In the document (Health 

Strategy 1994) it is advocated that services should be directed and targeted to 

consumer needs. 
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2. AIMS OF THE RESEARCH PROJECT 

1. To examine how existing child health nursing services are meeting the 

needs of the consumer. For the purpose of this review the title 

consumer would apply to parents or carers of children under three 

years of age. 

2. To ascertain the perception of the P.H.N's role by parents in the 

community. 

3. To evaluate the perceived performance of the P.H.N. in her role as 

adviser and source of support. 

4. To estimate the level of satisfaction of user groups with local child 

health services at clinics. 

5. To demonstrate areas in which professional performance could be 

enhanced or changed. 

6. To provide information which will assist P.H.N.'s and management to 

plan future services. 

LITERATURE REVIEW 

Sixty-three articles were reviewed by the group. The paucity of published Irish 

based research particularly in the community health nursing area was a cause of 

concern to the group. The research carried out in Ireland is often retained at local 

level and remains unpublished. The literature quoted therefore consisted mainly of 

research carried out in Great Britain. In Great Britain the health visitor has the 
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equivalent responsibility for home visiting to families and clinic session for families 

as the P.H.N. in Ireland. 

FINDING OF LITERATURE REVIEW 

The literature was reviewed under the headings: 

a) Communication 

b) Support 

c) Child Health Clinics 

d) Social Status 

COMMUNICATION 

Communication is a major factor in service delivery; The approach of the health 

visitor was more important than the information given (Weatherly 1988). McHaffie 

1992 in her study found that a dialogue of equals is preferred and the critical 

comments were in all cases except one found to be related to a failure in 

communications. Foster and Mayal 1989 found that ntop down method of giving 

information was most disliked. Weatherly 1988 also found that having the same 

health visitor as well an increased number of visits leads to a better receptivity. 

Posters and leaflets produced a negative response when used as the only method 

of advertising immunisations (Hughes 1990). 
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Conclusion: 

Communication goes far beyond mere knowing what to say. Most of what we 

communicate is not said at all. An author and client approach is counter productive 

SUPPORT 

Four basic theoretical components of social support have been defined as: 

a) Emotional 

b) Appraisal/Esteem 

c) Instrumental 

d) Informational (McHAFFIE 1992) 

Mothers expressed the need for more intensive visiting for the first three months 

following the birth (Hickey Ireland 1992). As mothers saw sUNeiliance as part of 

the role of health visitor unsolicited visits were described as 'spying'. They would 

appreciate visiting by appointment (Mayall 1993). 

Mayall 1993 found that most fathers perceived that child care responsibility rests 

with the mother and their main responsibility towards the family to be in providing 

resources for it. They tended to use and value acute health seNices for their 

children in the area of accidents or illness. Few fathers communicated with health 

staff on preventive child care issues. The child health services are not designed to 

target fathers or encourage them to use services. 
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Conclusion: 

A clearer understanding of strengths, weaknesses, conflicts and support with the 

family network would better enable nurses to enhance the existing helping potential 

and help identify gaps in the service. 

FINDINGS IN RELATION TO MOTHERS ATTENDANCE AND NON ATTENDANCE AT 

CLINICS 

Three studies found that distance from a health centre was a major deterrent for 

attendance at clinics. Few mothers were car owners and had difficulty pushing 

prams espeCially uphill. They were further encumbered if accompanied by other 

small children. Keane in her study (Ireland 1991' found that working mothers had 

difficulty getting time off work. Many mothers did not perceive or understand the 

importance of developmental examination. Mothers of large families were less 

likely to bring baby to clinic. Families who received frequent visits from P.H.N. had 

a higher ratio of attendance at clinics. Attendance at clinics deteriorate when the 

P.H.N. became ill or left. This corroborates the research carried out by Hart et al 

1981. Hickey found that clinic attendance deteriorated as children became older. 

A perception of 'policing' was named as a deterrent by mothers. The formal 

atmosphere had an off-putting effect and the clinic setting was perceived as an 

agent of social control. Some mothers felt the attitude of staff made mothers feel 

guilty and inadequate (Keane 1991,. Lack of privacy caused communication 

difficulties (Sharpe &. Lowenthal 1992) causing some mothers to prefer home visits. 

In all reviews studied mothers placed great emphasis on weighing of baby as the 
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reason for attendance. The underlying reason for the visit was found to be the 

need for social contact (Robinson 1990). Sharpe and Lowenthal 1992 describes 

the weighing of the baby at the clinics acts as an admission ticket and this stated 

reason for attendance is a surrogate for other unstated reasons. Suggestions 

made by mothers to Sharpe and Lowenthal were as follows: 

1. Appointment System 

2. More clinics to replace busy, rushed and overcrowded sessions 

3. More privacy to facilitate communication and retain confidentiality 

4. Provision for facilities for play and supervision of children 

5. More time with health visitor for advice and information 

Premises should be more accessible i.e. space for prams. Clinic times for working 

mothers and mothers of larger families who would attend with partners. Up to 

date facilities in clinics. 

Conclusion: 

The literature review on clinic settings and services covered locations, convenience 

of clinics, suitability of times, lack of privacy causing communication difficulties. 

(English and Irish studies found similar results) 

SOCIAL STATUS 

Social Status is used as a means of identifying the economic and educational 

status of individuals in society. Women are classified according 1:0 their partners 

occupation (Rajan and Oakley 1990). Social class V hael d much higher rate of 
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prenatal mortality than other social classes. Working class mothers had a much 

greater fear of baby not surviving in contrast to middle class mothers who were 

more concerned with prematurity and delayed development. Middle class mothers 

requested more monitoring time, frequent visits and more information. Working 

class mothers were unable to put forward ideas as to how care could be improved. 

Working class mothers need to be facilitated to express specific needs. It is 

important to note that middle class mothers request more monitoring. 

Conclusion: 

The survey is now at a stage where questionnaires have been drawn up and 

prepared for an Eastern Health Board Survey in 1995. Methodology is being 

discussed. It is likely that a personal interview will be used. A pilot survey will 

be conducted in Dublin followed by a survey to be carried out throughout the 

-Eastern Health Board area. The Research and Education Interest Group hope to 

complete the research project during 1995. 
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The profile of community psychiatric nursing practice in the United 
Kingdom has been followed every five years since 1980 by means of a 
comprehensive survey of all services (White 1991). The last survey was conducted 
in 1990; the response rate was well over 90% and therefore the survey fmdings 
must be regarded as an accurate picture of contemporary CPN practice. The results 
contained a very large amount of data but essentially showed that CPN's were 
moving away from their traditional base in psychiatric hospitals towards primary 
health care attachments. As a corollary of this, their referrals were coming 
increasingly from general practitioners and much less from consultant psychiatrists. 
Their patient popUlations were also altering, with CPN's focusing effort on people 
with conditions of minor psychiatric morbidity such as anxiety, depression and 
relationship problems rather than people with serious and enduring mental 
illnesses. The survey revealed that 25% of CPN's in the UK had no people with 
schizophrenia on their caseloads and an extrapolation of the data indicated that 
80% of people with schizophrenia in the UK had no services whatsoever of a 
mental health nurse. Gournay and Brooking (1994) used a randomised controlled 
trial to assess the efficacy of the work of CPN's in primary health care working 
with this population of people with minor psychiatric problems. Their study was 
conducted in 6 health centres with 36 GP's referring to 11 community psychiatric 
nurses, some of whom had received the one year full time training course in 
community psychiatric nursing, validated by the English National Board. 
Following a pilot study, the authors randomised 231 patients to either continuing 
GP care or CPN intervention. Patients were assessed using a range of measuies of 
clinical and social function and satisfaction ratings. In addition to the main 
outcome study, the process of care was examined by videotaping CPN interviews 
and subjecting those videotapes to assessment by independent raters using a battery 
of process measures. The economic outcome was also assessed but will not be 
reported here (Gournay and Brooking 1995). More detailed information on process 
and satisfaction can be found in Gournay and Brooking (1993) and Gournay et al 
(1993). 

The main findings of the study were that outcomes· were the same for 
patients regardless of whether they were seeing the CPN or whether they just 
continued with routine GP care. Clients improved regardless of the quantity or 
nature of contact with professionals (i.e. spontaneous remission occurred). The 
dropout rate with CPN intervention was high at 50% and the satisfaction measures 
did not seem to have any relationship to clinical outcome. When we examined 
subsets of data of CPN's who had received the one year English National Board' 
validated training and CPN's without such training, we found that the outcomes 
were the same, save for one difference. This was that clients were more likely to 
drop out ofCPN intervention if the CPN had received this training. We also found 
that contrary to the GP's perception, CPN intervention did not save GP time and 
the CPN became an additional extra to the array of services already being 
consumed. The economic analysis was of major concern as the authors 
demonstrated (Gournay and Brooking 1995) that per unit of health gain, CPN 
intervention was at least five times higher with this population than with patients 
with schizophrenia. 

The findings of our study added to the weight of evidence which informed 
the Mental Health Nursing review, carried out during 1993 and which reported 
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publicly in 1994 (Department of Heahh 1994)~ The Review report, entitled 
Working in Partnership, was the first review of mental health nursing in the UK 
since 1968. The review group included other mental health professionals, user and 
user group representatives and employed a wide ranging process, including 
consultation via conferences and workshops, the taking of oral and written 
evidence from a wide array of sources and undertook site visits to observe 
practice. It focused on five key areas, i.e. user issues, practice, education, 
management and leadership, and research. There were 42 recommendations but 
arguably the most important was the sixth, i.e. "We recommend that the essential 
focus for the work of mental health nurses lies in working with people with 
serious or enduring problems in secondary and tertiary care regardless of setting." 

What then is the future for mental health nursing and what skills will 
meiltal health nurses need to acquire? The· UK mental health scene is currently 
dominated by a number of policy initiatives and the framework for these initiatives 
has been the Ten Point plan for safe and effective community care, announced by 
Mrs Bottomley, Secretary of State in August of 1993. One of the points on the ten 
point plan was the development of standards for the care and treatment of people 
with schizophrenia. The author has been privileged to be a member of this group 
(the Clinical Standards Advisory Group Committee on Schizophrenia) and it is 
expected that the report of this initiative will be made public in the Spring of 
1995. This work has comprised an extensive review of the literature, a survey of 
purchaser provider contracts in mental health and a systematic research based 
evaluation of 11 services throughout the UK. The report of this group will 
undoubtedly provide a framework for action for mental health nursing. It is, 
however, beyond doubt that interventions for people with schizophrenia and other 
enduring mental health problems will be applied by a range of mental health 
professionals of whom mental health nurses will hopefully be a significant 
majority. These interventions can probably be best summarised in five categories: 
* Improving social function by sound care management; 
* Medication education and management; 
* Physical health· education; 
* Reduction of relative and carer distress; 
* Physical health monitoring and health education. 
At present there are a bewildering array of models of case management. 
Essentially there are four main approaches: 

1. full clinical support model which incorporates a range of clinical 
interventions and. which is assertive; 

2. A personal strengths model which focuses on building strengths rather than 
concentrating on deficits; 

3. A rehabilitation model which concentrates on the acquisition of social and 
living skills; and, lastly, 

4. A brokerage model which involves the case manager acting as a central 
resource for the client and although organising care by purchasing 
resources, having only limited clinical contact. This is a model which is 
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much favoured by British social workers and social workers in other parts 
. of the world. . 

Although systematic outcome research in this area is limited, there are now clear 
indications that the clinical model, which uses a range of interventions and which 
is probably best exemplified by nurses working within the Thorn Training 
Programme (see below) is the most effective. There are two excellent reviews of 
case management by Muijen (1994) and Andrews and Teesson (1994), which 
provide more detail. The components of clinical case management include general 
functions such as brokering and networking with other services as well as playing 
an advocacy role tor the client. However, in addition, the clinical model places 
emphasis on the supervision of medication, training in community living skills, the 
USe of cognitive behavioural techniques for dealing with positive and negative 
symptoms and a range of family interventions, including education, goal setting 
and stress management. As a corollary, a number of psychosocial approaches are 
being developed which will obviously enhance current care given to people with 
schizophrenia. In particular, there seems to be promise in the area of early 
intervention, with the case manager working pro-actively to detect signs of relapse 
and educate the client and their family accordingly. For an excellent review of this 
area, the reader is referred to Birchwood and Tarrier (1994). 

What then does psychiatric nursing have to offer in this new era? Before 
answering this question, it worth emphasising that there are several problems in 
nurse training and education to be addressed as a matter of urgency. Some of these 
are as follows: 
Clinical experience for student nurses is still predominantly obtained in traditional 
in-patient settings and obviously in the new era of community care, placements 
need to be found in more appropriate settings such as day centres, the criminal 
justice system and even social security offices; 

Nursing curricula still contain a great amount of nursing theory, most of which is 
anachronistic, it certainly has little application to contemporary practice in mental 
health. As a corollary of this, the majority of services still retain separate nursing 
care plans, although the policy emphasis is on truly multi-disciplinary care with 
each patient having the benefit of a single care plan which has input from all 
members of the team. Nursing care plans are often written in the gobbledegook of 
nursing theory and as such should be dispensed with as soon as possible. Curricula 
are still full of descriptions of inappropriate interventions with counselling and 
vague, nebulous concepts still central. Obviously students need to have knowledge 
of research based interventions and these should be delivered in such a way as to 
transfer skills. Working in Partnership (Department of Health 1994) identified that 
lecturers and tutors were largely out of date and recommended that they spend at 
least a day a week in clinical areas. Although this step is helpful, it is probably 
insufficient to redress the balance. 

Another issue of contemporary importance is that nurses working in the 
large psychiatric hospitals have a great need for retraining so that they can 
work in the new community teams. However, this issue needs more 
widespread recognition and resources targeted appropriately. 
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More positively however, there are nursing skills available now for the new 
challenges. First, the Institute of Psychiatry, University of London and the 
University of Manchester are running a pilot training for registered mental nurses 
in problem oriented case management which incorporates all of the key clinical 
areas outlined above. This programme has been pump primed by the Sir Jules 
Thorn Trust who gave sufficient money for the programme to run for two years 
and at the end of that time 48 trainees have now graduated. It is likely that this 
programme will become more_ widespread and hopefully every region in the UK 
will have a facility for training II Thorn II nurses. In addition, the Sainsbury Centre, 
formerly Research and Development in Psychiatry has a major training initiative 
and this assists local services to train their staff in the new approaches. At 
Middlesex University a Masters course in Case Management and Psychosocial 
Interventions has been developed and in the summer of 1995 the flrst class of 15 
students (14 of them nurses) will graduate. In subsequent years it is envisaged that 
half of the intake to this course will be nurses, the other places being taken by 
social workers and occupational therapists. Last, we had a large pool of nurse 
therapists in the UK, probably about 120FTE's (Newell and Gournay 1994). These 
nurse therapists, although trained to treat people with neurotic problems, have the 
core skills necessary in problem oriented case management and therefore will be 
able to provide some assistance to training and clinical endeavours. 

In summary therefore, mental health nursing in the UK is beginning to 
refocus its efforts onto those people who need their services most, i.e. people with 
serious mental illness and in particular schizophrenia. It is clear that mental health 
nursing will have to make major changes to accommodate this new era and 
although the challenges are substantial, there are already developments which 
point to the probability that people with the most serious of problems will receive 
a better quality of service. 
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DO PSYCHIATRIC NURSES FEEL ADEQUATELY 
PREPARED FOR THEIR WORK IN THE COMMUNITY? 

c. C. Burke, R.P.N., R.G.N 
Eastem Health Board, Dublin 

The Psychiatric Nurses role has evolved because of a variety of influences, which 
were national and international. David Sines, 1 (1994) identifies the influences which shape the 
health care agenda for people with mental health needs as being: 

1. European influences (for example the European Commission for 
Hwnan Rights) 

2. Government reforms. 
3. A changing economic base 
4. Change in the industrial sector and the emergence of occupational standards 
5. The Citizens Charter movement 
6. Research 
7. Health of the Nation issues. 

The work of Goffman 2 (1961) highlighted the pitfalls of institutiorial care, and helped to create 
an awareness in society. These developments led to de-institutionalisation as defined by Stein 
(1991) 3: "A reduction in the use of the hospital and the concomitant development of the 
comprehensive community services". 

The literature points to the fact that the role of the psychiatric nurse in the community developed 
in the mid 1950s when the phenothiazine drugs became available 4, S. It could be argued that 
this was not a major influence ill Ireland, although it set the seeds, as the real shift to the 
community for Registered Psychiatric Nurses (R.P.N.) in Ireland came about following the 
publication of the Government Policy document Planning For the Future (1984) 6. It identified the 
shortcomings of the psychiatric services and recommended a comprehensive community, 
sectorised and in~egrated service. There were also economic influences Health - The Wider 
Dimensions 7 states that the change must take place as a result of freeing the resources spent on 
institutional care. It is notable that Planning For the Future (1984) 6 states the government are 
backing it but they are stating that it must take place within the existing budget. The WHO had 
identified that de-institutionalisation was a response to a need for change to provide a service to 
cater for the needs.ofthe community and socio-economic realities 8. 

Tile role oft/Ie community psyc"iatric Ilurse: 
There is a lack of literature identifying the role of the psychiatric nurse in any country, 
particularly in Ireland most of the Irish literature is opinion based. In England there is much 
debate in the literature on the role of the Community Psychiatric Nurse. Pollock (1988) 9, in her 
writings points out that. psychiatric nurses developed their role in the community without much 
direction. She sees the development of relationships as central to this role. Historically this role 
was concerned with relapse in schizophrenia, follow-up, aftercare 4 and providing supportive 
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care 5. It is claimed by Brooker et al (1994) 1 a-and Goumay and Brooking (1994) 11 that the 
Community Psychiatric Nurse (C.P.N.) has moved away from long-term care. There is 
disagreement about this in the literature and some point out that apart from the psychiatrists, the 
only other health care workers who undertook long-term responsibility for the care of psychiatric 
patients were the C.P.N's 12. The literature also disagrees on the role of the C.P.N. in primary 
preventative care 4, 11, 12. It is not without cause that Pollocks statement was true because 
psychiatric nurses on the ground have developed their own role in developing community 
services. 

Planning For the Future (1984) 6 recommended that the psychiatric nurse should be able to work 
in "any component of a comprehensive psychi~tric se.rvice" and will need training for this. It 

. identified a specific role in rehabilitation and in communicating with patients and their families. 
The report of the Inspector of Mental Hospitals (1991) 13 refers to the role of the R.P.N. as 
monitoring the patients in their own homes, providing emotional and practical support to carers 
and liaising with other services involved with the patient, especially Public Health Nurses (this 
waS specifically in relation to Psychiatry of Old Age). 
The Green Paper on Mental Health (1992) 14 states "Nurses have played a pivotal role in 
bringing about the changes to a more community orientated psychiatric service". But this report 
does not expand on what this pivotal role was. It stated that "the nurses work in the community 
requires skills in assessment, counselling, behavioural and family therapy. It also emphasises 
that the changes have placed demands on them with which they were ill equipped by their training 
to deal". In view of this it is interesting to look at the literature and see what is written about the 
preparation and training of the psychiatric nurse. . 

Tile TraininglEducatioll of Psyclliatric Nurses: 
In Ireland the syllabus for training psychiatric nurses was updated in 1986 and revised in 1990. It 
was a response to Planning for the Future 6. This syllabus includes human! physical sciences and 
nursing studies. It placed an emphasis on rehabilitation, sociology and related professional 
studies including research 15. The student nurse would, from then on, get their clinical 
experience in the community and in the hospital. The majority of R.P.Ns in the community have 
trained before the introduction of the new syllabus. The post-registration training/education for 
R.P.Ns has not been planned nationally. An Bord Altranais ran a course in 1985 to prepare the 
R.P.N. for community work. The Eastern Health Board (1986) and the North Western Health 
Board (1982) ran further courses 17. There have been individual initiatives to provide for the 
needs of the R.P.N. An Bord Altranais acknowledge, in their report on the Future of Nurse 
Education and Training in Ireland (1994), 17 the need for on-going education for R.G.Ns 
appropriate to the Mental Health Services. No literature looked at the quality of education that 
was offered to them. 

Psychiatric Nurses are the largest body of professionals in the mental health services (nearly 
60%) 15. In view of the fact that; (1) a big proportion of these R.P.Ns will be working in the 

community in future, (2) they have played a major role in the development of community 
services, and (3) the lack of research literature in Ireland. The researcher felt it was important to 
do a descriptive study to get some background information on the Psychiatric Nurse working in 
the community; (a) their perceptions of their training to date, (b) their education to date, (c)their 
need for further educatiOll, and (d) demographic details. 
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Study Desigll: 
For the purpose of the study, community is' defined as; Hostels, Community Home Visiting, Day 
Hospitals, Day Centres, Sheltered Workshops, Specialist and Administrative Roles. 
The study is descriptive and the research tool was a questionnaire. The population studied was all 
the R.P.N's working in the Eastern Health Board (EHB) in March 1994 and was deemed to be 
236. All respondents had to have six 1110nths experience in the community to fill in the 
questiOlmaire. The questionnaire was first tested on one R.P.N. in the conmmnity and two other 
nursing colleagues, none of whom were included in the study. It was tested further in a pilot 
study in the South Eastern Health Board. There were changes made to the questionnaire 
following the pilot study. The questionnaires were distributed via nursing administration and by 
post. They were returned by post. 

Results: 
There was a 72% response rate. Three questionnaires were returned blank, one person had retired, 
no reason was given for the other two. TIlere were 168 completed and returned. There were 102 
females and 55 males. Most of them were in the age group 31 - 40 years. The largest group were 
doing home visiting (Table 1). One hundred and forty-seven were full time, 17 were part-time. 
Eighty one (48.2%) were staff nurses, and 80% of them were females. It is interesting to note 
that although the females are the majority in the study population, males hold 70% of the higher 
management posts. The majority of these R.P.Ns have trained before 1985 and much smaller 
numbers since (Table 3). 

Forty-eight (28.6%) got 110 community experience during their training and 77 (45.8%) got very 
little. When asked to indicate their level of agreement with the following statement "I believe 
my basic training/education has adequately prepared me for the work I do now in the 
community" 68.2% disagreed and of those R..P.Ns who trained since 1985, the majority also 
disagreed with this statement. When asked the same about post-graduate education a much 
smaller percent 15.5% disagreed. Seventy two percent said they did not get any preparation for 
moving from a hospital setting to a community setting (Table 2). 

Table 1 WORK LOCATION 

.. NO.OF RPN:S 
40~~~-----------------------1 

30 

20 .. 

10 

o 
65 30 15 34 9 10 

NO OF RPN 

1:3. HOME VISIT "~\'\i HOSTEL 

~ DAY 1I0SP Imm ADMIN 

o DAY CENTRE 

CIOTHER 

TOT NO OF RPN'S 163 

Table 2 

PREPARATION 
, .. PREPARATION) 

00 ... -... - .. -- .. _- ... --.. _ ... _ .. -.- .. - .. _ ........ -- .. --.- .-.--.. ----. -----

TOTAL NO 164 

60 

40 . 

__ ~.L-. ___ _'____' 

YES NO 
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When asked what skills from the following list-(see figure I} they would welcome training in a 
very high percentage would welcome training/education in a wide range of skills (Table 4). 
We can see from Table 4 that training has been requested most frequently in family support, 
cognitivetherapy, management of challenging behaviour, drug/alcohol abuse and anxiety 
management. 

Table 3 YEAR QUALIFIED 
.. QUALIFIED 

3°r-----------~==~----------------1 

26 

20 

16 

10 

6 

35 

_ 1970-76 

~ 1886-90 

~ 1878-80 

ITIillI 1990-92 

TRAINING 
WELCOME MORE TRAINING 

3 23 

o 1981-86 

CJ OTHER 

SKILLS 

1 COUNSELLING 
2 INDIVIDUAL CARE 
3 ASSESSMENT SKILLS 
4 ANXIETY MANAGEMENT 
5 MULTIDISCIPLINARY . 

. . NUMUER 6 PROBLEM SOLVING SKILLS 
7 MANAGEMENT 

120 ---_ .... _ ..... _ ........... - ....... -.......... -... --..•........ -- ... . 

100 

00 

60 

40 

20 

o 
I 2 3 .. G 6 7 0 9 10 \I 12 13 1 .. 1:; 16 17 10 19 20 21 

8 REHABILA TION 
9 INFORMATION OF LOCAL 
10 FAMILY SUPPORT 
11 ASSERTIVENESS 
12 EVALUATION TECH 
13 ENVIROMENTAL INFLUENCES 
14 BEHAV THER 
15 ELDERLY CARE 
16 DRUG/ALCOHOL 
17 COGNITIVE THER 
18 MANAGEMENT CHAL.BEH. 
19 RESEARCH SKILLS 

Table 4: _ YES Ci]NO 20 TEACHING SKILLS Figure 1: 
21 CHILD CARE 

Conclusion: 
1. Because of the results it would appear that the aspiration of government policy for the 

RPN to work in any component of a psychiatric service is unrealistic. 
2. The RPNs desire for more education in such a wide range of skills is also an indication 

of the diversity of their role. There is a need for clarification ofthis role. 
3. With natural wastage the numbers ofRPNs will reduce, considering they make up 

nearly 60% of aIr professional mental health care staff, who will replace them? 
4. Because they are asking for training in so many areas, what are their educational needs? 
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Introduction 
In beginning this presentation let me propose that a very 

great problem for nurses worldwide, for European Nurses and for 
Irish nurses in particular is the lack of a common language for 
Nursing. In Health Care several different languages are spoken. 
One language is the language of disease. It is mainly spoken by 
Medical practitioners but the language is also well known to 
nurses, physiotherapists, mangers etc. The language of disease 
is properly the best known language. It is defined and 
documented in a structure called International Classification of 
Diseases (ICD-10) • The language belongs to medicine and 
identified problems which medical practitioners can cure or 
treat. Another language is concerned with impairments, 
disabilities, and handicaps and is known as International 
Classification of impairments, disabilities and handicaps 
(ICIDH). This language does not refer to disease entities such 
as Cancer or AIDS but to the consequences of the disease. 

There is no common nursing language. There is an absence 
of a standard vocabulary for describing health care phenomena 
pertaining to patient care for which nurses may be held 
accountable, for purposes of nursing research, nursing education 
and nursing administration. It can be said that nurses have 
merely functioned as translators of the disease language between 
patient and doctor. As the value of nursing care is recognized 
so to is the awareness for a common language, which can provide 
ongoing information about nursing's unique contribution to 
patients, populations and societies, and which would give nurses 
the right to diagnose, treat and judge the quality of 
intervention outcome for which they are responsible. The 
increased use of computerized systems for capturing patient, 
resource and financial data has also made the standardization of 
language a more pressing issue. Thus a common nursing language 
is as important as a medical language. In this presentation I 
wish to address the evolution of language in nursing with 
particular reference to the starting point of nursing diagnosis 
as developed by the North American Nursing Diagnosis Association 
(NANDA), the Read Coding in the UK and projects in Belgium and 
Denmark. I will continue to describe an EU research project AIM 
TELENURSING which I was involved with for the past three years. 
I will present data relating to this European research project 
and shall share with you some information on a InterEuropean 
Survey conducted in May/June 1994 in relation to collecting basic 
nursing data in relation to problems of communication, eating and 
drinking and mobilizing. In the conclusion I shall reiterate the 
need to develop a nursing language which can be used to describe 
the unique contribution of nursing to health care. 

The Beginnings 
In 1960 the idea of classifying and categorizing problems 

to describe nursing was first conceived by Abdellah. Backed by 
the American National League for Nursing Abdellah identified 21 
common patient problems for which nurses could legitimately give 
nursing care. This work in the united States encouraged nurses 
to go beyond signs and symptoms in their clinical judgments and 
to describe nursing through the wider dimension of problems for 
which nurses could direct action and achieve outcomes. 
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Hendersons (1960) definition of nursing was based on the 
belief that the service a nurse performs addresses the 
indi viduals immediate and long term need for physical care, 
emotional support and re-education. An analysis of the concepts 
underlying nursing based on Nightingale's Notes on Nursing shows 
that the definition reflects Nightingales themes. The work of 
Abdellah, Henderson and others served as a foundation for 
nursing's growth and influenced the thinking and writing of 
numerous authors. During the 1960's and 1970's in which Abdellah 
and Henderson were writing I the nursing process began to be 
emphasised as the methodology of clinical care. The words patient 
problems I nursing judgment, nursing diagnosis I direct action, and 
achievable outcomes appeared in the nursing literature and 
became to a greater or lesser extent integrated into the language 
of nursing. However I no def ini ti ve descriptions or agreement as 
to what the terms meant was published. It is interesting to note 
that 30 years later that nurses are still striving to identify 
the work of nurses and have not yet derived a framework similar 
to that of other professions. The difficulty and problems in 
devising a common language relates to acceptability of common 
language and to the diversity of client groups served. 

The American perspective 
In the USA the need for a common diagnostic classification 

system, the need to identify the patient problems that underlie 
nursing therapeutic interventions and the requirements to 
describe to others (who would replace nurses by care workers) 
have forced nurses to describe what nurses do and the unique 
contribution of the profession. This stimUlated GEBBIE & LEVIN 
to call the First National Conference on Classification of 
Nursing Diagnosis in 1972 which ushered in the contemporary 
emphasis on diagnosis as problematic states of the patient. 
Eleven conventions have been held since with the latest 
Conference on Classification of Nursing Diagnosis in 1994 in 
Nashville, USA. The early conferences were attended by invitees 
only. The participants formed groups and generated diagnosis 
based on recall of actual patient situations and diagnosis were 
accepted on majority vote. In 1982 the annual conference was 
opened to the entire nursing profession, by laws were accepted 
and the North American Nursing Diagnosis Association (NANDA) was 
formed. A Taxonomy Committee was organized to develop a 
Classification scheme for nursing diagnosis and NANDA also 
established a review group of clinical experts through a Nursing 
Review Committee. The acceptance of Diagnosis now necessitates 
a majority vote at the Conference. In 1986 the NANDA Taxonomy 
1 was endorsed for development and testing and the formal 
alphabetical classification method was supplemented by Margorie 
Gordens Human Response Pattern Classification. Theoretical 
definition of nursing diagnosis abound. Two definitions I have 
chosen to bring to your attention today are: "that judgment or 
conclusion that occurs as a result of nursing assessment" 
(Gebbie, 1975), and "a diagnosis is a label for a patient 
condition (response to health or illness) that nurses are able 
and legally responsible to treat" (Moritz, 1982). Over the 
years this work has progressed to such a stage that it has been 
translated into ICD (International Symptoms of Disease) system 
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by Fitzpatrick & Simpson (1989). However, on this side of the 
world the nursing culture in Europe is not very familiar with 
nursing diagnosis and much research is required before the 
language becomes generally accepted. In the above I have 
described to you the complex task there is in using specific 
language in relation to just one of the areas that is of concern 
to nursing. The area relates to patient need or problem. You 
can then imagine the difficulty of the task associated to naming 
interventions and outcomes as well and understand why the task 
is such a complex one. This may lead you to ask: Why bother. 
I suggest that it would provide: a consistent vocabulary for 
nursing problems, describes nursing activity and differentiates 
it from medical acti vi ty , promote precision in language to 
facilitate automated databases, provides a framework for 
research, and advance professional practice. 

European perspective 
Having described what the derivation of a common language 

entails let me now turn to Europe. There are many efforts being 
made to classify and describe nursing phenomena (in Denmark 
(through the Danish Nurses Organization) in Belgium (through the 
University of Louvin) in the UK (REED Coding). In 1993 the EU 
refused to fund a major piece of work in Informatics for a 
consortium of European nurses but subsequently gave a grant to 
member States to formulate a proposal for the next round of 
research grants which is to be given this year. I was fortunate 
to be nominated to the Group and for three years I participated 
with colleagues from BELGIUM, DENMARK, FRANCE, FINLAND, GERMANY, 
GREECE, IRELAND, ITALY, THE NETHERLANDS, PORTUGAL, SLOVENIA, 
SPAIN, SWEDEN, and the UK. The Danish Institute for Nursing and 
Allied Health Research (DINAH) managed the first nursing 
initiative (a concerted action named TELENURSING). A feasibility 
study was carried out 12 EC countries AND 5 other European 
countries. Having met on a number of occasions it was decided 
that the first piece of research had to relate to what was 
happening in each country in relation to Nursing Diagnosis, 
Intervention, and outcomes and because the research grant related 
to Computerization the question was asked as to whether each of 
the elements had yet being computerized in each country. Through 
a survey questionnaire local and national examples of essential 
nursing care data were thus identified. In the following I shall 
present some results from the Irish sample and then some 
comparative results from the European Survey. 

Computers in nursing in Ireland 
Few hospitals and community services are computerized. 

However, three main hospitals were chosen by the Department for 
Health during the last ten years as pilot sites for the 
introduction of information technology. In these, 
computerization and educational measures are gaining importance. 
Many nurses are therefore being exposed to computer technology 
and are becoming apt in their use particularly in relation to 
systems for patient personal and clinical data, collection of 
data on flow of work through wards and departments, dependency 
of patients on nursing care, pharmacology, pathology, laboratory 
service and supplies and human" resource management. However, 
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explici t nursing computer systems are not in widespread use. 
This fact will be reflected in the following data. 

Telenursing Survey 
To collect adequate and comprehensive data at National, 

Regional, Hospital/Community, and Ward level it was decided that 
51 questionnaires should be distributed. Table 1 shows to whom 
these were distributed and rate of response. 

N N 
National 11 3 
Regional(incl.Wards) 15 10 
Hospital/Community 

Special Hospitals 
Care of the elderly 3 3 
Maternity hospitals 4 2 
psychiatric hospitals 7 3 
Childrens hospitals 3 1 

Community Areas 8 2 

Totals 51 24 

Table 1: TELENURSING Survey: Distribution and response 

. Documentation and definition in nursing in Ireland 
Requirements for documentation 

rate 

All respondents replied to the question. Results are as below. 

Yes No Do not know 
Percentages 

By Law 58 33 8 
By the profession 75 21 4 

Table 2: Requirements by Law and by the Profession for 
documentation 

It can be seen that 58% of participants responded that 
documentation was required by law, 33% that it was not required 
by law and 8% stating that they did not know. A greater number 
(75%) felt that documentation was required by the profession, 21% 
that it was not required and 4% that they did not know. The 
resul ts show confusion in answers. There may have been 
difficulty in the definition of legal requirements as the Nursing 
Board has statuary power and may then have lead to some confusion 
as to whether this should be considered from legal, national or 
a professional perspective. 
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Guidelines for documentation 
Table 3 shows data on guidelines for documentation 

Hospitals 
Primary Health Care 

Yes 
% 
79 
58 

No 
% 

13 
11 

Table 3: Documentation guidelines 

Do not know 
% 
8 

32 

79% of respondents indicated that there were guidelines for 
documentation in hospi tals throughout Ireland. 13·% of 
respondents responded in the negative and 8% did not know. 
However, these were felt to be in the main for all wards (60%) 
in some hospitals (56%). For primary health care settings 58% 
responded that documentations guidelines existed while lesser 
numbers indicated that these did not exist (11%) or that they did 
not know (32%). It was felt that these existed only in some 
(69%) primary health care settings. 

Assessment of Patient Problems\Diagnosis 
The following table represents the data collected in relation to 
how documentation of nursing problems is organized in hospital 
and primary health care settings. 

Percentage response 
Yes No Do not know 

Documentation of assessment 
Hospitals 91 5 4 
primary health care settings 71 12 18 

Documentation by pencil and paper 
Hospitals 95 0 5 
Primary health care settings 24 41 36 

Documentation by computer 
Hospitals 27 55 18 
Primary health care settings 11 50 39 

Planning for assessment by computer 
Hospitals 56 30 13 
Primary health care settings 25 31 44 

Table 4: Assessment of nursing problem documentation 

91% of respondents indicated that documentation of assessment of 
patient nursing problems occurs in hospitals while 71% felt that 
it was done in primary health care settings. However, the 
majority felt that this was true for all wards (60%) and only in 
some hospitals (69%). In relation to primary health care settings 
it was ascertained that few (29%), some (55%) and all (18%) of 
primary health care settings were involved. 
95% of respondents felt that assessment was done by pencil and 
paper (in hospitals) and 24% in primary health care settings. 
27% said that assessment was done by computer in hospitals while 
11% thought that it.was done in primary health care settings. 
56% responded that it was planned to introduce assessment by 
computers in hospitals in the future and for 25% in the 
community. 
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Identification of Problems/Nursing Diagnosis 
The following table shows how Irish nurses in Hospitals and in 
Primary Health Care settings identify Nursing Problems/Nursing 
Diagnosis. 

Percentage response 

Identification of problems 
Hospitals 
Primary health care settings 

Identification by pencil and paper 
Hospitals 
Primary health care settings 

Identification by Computer 
Hospitals 
Primary health care settings 

Planning for identification by computer 
Hospitals 
Primary health care settings 

Yes No Dont know 
N N N 
90 5 5 
39 22 39 

89 
69 

24 
o 

60 
13 

11 
6 

62 
59 

30 
44 

o 
25 

14 
41 

10 
44 

Table 5: Problems/Nursing diagnosis Identification 

Table 5 shows that 90% of respondents said that nursing problems 
were identified by nurses in hospitals but 39% felt that these 
were being identified in primary health care. For hospitals, the 
majority (58%) felt that this related to some wards (58%) in some 
hospitals (81%). In primary care respondents felt that this was 
being done in some primary health care settings only. 89% of 
respondents indicated that this was done by pencil and paper in 
hospitals while 69% felt that it was being done by pencil and 
paper in primary health care settings. Just 24% of hospital 
nurses and 0% of primary health care nurses used the computer for 
this process. However, there were indications (96%) for 
hospitals and 13% for primary health care) that entry of this 
data by computer was being planned for the future. 
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Interventions' -" 
The documentation of nursing interventions by Irish nurses is 
presented in Table 6. 

Percentage response 
Yes No Dont know 

Documentation of interventions 
Hospitals 95 5 0 
Primary health care settings 61 11 28 

Documentation by pencil and paper 
Hospitals 100 0 0 
Primary health care settings 69 0 31 

Documentation by Computer 
Hospitals' 25 60 15 
Primary health care settings 0 47 53 

Planning for interventions by computer 
Hospitals 50 30 20 
Primary health care settings 14 43 43 

Table 6: Interventions 

It can be seen that documentation of interventions are carried 
out for 95% of patients in hospitals and 61% of patients in 
primary health care settings. This is done in the majority of 
cases by pen and pencil (100% for hospitals and 69% for primary 
health care settings). However, 25% of respondents felt that 
documentation of interventions is also being done by computers 
in hospitals with none indicating that any such recording is 
being done in community health care settings. When responding 
to the question on planning for computerization of nursing 
interventions the data suggests that 50% of individuals surveyed 
felt that they would be introduced to hospitals and only 14% to 
community settings 

outcomes of care: Documentation 
Table 7 shows data in relation to documentation of outcomes of 
care as they exist, as done by pencil and paper or by computer. 

Percentage response 
Yes No Dont 

know 
Documentation of outcomes 

Hospitals 86 14 0 
Primary health care settings 41 12 47 

outcomes by pencil and paper 
Hospitals 95 5 0 
Primary health care settings 50 0 50 

outcomes by Computer 
Hospitals 10 80 10 
Primary health care settings 0 56 44 

Planning for outcomes by computer 
Hospitals 35 40 25 
Primary health care settings 19 37 44 

Table 7: Documentation of outcomes of nursing care 
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The data "shows that outcomes are documented by 88% of ho·sp'i tal 
nurses and that the majority of this (95%) is done by pencil and 
paper. Outcomes by computer are documented by 10% and the 
planned intention to document by computer is for 35% in hospital 
nursing. The results for primary health care settings are 
different. These show that 41% of outcomes are recorded and that 
50% are by pencil and paper. Outcomes by computer are not 
documented in any instance but 19% of the respondents said that 
this was planned for the future. Because outcome definition are 
so important now in relation to patient path through health care 
let me show you the comparative data for EUROPE 

Classification and coding used in nursing in Ireland 
Overall, Irish nurses seem to be doing some work in the 
defini tion of nursing terms, nursing problems, nursing 
interventions and nursing outcomes. This work seem to be done 
more in the hospital sectors rather than in primary health care 
settings where lesser numbers are involved in classification of 
terms, problems, interventions and outcomes. It also appears 
that very few nurses are involved in coding of any terms in 
relation to nursing. The picture of what is happening in 
hospitals and primary health care settings is depicted in the 
following table. 

Definition of terms 
Definition of Nur. Problems 
Classification " " 
Coding of Nurs. Problems 
Standardization 

Defn. of interventions 
Classification of interv. 

Hospitals 
% 
86 
68 
41 

5 
27 

71 
33 

5 
28 
67 
38 

5 

Primary He. care 
% 

26 
21 
11 
o 

11 

22 
11 
o 

17 
23 
11 
o 

10 

Coding of interventions 
Standardization of interventions 
Defn. of Outcomes 
Classifications of outcomes 
Coding of outcomes 
Standardization of outcomes 
Table 8 : Classification and 

23 
coding of nursing in Ireland 

Nursing terms 
Definitions 
From the table it can be seen that definitions of nursing terms 
are said to be present for 86% of hospital nurses and 26% of 
primary health care nurses. This was said to be done in some 
wards (58%) in some hospitals (69%) and in some (43%) primary 
health care settings. 68% of hospital nurses and 21% of primary 
health care nurses were said to be involved in the definition of 
nursing problems. 71% of hospital nurses and 22% of primary 
health care nurses were said to be involved in the definition of 
nursing interventions. 67% of respondents felt that nurses in 
hospitals were involved in defining patient outcomes while 23% 
were involved in primary health care settings. 
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Classifications 
Forty one percent for hospital nurses and 11% for primary health 
care nurses were said to be involved in the cla~sification of 
nursing problems\diagnosis. Lesser numbers (33% for hospital and 
11% for community nurses) were involved in the classifications 
of interventions. However, only 38% (of hospital nurses) and 
11% (of PHC) were thought to be involved in the classification 
of outcomes. Further, 62% of hospital and 22% PHC nurses derived 
these from the nursing literature. 

coding 
Coding of problems, interventions· and outcomes were said by 
respondents to be carried out by only 5% of hospital nurses and 
0% of primary health care nurses. 

standardization 
In relation to the data presented it appears that little work has 
been done in Irish nursing in the standardization of nursing 
terms, problems, interventior,s and outcomes. 

Minimum data set 
A Minimum Data Set is def ined as a m~n~mum set of items or 
elements of information with uniform definitions and categories, 
concerning a specific aspect or dimension of the health care 
system, that meets the essential needs of multiple data users. 

Nursing minimum data sets in Ireland 
Table 9 shows data collected on the state of development of a 
National Nursing Minimum Data Set in Ireland. It sh,ows data in 
relation to hospitals and primary health care settings in 
relation to that which may be presently available or planned. 

Hospitals PHCS 
Yes No not know Yes No not know 

Planned/collected % % 9.:: 0 % % % 
Nursing Diagnosis 24 48 28 6 41 53 
With computers 19 57 24 0 44 56 

Interventions 19 48 33 6 33 61 
With computers 10 57 33 0 42 58 

Outcomes 14 53 33 6 22 72 
with computers 16 58 26 6 47 47 

Table 9 : NMDS in Ireland 

The most important finding from this data is that there appears 
to be little in operation and planned in relation to a NMDS in 
Ireland. This is reflected in the number of negative and "do not 
know" answers. 
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Educational measures 
The following table shows the picture in relation to informatics 
and health informatics training in Ireland. 

Yes No Do not know 
Hospital i i :Ii 
Gen. Ed. Training Programmes 48 33 19 
Nurs. Ed Training Programmes 33 39 28 
Planned Ed. in Nurs Informatics 35 25 40 

College 
Gen. Ed. Training programmes 55 20 25 
Nurs. Ed. Training Programmes 21 42 37 
Planned Ed. in Nurs Informatics 21 16 53 

University 
Gen. Ed. Training programmes 62 14 24 
Nurs. Ed. Training Programmes 40 30 30 
Planned Ed. in Nurs Informatics 31 16 53 

other 
Gen. Ed. Training programmes 16 42 42 
Nurs. Ed. Training Programmes 8 42 50 
Planned Ed. in Nurs Informatics 0 14 86 

Table 10: Educational measures with regard to health care 
informatics in Ireland 

It can be seen that some health care informatics education is 
available with regard to general education and nursing education 
in Ireland and that the majority of this is available in 
Universities and Colleges. However, it is also interesting to 
see that a number of respondents did not know whether such 
training was planned for the future. 

Educational measures in relation to telenursing items 

Yes: 

* Documentation 
* Definition of terms 
* Classification of terms 
* Coding of definitions and 
classification of terms 
* Standardization of 
definitions, classification 
and coding 
* Development of NMOS 

in operation 
% 

27 
23 
14 

14 

9 
5 

Planned 
% 

26 
21 
16 

11 

11 
6 

Table 11 : Educational measures in relation to TELENURSING 

From table 11 it can be seen that educational measures on the 
elements of TELENURSING vary in relation to the elements 
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addressed with greater emphasis being placed on documentation and 
less on the development of NMOS. This is true both in relation 
to that which is operational and that which is planned. 

Responsibility for nursing language development in Ireland 
The identification of diagnostic nomenclature in nursing is 

the responsibility of every nurse. Nurses should chart patient 
problems, interventions, outcomes and other pertinent data which 
belongs to a data set in this manner. Chart audits should show 
these terms and nurses should use a common definition for words 
to reach theoretical and practical clarity and avoid confusion. 
Standardization of nursing language is necessary. If nurses do 
not engage in developing a language for themselves nursing care 
problems of patients and client populations then nurses as a 
consequence will be regarded as irresponsible to society and 
incapable of contributing to the health of patients and clients. 
A silent and inviable profession can not influence the welfare 
of society and as such it cannot gain or keep the status of a 
profession. 
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NURSES' ATTITUDES AND MOTIVATION 
TOWARDS CONTINUING PROFESSIONAL 

EDUCATION. 

Jonathan Drennan BSc (Hons), R.N.M.H., R.P.N., R.G.N .• R.N.T. 

Beaumont Hospital, 
Dublin. 

This literature review has been undertaken to develop an understanding of what is known 
about nurses' attitudes and motivation toward continuing professional education (CPE). 
The Review was carried out in the light of recent directives and recommendations in the 
United Kingdom and Ireland. 

Firstly, the publication of the post-registration education and practice project- PREPP 
(UKCC, 1990) has initiated the introduction of mandatory continuing education within 
the United Kingdom. Secondly, An Bord Altranais has published The Future of Nurse 
Education and Training in Ireland (1994), this has recommended a national framework 
for post-registration nurse education. 

Allied to these policy directives from the profession's statutory body are calls 
for increased accountability and autonomy within nursing. These can be viewed in the 
context of technological and societal changes, and increased public scrutiny of standards 
as signalled by the patients charter (1992). To meet these changes several writers have 
called for an increasing role to be played by continuing education within the profession 
(Cooper 1982; Rogers 1987; Yuen, 1991, Nolan et al, 1993). 

The review will consist of three main areas: 
(i) Introduction to, and definition of continuing professional education. 
(ii) Motivation and adult learning. 
(iii) Nurses' and continuing professional education. 

(i) Introduction to. and definition of. continuing professional education; 

From the literature related to nursing a wide variety of conceptions and definitions of 
continuing education are suggested. One of the broadest and most widely used is that 
of American Nurses Association which states, 
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"Continuing education in nursing consists of those planned activities intended 
to build upon the educational and experimental basis of-the professional nurse 
for the enhancement of practice, education, administration, research or theory 
development, thus improving health care to the public" . 

(ANA, 1985, P.5) 

Although not directly mentioned in this definition, it appears to define continued learning 
in its broadest sense encompassing both fonnal and infonnal activities that will have their 
outcome in enhanced patient care. Other writers have also suggested that CPE should 
not be defined too narrowly but viewed as a larger issue to include both structured and 
unstructured pursuits (Cooper, 1982; Duberly, 1985; 0' Kell, 1986; Stanford, 1989). 

In contr~ other writers have described nurses learning as a series of structured and 
planned incidents such as study days, conferences, short courses, and courses leading 
to recognised academic qualifications (Mackereth 1989; Hughes 1990). In effect, 
defined concisely as a method of preparing, updating and developing nurses within 
their working environment. 

Whatever the distinction between the two views Barriball (1992) suggests that both 
structured and unstructured views are important for the development of qualified 
nurses education. The importance of C.P .E. to the profession has been widely reported 
in the literature. Therefore it has been suggested that initial learning can only be a 
foundation, that it should prepare a nurse for lifelong learning and to question and reflect 
upon hislher practice. (Royal Commission, 1979: Altschul, 1982; Rogers, 1987). 
Without this lifelong learning Houle (1980) has shown it leads to an obsolescence of 
knowledge which is most marked in the professions. This is borne out by Ferrell (1988) 
who reiterates the importance of continuing education to the nurses professional life, 
since the half life of nursing knowledge ranges from two to five years after which time 
knowledge gained has become outmoded and obsolete. 

Adult education. continuing education and motivation. 
Before examining continuing education as related to nursing it is necessary to examine 
the literature on adult learning and motivation to elicit a further understanding of the 
dynamics of professional education (McCrea 1989). This will help develop a conceptual 
framework from which attitudes and motivation towards continuing professional 
education can be developed. 

Motivation is derived from the Latin, meaning "to move" (Collins English Dictionary, 
1991). Motivational reasons tell us why people select a course of action over others 
and why they continue with this course in the face of difficulties and problems. 
Peoples behaviour is detennined by what motivates them, and their perfonnance 
is a product of both ability level and motivation (Carlson 1990). 
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An understanding of motivation theory should help in ascertaining what influences nurses 
to continue their education. Once such'theory that may be applied to education is 
Alderfers modified need hierarchy model (1972). Alderfer suggests that motivation 
needs are multifaceted and move through a continuum. Houle (1980) would be in 
agreement with this and draws the general conclusion that participation in any type of 
educational activity is usually undertaken for a variety of motives rather than a single 
one. Several writers have also identified mUltiple motivational orientations for adult 
learners. These are related to the individuals desire to learn, to advance professionally, to 
respond to external expectations, to help mankind, to interact socially and to gain relief 
from boredom and routine (Knowles, 1978; Jarvis, 1982; Jarvis, 1988; Cervero, 1988). 

Rogers (1987) suggests in order to meet the needs of qualified nurses, a basis for 
understanding their motivational reasons for education is essential. This maybe 
undertaken through an awareness of how adults learn, without this awareness, it is 
argued, may lead to a neglected and disinterested workforce (Houle, 1980,McGuire et al 
1983; Rogers 1987). 

NUrsing and Continuing Professional Education;-
The majority of research undertaken into nurses' reasons for participation in CPE come 
from North American Studies. Although research into this area in the United Kingdom 
and Ireland is limited, it has shown an increase in publication in the last decade. 

One important part in reviewing the literature was motivational f~ctors were found to 
be more indicative of attendance than were personal, professional or demographic 
characteristics of the learners (Clarke and Dickinson, 1976; Dolphin, 1983; Kristjanson 
and Scanlon, 1990). Also many nurse researchers are in agreement with those from the 
fields of adult and continuing education (Knowles 1978, Houle 1980, Jarvis, 1988) 
and show that motivational orientations of nurses are multidimensional and complex 
(O;Connor 1979, Studdy and Hunt, 1980; Dolphin, 1983; McCrea, 1988; Yuen, 1991; 
Barriaball et al , 1992). 

One of the earliest investigations was carried out by O'Connor (1979) in North America. 
This is regarded as a seminal study into nurse continuing professional education. The 
main aim of the research was to identify dimensions or motivational orientations that 
underline reasons nurses participate in CPE programmes. 

O'Connor used a postal questionnaire consisting of 56 item check list based on 
Boshier's (1971) educational participation scale. The study's findings showed that 
seven motivational orientations emphasise nurses reasons for participation. compliance 
with authority; improvement in social relationships, improvement in social welfare skills, 
professional achievement, professional knowledge, relief from routine, and acquisition 
of credits. Of these the most important factor was professional knowledge with 
the least important, improvement in social relations. 
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Overall O'Connor (1979) identified that nurses had a positive attitude to their 
continuing professional educa~ion and basing her fi~dings on M,aslow's (1970) need 
satisfaction model found them to be-'growth motivated self-actualising persons. 

Other studies have also found an overall positive attitude to CPE as well as 
finding motivational reasons to be multi-dimensional (Studdy and Hunt, 1980; 
Rogers, 1983; Nugent 1990). These included, possibility of future promotion, 
reputation of the course centre, need to specialise in a particular subject and a 
need to fill a gap left by basic training. 

Although many writers reviewed in the literature have shown that nurses are motivated 
to continue their education, there still remains what Houle (1980) has referred to as 
'Laggards of the Profession.' Ho (1984) shows that these 'laggards' exist within nursing 
and midwifery and are slow to respond to innovation, resistant to change and take 
no responsibility for increasing their knowledge or skills. In fact many negative 
orientations have been found ranging from antipathy (Myco 1981, Barnett 1981) to 
strong anti-educational attitudes and a belief that basic nurse training is adequate for 
the span of their professional career (Lahiff 1984, Morgart 1986). Chairella (1990) 
makes the point that even though CPE is becoming increasingly available there are nurses 
who show no commitment and it is essential to ask why this is so and what can be 
done about it. 

No research has been undertaken in the United Kingdom or Ireland to examine deterrents 
to CPE in nursing. Literature exists within adult education (Carp et al. 1974: Schoen 
and Darkenwald, 1984). These studies found cost, lack oftime, inconvenient 
scheduling, lack of information about educational opportunities, job responsibilities, 
home responsibilities, lack of interest and lack of confidence as the main deterrents. 
It would be of benefit to examine these areas in relation to nurses and the changes 
within the profession. 

An important aspect within continuing professional education is that of self directed 
learning. McCrea (1989) examined this area by looking at the library usage of a 
stratified random sample of sixty midwives in Northern Ireland (Response rate= 72% 
N = 43). Of the 31 respondents who stated they had used a library, only 7 recorded using 
one in the last six months. 

Researchers also examined reading professional journals in relation to self-directed 
learning (Myco 1980; Studdy and Hunt, 1980; Kershaw, 1985; Chairella 1990). 
Overall findings have shown that nurses do not update their knowledge by reading 
professional journals. Jarvis (1988) draws attention to the importance of this fact 
and shows that professional practitioners most likely to introduce innovations to their 
practice read professional journals. 

There is little or no research regarding self-directed learning in nursing. It has been 
suggested that an awareness of the resources nurses who are self-directed use should 
be created. (Alexander, 1984; Jarvis 1987; Stanford, 1989). 
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Within this mis-match in mind, between those who are self -directed in their needs and 
the 'laggards' of the profession, An Bord Altranais has recommended a national 
framework for post registration nurse education (1994). In its recent report, 'The future 
of Nurse Education and Training In Ireland', An Bord Altranais proposes the 
implementation of mandatory nurse education. The report argues,' the strengths and 
merits for a system of mandatory education arise from its potential ability to act as a 
safeguard against obsolescence and incompetence' (p. 30). In the United Kingdom the 
broad ideal of mandatory continuing education has met with approval from the profession 
as a positive step. Nugents (1990) study off 100 first level nurses reported that 85% of 

. sisters, 81 % of charge nurses, and 79% of staff nurses thought it should be necessary to 
demonstrate evidence of CPE in respect of periodic registration. 

The majority of literature regarding mandatory education comes from North America . 
. Mandatory CPE programmes, in the United States are seen as the most effective 
and efficient way of ensuring that all nurses in practice are kept up to date (peutz; 1983, 
Thomas, 1986, Weiss-Fermnan and Willie 1988). 

However, a review of the literature does not provide total agreement on the value of 
mandatory CPE Towards motivating nurses ,as Yuen (1991) points out there appears to 
be a definite division amongst nurses on the issue of voluntary or mandatory continuing 
education. 

Several writers suggest that the extent of a desire of an individual to learn ultimately 
controls the amount and kind of education he or she undertakes, learning does not occur 
under stress (Cooper, 1977, Houle, 1980). These points are taken up by those who 
oppose the imposition of mandatory CPE (Walker 1988, Brown, 1990, Carpenito, 1991). 
Furthermore, they argue, only those practitioners who are self-directed in their learning 
and show a commitment to the value of CPE will be motivated to apply their 
knowledge and skills to their practice. 

The debate surrounding the disadvantages, and benefits of, mandatory CPE seems to 
continue due to the recommendation from An Bord Altranais that it should be 
implemented widely. No research has been found within the Republic of Ireland 
examining the positive or negative implications of introducing mandatory CPE. 
Therefore, it is recommended that a study should examine attitudes to these 
proposals amongst clinical nurses. 

Summary:-
A review of the literature suggests that nurses motivation towards CPE appears to be 
complex and multidimensional. However, it appears a sizeable minority of nurses are 
unwilling or unable to participate. Reasons why this is so have not been found within 
the literature, as most studies have focused on reason why participants continue 
their education. 

There also appears to be a lack of literature investigating the importance of self-directed 
learners to the profession and the methods that they use. This appears to be an area 
for future productive study. 
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Writers from the areas of adult and continuing education have amassed a body of 
knowledge that is very applicable to the nursing profession today. An examination of 
this can lead to a greater understanding towards nurses' attitudes and motivation. 

Finally, due to the recent recommendations from An Bord Altranais (1994) to 
. introduce a framework for mandatory CPE, there remains,at present, a gap in the 
literature regarding attitudes on its implementation. In the United States, where 
mandatory education is widespread, an overall positive attitude to its effects on the 
profession have be found. 

Overall there is a constructive debate in the literature regarding continuing professional 
education. Studies reviewed have formed a basis for further investigation of many 
aspects of CPE and how they relate to the career of the clinical nurses. 
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~YBOTHERTOLEARN? 

Gerard J. Butcher, Cognitive-Behavioural Psychotherapist, 

St. Iohn of God Hospital, Still organ, Co. Dublin. 

ABSTRACT 

Two variables, both complex, play a major role in learning for students. 
The first of these is the student's own (intrinsic) motivation and the 
second the circumstances which the educator has responsibility for. 
Attention to both of these is essential in order to understand motivation 
for learning. In this paper it is my intention to: 
(i) identify the different components of motivation· and discuss their effects 
on students; 
(ii) suggest ways in which students may be helped to motivate themselves 
in different learning situations. 

Issues to be presented for discussion will include: a challenge on the 
concept of 'laziness'; the effects of self-esteem on student learning; 
'helplessness'; modelling effects; fear of change; environment; and 
educator behaviours. Practical examples for development of student 
learning will be presented and open discussion on these suggestions will 
be welcomed. 

" ... the intrinsic satisfaction of discovery, understanding, 
and achieving personal meaning provides the principal 
motivation to learn ... " 
[Ericksen, S.c. (1974, p. 71) Motivation for learnin&. Ann 
Arbour: The University of Michigan Press.] 

INTRODUCTION 
As an educator and clinician, I have a great deal of interest in the 

issue of motivation. Two variables, both complex, play a major role in 
learning for students. The first of these is the student's own (intrinsic) 
motivation and the second the circumstances which the educator has 
responSibility for. Attention to both of these is essential in order to 
understand motivation for learning. In this position paper, it is my 
intention to: 
(i) identify the different components of motivation and discuss their effects 
on students; 
(ii) suggest ways in which students may be helped to motivate themselves 
in different learning situations. 

COMPONENTS OF MOTIVATION 
The processes involved in motivation are complex and it has been 

argued that without the necessary motivation, learning (no matter how 
well it is presented) becomes well nigh impossible. This point is argued by 
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Ericksen (1974, p.ll) when he suggests that after a class "the student 
proceeds to do what only he can do, namely, to integrate what he has been 
taught by the instructor with what he has learned elsewhere". My question 
then is this: why does the learner bother to learn in the first place? 

I am aware of many teacher's attitudes that some students just seem 
to have, the "get up and go" to study whereas others are dismissed as 
being "lazy". In my experience, students too often dismiss themselves 
and/ or others as being "lazy". As a concept, I have great difficulty in 
accepting that laziness exists. Rather, I prefer to think in terms of a lack of 
motivation; i.e. that at a cognitive-behavioural level, people will usually 
carry out tasks which they expect will bring about some ultimate reward, 
and avoid others which they believe are less likely to be rewarding. How 
far into the future these "rewards" are expected to materialise, their 
previous experiences of reward/reinforcement for learning, e.g. in terms of 
learned helplessness theory (Seligman, 1975), past and current modelling 
influences (Bandura, 1977) and cognitive self-appraisal (Burns, 1981) or 
self-esteem (Maslow, 1971) are all factors which must be taken into 
consideration in order to understand why some students are motivated 
and others are not, at times in spite of obvious academic potential. 

The most potent source of personal motivation comes from an 
individual's self-esteem. Many factors, both past and present, may account 
for self-esteem, but attention to this is vital to an understanding of 
motivation. As Burns (1981, p. 51) points out - "Almost all negative 
emotional reactions inflict their damage only as a result of low self
esteem. A poor self-image is the magnifying glass that can transform a 
trivial mistake or an imperfection into an overwhelming symbol of 
personal defeat." Although Burns is referring here to depressed 
individuals, it is not difficult to see how this can refer to any individual, 
whether or not 5/ he is depressed. A logical follow-on then, is that students 
with low self-esteem are probably more likely to approach tutorials, 
assignments etc. with expectations of failure than those with high levels of 
self-esteem. Such expectations, and indeed experiences, of failure and 
defeat, without intervention, can lead to feelings of helplessness. Seligman 
(1975, p. 9) defines helplessness as "the psychological state that frequently 
results when events are uncontrollable." Therefore, if a student perceives 
that certain outcomes will occur independently of his/ her efforts (e.g. in 
exams), feelings of helplessness with respect to future events are likely to 
occur. The concept of helplessness and it's role in students' lives is given 
credibility when one looks at the findings of Mechanic (1978). In his study 
he discovered that a large percentage (68%) of students believed that there 
was some truth in the item - ''The decision as to who will pass and who 
will fail is made prior to the examinations". If this belief can in any 
manner be taken as a generalisation, it should come as no surprise then 
when students exhibit symptoms of helplessness. On the other end of the 
scale, Perry (1975, p. 71), having studied the development of students 
during their college years, discusses the importance of a student reaching a 
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position whereby he "experiences the affirmation of identity among 
multiple responsibilities and realises commitment as an· ongoing, 
unfolding activity through which he expresses his lifestyle." It is unlikely 
that students reaching this level of development are going to experience 
much in the way of helplessness. These studies are very closely tied in 
with Maslow's ideas on the need for learners to have a secure emotional 
base and to have developed a feeling of worthiness within themselves. His 
view is that, as humans, we "cannot reach self-actualization until needs 
for security, belongingness, dignity, love, respect, and esteem are all 
satisfied" (Maslow, 1971, p. 190). 

I wish now to look briefly at the effects of modelling influences. By 
and large students spend much of their time surrounded by other students. 
Modelling influences, therefore, must play an important role in any 
individual student's motivation to learn. Parents often lament their sons 
and daughters getting into "bad company".· The effects of such "bad 
company" are relatively easily understood in terms of social learning 
theory (Bandura, 1977). The motivational processes involved in learning 
can also be explained through an examination of this theory. Bandura 
(1977, p. 28) makes the obvious point that people do not enact everything 
they learn. Rather, they are more likely to adopt modelled behaviour if it 
results in outcomes they value. For students this can work in one of two 
ways. In the instance of the "bad company" effect, social reinforcement 
from one's peer group will playa major role. On the other hand, the 
student who sees his peers being rewarded with good results for good study 
habits may be more likely to adopt similar study habits with an expectation 
of comparable results. This again is linked to Maslow's work on self
esteem particularly the need for prestige and respect from others being 
satisfied. 

But what about motivational factors which are the responsibility of 
the educator? These could be called extrinsic factors, over which the 
student may have little or no influence and can have an effect irrespective 
of the level of self-esteem which a student may start out with. It has been 
argued that motivation requires a willingness to change which is 
something which many people find difficult for a variety of reasons (e.g. 
Bugental & Bugental, 1984, p. 548 - "We humans fear change because it 
seems that it threatens the very structures which are our lives"). Studies 
cited by Bakker (1975) though, show that the situation in which a person 
finds him/ herself plays a major role in ability to change. One conclusion 
he draws is that "man's behaviour is not primarily determined by 
unchangeable personality traits or other essential characteristics; on the 
contrary, his behaviour is extremely changeable as a function of the 
situation in which he finds himself" (p.165). It is incumbent upon the 
educator then to provide an appropriate atmosphere for learning to take 
place and to do so in such a manner as to enhance motivational factors 
already inherent in the student who has taken the trouble to turn up at a 
lecture or tutorial. These factors include: 
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a) environment; 
b) content and nature of material to be presented; 
c) teaching stylet teacher behaviour. 
I will deal with each of these in turn. 

a) Environment: 
The educator has a unique opportunity to influence numerous 

aspects of learning for his/her students through due care and attention to 
environmental factors. These include: (i) stimulus characteristics such as 
intensity in the environment (e.g. noise), contrast, changing the mode of 
presentation, and repetition; (ii) ensuring that basic physical needs are met, 
such as sufficient light, heat and air; (iii) allowing periods of rest between 
blocks of learning. 

b) Content and nature of material being presented: 
The content of material being presented must be such that it is 

sufficient to satisfy basic curiosity motives (Atkinson et al., 1990, p. 394). 
Making the material as meaningful to students as possible is important in 
increasing motivation to learn. Organising the material appropriately as 
suggested by Ausubel et al. (1978) would mean, for example, proceeding 
from more general and inclusive information towards specifics. 

c) Teacher's style and attitude: 
The style of teaching adopted by the teacher whereby sl he pays 

attention to voice, tone etc. can convey an attitude of interest or lack of it to 
students. An attitude of respectfulness towards students can also have 
increased benefits. As an example, my own experiences with students have 
underlined just how important attitude to them as students is. Taking 
time to listen and giving them an opportunity to voice concerns, suggest 
possible changes etc., has resulted in increased interest on their part. In 
some measure, this is not unlike the well-known "Hawthorne effect" 
discovered many years ago during research into working environments, 
whereby it was postulated that productivity increased simply through 
additional attention being paid to the workers being studied (Moser & 
Kalton, 1971, p.219). For the students concerned here though, I would like 
to believe that other factors, such as a genuine interest being shown in 
their ideas, have been at least partly responsible for their increased 
motivation. Such actions on the part of a teacher are also clearly associated 
with social learning theories which underline the importance of being 
aware of the reciprocal nature of personal, behavioutal and 
environmental determinants. As Bandura (1977, p. 195) points out: "For 
the most part, the environment is only a potentiality until actualized by 
appropriate actions; it is not a fixed property th~t inevitably impinges upon 
individuals .... .In this two-way influence process, the environment is 
influenceable, as is the behaviour it regulates". 
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SOME IDEAS ON HOW TO MOTIVATE STUDENTS 
Qui te apart from attending to the areas described above, many 

students may req~ire more direct help in motivating themselves during 
their student years. In fact, I believe that helping students to motivate 
themselves may turn out to be the most important aspect of the many 
roles which a tutor has to adopt. A problem can of course arise for the 
student whose teacher does not recognise that his/ her students are in 
difficulty. After all, the teacher lives in a different motivational world 
from his/ her students and may not therefore sense the need for help 
(Ericksen, 1974, p. 121). Pope & Denicolo (1989) seem to support this view 
in their suggestion that "if practices are to change, teachers need to 
examine some of their fundamental beliefs". There are then a few areas 
here to which I would like to draw attention and suggest appropriate 
strategies which could be adopted: 

~i! Recognise and address negative cognitions 
Perry (1975, p.73) reports that "the most difficult instructional 

moment for the students - and perhaps, therefore, for the teacher as well -
seems to occur at the transition from the conception of knowledge as a 
quantitative accretion of discrete rightnesses to the conception of 
knowledge as a qualitative assessment of contextual observations and 
relationships ...... .!t is a crucial moment; ...... (and) the teacher's most 
promising point of address is to the student's bewilderment about the 
grounds on which his work is evaluated." (emphasis added). This suggests 
that at certain points during any course, the student and the teacher will 
face a crisis situation. Perry's idea seems to be that in order to resolve the 
impasse, the teacher needs to address the student at the level of cognition. 
In recent decades, it has been shown that addressing negative, faulty 
cognitions plays a vital role in many areas of psychological dysfunction, 
affecting not only outcome of treatment but also having a preventive role 
(Hollon & Jacobson, 1985). It is not unreasonable then to expect that such 
an approach will have benefits for students at some point in their student 
careers. This approach does not always need a skilled therapist as testified 
by the exceptional success of the self-help manual for depression, "Feeling 
Good" (Burns, 1981) which has sold over 2 million copies. Such self-help 
approaches may be particularly effective in building self-esteem. As 
Ericksen (1974, p. 70) points out - "self-esteem is enhanced by 
demonstrating to oneself the ability to interact with and to cope with a 
personal, social, or educational problem". . 

(in· Inform, inform, inform 
Bandura (1977, p.37) in discussing the benefits of observational 

learning suggests that much can be achieved more effectively by informing 
observers in advance about the benefits of adopting modelled behaviours 
(e.g. good study habits lead to good results at exams) than by waiting until 
they happen to imitate a model and then rewarding them for it. Malcolm 
Parlett's (1977) ideas on the importance of first day experiences for students 
have obvious implications here. Informing students in advance what will 
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be required of them and telling them how they may help themselves 
'. achieve certain aims would, I imagine, relieve an amount of stress and 

give direction to some students who may be feeling a little lost during 
their early days in college. This is in line with Ericksen's view (1974, p. 75) 
where he points out that many teachers often find that the best remedial 
help for the "slow" learner is to relieve the stress and anxiety that block 
understanding. Finding ways in which to keep students at their ease has 
obvious benefits not just for the student but also for the teacher. 

(iii) Teach realistic self-evaluation 
Being able to engage in realistic self-evaluation exercises is, I 

believe, an important source of personal growth for man. Teaching 
students to be aware of the impact of personal self-standards and the 
effects these standards have on their approach to individual work could 
playa part in helping students raise self-esteem. Bandura (1977, p.133) 
states that "self-appraisals of performance set the occasion for self-produced 
consequences. Favourable judgments give rise to rewarding self-reactions, 
whereas unfavourable appraisals activate punishing self-responses". Thus 
learning how to set clear appropriate objectives of, for example, study 
should help the student evaluate him/herself according to a realistic 
standard. Don't forget that students can be very hard on themselves, hence 
the need for evaluations to be realistic. 

SUMMARY 
The majority of students arrive at places of learning eager to learn. 

Their motivation may be to learn only enough to get them through a 
series of exams or they may genuinely desire to grow as individuals and do 
more than just the basics. Either way, a fundamental understanding of 
motivation for learning is essential if any educator hopes to positively 
influence his/her students in their desire to learn. Teaching then has to be 
seen as more than mere lecturing, particularly if one accepts that students 
are more than capable of learning required material just as easily from 
books (e.g. Heim, 1976). Overall then, the educator has to be prepared to 
make efforts to help students increase levels of motivation through a 
variety of means which will at times require the educator to be adaptable, 
versatile, sincere and willing to change. In order to emphasise just how 
important the educator's role is, I would like to leave the last word with 
Ericksen (1974, p. 107) - "Students learn from teachers-from hearing what 
they say and also from watching what they do. The teacher is a model from 
whom the student derives cues as to the direction and style of his own 
behaviour" . . 
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INCREASING NURSES' AUTONOMY AND IMPROVING WARD 

BASED TEACHING THROUGH ACTION RESEARCH. 
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Northern Area College of Nursing, Antrim, Co. Antrim, N. Ireland. 

Learning Objectives 
1. To examine how reflection on practice using the Action Research 

process can help to promote .quality learning. 

2. To identify how the systematic monitoring ofleamer accounts of 
teaching can help the nurse involved in teaching to gain greater 
professional autonomy. 

3. To discuss how the process of triangulation can assist the nurse 
carrying out ward based teaching to become more aware of the 
ability to influence learning in ways he or she were previously 
unaware of. 

Intentions of the study 

The intentions of the study were: 

1. To help nurses, already attempting to promote more effective 
ward based student teaching, to narrow the gap between attempt 
and achievement. 

2. To assist the nurse in fostering an Action Research approach in 
overcoming clinical based teaching problems. 

3. To help the· nurse gain a greater degree of professional autonomy 
through the reflective analysis of her actions. 

4. To help the nurse to become more aware of the consequences of 
her actions by systematically monitoring the student's accounts of 
them. 
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If nurses' are providing quality teaching/education, then the standard and quality of the 
care provided by nurses should be high. Quality of care is directly linked to quality of 
education (1). In my role as a nurse tutor I had become increasingly aware that nurses 
involved in ward based teaching often continue to make the same mistakes time and 
time again. Often I was asked the same questions; Why was that teaching session not 
successful and why were the learning outcomes set not achieved? Seldom did those 
involved ever analysis what actually took place during the session in order to help 
improve future practice, and as a resuh continued on as before making similar 
mistakes. They demonstrated little evidence that they had learned or gained anything 
from their experience and as a result did not make autonomous decisions in relation to 
learning outcomes within future teaching sessions. 

Teaching has always played a major part of the nurses' role. In recent years with the 
increase of learner numbers ranging from pre-registration right through to post
registration this role has become a vital component in the whole teaching and learning 
cycle. Ward based learning is an essential ingredient in most nurse education 
programmes. This move towards a increased ward based approach to learning has 
many implications for nurses based at ward leve~ particularly as the role of the clinical 
teacher has become almost extinct in most areas. This leaves much of the responsibility 
for quality teaching with the ward based nurse practitioner. 

Teaching and assessment courses as well as mentor/preceptor training programmes are 
widely available, but, cannot always meet with the demand for places leaving many 
nurses without preparation or the opportunity to develop teaching skills. Many nurses 
still look upon teaching as a "doing" action and when the action has been carried out 
the teaching session has been completed. Although evaluation plays a part of any 
teaching session; Have the objectives or outcomes been meet? few nurses really are 
aware of how their teaching (the action) has really influenced learning (the 
consequences). 

Nurses need to know whether or not the teaching strategies they adopt produce the 
consequences intended. In other words the nurse should be aware in advance of how 
her actions influence learning. If the nurse remains unaware of the actual consequences 
of her actions she may continue to influence learning in a negative way. To overcome 
this si~ation and in an attempt to improve learning the nurse must analysis what has 
taken place and be prepared to discuss with the learner the intentional and 
unintentional consequences of her actions. 

The intention of this paper is to discuss how through the process of action research the 
nurse can be encouraged to actively participate and research into her role as facilitator 
of learning. Action research encourages the nurse to closely examine her practice 
through the systematic monitoring of the learner's accounts of the session. Reflection 
in action and reflection on action allows the nurse to identify tendencies which 
influence learning either in a positive or negative way. The process of triangulation 
which involves collaboration with a third person is an important aspect of this process 
as it attempts to help the nurse and the learner to make sense of the information gained 
through reflection in ways which can positively influence future learning. 
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This study was carried out within my area of clinical attachment which involves mainly 
surgical nursing, and included learners for whom I was responsible as nurse tutor. 
Initially the study involved qualified nurses completing a post-registration conversion 
course, but it has also more recently been widen to include other ward based learners 
and nurses. Within this paper the word 'leamer' will be referred to within the broadest 
context to include~ students, colleagues and subordinates. 

When first carried out the study involved a small sample, namely four nurses 
responsible for ward based teaching and their four learners. 

Based on the intentions of the study, the obvious choice of research methodology was 
that of Action Research. This process of research encourages the nurse to be reflective 
of her own practice in order to enhance the quality of teaching provided. Action 
research is seen as a way of characterising a loose set of actiVities that are designed to 
improve the quality of education (2). The main focus of action research in this study is 
to encourage nurses to become involved in improving their own practice, and to view 
themselves as researchers (3). Unfortunately, this still required the nurse involved to be 
provided with a diagnosis of her practice shortcomings by someone else. This form of 
research had practical implications for the nurse as she became dependent on the other 
individual for analysis of practice, which is inconsistent with the nurse's power to 
perform autonomously. This study will utilise an alternative conception of action 
research called Second Order Action Research (4), which places both the action and 
the reflection with the nurse. 

Action research is based on four interrelated activities called "MOMENTS", of ~ 
Planning, Acting, Observing and Reflecting. 
* To develop a PLAN of action to improve what is happening~ 
* To AC.I to implement the plan~ 
* To OBSERVE the effects of the action~ 
* To REELECT on these effects as a basis for future planning. 

These four moments form "The Action Research Spiral" (5). 

Data collection within the study was carried out using two methods. 
1. Reflective diaries. 

2. Triangulation. 

A reflective diary provides a vital tool within this study. Both the nurses involved in 
teaching and their learners were asked to keep personal diaries in which to give 
accounts of what took place during particular teaching sessions. These diaries 
remained confidential throughout the study, although participants were asked to make 
comments from the diary these were not viewed. Diaries provide an important means 
of both recording and reflecting within action research. Although popularised by Schon 
(6) in his seminal book The Reflectiye Practitioner, reflective practice has been around 
for many years. Reflective practice is more than just thoughtful practice. It is the 
process of turning thoughtful practice, into a potential learning situation and, 
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significantly enough, it is the utilisation of good theory in practice in what must always 
be a situation of probability - Reflective Learning. 

The process of reflection involves; 
• Reflection Before action. 
• Reflection In action. 
• Reflection an. action. 

The nurses within this study were encouraged to reflect on their own actions as well as 
to monitor and reflect upon the accounts recorded by the learner. Following a 
particular teaching session the nurse would meet with the learner to monitor her 
accounts of the session and to establish if the consequences for the learner were as the 
nurse intended. Having gained this information the next stage of the Cycle for 
Reflection involves further reflection at a much deeper level. This process of reflection 
allows the nurse to consider all aspects of her practice and to ask fundamental 
questions about the underpinnings of her practice. This level of reflection encourages 
the nurse to ask of herself some searching and thought provoking questions about the 
outcomes of her practice. This deep reflection is often not easily achieved by the nurse 
on her own. This type of reflection comes from collaborating with others, namely 
colleagues, learners or nurse teachers - a critical friend. To facilitate such a form of 
deep reflection within this study the process of Triangulation was introduced. Having 
worked through the reflection cycle and gained an account of her actions from the 
learner the nurse spent time by herself reflecting on what had taken place and why? 
Triangulation then took place between the nurse, the learner and myself (the critical 
friend). This process encouraged the nurse to "reflect on reflection" in an attempt to 
identify both positive and negative outcomes which should be considered. when 
planning and deciding future teaching actions. 

Triangulation involves the gathering of accounts of a situation from three different 
perspectives; namely those of the nurse , the learner and a participant observer. The 
role of the observer is a facilitative one and not directive. The function of this role 
within triangulation and this study was to assist the nurse in making sense of the 
information given by the learner, and to help to clarify areas of agreement or 
disagreement. The participant observer represents the "critical friend" in this important 
aspect of the reflection process. Triangulation can be a sensitive process in which 
individuals are encouraged to comment on the conduct of others in relation to 
particular situations. For this process to be successful my role within the study 
involved the creating of trust between the nurse and the learner to encourage open 
dialogue. Early in the study time was spent with all participants discussing their role 
and function within the triangulation process. It was agreed by all involved that 
criticism would be constructive and where possible not destructive. 

Triangulation took place throughout the entire study and I meet with each of the four 
groups on six occasions following a teaching session to triangulate information. 
Initially individuals were reserved and reluctant to speak out , but as the weeks 
progressed and relationships developed dialogue increased allowing for greater 
discussion and analysis of both the nurses and the learners accounts of the learning 
which has taken place. 
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Although a relatively small study carried out over a short period of time, the overall 
outcomes would indicate a positive result. By facilitating nurses in the reflective 
analysis of their practice through systematic monitoring of learner accounts and deep 
reflection through triangulation, nurses began to display greater awareness. Having 
gained insight into their actions during particular teaching sessions they began to 
identify behaviours and tendencies in practice which appeared to influence the learning 
situation. As time progressed the nurses involved in the study became aware of the 
need to know in advance if the teaching strategy they had adopted produced the 
consequences intended. The most positive outcome of this study expressed by all the 
nurses who took part was their overall ability to influence learning in ways they had 
previously been unaware of. Further research into this area is required with particular 
emphasis towards the measurement of nurses' perceived degree of autonomy in 
making future decisions in relation to the intentions of certain actions and their 
consequences for learning outcomes. 

Action research is often disregarded by many and is viewed by many purists as not 
real research and having many limitations within nursing research. It is my view that 
the best forms of research are often those carried out in the clinical settings by those 
actively involved. What better way to research practice in areas of teaching than to 
encourage those taking part to research their own practice and offer or suggest 
remedial actions or interventions to improve practice. 

If nurses' professional autonomy is to be increased and the quality of ward based 
learning improved through a heightened self-awareness of actions, then surely the need 
to share this knowledge with others is vital. To relegate such insight to the status of 
private rather than public knowledge will never build on that common stock of wisdom 
which is the mark of any profession. 
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TWe: NON-PHARMACOLOGICAL MltTHODS OJ' PAIN CONTROL: A 
STIJDY OF NURSES' KNOWLEDGE AND INTERVENTIONS. 

Author aDd Presenter: Anne-Marie Ryan. BNS., RGN., RNT., Cert.. One:. 

BlRllllloDt Hospital, 
Dublin ,. 

INTRODUCTION 

This study stemmed from a clinical observation. A lady offifty years with metastatic 
breast cancer and neck pain found immense relief from warm packs applied how-Iy to 
her neck. 'Ibis lady was receiving slow release morphine tablets twice daily and had a 
low voltage electric current battery operated device otherwise known as transcutaneous 
electric nerve stimulation or TENS mKhine. I observed attitude differences ofsta:ff 
nurses to providing and supporting the lady with her preferred method of pain relief 

A descriptive pilot study was conducted. It aimed to describe nurses knowledge of 
and interventions with, non-pharmKologic methods of pain control. As no other study 
examining these elements was found in the Iiteratw-e a descriptive survey was thought . 
most appropriate. 

LITERATURE REVIEW 

A literature review was conducted with the aim of examining studies relating to nurses 
knowledge of pain, pain management and non-pharmacologic methods of pain control. 
The review showed that trom eight studies examining nurses Imowledge and pain 
nurses continue to demonstrate a poor knowledge of the pharmacologic management of 
pain control. 

The non-pharmacologic methods of pain control for the purpose of this study were 
classified Kcording to the categories suggested in the ProSt ammed Instruction Wlit on 
non-analgesic approKhes to pain control by Degner and BBl'kwell and the nursing 
approaches suggested by McCaffery and Beebe. These authors suggest a framework of 
1) Cutaneous Stimulation 
2) Relaxation 
3) Distraction Teclmiques 
4) Guided Imagery 
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Cutaneous stimulation techniques are palliative for the purpose of pain relief The 
effects of use with it are variable but the expectation is decrease of the intensity of pain. 
The techniques considered were heat and cold, massage, and TENS. Cutaneous 
stimulation usually makes the pain more bearable. These teclmiques are effective when 
applied either to the site of the pain, to trigser points or on a site distal to, proximal to 
or contralateral to the site of pain. 

Heat and cold as a means of reducing pain by patients and relatives is demonstrated 
by the studies of Donovan (1987), BarnolD" (1986), and Ferrell (1991). Cold While 
demonstrated by Hillman and Jarvis (1986) to be effective in pain reliefis not 
acceptable to patients. 

Massage produces a feeling of well-being but Randolph (1984) fOlDld that in a 
stressful situation massage and therapeutic touch have no difference in 
psychophysiological reaction. 

TENS was shown to be of benefit in the cleBDins and packing of surgical wOlDlds by 
Hargreaves and Lander (1989). 

Relaxation is defined by McCaffery and Beebe as a state ofrelative freedom from 
both anxiety and skeletal muscle tension. There to be two main styles ofrelation 
techniques in the literature. 
1) The Jacobsen method (1938) of progressive relaxation in which individual muscle 
groups in progression are relaxed throughout a therapy session. 
2) The Benson (1975) teclmique is based on meditative exercises designed to elicit the 
relaxation response. 

Wells (1982) foUnd that relaxation training reduces psychological discomforts of pain 
. with DO demonstrated effect on physiologic measures. It appears to increase patient 

control and decrease anxiety. 

Distraction operates from the cognitive domain by taking attention away from the pain 
sensation and putting it at the peripbery of awareness. Therapies include humolD", 
music, and diverters of visual concentration, with optimmn effect fOlDld in 
muItisensorial modalities. 

Cognitive strategies, one example ofwbich is guided iJnasery work alongside 
behaviotD"al manipulatioDS and physical interventioDS. Imagery strategies revolve 
around the production of particular images with pain reducing potential. The strategies 
are grouped into two forms; these are incompatible imagery of events inconsistent with 
pain i.e. pleasant experiences and transformation imagery which attempts to modifY 
specific features of the pain experience to making it more bearable. Twelve articles in 
the last five years support it as a strategy in pain management 

THEORETICAL FRAMEWORK 

Two theoretical frameworks were used for the study. The gate control theory of pain 
as presented by Me1zack and Wall (1965) was used to explain the concept of pain. It 
was chosen as it describes the process of pain stimulus response transmission BOd 
aclmowledges that the perception of pain and reaction to it have both physiological BOd 
cognitive dimensions. Nursing practice for the patient in pain is operationalised through 
Sr. Callista Roy's (1976) adaptation model for nursing practice. 
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METHOD 

The SlD"Vey collected data :from 36 practising general nurses attending a part-time 
degreE" programme in nursing studies at a Dublin mriversity. The target population was 
46. The nurses were asked to recall their knowledge about non-pharmacologic methods 
of pain control, and to predict what their nursing interventions would be in a 
hypothetical situation. 

The tools utilised were: 
1) A knowledge questioonaire consisting of12 questioDB with 17 true/false/don't know 
statement items. The questionnaire was constructed by the researcher based on both 
narrative and research literature. It examined five factors. 
2) A vignette~ describing a lady with Alteration of Comfort:Pain in a home setting and 
devised by the researcher to elicit how nursesmigbt behave in a given situ8tion. 
3) A biographical data questionnaire. 'Ibis was used to establish a demographic and 
professional profile of the nurses participating in the study. 

FINDINGS: 

QUESTIONNAIRE 

The study yielded the following findings. 
All nurses identified that psychological discomfort does increase a patients sensitivity 

to pain and a majority of the sample identified that the physiological process of cancer 
pain and non-cancer pain are similar. 
The DlD'Ses demonstrated a lmowledge of the efficacy of using either heat or cold for 
easing pain. They did however have a poorer lmowledge of the efficacy of both 
distraction and the interchangeable use of heat and cold to relieve pain. 
The nurses demonstrated a more favourable use of distraction for relieving pain 
associated with cancer than regular pain. A poor lmowledge of advanced practice with 
non-pharmacologic methods of pain control was also demonstrated 
The nurses in the sample believed that non-pharmacologic methods of pain control are 
useful in managing pain and nurses have a role in this area. 

VIGNETTE AND INTERVENTIONS 

''Vi8llettes are brief descriptions of some event, person, or situation which 
respondents are asked to read. They may be used to assess respondenls' hypothetical 
behaviours~ opiniODB and perceptions." (Polit and Huogler 1989~ p.309) A fiotitious 
case history was invented by the researcher based on clinical practice spanning 
fourteen years. The vignette contained seven clues. Intenrentions based on Herr and 
Mobily's (1992) interventions related to pain were BOticipated as the activities of the 
respondents. The clues could be classified as 3 environmental~ 2 physiologica1and 2 
behavioural as 8U88ested by McCaffery and Beebe (1989). The question asked the 
nurses to 'list three nursing interventions you might initiate to alleviate Mary's pain and 
explain why you have chosen these.' 

The sample reported pain management activities and analgesic administration 
fUltiviti~iI thr-e~ t~i IllQre truw lilly of tile llOJl:pIlAmuwolo8iQ 1ll6uw--oi d«-~ 
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enviromnental comfort measure activity of position change. Specific non
pharmacologic interventions were chosen only 18% of the time. In lIUII1IDary, nurses 
view themselves as mediators of analgesia. analgesia assessors and mediators of non
specific comfort measures. 

LmOTATIONS OFTBE STUDY 

• Small nmnbers and select sample do not allow generalisation 
• Reliability and validity of the questionnaire not fully tested 
• Vignette describes only 1 situation where acceuibility to medical intervention 

would have been difficult 
• NlD"Sing interventions for the patient with pain is broad topic 

• Attitudes to non-pharmacologic methods could in:8uence the use of interventions 
more significantly than lmowledge. 

VALIDITY 

Content validity was sought by construction of the instrument based on the literature. 
n was placed before a panel oftive senior level DUl"8es i.e. ward sister grade who had 
an interest in pain iSBUes. 'Ibree nurses had completed the oncology coune and two the 
palliative care course. 

A pre-pilot study was also conducted using three who had recently completed a 
university nursing progt amme. 

RECOMMENDATIONS 

Researth 

From the nursing and patient perspectives an in-depth study of each individual non
pharmacologic intervention may provide more lmowledge of the value of each method 

Pradice 

From the practice perspective it seems appropriate to ask senior nurses to reflect on the 
pain interventions they both prescribe and initiate. 

Education 

Nurse teachers need to examine the emphasis placed in the curriculum for teaching an 
eclectic approach to pain cOnlrol. The use of both a model of pain and a model of 
mning could give a clear patient-centred direction to practice. 
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CONCLUSION 

Nurses have in their DlD'Siog intervention box the tools that complement and eohance 
the W.RO. aoalgesic ladder. Sr. CallistaRoy has provided the nuraiDs framework 
within which to administer these tools. Nurses have the potential to utilise their unique 
contribution to the patient with pain in using complementary non-pharmacologic 
methods of pain control. 
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INTRODUCING AND AUDITING A 
PATIENT CONTROLLED 

ANALGESIA SERVICE (p.e.A.) IN 
BEAUMONT HOSPITAL. 

Annette Thompson. R.G.N. R.M. 

(Staff Nurse, Acute Pain Service, 
Beaumont Hospital, Dublin 9.) 

The introduction of Patient Controlled Analgesia (PCA) to 

Beaumont Hospital is described. An audit based on one 

thousand patients is presented. The practice implications 

and problems associated with setting up the service are 

outlined. In the promotion of quality care the widespread 

establishment of Acute Pain Services are recommended. 

Introduction: 
The International Association for the Study of Pain defines pain 
as "an unpleasant sensory and emotional experience associated 
with actual or potential tissue damage or described in terms of 
such damage".1 The inadequate treatment of post-operative pain 
is widely recognised. u Although the amount of pain a patient 
will experience post-operatively and the amount of analgesia 
required to provide adequate pain relief cannot be predicted, the 
extent of 'breakthrough' pain experienced by patients is 
considerable. 3

,4 Inadequate pain relief results in post-operative 
respiratory and cardiovascular complications and prolonged 
hospital stay. 2,., Patients whose pain is adequately controlled are 
less anxious, more comfortable and co-operative, and satisfied 
with their pain control.~ Traditionally, a standard dose of an 
intramuscular opiate is prescribed for patients on a pro re nata 
(p.r.n. as required) basis in the post-operative period. 1O The 
safety , effectiveness and success of patient controlled analgesia 
(PCA) is well documented but it is indicated in the literature 
that safety may be compromised with the use of background 
infusions (continuous infusions) .11,12 In the literature a 
considerable improvement in the level of post-operative pain is 
identified in cases treated with PCA. 6,13 While it is acknowledged 
that pain can be controlled, the introduction of acute pain teams 
and the establishment of educational programmes develop 
knowledge, skills and attitudes which promote optimal pain 
management .. The literature suggests that the acute pain service 
should be anaesthetic based and the role of the nurse extended 
to facilitate continuity of care. The initial financial 
investment is said to be offset by a reduction in post-operative 
complications, shorter hospital stays and improved patient 
turnover. 
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However,irl Irish hospitals PCA is not regularly used for 
the treatment of post surgical pain and it is imperative that 
hospitals examine the viability of introducing a PCA service in 
the promotion of quality care. 14 

Introduction of a Pain Service to Beaumont Hospital: 

Following the recommendations outlined by the Working Party 
on Pain after Surgery an Acute Pain Service was introduced. 
Beaumont Hospital is a 600 bed teaching hospital situated in 
North County Dublin. It provides emergency and elective medical 
and surgical services and is the National Centre for Neuroscience 
and Renal Services. In 1993 approximately 12,000 surgical 
procedures were carried out at the hospital. Traditionally, post 
operative pain has been managed with P.R.N. analgesia. The acute 
pain service was initiated by the Department of Anaesthesia and 
set up in collaboration with Nursing. Its aims were: . 

(i) To provide improved pain control to all post-operative and 
trauma patients. 

(ii) To reduce morbidity and mortality. 

(iii)To provide patients with a more satisfying post-operative 
period. 

Following a pilot study and consultation with the Director of 
Nursing and the Theatre Unit Nurse Manager, it was agreed that 
a Staff Nurse be assigned from within the existing Theatre 
nursing compliment to the service. 

Practice Implications: 

An Acute Pain Team consisting of two consultant 
anaesthetists and a staff nurse (acute pain nurse) planned and 
implemented the service throughout the hospital. The functions 
of the nurse are to organise, co-ordinate and audit the service 
and to educate staff and patients. During the service 
introduction nursing staff in the recovery room, intensive 
therapy unit and the surgical wards received relevant education. 
Clinical advice and support is given on a continual basis. 
Patients are told of the availability of peA by the anaesthetist 
at the pre-operative visit. Most patients presenting for major 
surgery may avail of PCA but in patients with impaired sensorium, 
severe respiratory disease, sensitivity to opiates and children 
under five years of age, PCA is contra-indicated. Caution is 
also advised when using PCA in elderly patients and in patients 
with renal or hepatic impairment. 

Following consultation between the anaesthetists and the 
acute pain nurse, patients are selected for PCA. The pumps are 
prepared and programmed by the nurse specialist, or by the 
recovery or anaesthetic nurses who have received an approved 
course of instruction. The programmes are checked by two 
qualified nursing staff on the written instructions of the 
Anaesthetist. PCA orders are charted on the patients drug kardex 
and on the reverse of the PCA flow sheet. 

The drug of first choice is morphine sulphate. The PCA 
bolus, lockout interval and four hourly maximum dose are 
prescribed by the anaesthetist. Intravenous fluids a~e used 



either concomitantly or to keep the vein open. Background 
infusions are restricted for use only in the Intensive Therapy 
Unit. Since blood and blood products, antibiotics and potassium 
chloride are not given through the same line as PCA morp~ine, a 
separate designated line is necessary for their administration. 
Simul taneous use of opiates by other routes, benzodiazepines 
and/or any other drugs with a potential for interaction are 
contra-indicated while patients are on peA. Non-steroidal anti
inflammatory drugs are used in conjunction with p.e.A. and can 
enhance its effects. 

In the immediate post operative period peA is commenced in 
the recovery room. Observations are recorded hourly for the 
first eight hours and thereafter four hourly on the PCA flow 
sheet. These observations include: 

- Respiratory rate: If respirations fall below 10 breaths 
per minute the PCA pump is stopped and the Anaesthetist 
informed. 

- Pain Score: A verbal rating as assessed by the patient on 
a scale of 0 to 10. (0 being no pain and 10 unbearable 
pain) . 

- Sedation Score: Assessed on a scale of 0 to 5 (O=asleep, 
l=unrousable, 2=somnolent, 3=calm, 4=active/moving, 
5=uncontrollable) . 

- Amount of drug used: Refers to the total amount of drug 
the patient has received since PCA was commenced.. This 
information is displayed on the screen of the pump. 

All patients receiving PCA are assessed twice daily and 
alterations to their pain management made on the instructions of 
the anaesthetist. At the initial assessment the patients' pain 
scores at rest and on movement are assessed using a visual 
analogue scale. The amount of drug used and any side effects are 
recorded and information regarding user satisfaction is obtained. 
Further information is given to the patient regarding the 
technique of patient controlled analgesia and! an information 
booklet is provided. A record is kept of all patients on peA by 
the peA nurse and is displayed in the recovery room. It is 
updated daily following patient assessments. 

Responsibilities of the Acute Pain Nurse: 

In establishing an Acute Pain Service the role of the nurse 
is extended. The areas of responsibility include: 

Monitoring of all patients on PCA. 

Preparation and programming of the peA pumps in the 
recovery area, in the intensive care unit and wards as 
requested e.g. trauma, terminally ill, medical patients and 
referrals for Acute Pain Management. 
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The preparation and refilling of the syringes at ward level 
and dosage requirements adjusted as requested by the 
anaesthetist. 

The on-going education of Nursing, Medical and 
Pharmaceutical staff and continual liaison with unit nurse 
managers, ward sisters and staff nurses regarding patient 
management, policy changes and education programmes. 

The development of the Intravenous Policy Addendum to 
provide for PCA and the establishing of a certified 
training programme to meet these requirements. 

The maintenance, and hygiene of P.C.A pumps. 

Auditing. and evaluating the results of the Acute Pain 
Service which are relevant to patient outcome and clinical 
practice. 

Audit of the Service: 

The purpose of the audit is to validate the introduction of 
the Acute Pain Service and audit the growth and the associated 
practice implications. 

From June, 1993 to December, 1994, 1,608 patients have 
benefitted from this service. In a study of one thousand 
patients, (550 male / 450 female) received PCA for the management 
of Acute Pain. Patient surgery type included General 45.4 %, 
Urological 1'8 . 7 % , Orthopaedic 17 • 9 %, Gynaecological 7 • 6% , 
Vascular 6.1%, E.N.T. 2.9 % and Neurosurgical 1.4%. The ages of 
patients ranged from 7 to 89 years with an average age of 49 
years. 

Morphine Sulphate (1 mg/ml concentration) was used in 
87% with programmes ranging from a bolus of 0.5 mg to 2 mg, a 
lockout interval of 5 to 10 minutes and 4 hourly maximum dose of 
20 mg to 40 mg. The most common programme used was a peA bolus 
1.5 mg, lockout interval 7 minutes and a 4 hour maximum of 30 mg 
in 57% of cases. Pethidine (10 mg/ml concentration) was used in 
13% while programmes ranged from a bolus of 5 to 20 mg, lockout 
intervals of 7 to 15 minutes and a 4 hour maximum dose of 100 
to 300 mg. The most common programme used was a PCA bolus of 10 
mg, lockout interval 7 minutes and a 4 hour maximum of 200 mg in 
6.8% of cases. Background infusions were used in only 0.5%. 
There was a wide variation in opiate requirements for the first 
24 hours. The amount of morphine used ranged from 1 to 204 mg 
with an average of 44 mg while pethidine requirements ranged from 
10 to 730 mg with an average of 232 mg. 

The quality of analgesia obtained was assessed verbally 
by pain scores on a scale of 0 - 10 (O being no pain and 10 
unbearable pain). A mean pain score of 3 was recorded at rest 
while on movement a mean score of 6 was recorded. 

The number of days on PCA varied from 1 hour to 14 days and 
the average duration was 2 days. 

Since its introduction the PCA service has been popular wi th 
patients and a recent survey indicated 94% user satisfaction. 
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[Bennett et al. (unpublished data).J 23.6 percent of patients 
treated in the study developed complications and of these 12% 
experienced two or more side effects. Nausea and vomiting 
occurred in 27%, respiratory depression developed in 4.2%, 2.2% 
experienced urinary retention and pruritus occurred in 2.1%. 
However, while all of the complications occurred in patients 
during PCA all may not have been attributed to PCA. 

Problems: 

It is necessary to provide a 24 hour, 7 day service to 
maintain safe and effective pain management for patients. During 
the day this service is provided by the PCA Nurse, but out of 
hours (in the evenings, at night and during weekends) the service 
is provided by the Anaesthetist on-call. Delays in refilling 
syringes due to other anaesthetic priorities have resulted in 
difficulties for patients, nurses and anaesthetists and, on 
occasion, a breakdown in the service. It is apparent that 
further training of staff is necessary to ensure that when the 
PCA Nurse is not available that nursing staff are competent to 
take over the total management of PCA in each ward and unit. 
Other issues to be addressed include: 

i. The extended role of the nurse regarding the refil~ing of 
syringes in the PCA pumps; 

ii. The 'establishment of the permanent position of Clinical 
Nurse Specialist to the Pain Service; 

iii. The introduction of morphine pre-filled syringes 

Conclusion: 

Since introducing the service, staff in Beaumont Hospital 
recognise that PCA is an effective technique for the management 
of moderate to severe pain in post-operative patients. There has 
been a 39.2% increase in the number of patients receiving PCA and 
in comparison with figures for the same period last year, a 100% 
increase in the number of pumps in use. The service growth has 
resulted in a corresponding workload increase for the Acute Pain 
Team. Patients report satisfaction with the service and there 
is a widespread recognition that continuous education of health 
care professionals is a requirement for effective service 
delivery. Overall, the team feels that there has been a 
significant improvement in tl)e quality of care for patients post
operative pain thus allowing earlier post operative mobilization, 
aggressive physiotherapy, improved respiratory function, 
decreased ITU admissions and shorter hospital stays. 

r wouid like to thank all in Beaumont Hospital for their 
continued support with this important patient service. 
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PAIN ASSESSMENT BY PATIENTS AND NURSES IN THE 
EAR·bY PHASE OF ACUTE MYOCARDIAL "INFARCTION· AND 
THE NURSES SUBSEQUENT DOCUMENTATION OF THE PAIN 
ASSESSMENT. 

Laserina O'Connor. RN. RM. BNS. RNT 
School of Nursing, Mater Misericordiae Hospital, Dublin 7 

This pilot study set out to establish if there was any difference between; 
1) Patients and nurses ratings of the patients pain with a suspected myocardial infarction. 

It also endeavoured to detennine; 
2) What percentage of the pain assessment was documented under the categories: 

Location 
Quality 
Intensity 
Duration 
Verbal Report 

by the coronary care nurse in a myocardial infarction situation. 

SIGNIFICANCE OF THE STUDY 
According to Akinsanya (1985) pain and nursing are inextricably linked because the 
assessment and management of the pain process is one of the many functions of the nurse. 
Therefore pain is a nursing problem. Coronary care nurses are the primary assessors of pain 
for the patient with a suspected myocardial infarction. The accurate assessment and 
documentation of the pain assessment.is crucial to the care and outcome for the patient with a 
suspected myocardial infarction. 

Literature review 
Key Concepts 
A) PAIN 

Pain in the coronary care patient 
Nursing models and pain 
Nurse's role in pain assessment 
Difficulties associated with pain assessment 
Assessment and documentation of pain 

B) MEASUREMENT SCALES AND RESULTS 
Comparisons of patients and nurses ratings of pain 
Types of scales and research studies using these scales 

A) PAIN 
• pain is a private personal experience common to all individuals yet unique to each. 
• pain is multidimensional 

To understand fully the complexity of pain it may be useful to consider Sternbachs (1968) 
defmition: 
Pain is an abstract concept which refers to; 
"(1) Personal private sensation of hurt 
(2) Hannful stimulus which signifies cUlrent or impending tissue damage 
(3) Pattern of impulses which operate to protect the organism from hann" 

According to Mc Caffery (1986) "pain is whatever the experiencing persons says it is, existing 
whenever the experiencing person says it does" 
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PAIN IN mE CORONARY CARE PATIENI. 
Pain is a predominant symptom of acute myocardial infarction .. Haft, Humphries and Lambert 
(1985) 'suggest that myocardial infarction pain may be described initially as a crushing or 
squeezing pain. changing to a dull ache that can be located anywhere from the nose to the 
navel. Billings (1981) and Gaston - Johansson et al .• (1991) state that acute myocardial 
infarction pain is primarily de~rmined by the physiological factors lm1 the psychologial factors 
influence the meaning the person attachs to the pain. their interpretation of the pain and their 
reaction to the pain. According to Ledwich and Mondragon (1988). pain duration ~ be an 
indicator of infarct size with recurrent episodes of chest pain as a firm indicator of extension of 
infarct size. Furthermore patients with more severe pain have higher two year mortality rate 
and a higher incidence of ventricular fibrillation and congestive cardiac failure during 
hospitalisation (Herlitz et al., 1986) 

NURSES ROLE IN PAIN ASSESSMENf.. .. 
McCaffery and Beebe (1989) propose that the nurses unique role in.the care of patients with 
pain can be distinguished from other members of the health care team because of the nurse's 
sheer presence with the patient in direct care. 

DIfFICULTIES ASSOCIATED WITH PAIN ASSESSMENT 
Pain is a category of complex experiences. not a simple sensation produced by a specific 
stimulus. 

Pain assessment is one of the most frequent tasks pelfonned by clinical nurses. 
Pain is one of the most common reasons for a nurse patient interaction. 

However. several studies indicate that .assessment of acute pain may not be given the priority it 
deserves. Several studies cited in the literature reveal that nurses: 
1) Do not systematically assess pain. (Graffam 1989. Seers 1987, Walker 1990) 
2) Use their own judgements regarding how much pain patients are experiencing. 

(Heidrich et al .• 1981. Watt-Watson 1987) 
3) Experience a lack of knowledge and skills. (Fen-ell et ul.. 1991) 
Accurate assessment of pain associated with myocardial infarction is crucial in reducing 
myocardial injury. However. Ibndestam et al .• 1987 and Willet4989 found in similar studies 
that nurses in a coronary care unit underestimate the patient's pain in 23% of situations and 
overestimated in 20% of situationS. Puntillo (1988) suggested that patients in a coronary care 
unit often have difficulty communicating pain which may be aggravated by fear and anxiety. 

ASSESSMENT AND DOCUMENTATION OF PAIN 
Pain assessment and documentation of the pain assessment are vital components of the care of 
a patient with acute myocardial infarction because: 
1) Information needs to be communicated to other members of the team to alter 

2) 

3) 

intervention in care. 
Documentation :facralises pain assessment process and is essential to the provision 
of individualised care from .':. ::t.h ~egal and professional perspectives. 
Recording a patient's pain p.·ub!e;a provides a channel for accountability and 
responsibility not only by nur£f",s but by the whole health care team. 

Fox (1982) and Camp and O'Sullivan O~\g7) found that nurses failed to record location, 
quality, pattern and intensity of pain. Furthennore, "complaining of severe pain" is indicative 
of an inadequate pain assessment 
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PAIN MEASUREMENT SCALES 
Huskinsson (1974) stated that it is difficult to accept that an observer. no matter how 
experienced. could ever measure another persons pain: Mc Guire (1984)"states that there are 
important factors to be considered when selecting an instrument to measure pain: 
• the various defmitions of pain 
• the goals of the measurement problem 
• the type of pain being measured 
• ease of administration 
• scoring 
• reliability criterion 

Melzack and Katz (1992) propose that because pain is SUbjective. the patient's self report 
provides the most valid measure of the pain experience. 

Scales 
Verbal Descriptor Scale (VDS) 
Graphic Rating Scale (GRS) 
Numerical Rating Scale (NRS) 
Visual Analogue Scale (VAS) 
McGill Pain Questionnaire (MPQ) 

Two major conclusions can be drawn from the literature. Firstly, research into the area of pain 
assessment following a myocardial infarction is limited. Secondly, although pain assessment 
is emphasised in the literature. nurses do not adequately or systematically assess or document 
pain in patients. Based on these two conclusions this study sets out to explore pain assessment 
by patients and nurses in the acute myocardial infarction situation and the nurses documentation 
of that pain assessmenl 

AIMS OF THE STUDY 
(i) To determine if there is any difference between the patient's and nurse's ratings of the 

patient's pain with a suspected myocardial infarction in the coronary care unil 

(ii) To determine what percentage of the pain assessment is documented by the coronary 
care nurse for each patient's description of pain. in relation to location. quality. 
intensity. duration and verbal report of pain. 

SEITING: 
Coronary Care unit in a large teaching hospital in Dublin. 
RESEARCH DESIGN: 
Descriptive approach 
SAMPLE: 
Patients: Fifteen patients with suspected acute myocardial infarction 
Nurses: Eight specially trained coronary care nurses. 
RESEARCH INSTRUMENTS: 
(i) Demographic Questionnaire 
(ii) Short Form McGill Pain Questionnaire 
(iii) Chart Audit Information Form 
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CONCLUSION 
Overall the fmdings indicated: 
(1) That nurses underestimated the patients' pain in 46 per cent of myocardial infarction 

situations, particularly when the patient was in severe pain while overestimation of pain 
occured in 13 per cent of myocardial infarction situations. It was true to say it occured 
in the lower en~ of the visual analogue scale (part of Short Form McGill Pain 

(2) Nurse's documentation of that pain assessment was inadequate in relation to the 
categories quality, intensity and duration of pain. 

RECOMMENDATIONS. 
Nursing Research 
1) Research should be implemented with a larger sample size. 
2) Qualitative Study 
3) The use of the SF-MPQ 
4) Suitable Tool to facilitate the assessment and documentation of pain. 

Nursing Practice 
1) Assessment Tool 
2) Pain Flow Sheet 
3) Model of Nursing 
4)· Re-examine the importance of pain assessment and subsequent documentation 
5) Initiate pain assessment 

Nursing Education 
1) Continuing Education 
2) Curriculum 

. 3) Interpersonal Skills 
4) Resource Person 

Nursing Management 
1) Facilitater 
2) Supporter 
3) Initiater 

In conclusion, the writer supports McCaffery (1983) who maintains that when nurses can 
assess the patient's pain accurately, it can then be treated more effectively. Then, perhaps, 
patients can and will report pain and not suffer needlessly and in silence. 
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THE PERFORMANCE REVIEW PROCESS 

M. A. MARY COlTER S. R. N. 

GALVIA HOSPITAL, GALWAY CITY. 

I choose this topic because performance appraisal is an essential element of 

effective human resource management, as an evaluative and developmental tool to 

derive as much value-added as possible from the people resources of the 

organisation Drucker! and McGregor2 subscribed to this view. Aspects reviewed 

include the objectives and benefits which accrue from a performance review 

system. The importance of the appraisal interview3 is outlined. Peer review4,S is 

referred to and guidelines for establishing6 and validating 7 a performance review 

system in your hospital are investigated. The consumer expects excellence and 

performance review could be pivotal in providing a quality service. 

McGregor2 classified the objectives of performance appraisal as being 

administrative - providing an orderly way of determining promotions, transfers and 

salary increases; informative - supplying data to management on employee 

performance and to the individual on his strengths and weaknesses; Motivational -

creating a learning expedence that motivates staff to develop themselves and their 

professional performance. The evaluation functions assesses actual performance, 

against desired performance. 

The developmental function identifies problems, sets targets and plans follow up 

action, reconciling employee career aspirations with company strategy. It ensures 

managers performing a critical management function. Lawler et alS ' asked the 

question "Can the manager, as appraiser, effectively he both judge and helper 

without experiencing role conflict 7". 

Benefits of an appraisal system accrue to the appraisee, the appraiser and the 

organisation. 

The appraisee benefits from 1. having expecting standards clarified 

2. getting feedback on actual performance 

3. and finding out where improvements 

can be made in order to 

4. progress towards specific job and career 

goals. 
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The appraiser - manager-·benefits from ,,,.e":., 

1. knowledge of abilities and skills. 

2. identifies needs for further training 

3. gets an opportunity to clarify own objectives and priorities, with a view to 

enlightening staff on where their contribution fits in 

4. enhanced motivation develops from the focus of attention (Hawthorne effect)9 

S. review enables greater co-ordination of all resources to maximise input from 

each individual. 

The organisation benefits from 

1. improved communication and co-ordination 

2. greater productivity and greater quality of service due to enhanced 

motivation. 

3. improved corporate performance and image. 

Participation by the employee is fundamental to the success of the scheme. Hogg,l 0 

Rowell and Bromwich12 demonstrated that participation can be generated at the 

initial design and implementation stage by gathering ideas on format. Briefing 

sessions 'outlining objectives, benefits and roles of various parties will discourage 

misinformed speculation, according to Barnett and Anderson 13. At the pre

appraisal stage completion of a preparation form by employee will encourage 

involvement. A consultative supportive interview style will promote further 

participation. The proactive implementation of follow-up on plans for action by the 

employee coupled with effective coaching and counselling by the appraiser is vital. 

Self-appraisal by definition is participative and allows for greater scope for 

effective development and realisation of aspirations. Drucker! and GloverS suggest 

it can describe the unplanned sources of learning and development more effectively 

and, is more motivational according to Hagemann14. 

The interview is seen as the key feature that will determine the success of the 

performance appraisal system. Beer,lS Maier16 , Blanchard and Johnson17 

explored this exhaustively in the literature. All agree that preparation is essential 

by both appraisee and appraiser. Timely notification is necessary, stating date, time 

and venue and allowing flexibility. The appraiser analyses the goals set last period 

and the level of achievement in meeting them and explores how effective the 

employee's performance actually was, what factors influenced it and what changes 

are needed. 
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The interview process. should be conducted with a clear statement· of . purpose, " .. -.... 

putting the appraisee at ease and allowing the appraisee to do as much talking as 

possible. Ensure a balanced discussion. Discuss positive and negative aspects of 

performance. Be specific regarding tasks and responsibilities and draw up a plan of 

'action dearly outlining goals for future period, i.e. goals agreed by appraisee. End 

on an encouraging note. Provide the appraisee with a copy of her plan of action 

which outlines, who, what, when and where she may access for assistance to further 

her achievements. Plan a progress report if revision of goals is necessary. 

Peer'Review4,S is mainly used in U.S.A. The essential elements include 

1) Reviews of the same level and practice speciality e.g. midwifery. 

2) Standards by which to measure quality nursing care. 

3) A formal, systematic process. 

Benefits include; 

1. Its function as an educational model provides a critical review of practice 

and the individual benefits from the aggregate experience of the group. 

2. It challenges to continue professional development and provides support. 

3. It can be integrated into a quality assurance programme by measuring 

compliance to standards and need for continued standards development. 

Peer review in a nurse teaching dept would review educational presentations and 

committee participation. Presentation review would examine preparation, 

presentation, the presenter and post lecture behaviour. Committee work review 

would examine preparation, leadership as a leader and as a member, and follow 

through on assignments. Each peer in the group is reviewed by the group itself 

which promotes great commitment and support. 

Establishing a criterion based appraisal system6 in your hospital will require 

selection of a representative committee of supervisors and staff, completion of job 

analysis and writing the job description based on this. Write observable and 

measurable behaviours that describe dimensions in the jqb description. Test for 

validity and reliability using a committee. Write directions for using the 

performance appraisal tool. Implement the tool. Make any necessary changes after 

initial implementation. 
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The 

1. 

2. 
3. 

4. 
s. 

Secret of Success includes; 

Development of ideas following consultation of all participants. 

Due to human nature., validity should be empirically assessed. 

Focus must be on changing user behaviour, with proactive training to use 

new procedure. 

Use of the new tool must be audited. 

Development must be viewed as an ongoing programme. 

Since the health industry is in a constant state of flux, periodic re-evaluation and 

refinement is necessary to prevent the pitfalls which have led to such disrepute. 

1. Inconsistent utilisation giving use to subjective evaluation. 

2. Redundant items causing annoyance. 

3. Documentation not suitable for more complex specialities. 

4. Attributes difficult to measure. 

S. Using ambiguous rating scales. 

6. The timing tendency must be audited. 

The avoidance of pitfalls indicates training needs in usage of tool as discovered by 

Barnett and Anderson, 198713. 

Conclusion. Performance appraisal has many benefits, if designed and 

implemented in a participative manner. It's operation requires preparation, a 

formal interview with the first-line manager and feedback on follow-up, having 

mutual trust and effective management as its hallmark. It should enhance 

professional accountability and highlight needs for development. The nature of the 

process matures personnel, increasing motivation, productivity and job satisfaction. 

Performance appraisal may .become mandatory in order to supply a portfolio of 

professional competence in order to justify fitness to practice and to justify the 

enormous investment in personnel in the health service. As discussed by Price18 

and Robinson 19 recently. Presently organisational and strategic health service20 

changes are imminent, with some emphasis on consumer's demand for quality 

service. This provides us with an opportunity to introduce objective performance 

appraisal schemes in our work places. I feel that the costs of training implications 

would be well rewarded by the efficient, effective, accountable human resources 

which would accrue from the critical management of same. 

199. 



1. Drucker. P. F., (1974) Management: Tasks, Responsibilities Practices. 

London - Heinemann. 

2. McGregor. D., (1960) The Human Side of Enterprise, New York. McGraw-Hill. 

3. Koner. j. P. (1978) Organisational Dynamics. Diagnosis and Iiltervention. 

Reading Mass Addison-Wesley. 

4. O'Loughlin, E. L; Kaulbach. D; Peer Review: A Perspective for Performance 

Appraisal. The journal of Nursing Administration. September 1981. 

s. Glover. S. M. (editor). Performance Evaluations. Nurse Manager's Bookshelf. 

Volume 1. No.2. June 1989. 

6. Megel M. A. Establishing a Criterion - Based Performance Appraisal for a 

Department of Nursing. Nursing Clinics of North America Volume 18. No.3 

September 1983. 

7. Pelle. D.; Greenhalgh. L; Developing the Performance Appraisal System. 

Nursing Management December 1987. 

8. Mohrman. A. M.; Resnik-West S.M.; Lowler EE (1989). Designing Performance 

Appraisal Systems. San Francisco. 

9. Hawthorne Studies 1927 and 1931 cited in Williams N. (1973) The Management 

of Hospital Employee Productivity - an Introductory Handbook. Chicago

American Hospital Association. 

10. Hogg. C; (1988) Performance Appraisal. Personnel Management. March 1988. 

11. Rowe; (1992) How am I doing and where am I going 7 Individual 

performance review in staff appraisal. Professional Nurse 7 (S) p. 288 - 291. 

12. Bromwich N (1993) Implementing individual performance review. British 

journal of Nursing Vol. 2 No. 18 1993. 

13. Barnett. J; Anderson G. (1987) Performance Appraisal Reviewed Senior Nurse 

Vol. 7 No.6. December 1987. 

~oo. 



14. Hagemann. G; (1992) The Motivation Manual England. Gower Press. 

15. Beer. M. (1981) ·Performance Appraisal: Dilemmas and Possibilities 

Organisational Dynamics Winter 1981. 

16. Maier. N. R. F. (1958) The Appraisallnterview. New.York Wiley. 

17. Blanchard K; Johnson S; 91983) The One Minute Manager. 

London Fontana Collins. 

18. Price A; Price B; Blow Your OWn Trumpet. Nursing Times Vol. 89 No. 41. 

October 1993. 

19. Robinson J; East L; Attitude Problem .. Nursing Times Vol. 89 No. 48 

December 1993. 

20. Shaping a healthier future. Department of Health. 1994. 

Dublin - Government. Publications Office. 

201. 



THE SOCIAL REALITY OF THE RECOVERING NURSE ADDICT: 
WHAT WORKS AND WHAT DOESN'T? 

JOANNE MARKY SUPPLES RN, PHD 
ASSISTANT PROFESSOR 
UNIVERSITY OF COLORADO HEALTH SCIENCES CENTER SCHOOL OF NURSING 
DENVER COLORADO 80262 
USA 

INTRODUCTION 
Experts estimate that 6-8% of nurses in the United States, (up 

to 160,000) will develop problems with alcohol and drugs over the 
course of their lifetimes. The testimony of recovering nurses and 
treatment providers indicates that the treatment needs of nurses 
differ from that of other addicts. This qualitative research study 
utilized grounded theory methodology to discover and describe the 
social reality and everyday iife of the recovering nurse-addict. 
Specifically the study isolated, described and named the influences 
that recovering nurses identified as enabling or inhibiting forces 
in their personal recovery from chemical dependency. This paper 
will present the current findings from the study which has been 
underway for over two years. 

Research Design and Methods 

In order to accomplish the aims of this study, that is to: (a) 

describe the process, patterns and transitions of the nurse 

recovering from addictive disease; and (b) to identify and describe 

the factors that affect the nurse-addict's passage through this 

process, grounded theory will be employed utilizing mUltiple data 

generating techniques .. The mUltiple data sources and triangulated 

methods will be: (a) a series of three to four indepth tape 

recorded interviews with recovering nurses carried out over a 

period of several months: (b) analysis of official records of 

nurse-addicts found at the state regulatory board: (c) non-

participant observation of recovery group meetings of nurses who 

are in treatment for drug or alcohol addiction, (d) journal kept by 

the interview subjects, and (e) a reflexive journal kept by the 
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researcher (Lincoln & Guba 1985) . 

A recovering nurse-addict is taken to mean a nurse whose use 

of alcohol or drugs "is causing (or has caused) continuing 

problems in one or more areas of the person's life, such as 

problems at home, on the job, physically, or legally" (Kabb, 

1984, p .19) . This design required the purposive theoretical sampling 

ot comparative subjects who can reveal further aspects of the 

nurse-addict's experience. This means that subjects are chosen to 

illuminate concepts or factors that are repeatedly present or 

notably absent in the data (Strauss & Corbin 1990). In the current 

pilot study four nurse-addicts are being interviewed. These nurses 

were chosen based upon factors (gender, place of residence, 

drug/alcohol) uncovered while reading records at the Colorado Board 

of Nursing. This provides a beginning point from which future 

subjects can be selected in order to elucidate the variations of 

recovery experiences that unfold as the study progresses. Thus 

subjects were be chosen based on concepts that have theoretical 

relevance (Glasser & Strauss, 1967; Strauss & Corbin 1990). 

Theoretical considerations in selecting subjects for the interview 

portion of the research were generated from record reading, group 

observations and the interviews. The sample was also 

geographically determined (e.g. rural, urban, small, medium town, 

resort area) since treatment choices and availability in non-urban 

areas may be different from a large metropolitan area. Workplace 

(i.e. hospital, community and educational institutions) will also 

be a consideration in sample selection since previous research has 

shown that the amount of help a person receives in the workplace 

203. 



can be a significant factor (Supples 1988). Other demographic 

variables such as gender, ethnicity, marital status and age will 

also be taken into account to assure sample representativeness. 

Subjects were selected from one of four cohort groups. 

Cohort one. These subjects will be selected from nurses who have 

had action against their license brought by the state board of 

nursing, have received either a stipulation or suspension, and are 

publicly known. This sample will be identified and accessed using 

the State Board of Nurse Examiners files. 

Cohort two. These subjects ~ill be selected from the group of 

nurses who have had discretionary stipulations imposed on their 

licenses by the state board of nursing and are not publicly known. 

These nurses received the special consideration of record privacy 

and other alterations in the usual stipulations from the regulatory 

board because they self reported their chemical dependency to the 

board. Assistance with access to this group will be provided by 

the Board of Nursing using a letter written by the researcher and 

addressed and mailed by a Board of Nursing staff. Nurses willing to 

be interviewed will thus identify themselves. It is anticipated 

that this group may be limited to a small sample of nurses because 

of their wish to maintain their anonymity. 

Cohort three. Subjects will be selected from nurses who have 

utilized the official state board diversion program and will be 

accessed utilizing staff from that agency. 

Cohort four. Subjects will be selected from recovering nurses who 

have received treatment for their addiction but have not had 
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official contact with the state ~egulatory agency. These nurses 

will be accessed through the professional peer assistance programs 

or private treatment providers. Sample size is projected to be 

approximately ten subjects from cohorts 1,3 and 4 and five subjects 

from cohort 2. Theoretical sampling decisions and emergent findings 

will determine the actual sample size. The proposed study including 

budget and timeline considerations is based on an estimated total 

sample of n=35. 

DATA SOURCES: 

Five separate data sources were employed in this study which will 

include: (a) 3-4 tape recorded interviews with a purposive 

theoretical sample of recovering nurses, (b) review and analysis of 

official records of nurses who have received' probationary 

stipulations from the state regulatory board for alcohol and lor 

drug problems, (c) non-participant obse'rvation and journal keeping 

by the researcher of occurrences at weekly group meetings of 

recovering nurses, (d) reflective journal keeping by the 

interviewed subjects,. and, (e) reflexive journaling by the 

researcher. Data is analyzed using the constant comparison method 

incorporating frequent member checking with subjects and 

clinical/research experts. 

Specific Aims 

Treatment regimes for addictions vary as do the unique and 

individual needs of recovering addicts. Nurses, not unlike other 
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addicted health care professionals such as pharmacists, physicians 

and dentists have special treatment needs different from those of 

the general population. These needs arise out of an important 

shared difference of the licensed health care professional, that is 

the relatively easy access to drugs in the course of their work. 

Additionally, addicted professionals are likely to have actions 

brought against their professional licenses which significantly 

affect their right to practice and their livelihood. Nurses 

themselves share other unique traits, such as dysfunctional 

families of origin, that may contribute to the development of 

addictions (Sullivan 1987bi Millhorn, 1989). Green (1989) estimates 

that 6-8% of nurses have addictive disease. Further, there is 

convincing evidence in the literature that in addition to reported 

numbers of nurses with addiction problems, many other addicts do 

not corne to the attention of either state regulatory boards of 

nurses or treatment programs (Supples, 1988 i Sullivan, 1987a) . 

Nursing is obligated to regulate practicing nurses principally to 

protect the public. Ethically there is also an obligation to assist 

colleagues who may have or develop addictive disease over the 

course of their lifetimes. Relying on the testimony of recovering 

nurses that nurses have particular but thus far unspecified 

treatment needs, this investigation proposes to describe what 

nurse-addicts themselves say influenced their recovery and reentry 

into practice. This research aims to isolate the variables and 

distinct features of the recovery process of nurse-addicts in 

order to identify and describe the critical elements that propel 
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the nurse-addict through this process. 

Previous Research on Addictive Disease in Nurses 

Much of the literature dealing with addictive disease in the 

nursing profession is descriptive and includes profiles of 

chemically dependant nurses (Sullivan, 1991, 1987a&b; Sullivan, 

Bissell & Williarns,1988; Haack & Hughes,1988; Green 1984.) nurse 

manager concerns (Kabb, 1984; & Hutchinson, 1987b) and collegial 

. and ethical concerns (Naegle, 1991; Supples 1990,1988;) . 

Hutchinson's (1986 & 1987a) studies on addiction in the nursing 

profession explored and described the process of addiction (self

annihilation) and recovery (reintegration). Hutchinson generated 

grounded theory using record review, interviews (N=20) and 

participant observation to describe the stages of addiction and 

recovery in nurses. Hutchinson (1986 &1987a) found recovery to be 

a self-integration process that was cyclical, having ups and downs 

and never ending. Her landmark study is key in defining recovery 

from addictive disease as more than abstinence from drug or alcohol 

use. Hutchinson expanded the notion of recovery to encompass the 

reintegration of the .person in a holistic sense rather than the 

narrower notion of 'abstinence from substance use' . 

There is limited discussion in the literature about either the 

everyday lives of nurse-addicts or the factors that affect their 

recovery process. Hutchinson's (1986,1987a) study outlining the 

process of recovery for the nurse who is engaged in a twelve step 

program was a beginning effort. Hutchinson herself recommended 

further study focusing on learning about other models of recovery. 
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Sullivan and co-authors (1990) suggested that in order to 

understand the situation of 

efforts must be employed in 

the recovering nurse, explanatory 

order to get close enough to the 

subject to understand the nurse's situation more personally and 

fully. This proposed study intends to employ techniques aimed at 

personal exposure and indepth description of the lives of 

recovering nurse-addicts; 

Findings 

Major findings in this study group themselves into four 

categories: Legal, professional, educational and family/social. 

Further, these findings indicate" that there are significant 

barriers to treatment and recovery, as well as significant factors 

that are seen as assistive by recovering nurses. 

1. Legal Factors: embedded in the regulatory process as it now 

stands. Chief among them are the stipulation and orde"r requirements 

of the regulatory agency, the fact that the recovering nurses do 

not expect ... and are thus surprised by what they term harsh and 

unyielding treatment at the hands of the board and the cost of 

treatment and monitoring which the recovering nurse must bear 

sometimes after she has lost her position. 

Professional/work issues: If the nurse maintains her position she 

then has issues related to work including whether or not to tell 

everyone at work, the hurdle of disclosing her addiction to her 

superiors and the probability that she will not be handing 

narcotics for the near future. Thus she will have to rely on the 

good will of a working colleague to give narcotics to the patients 
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assigned to the nurse who is in recovery. This is hardly ever done 

wi thout discomfort and inconvenience to several staff. The support 

of a sponsor or even better, another recovering nurse-addict was 

viewed as essential and provided for all of these nurses the first 

glimmer of hope that they were "not as bad as they thought" and 

that they too could "beat this thing". 

Education: Nurses also cite the educations system for failing to 

adequately educate them in regard to addictive disease, addictive 

substances. and the inherent danger in the nurses own arrogance 

about chemicals and pills. Often called pharmacological optimism 

in our country, recovering nurses claim that nursing education does 

little to warn them of the seductiveness of drugs and especially 

drugs in the workplace. 

Family Social System: Finally, the family-social systems emerge as 

the lynch pin in both the etiology and the recovery of nurses with 

addictive disease. Unquestionably the nurse addict is marginalized 

in her profession once her addiction is known, and perhaps 

stigmatized as well and thus must work to repair what Erving 

Goffmann aptly calls "the spoiled Identity". What has emerged from 

this study is the actual role that marginality plays in the 

development of addictive disease. Equally important is the role 

that marginality plays in thwarting the recovery process. 

Consider that in this small cohort of nurses in this study 

(N=20) 80% of the nurses have a history of incest occurring in 

their family of origin. Then consider that 4 (20%)' of the nurses 

in this study are Lesbian. Only three nurses (15%) are what could 
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be described as simple addicts/alcoholics who at this point in the 

study have either not revealed or are not aware of such dramatic 

antecedent factors. These findings thus bring the social reality 

of the nurse into clearer focus erasing previous notions of 

"recreational drug use gone wild" and replacing these notions with 

the idea that nurse addicts use drugs in order to feel normal by 

anesthetizing the pain of who they believe they are. The try to 

hide from the discomfort of "what society, friends and colleagues 

might think about them if they knew the truth", either that they 

are an addict, a Lesbian, or a person from a bad family ... and thus 

of course bad themselves. Let it be explicit here however, that 

the marginalization caused by incest is by far the greatest problem 

for the nurse since she truly has no safe haven and has lost the 

ability 'to trust other people as a result of the incest. Thus she 

succumbs to a disease that suits her lonely lifestyle already .. that 

of the solitary user. 

The lesbian's situation is also difficult and creates a social 

isolation for the woman. Add to this the fact that Lesbians tend to 

meet and socialize in what is called BAR LIFE, the use of alcohol 

is especially normative in that culture. Early on in the life of 

the Lesbian ( and perhaps at moments throughout her life) as she 

attempts to normalize her life, society will challenge her adaptive 

modes with rejection and outright scorn. Each time she changes 

jobs she will revisit similar tensions. This rejection or 

potential rejection again causes psychic pain and may lead to the 

use of substances for relief. Often families of origin of Lesbians 
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are ill equipped to know how to accept a daughter who "comes out" 

and know even less about how to support her through this difficult 

passage. Thus a major social sup [port is unavailable to her. This 

is one factor shared by both the incest victim and the 

lesbian ... the loss of family. I might add here that finding a 

Lesbian therapist is not easy either. 

The Challenge of treatment. 

Providing opportunities for recovering nurses to meet and 

associated with other recovering nurses and perhaps other 

recovering professional e. g. dentist pharmacist and physicians) was 

one single factor that the nurses agreed helped them. Nurses who 

do not have this opportunity speculated that it would have helped 

them significantly as well. This finding is congruent with the 

marginalized person's need to see their situation as less deviant 

or more normal than she had viewed it. Further, contact with 

another recovering nurse gives the nurse an authentic person to 

talk with, someone who has been there and who "knows how it feels 

" and thus to some extent the future of the recovering nurse is 

exposed. Findings futher indicate that nurses need more contacts 

wi th recovering nurses and other professionals, earlier and at 

certain critical; points in recovery. e.g when the Stipulation and 

order comes in the mail. The building of the various communities 

that the nurse can associate with and feel belonging will hasten 

her feelings of normalcy. 

Deficiencies of Treatment 

None of the addicts I interviewed for this study were in a program 
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that could be remotely called holistic. If they attended to diet 

and exercise, they came to do so on their own. Failure to attend 

to the physical health of an addict who has been drugging and 

drinking and thus not eating many of these women were anorexic) 

neglects an obvious facet of treatment and recovery. What nurses 

were taught was now to abstain form using whatever it was that they 

were using to comfort themselves. This did not prevent them from 

resorting to other socially acceptable substances such as food. 

Thus several of the subjects in this study are no significantly 

overweight. This latter fac·t is highly correlated in this 

literature with incest victims. 

A Good Recovery 

What is a good recovery? Certainly one in which the nurse has 

stopped using drugs that could kill her. But perhaps recovery os 

the wrong term to use here. AS an esteemed colleague has pointed 

out, addicts need to integrate themselves ... which not so subtly 

implies that integration has never occurred. Thus she is not 

recovering anything that she had previously, but is rather looking 

at the various aspects of her life and piecing together those 

aspects she chooses to keep in order to construct an integrated 

self. It will surely not be the victim self that the family of 

origin of the incest victim knows, nor the socially stigmatized 

"sexual deviant" label for the lesbian that some people society 

apply. But rather self integration will mean a newly constructed 

person, more resilient, hopefully stronger and with a balanced 

perspective on what it is to be human .. and thus imperfect. This 
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necessitates a period of time that is not predictable and 

recovering nurses know that. It is for this reason that they refer 

to themselves as recovering and not recovered .. 

We can now see that the challenge of treatment must extend far 

beyond the scope of merely getting people to abstain from drug or 

alcohol use but must go to the very core of who the 'addict believes 

she is in order to uncover the etiology of her pain. Nursing has 

a role in that in the educational process and can serve humanity by 

working to erode the stigmatizing thinking of students and 

colleagues. 

end ........... draft 
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TAKING CARE OF SELF, TAKING CARE OF OTHERS 
Eileen Theresa Breslin, PhD, RN 
Chair, Department of Nursing 
Northern Arizona University, Flagstaff, Arizona, U.S.A. 

1bis paper will present findings from an ethnographic study which sought to understand 

the experience of being a recovering female chemically dependent nurse. An . ethnographic 

design was appropriate for this study as ethnography as both a product and a process· presents 

a "portrait of a people". 1 I was interested from a cultural perspective, how female chemically 

dependent nurses defmed their world view. 

Goodenough2 states "a society's culture consists of whatever it is one has to know or 

believe in order to operate in a manner acceptable to its members. Culture is not a material 

phenomenon, it does not consist of things, people, behavior or emotions. It is rather an 

organization of things. It is the form of things that people have in their mind, their models for 

perceiving, relating and otherwise interpreting them." 
,I 

Consequently, the study's three questions were: What is it like to be a chemically 

dependent female nurse in recovery? What are the life experiences of these recovering nurses? 

Are there similarities and differences in the life experiences of these recovering nurses? 

In order to answer these questions, multiple ethnographic methods were used. Primarily, 

a series of three ethnographic interviews were conducted with the 20 informants over a nine 

month period of time. Embedded within these interviews were free listings, pile sort activities, 

life history questions, cultural mapping techniques and a demographic survey. Average time 

with each informant was two hours. All interviews were taped and transcribed. 

Twenty informants were recruited into this study through purposeful and snowball 

sampling techniques. Criteria for sample selection included English speaking, female, completed 

214. 



a nursing education program, self identify as recovering from chemical dependency and has held 

or has a nursing license. 

During the first interview, each informant was asked, "What is your life like?" Each 

informant responded in some manner, "My life is so different now that I'm in recovery." 

Consequently, as this word "recovery" was routinely used, I asked them to list all the words 

which represented recovery. A minimum of seven words/phrases to 51 words/phrases were 

listed per informant for the word "recovery." There was an average of 15 words per informant, 

206 words/phrases were unique. These listings were analyzed and the most common 30 words 

were used for a pile sort activity. The second interview the women were asked to sort the words 

into piles. No instructions were given as to how to organize their piles. The results of this 

sorting activity were recorded and entered into an Anthropac program. A multi dimensional 

scaling (MDS) was completed on the items.3 A graphic representation from the (MDS) scaling 

was obtained for each informant as well as the group. At the third interview each woman 

discussed her graphic representation, as it compared to the group. As the women spoke, the 

infrastructure of the domain "recovery" emerged. 

Data analysis was ongoing throughout the study, I kept a reflexive journal, extensive 

notes and records of my decisions as I analyzed the data. Two primary domains were identified, 

these were; recovery and nursing world. Domains are groups of related categories that address 

a central subject. 4 Each domain was further analyzed to identify categories and subcategories 

which provided the internal structure for the domain. As the development of the domain internal 

structure occurred, the categories were subsequently labeled patterns, reflecting their dynamic, 

repetitive nature. 
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The domain of the nursing world contains five patterns which were reflective of the 

informants experiences. Only three women were prepared at the baccalaureate level, considered 

by some, to be entry into professional practice, and not many of the nursing described 

themselves as professionals. Consequently, the decision was made not to title this domain 

nursing profession. The patterns of the nursing world and the subcategories are: 1) nursing 

school experiences, 2) nursing identify, 3) self-description as nurse addict, 4) nursing 

employment: inclusive of employment during chemical dependency such as diversion of drugs 

and intervention approaches, the return to work after treatment including self-disclosure and 

response of colleagues and legal involvement. 

The fifth pattern involved experiences with nursing board, inclusive of the regulatory 

agency: 1) reporting to board, 2) restriction and monitoring nursing practice, 3) frustrations, 

4) public shame variation in restriction, and 5) "Beating the System". 

Additionally, four common life patterns predominated these nurses lives. These patterns 

were: abuse in earlier life, acknowledgement of male dominance, suicide contemplation and/or 

attempt and viewing other nursing professionals as codependent. 

Within the second domain, recovery, 10 patterns were identified as capturing the 

recovery experience. The patterns were: 1) recognition of addiction as disease, 2) awareness 

of pain in life with particular attention to pain associated with history of sexual abuse, 3) 

restoration of physical health, 4) development of internal monitory system, 5) relapse, 6) 

recognizing and dealing with other addictions, 7) development recognition of creativity, 8) 

primacy of an attitude of gratitude, 9) working a program, and 10) primacy of relationships. 

These patterns explored the complexity of the recovery experience and captured individual 
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perspectives of the infonnants. 

Four subthemes were identified as "connectors" between the nursing world and recovery 

domains, overlapping the content. The subthemes were 1) reconciling relationships: self and 

others, 2) why a caretaker, 3) we can get through: experience of nursing support groups and 

4) caretaking of patients as a recovering nursing. 

A cultural theme describes a relationship that connects all the domains and subsystems 

of cultural meaning. S The fundamen~ connection between the two domains was the process of 

taking care. Taking care of self was explored in the patterns within the recovery domain and 

taking care of others was reflected in the nursing world domain. These processes are dynamic, 

not static moving to the foreground or background as needed to maintain a chemically free 

lifestyle. 

1. Gennain C. (1986) Ethnography: The method. In: Nursing research: A gualitative 
perspective Munhalt P., Oiler C. (ed) Norwalk:Appleton Century Crafts. 

2. Goodenough W. (1957) Cultural anthropology and linguistics. In: Monograph series on 
languages and linguistics: Report of the Seventh Annual Round Table Meeting on 
Linguistics and Language Study Garvin P (ed) Georgetown:Georgetown University Press. 

3. Borgotti S. (1990) Anthropac 3.0: Provisional documentation Columbia, SC:Department 
of Sociology, University of South Carolina. 

4. Spradley I. (1979) The ethnographic interview New York:Rinehart and Winston. 

5. Spradley I. (1979) The ethnographic interview New York:Rinehart and Winston. 
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Paper for Faculty of Nursing 

CRISP: - A Coronary Risk Intervention Strategy Programme 

Denise Comerford RGN, RM, V. Reid MSc. Professor G. Bourke. 

The major causes of premature death in Ireland are cardiovascular disease, cancer and 
accidents. The health promotion chapter in the recent document launched by the 
Minister for Health, titled "Shaping a Healthier Future" identifies six risk factors on 
which action should be focused to reduce the causes of premature death. 
These are: 
• smoking 
• alcohol 
• 
• 
• 
• 

nutrition and diet 
cholesterol and blood pressure 
exercise 
causes of accidents. 

It sets out targets to develop health promotion programmes in: 
* schools 

* 
* 

community 
workplace and health board settings, so as to promote health at local level. 

This is to be achieved by; 
(a) information and education programmes including those on skills relating to 

making healthy choices in lifestyle 
(b) Increasing the awareness of health professionals such as-

* general practitioners and 
* public health nurses of the need to encourage a health promotion 

approach. 

The Coronary Risk Intervention Strategy (CRISP) was initiated by the Department of 
Preventive Medicine/Cardiology to orient the Irish Primary Care System towards 
prevention in the field of cardiovascular disease. The pilot project was carried out in 
two large Dublin group practices in 1990 and identified the practice nurse as the key 
professional in the implementation ot this cardiovascular risk factor assessment and 
modification programme. 

The development of this programme has put CRISP in an ideal position to help support 
the aims of the Health Promotion Strategy as indicated in the Policy document 
"Shaping a Healthier Future". 

CRISP has Developed Resources in M~or Areas: 
1. Training Pays: 

CRISP 
Stop Smoking 
1 Pay Training Pays have been offered to medical and nursing personnel 
interested in setting up a CRISP or Stop Smoking programme in their work 
situation. To-date 90 professionals have attended each of these days. 
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2. GPICRISP Practice Nurse 
Trained nurses working to agreed protocols have been allocated to interested 
general practitioners on a sessional basis to assess and follow-up patients 
identified and referred by that doctor. This assesment includes personal and 
family history, smoking status, alcohol intake, exercise, height and weight, 
blood pressure and cholesterol measurement and ECG. Counselling for risk 
factor modification is given as necessary and follow-up visits arranged. The 
sessional nurse and GP discuss the management of patients after each session 
worked. 

3. Resource Centre: 
Professionals are invited to contact the Department for ongoing support and 
updating while implementing and running CRISP or Stop Smoking 
Programmes in their own work situation. 

The Department of Preventive Medicine/Cardiology and the Hospital offer 
back-up services to the practices involved in CRISP, including referrals to 
Hospital lipid and hypertension modification clinics, 24 hour blood pressure 
monitoring service and STOP smoking clinics. 

Resources at community level are important as part of this programme, and 
Healthy Cookery Courses are being run as part of the evening adult education 
programme in a cOmmunity school. These courses are being extended to other 
areas as required. The departmnent dietitian is available to train the nurses 
working on the CRISP programme on an ongoing basis and also to liaise with 
the tutor running the Healthy Cookery Course. 

4. Audit Facilities 
A computerised audit facility has been developed to report initial and follow-up 
patient parameter. 

To date over 1,500 people have been assessed in the CRISP programme. 
Computerised audit results to the end of December 1993 are available on 1,385 
patients. 

COMPUTERISED AUDIT RESULTS END DECEMBER 1993 

1,385 Patients 
800 (58%) Male 
585 (42%) Female 
818 (59%) Less than 54 years 
513 (37%) Positive family history of CHD 
40%=GMS 60% = Private 
63% Requiring follow-up for risk factor modification 
68% GMS, when requested for follow-up attended 
52% Private, when requested for follow-up attended 
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I INITIAL ASSESSMENT PATIENT PROFILE" 
SMOKERS 
361(26%) 

BLQOD fRESSURE 
280 (20%) S.B.P> 160 
177 (12%) D.B.P> 100 

CHOLESTERQL 
553 (40%) < 5.2 mmo1l1 chol 
316 (22.8%) > 6.4 mmo1l1 chol 

BMl 
607 (44%) BMI>25 
296 (21%) BMI>30 

EXERCISE 
719 (52%) Exercise unacceptable 

FOLLOW·UP INFORMATION AVAILABLE ON 900 
CRffiPPATIENTPROFaECOMPARffiON 

!NmAL ASSESMENI 

SMOKERS 
288 (32%) 

BLQQD PRESSURE 
Averaee 

257 (28%) D.B.P. > 160 174 
391 (43%) S.B.P. > 90 98 

CHQLESTERQL 
413(46%) > 6 mmoisIl 7.1 

OVERWEIGHT 
398 (44%) BMI > 25 78 Kgs 
259 (29%) > 30 91 Kgs 

EXERCISE 
InadeQuate 

220. 

6 MQNTH FOLLOW-up 

5(1.7%) Stopped 

Average 
155 (~ 19) mmsHgs 
89 ( ~ 9) mmsHgs 

6.3 (~ .7) mmols/l 

~ 1 Kg 
~ 1.76 Kgs 

46% - Increased to 
acceptable level 



STOP SMOKING PROGRAMME DEVELOPMENT 
The need for support for the smokers assessed on the CRISP programme led to the 
development of Comprehensive Stop Smoking Programmes. These activities include 
the following: 

1. Individual counsellin& by trained nursin& counsellors:-
* Inpatient Hospital 
* Outpatient Hospital Level 
* General Practitioner Services 

2 Stop Smokin& COurses at:-
* Hospital 
* GP Practices 
101 Community Schools/Centres 
* Worksites 

3 Telephone help line for course particiPants 

4 Once a month Stop Smokin& Support Session 
* We provide a drop-in centre on the first Tuesday of each month. 

Open to all who wish to stop smoking and to those who have stopped 
but require a continued support. 

5 Worksite Prommmes 
* Department staff will visit and advise companies nationwide embarking 

on a Clean Air at Work Policy. 

6 !miner Days are offered to Health Professionals interested in workin& in this 

~ 

* The participants in these courses are listed in a register of trained 
professionals nationwide. This list is available to individuals and 
companies who wish to provide stop smoking courses and who wish to 
develop the necessary resources for such services. 

The comprehensive stop smoking activities of the Department of Preventive 
Medicine/Cardiology are available on an ongoing basis. A panel of highly trained and 
experienced personnel keep up to date by participating in national and international 
stop smoking seminars and conferences. 
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INTRODUCTION 

The prevalence of coronary heart disease in Ireland is amongst the hil!hest levels 
in the world. It is the major killer disease here accounting fOr more deaths than 
all the combined cancer causes. 

From population trend studies.in different countries it has been estimated that a 
10010 reduction in cholesterol levels or hyperlipidaemia will lead to 20010 reduction 
in new cases of coronary heart disease and this effect will be evident over a 
relatively short period of time ie. less than 5 years (1). Benefits in terms of lower 
costs of health services emerge in this timesCale, while within 5-10 years mortality 
rates should improve. 

What is HyperUpidaemia ? 

HyperUpidaemia or hi~ cholesterol deScribes the condition that exists when one 
or more of the major classes of plasma lipids in the blood are elevated. The major 
plasma lipids we refer to here are cholesterol and triglycerides (2). If an 
underlying cause for hyperlipidaemia is identified then the condition is said to be 
secondary hyperlipidaemia; otherwise it is called primary hyperlipidaemia. 
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WHAT ARE ACCEPTABLE VALUES FOR CHOLESTEROL LEVELS ? 

Cut-off values separating nonnal from abnormal levels for plasma cholesterol and 
trlglycerides in the population in the past were assumed to represent about the 
95th percentile of tIleir distrlbution (3). In other words above the 95th percentile 
level of the population there are results considered to be abnormal. Thfs is the 
traditional approach to identifying a normal and abnormal range in looking at the 
measurement of a given index. Of course It is a relative measure of 
nonnal/abnormal within a population rather than an absolute level taking into 
account the low levels that have been achieved in many countries throughout the 
world. 

A second approach to measwing and assessing cholesterol involves considering 
not only the present value of cholesterol and triglycerides levels for an individual 
person In the sense of taking a snapshot at a particular time but looking at It in a 
ayilamic sense also so that the long term signlftcance of a given value and the 
manner in which it Is likely to increase over time can be assessed (4). 

In deciding the cholesterol levels that are acceptable we must consider what 
values are conSistent with freedom from atherosclerotic and other diseases over an 
expected life span. 

Concentrations of plasma lipids vaIY with age. sex. diet. and state of health. 
Therefore. in assessing the individual person's cholesterol there will be many 
variables to be considered. 

Several reports published recently dealing with cholesterol suggest that 5.2 
mmol/L (milli moles per litre) should be regarded as the desiriiDle upper limit of 
nonnal for total cholesterol. Two of these reports referred to the USA, one to 
Finland and one to Northern Ireland (5-8). 

Over 500A> of the adult popuiation in Ireland have been found to exceed this figure 
according to data collected through the Irish Heart Foundation Mediscan . 
programme. 
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BOW DO WE MEASURE LIPID LEVELS ? 

(a) Total Cholesterol 

Total cholesterol can be measured from a venous blood sample taken and sent for 
testing to a laboratory. This need not be a fasting blood sample. Alternatively. it 
can be measured in whole blood from a finger prick sample using a desktop 
analyser such as Reflotron. Upotrend. Kodak or Amyes machines. These latter 
type analysers are highly suitable for cholesterol measuring as results are 
available within minutes and this allows relevant advice to be given immediately to 
the person being tested. 

Effective use of these latter machines requires care and attention to the 
techniques adopted. Among points to be borne in mind to ensure accurate results 
are:-

1. Regular use by trained operators is absolutely necessary for accuracy 
with revision of technique periodically. 

2. Regular cleaning and quality control of the machine must be carried 
out and clear records maintained of these checks. 

3. External quality control on techniques and the machines performance 
must also be carried out on a regular basis. 

(b) Breakdown of Cholesterol . 

In some individuals it will be deSirable to characterise the lipoprotein abnormality 
that emerges from the total cholesterol test in more detail. To do this high density 
lipoprotein (HDL) cholesterol and triglyceride levels should be measured. For 
these tests individuals must be fasting for 12-14 hours in advance. 

Suggested Criteria for Breakdown Analysis 

The Irish Hyperlipidaemia Association have put forward the following criteria for 
establishing if further investigation is necessary following a total cholesterol 
test. (2) 

(i) Total cholesterol is confirmed as 6 mmol/L or over on repeated testing. 

(U) First degree relatives of patients with 
(a) coronary heart disease 
(b) familial hypercholesterolaemia. 

(iii) Clinical signs of hyperlipidaemia are present. 

(Iv) Monitoring is necessary while on drug treatment. 
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WHO SHOULD BE TREATED? 

Treatment should not be commenced on the basis of a single result. For example. 
in the Upid Clinic at St. Vincent's Hospital treatment is commenced only after 
fasting blood tests where full lipid profile can be considered. 

With secondary hyperUpidaemia there is an underlying cause such as diabetes. 
obesity. renal or liver fallure. hypothyroidism or alcohol abuse, which should be 
treated first whlle monitoring cliolesterol changes. 

In primary hyperlipidaemia there 'Is no underlying cause. In this instance. 
cardiologists tend to have stricter baselines for treatment than those laid down by 
for example the Irish Heart Foundation and the Irish Hyperlipidaemla Association. 
This is to be expected as cardiologists are largely dealing witli individuals who 
have multiple risk factors for coronary heart disease or who already have known 
coronmy heart disease as opposed to the general public to which broader criteria 
are applied initially. 
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The Irish HyperUpidaemia Association have issued 

the following guidelines for the control and 

treatment of hyperUpidaemia. 

Cholesterol 
level 

5 mmol/l Check and advise on other risk factors -
Smoking. Hypertension. Obesity. Diabetes. 

General nutrition advice 
Weirfut & Alcohol control 
<35%-caloIies as fat. <1/3 saturated. 

6 mmol/l Check fasting lipids (Cholesterol. tr1glycertdes. HDL cholesterol) 
Exclude secondary hyperUpidaemia 
Obesity. Alcohol abuse 
Hypothyroidism Serum thyroxine. TSH 
Diabetes Urine/blood sugar 
Liver disease Liver function tests 
Severe renal disease Test Urine 

7 mmol/l General nutrition advice as above 
More detailed nutrition 
advice 
<300A> calOries as fat 
< 1 /3 saturated 
Smoker 
Hypertensive 
Consider drug treatment 
if cholesterol> 7 after 
3-6 months diet 

Especially if high risk: 

Any of:
Male 

Clinical vascular disease 
Family history 
HDL<lmmol/1 

8 mmol/l Consider referral to lipid cUnic if -
Resistant to or intolerant of drug treatment 
Coexisting vascular disease 
History of familial hypercholesterolaemia 
(Screen relatives). 
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Recommendation from St. Vincent's Hospital staff screening programme 
1990. 

LEVEL COMMENT 

1. < 5.2 ~ol/l good 

2. 5-6 ~ol/l above average 

3. 6-8~ol/1 high 

4. > 8~ol/1 very high 
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ACTION 

repeat in 2-3 years. 

change diet to reduce 
intake of saturated fat 
and recheck after 6 months 

as for 2 but stIicter diet 
guidelines. FastinE Cholesterol test to e 
can1ed out in next few 
weeks. 

as for 2. Full assessment 
will be made on fasting 
lipid profile. 



WBATISTREATMENT? 

First hyperlipidaemia must not be treated in isolation. Since the main health 
problem it will cause is coronary heart disease we must immediately counsel and 
advise the individual on the other risk factors. Advice should be given on 
cessation of cigarette smoking, reduction of body weight if obese, increase in 
leisure exercise and control of high blood pressure. 

Since a number of die1:a!Y factors influence lipid levels, modification of diet, or 
what dietitians now prefer to call eating habits must be the first line of treatment 
for all types of hyperlipidaemia. (11) 

These factors include total calorie intake, intake of fat and proportions of fat taken 
from animal and vegetable sources, consumption of sugar, consumption of alcohol 
and the proportions of total calories taken from fat, carbohydrate and protein 
sources. 

The aim of dietary treatment is to reduce elevated cholesterol levels while 
maintaining a nutritionally adequate diet. 

The objective is to reduce daily cholesterol intake to less than 300 mgs and to 
reduce the amount of calories in the diet derived from fat to: 

< 350/0 in mild cases 
< 300J6in-moderate and severe cases. 

Overweight patients require calorie reduction. 
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Title: Evaluation of Stop Smoking Courses 

Authors: A. Honan-Croke, D. Comerford, V.O'Neill 
Department of Preventive Medicine/Cardiology, St. Vincent's 
Hospital, Elm Park. 

Smoking is a major cause of illness and premature death (1). As part of the health 
promotion activities of the Department of Preventive Medicine/Cardiology, six week 
stop smoking programmes commenced in 1990. 

Between September 1992 and December 1992, forty subjects attended one of three six 
week stop smoking courses. They were followed-up six months later to ascertain their 
smoking status. Of these, 21(52%) had stopped at the end of a six weeks course and 
19(48%) were stopped at six months follow-up. At one year follow-up 16(40%) were 
still stopped. 

A comparison group of 43 smokers attended a once off smoking control session in two 
com panies introducing a 'Clean Air at Work Policy'. At six months follow-up 9(21 %) 
of these smokers had stopped. From these findings the educational and stop smoking 
programmes have developed to encompass the following comprehensive services:-

* 
* 
* 
* 
* 

Individual counselling by trained nurse counsellors 
Stop Smoking Courses 
Once a month Stop Smoking Session 
Worksite Programmes - Clean Air at Work Policy 
Trainers days for health professionals. 

Introduction 
The counselling of cardiac and high risk patients aimed at making desirable lifestyle 
changes includes advice and reinforcement of advice about stopping smoking (2). It 
was observed at cardiac outpatients visits, that although some patients had managed to 
stop smoking with the counselling they had received as inpatients some had relapsed or 
had never stopped and required extra help and support. 

Stop smoking courses were offered to all patients attending the hospital. The general 
practitioners within the catchment area of the hospital were informed of the 
introduction of this service as many of the hospital patients return to them for ongoing 
care. A survey carried out in Dublin in 1992 as part of the Healthy Cities project 
reported that 77% of smokers surveyed stated that they wanted to stop smoking (3). 
These courses were also opened up to the general public. 

Methods 
Study participants: 40 smokers (60%F, 40%M) who committed themselves to one 
of three six week stop smoking courses between September 1992 and December 1992 
were studied. They were followed-up at six months and one year to ascertain their 
smoking status. 
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Reference Group: 43 smokers attended a once off stop smoking presentation 
given by two nurses in two companies introducing a 'Clean Air at Work Policy'. These 
were followed-up also at six months to ascertain their smoking status. It was not 
possible to follow-up at one year due to the fact that this group was based in industry, 
and no longer available. 

Data Collection: Demographic information -was collected at base line. At 
follow-up, six month and one year evaluation included: 
a) Measurement of carboxyhaemoglobin using a hand held Bedfont microsmokerlyzer 
b) Completion of questionnaire at individual interviews relating to their current 

smoking status. 

Results 
The forty subjects had a mean smoking duration of 27 years, and had made on average 
four previous serious attempts to stop. Of these 21(52%) had stopped at the end of 
the six weeks course, and 19(48%) were stopped at six month follow-up (fable 1) 

The reference group of 43 smokers who attended a once off stop smoking presentation 
were followed-up at six months, 9(21 %) of these smokers had stopped. 

Table 1 
6 Month Evaluation of Stop Smoking Programme 

Intervention Group 4Q 

Enrolled in 6 week course 

Also offered 
I month support telephone help line 

Smoking Status Evaluation 
Course End 

21(52.5%) - Stopped 
19(48.5%) - Smoking 

6 month Follow-up 
19(48.5%) - Stopped 
21(52.5%) - Smoking 

Reference Group 43 

Attended talkIvideo and individual 
counselling 

Also offered 
Resource.material, smoking diary and 
booklets 

Smoking Status Evaluation 
6 month Follow-up 

9(21 %) - Stopped 
34(79%) - Smoking 

At one year follow-up of the intervention group, 16(40%) were still stopped. 
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DISCUSSION 
Summary 
This study undertook to ascertain smoking status amongst clients who attended either 
one of three stop smoking programmes lasting six weeks, or a once-off smoking 
presentation. 

Cessation Rates 
The results show a 48% cessation was achieved at six months after smokers attended a 
six week stop smoking course. At one year follow-up 40% were still stopped. A 21 % 
cessation rate was achieved at six months by smokers who had attended a once off 
session. 

Reasons for Cessation 
Of the reasons for stopping smoking listed on the baseline questionnaire (Health, 
Financial, Socially Unacceptable) 57% stated that they had a medical reason for 

. stopping. (4) 

Gender and Smoking Cessation 
Although a lower percentage of men (40%) attended the six week stop smoking 
courses, a greater percentage of those attenders succeeded in stopping 56% males 
compared with 41 % female. This is a similar finding to Masirori et al (1988) (5). 

Other Findings 
The smoking control group had a mean smoking duration of 27 years. On average the 
stoppers in this evaluation had tried to stop four times. 

Imponance of Stop Smoking Services 
This evaluation shows that stop smoking services of a group support nature are 
successful in helping smokers to quit.(7) The results are very encouraging for both the 
staff running the courses and for those who wish to stop. Smokers feel disheartened if 
their fIrst stop attempt does not yield success, but as was shown in the evaluation, it 
takes smokers on average four attempts before they are successful. 

CONCLUSIONS AND RECOMMENDATIONS: 
* As we approach the next century, medicine is challenged by a different cause of 

illness and death - tobacco use. As with past epidemics of this magnitude, 
institutional changes in the practice of medicine must be adapted to overcome the 
enormous disease burden resulting from tobacco use. (6) 

* Intervention from health professionals is essential. 
* One form of intervention is that of group therapy. 
* Recognise cigarette smoking as a chronic addiction and provide appropriate 

longterm assistance to people who smoke. Ongoing intervention and support is 
essential. 

From the findings of this study, Educational and Stop Smoking Programmes have been 
developed at the Department of Preventive Medicine/Cardiology providing 
comprehensive services (Table 2). 
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Table 2 

1. Individual counselling by trained nurse counsellors: 
- Inpatient Hospital . 
- Outpatient Hospital Level 

2. STOP Smoking Courses at 
- Hospital 
- GP Practices 
- Community Schools/Centres 
- Worksites. 

3. Once a month STOP Smoking Support Session 
We provide a drop-in centre on the first Tuesday of each month. Open to all who 
wish to stop smoking and to those who have stopped but require continued 
support. 

4. Worksite Programmes. 
Department staff will visit and advise those companies nationwide embarking on a 
Clean Air at Work Policy. 

5. Trainer Days are offered to Health Professionals interested in working in this 
area. 
The participants in these courses are listed in a register of trained professionals 
nationwide. This list is available to those individuals and companies who wish to 
provide stop smoking courses and who wish to develop the necessary resources for 
services at local leveL 

These comprehensive stop smoking activities of the Department of Preventive 
Medicine/Cardiology are available on an ongoing basis. A panel of highly trained and 
experienced personnel keep up to date by participating in national and international 
seminars, conferences and research. 

This evaluation was funded by An Bord Altranais. 

234. 



References:· 

1. Guzek JW. 
Harmful effects of Tobacco 
Journal of Smoking Related Disorders 1993;4(3):148-153. 

2. A. Leane, F. Bertanelli, L. Mori, et al. 
Features of ischaemic cardiac pathology resulting from cigarette smoking. 
Journal of Smoking Related Disorders 1994;5(2):109-114. 

3. Howell F, Doorley P. 
Employee attitudes to involuntary smoking at the workplace. 
Irish Medical Journal 1991,84,94-96. 

4. Surgeon General 
. The Health Consequences of Smoking: Nicotine Addiction 
A Report of the Surgeon General. 
Washington DC: US Department of Health and Human Services 1988 
Publication CDC 88-8406. 

5. Masironi R, Rothwell K. 
Trends in and effects of smoking in the world. 
World Health Statistics Quarterly 1988;41(3-4):228-41. 

6. Peto R, Boreham I, Lopez A. et aI. 
Mortality from Smoking in Developed Countries 1950-2000 
1944 Oxford University Press. 

7. Orleans CT, Rotbeg HL, Quade D, et al 
. A hospital quit smoking consult service : Clinical report and intervention 

guidelines. 
Preventive Medicine 1990;19(2):198-212. 

Ann Honan-Croke 

:d35. 



UNIFYING NURSING PRACTICE AND THEORY -
EMPIRICAL INSIGHTS 

Professor Judith Lathlean BSc(Econ), MA, DPhii 

University of Surrey, Guildford, UK and Independent Health Care 
Research Consultant, Oxford, UK 

Introduction 

The disparity or gap between the practice and the theory of nursing has been a long 
recognised concern in nursing. Many have conceived this as a problem and have 
sought to 'bridge the gap'. This paper critically considers some of the empirical 
evidence that has been gained which has attempted to shed light on the issues, and 
on ways of resolving long-standing problems. This will be both in terms of nursing 
practice and education, as well as innovations which span the two. It will draw in 
particular on the findings of a major in-depth longitudinal study of lecturer practitioners 
in nursing and midwifery. 

In particular it will be argued that traditional concepts of ensuring that theory is put 
into practice, or newer ideas that theory should be derived from practice are, in part, 
flawed. The suggestion is that the situation is far more complex than hitherto 
portrayed, and that a recognition of this is important for learner nurses, for those 
responsible for the education of nurses and for practising nurses. 

Theory and practice: the literature 

It is apparent when considering research and other literature which addresses theory 
practice issues that two distinctions can be made. First, on the one hand there are 
studies where a relatively taken-for-granted 'top-down' notion of theory and practice 
is used. Theory is accepted as a given body of knowledge and as relatively 
unproblematic. Further, it is that which is taught in classrooms and other settings 
which are usually, though not invariably, outwith the context of actual nursing care. 
Practice is often conceived quite simply as the pursuit that nurses engage in in 
clinical settings. Problems arise, however, because there is deemed to be a difference 
between what is taught as theory and what actually does happen in practice, the 
implication often being that it is the practice that needs to shape up to the 'higher 
status' theory. 

Solutions are couched in terms of trying to ensure that theory is 'brought closer' to 
the practice of nursing (often by structural and organisational devices), though 
rarely is that 'theory' challenged, nor its relationship to practice questioned. In other 
words, as Rafferty et al. (1994) have suggested, in an unpublished paper, 

"most solutions to the theory/practice gap have operated on the assumption that a 
closer 'fit' or correspondence between theory and practice is not only desirable, but 
can be engineered by manipulating the chronology, context or job specifications of 
nurse educators". 

Thus a number of approaches have been adopted. First, attempts have been made to 
restructure the way in which nurse education is organised so as to juxtapose the 
theory and the practice of nursing more closely. (Modular schemes and Project 
2000 have epitomised two such approaches.) Second, specific roles have been 
created to achieve this end: for example, the roles of clinical teachers, joint appointees 
and, most recently, lecturer or teacher practitioners. However, anecdotal evidence 
and research on clinical teachers - especially studies by Wright (1981), Robertson 
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(1987) and Martin (1989) - have shown the philosophy of the role to be that of a 
person whose responsibility it is to correlate or integrate theory and practice, and 
who works with students in a clinical selling, demonstrating nursing practice. Yet, 
in reality, the organisational problems, the conflicts and tensions both with clinical 
and teaching staff, the ambiguous authority allowed them by the educators and their 
complete lack of authority for practice have dominated. 

Joint appointment roles too have not been without their concerns, sometimes being 
both experienced and conceived as two quite separate jobs within the two settings 
of education and practice. Furthermore, there has been the issue about the degree of 
authority operating within the role to enable the joint appointee to take the actions 
necessary to bring practice and theory closer together. In this respect, Champion 
(1989), in proposing a model for the lecturer practitioner role, theorised about the 
dimensions of expenise and authority inherent in five different roles (lecturer 
practitioner, ward sister, nurse tutor, clinical teacher and joint appointments) within 
two domains - education and practice. She concluded that the roles are "fundamentally 
different" in respect of these two dimensions and two domains, and it is these 
differences which characterise the roles. She illustrated the role of joint appointments 
as operating quite separately in the two domains of education and practice, and as 
having "possibly limited authority" in the two. Vaughan (1990) too, in making out 
a case for lecturer practitioners, suggested that there have been problems in joint 
appointments of "shared leadership, lack of continuity, role conflict, role overload 
and role confusion", which she argued, in an unpublished paper (Vaughan, 1988), 
are overcome by roles whereby the way in which work is achieved is reconceptualised 
and restructured. 

On the other hand, in the mid-1980s, research studies (for example. that of Benner, 
1984) began to pose questions about the nature of theory; the nature of practice; the 
seemingly simplistic idea that all that is needed is for a known and accepted body of 
knowledge to be applied to the work of nurses in clinical settings; the view that 
professional education (both initial and continuing) is to do with learning a set of 
rules or principles and applying them to one's practice; and the implications that 
these aspects have for understanding the nature of expertise in the skilled nurse 
practitioner. Such work challenges traditional theory-into-practice notions, and it 
suggests that people best learn initially how to become practitioners (nurses) by 
'theorising' about their practice (Schon's, 1983, 'reflection in and on practice'), 
and it claims to offer a 'reconceptualisation' of the notions of theory and practice, of 
the 'problems' requiring solution, and the ways of doing this. Whilst clearly this 
research is a step forward in developing an understanding of theory and practice 
issues, nevertheless. further conceptual clarification is required. 

In conclusion, a review of the literature raises doubts about the way in which theory 
practice problems have been traditionally conceived. This in tum led to solutions 
which were a feature of the time, but they were only partially successful, and still 
the problems of a lack of integration between theory and practice remained. The 
general understanding then was more of a task oriented, reductionist view of nursing, 
but the new complexity and contextual nature of holistic nursing was just being 
recognised and appearing in the literature. 

Lecturer practitioners: an approach to the problem 

The development of ideas about lecturer practitioners in one particular health authority 
and its linked Institute of Higher Education (mE) was taking place at the time when 
these latter approaches to the study of nursing and professional education were first 
being reponed and were embryonic. Lecturer practitioners were planned as having 
two main responsibilities - the identification and maintenance of standards of nursing 

237. 



practice and policies within a defined clinical area, and the preparation of and 
contribution to the educational programme of the students in relation to the theory 
and practice of nursing within that unit. 

The implementation and development of these roles was the subject of a major 
research study, conducted over a four-year period. The main part of the research 
(referred to as the ethnography) was an in-depth investigation of six individuals 
over three years. This was complemented by an interview study of those people 
working most closely with the lecturer practitioners, including staff nurses/mentors, 
students, managers and lecturers, and a survey of all lecturer practitioners in post -
almost 60. The whole project and the findings are extensive, but the insights from 
the in-depth study can be summarised as follows. These were largely supponed by 
the survey of all lecturer practitioners. (For a more detailed account, see Lathlean, 
1992 and Lathlean, 1994.) 

The picture portrayed by the ethnography was very much that of committed individuals, 
operating within a new scheme in a particular institutional context, and attempting to 
put into practice new roles with few prescriptions. It seems that much of the lecturer 
practitioners' rhetoric and action can be understood in terms of six key aspects: 

• the different ways in which they conceived their roles as combining - at the 
very least - education and practice, the relative weight they placed on these at 
various stages of development, and the meanings they attached to them; 

• the imponance they attached to defining, negotiating and achieving roles with 
sufficient authority and power, both in practice and education settings; 

• the view they had of themselves as change agents, both in terms of improving 
the standards of practice and as part of a new educational approach; 

• the way they emphasised their education role as planners, managers and 
assessors of education and learning, rather than being the front-line educators in the 
traditional sense; 

• the recognition that the viability of the role was an actual or potential concern 
from the outset, and the strategies they employed to ensure or promote the job as 
one that was feasible to undenake 

• the conceptions they held of theory practice issues and the part they should 
play in this respect. 

In terms of this last aspect, it appears that the major problems or issues of the theory 
practice relationship which the lecturer practitioners considered their role should 
address were: to help students apply or use theory (gained from other parts of the 
degree course and from the literature) to their practice, as well as to "theorise" about 
their practice; and to develop, or assist in the development of, their clinical areas "so 
that the practice better reflected theoretical notions about [,he nature of good nursing". 
In these respects, they distinguished between two levels of theory/practice - one 
related to the students and the other to do with the broader aims of the development 
of clinical practice. 

The strategies they used to tackle the issues included: developing a philosophy 
within the clinical area "so that theory would be realised in practice"; ensuring, for 
example, through their questioning that students were making connections between 
theory and practice; being a source of both theoretical and practice knowledge for 
students; and encouraging students to reflect on and to theorise about their practice, 
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mainly in the learning contracts (the main method of assessment of the students' 
learning), but also in group and individual discussions. All but one thought that it 
was appropriate to talk about a disparity or gap between theory and practice, that 
they had a role in bridging that gap, and that although there was "some way to go" 
they had been moderately successful in doing so already. One claimed that the 
existence of the role itself, as part of the "new structure" for nursing and nurse 
education, was in itself a solution to the theory practice problem, though this notion 
was not expanded and remained elusive. They articulated outstanding concerns, the 
main ones being the development of their own practice and theories as new knowledge, 
and the development of students' ability to generate theory from their practice. 
Problems were also identified which were to do with the structure of the progranune: 
the modular nature militated against the integration of knowledge between modules 
and the juxtaposition of the theoretical and practice modules. 

Finally, the six key aspects are clearly inter-related in terms of why it appears they 
were significant to the lecturer practitioners. It seems they felt the need to define and 
negotiate their roles with sufficient power and authority to effect change, change 
which was to do with putting their theory into practice in their particular clinical 
context This in tum was increasingly aimed at developing the learning environment, 
and establishing themselves as effective managers of that environment 

Conclusions 

The lecturer practitioner role is the latest in a long line of attempts to solve theory 
practice problems in organisational terms, and in a way that does not seriously 
confront the nature of nursing knowledge and theory. Even though the individuals 
studied were concerned about such matters and, indeed, other lecturer practitioners 
and other nurses and educators in the scheme studied conuibuted greatly to the 
debate and advancement of thinking in this respect, they were not central to the 
concept. Perhaps this was the greatest weakness of it, though at the time of the 
planning, when such issues were far less clear, this is understandable. It is suggested 
that until issues of the nature of the knowledge underlying the profession of nursing 
and how nursing can best be learned are faced, and until professional programmes 
are planned on that basis, then progress will be slow. 

This in tum connects with the populist demand for theory and practice to be one, 
with theorists blaming practitioners because practice is not in line with theory, and 
lecturers being criticised because their theory is not 'rooted in reality'. This is an 
unhelpful and inappropriate conceptualisation. It is important to recognise that there 
are different kinds of knowledge which are, however, symbiotic. They clearly 
inform each other, but they should be used in different ways to create a productive 
tension - one which can be fruitfully exploited in educational programmes. The 
lecturer practitioner is in a strong position to mastermind this process. 

It can be argued that the concept of lecturer practitioner - as exemplified in this 
context - has inherent strengths and weaknesses. On the one hand, the idea of a 
lecturer practitioner as educational manager of practice is powerful, though the 
conditions necessary for this role would need to be in place. On the other hand, the 
suggestion that they should bridge a theory practice gap is flawed, since in the light 
of research such as that of Benner (1984) and the contentions expressed by Rafferty 
et al. (1994), this is based on a misconception of' the theory practice problem': the 
proper concerns are multi-dimensional (e.g. conceptual, operational and philosophical 
amongst others) rather than unidimensional. 

Further, the aim should not be for integration in the sense of attempting to achieve a 
seamlessness between theory and practice, but for holding theory and practice in 
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creative tension. If this alternative conception is accepted, then lecturer practitioners 
have some definite advantages; for example, their location in both the practice and 
education arenas which facilitates an understanding of both practice and theory 
concerns; the acceptance by educators and practitioners of the legitimacy of the 
lecturer practitioners' knowledge and expertise within both practice and education 
settings; their seniority - the formal and informal authority commanded; and the 
analytical skills possessed. 

In conclusion, Rafferty et al. (1994) suggest that 

"a range of collaborative stralegies and supportive coalitions between practitioners, 
managers and academics [are required] ... to provide the confidence and expertise 
necessary for experimemal approaches to clinical teaching to flourish". 

(RaCfeny et al., 1994) 

It is argued that the lecturer practitioner role is but one possibility in this respect, as 
they are especially well placed to promote a dialectic between theory and practice in 
nursing and midwifery. In different contexts, however, other solutions may be 
preferable. 
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The aim of this paper is to examine the experience of nurse teachers, students 
and clinical mentors participating in the first intake of the uipHE in Nursing 
programme. This evaluation was undertaken at a time of great change in nurse 
education within Northern Ireland as Colleges of Nursing moved from a teacher 
centred curriculum to a student centred approach. 

BACKGROUND 

The Diploma of Higher Education in Nursing (DipHE) · .... as initiated within the 
Northern Area College of Nursing, Antrim, Northern Ireland in October 1990. 
This course was jointly validated by the University of Ulster and the National 
Board for Nursing, Midwifery and Health Visiting for Northern Ireland, and 
equated in quantative and qualatative terms with 2 years of study at 
undergraduate level. The course provided the first formal links between colleges 
of nursing in Northern Ireland, with the higher education sector, and ran over a 
3-year period (1990-1993). It was divided into an 18-month Common 
Foundation Programme and I8-month Branch Programme. Within the 
Northern Area College of Nursing, 3 branches of nursing were offered, namely 
Adult Nursing, Mental Health Nursing and Mental Handicap Nursing. 

In designing the DipHE in Nursing programme, curriculum innovators sought 
to establish a strategy for identifying and estimating the significance; of 
problems arising in the lifespan of the curriculum. The inW.al impetus for this 
strategy came from guidelines issued by the National Board for Nursing, 
Midwifery and Health Visiting for Northern Ireland.' This evalua!ion process 
was designed to take place throughout the 3-year course and consisted of 
formative evaluation, undertaken at the end of each term of study; intermediate 
evaluation at the end of the Common Foundation Programme; and Summative 
Evaluation, undertaken at the end of the DipHE in Nursing course. Through 
this process of evaluation, strengths and weaknesses of the course were 
identified, information analysed and recommendations made for course 
development. 
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LITERATURE REVIEW 

Waltz, (1989)2 defines evaluation as a decision-making process, which leads to 
. suggestions for action to maintain and/or improve the effectiveness and 
efficiency of programmes and participants. Parlett, (1972)3 also describes 
evaluation as a process of building up a general picture, that is constantly 
modified and expanded as new knowledge is acquired. This researcher views 
evaluation as providing illumination of the relationships that exist within a 
curricufum, for example, between beliefs and practices and between 
organisational patterns and customary responses of individuals. 

This interpretation of the role of evaluation, led innovators within the DipHE in 
Nursing programme to view it as a fundamental component in the development 
of the new programme. As the DipHE in Nursing course was radical iri its 
approach, (:hanging the culture of nurse education within Northern Ireland from 
a traditional apprenticeship model to a student centred, educationally led 
programme, it was felt essential that evaluation focused on relationship~, between 
teachers and students and students and clinical staff. 

Quellet and Rush, (1989)'t have stressed the need for an overall plan of action in 
curriculum review in order to avoid examining components of the curriculum in 
isolation and in a haphazard fashion. Lynch, (1985)S" further suggests that the 
method used to assess the effectiveness of a curriculum has a greater likelihood 
of success if a systematic approach is followed. This paper describes the 
evaluation process of the DipHE in Nursing course and identifies the It .ajor 
outcomes associated with the innovation in nurse education. 

EVALUATION PROCESS 

The evaluation process was longitudinal and examined data from the first cohort 
of student nurses during the 3-year period of their educational programme. 

A questionnaire was used to assess student's views on the cOurse and consisted uf 
seven aspects which included: classroom teaching; assignments; examin'ltions; 
self-directed study; teaching and learning strategies; delivery of individual units 
of study and taught practice placements. Four satisfaction dimensions were 
determined, ranging from 'strongly agree' to 'strongly disagree' and students 
were asked to rate their degree of agreement with each statement on a 4-point 
Likert scale. Questionnaires were completed at the end of each term (ie 1-7) on 
the basis of anonymity and involved all students on the course. 
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The National Federation for Ed ucation Research (1991 a) '" have stated the 
importance of evaluating the process of implementing a curriculum in its early 
stages, rather than evaluating the final product. Fulham, (1987)'1 has also 
stressed that effective implementation of a curriculum can only occur under 
conditions which allows individuals to react to change, clarify their own 
meaning, follow their own position and interact with other implementers in a 
process of re-socialisation. To this end, the opinions of nurse teachers within 
the College were also sought. At the end of each term of study 0-7), teachers 
were asked to reflect on their individual level of satisfaction in relation to: 
programming of course content; physical environment; associated educational 
resources; the student-teacher interface; aspects of assessment and suggestions 
for improving the course. 

WalLs (1992)g compares innovation in nurse education with innovation within an 
industrial setting. In the latter context, quality control is a crucial feature in 
ensuring the 'worthiness' of a new industrial product. However within the new 
DipH E in Nursing Course, the 'Certificate of Worthiness" granted to the 
programme was professional and academic validation, conferred by the National 
Board for Nursing, Midwifery and Health Visiting for Northern Ireland, and the 
University of Ulster. Unlike the 'certificate of worthiness' given to the 
industrial product, which guarantees its quality control following a period of 
extensive testing, this new educational course could not be tested until it was 
implemented. Watts further suggests that this presents a dilemma, because once 
validated, courses often become encased in 'tablets of stone'. Therefore, the 
entire evaluation process within the College was aimed at overcoming this 
dilemma and maintaining a living, dynamic curriculum. 

Formative evaluation reports were, therefore, presented to Course Committee, 
where they were carefully considered. Positive feedback on aspects of the 
curriculum were acknowledged and affirmed that the curriculum was moving in 
the right direction. Where significant evidence revealed the need for change, 
action was instigated to bring about an amendment to the course. 

At the end of the Common Foundation Programme and Branch Programmes, a 
maj)r evaluation exercise was conducted by Course Committee, involving 
teaching staff, Professional Advisors (National Board for Nursing, Midwifery & 
Health V:siting for NO, University Assessor (University of Ulster), student 
representatives and mentors (n=20), from the clinical area. Reports from 
External Examiners, Librarian and Placement Officer, were also considered at 
this stage. It should be stressed that when Course Committee was established in 
1990, it was charged with the responsi bility to make recommendations on course 
amendments, which would ultimately be processed through the Professional 
Body and the University. This format ensured not only a quality control aspect 
to the curriculum, but removed the danger of the curriculum becoming 
stultified during the 5-year period until the revalidation exercise. 
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FINDINGS 

This paper will focus on the findings of the evaluation process and their 
implications for the curriculum. It will be confined to certain aspects of the 
curriculum, namely: 

1 Role of the nurse teacher 
2 Self directed learning 
3 I ntegration of theory and practice 
4 Student assessment 

1 Role of the Nurse Teacher 

Prior to October 1990, the College's pre-registration course was organised on 
the basis of 4 intakes of 15 students per year. With the implementation of the 
DipHE in Nursing course, a decision was made to commence the course in 
October each year, in line with University intakes. Concurrently with the new 
course, the College also acquired the responsibility of educating students for 
Mental Health and Mental Handicap Nursing. This added significantly to the 
number of students accepted for the DipHE in Nursing course and the final 
figure which commenced in October 1990 was 94 students. 

In itially the transit from 14 traditional students to 94 Diploma students placed a 
strain on staff and resources. To manage the delivery of the DipHE curriculum, 
5 tutors were identified to take responsibility for certain subjects on the basis of 
their graduate status. The removal of 5 tutors from direct involvement with 
existing traditional programmes (RON) created problems. Student resentment 
centred around the removal of familiar tutors from their course in favour of 
Diploma students. T.hese tutors, not only had to cope with teaching a new 
course to Diploma standard, but experienced feelings of guilt about 
'abandoning' traditional students. The stress experienced by staff undergoing a 
changing scene, led to the introduction within the College of Nursing, of weekly 
meetings with the Senior Tutor, where views, opinions, problems were discussed, 
support given and solutions sought. While tutorial staff appreciated the 
opportunity to be responsible for a particular unit of study, the philosophy of 
integration of the curriculum was substained by the weekly meetings. The long-

. term benefits of delegating responsibility for subjects to specific tutors was 
recognised within the College, and this strategy has now been extended to 
include all nurse teachers. 
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However, when branch programmes commenced in April 1992, the College 
failed to follow the logic of the argument behind this strategy. Initially all 
tutors (n= 12) who held a general nursing qualification were involved in teaching 
the Adult Branch of nursing. In constrast, the other two branches of nursing, ie 
mental health/mental handicap relied on a smaller number of teaching staff 
(mental health, n=4); (mental handicap, n=4). This created a number of early 
problems: (t) the continuous need to identify available staff (2) each teacher 
required orientation (3) difficulty for teachers to appreciate the students' 
previous learning (4) difficulty for teachers to teach a particular theme as they 
lacked knowledge of the on-going programme. This problem was effectively 
resolved when a specific team of 6 teachers were selected tc? assume 
responsibility for all aspects of the'Adult Branch. 

As the NACN had a relatively sr~lall number of Senior Tutors (n=3), one of 
whom was involved exclusively in post-registration education and faced with the 
reality of implementing 3 branch orogrammes in April 1991, a decision was 
made to flatten the management ~tructure within the College. Responsibility 
therefore, for the organisation ar.d management of the CFP and Branches were 
delegated to tutors who assumed the role of a "Senior Course Tutor'. At this 
stage the purpose of the weekly meetings changed to facilitate discussion 
between senior course tutors and senior management. 

2 Self Directed Study 

The emphasis on SDS necessitated a change in focus from a teacher-centered 
educational programme to a student orientated approach. The term self directed 
study was, however, open to misi.nterpretation and could be taken to indicate 
that the student 'learns by his own devices (Lawson 1979)q Thus the curriculum 
defined SDS as, 

"periods of study (determined by teaching staff) where learning outcomes 
would be specified during consultation between students and teaching staff 
and where individual students would accept responsibility for achieving 
agreed outcomes". 

Twelve weeks of the Common FOl!ndation Programme was devoted to self 
directed study. This was allocated in blocks of single weeks, together with a 
designated study day per week. In the branch programmes, this design of 1 
study day per week was maintained. 
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This particular teaching strategy was viewed by some students as a waste of time 
and not a valuable method of learning. From the intermediate evaluation,a lack 
of experience of this strategy, lack of self-discipline in the area of personal 
study, and .restraints of time within the programme for students to give feedback 
to tutorial staff, appeared to be the main causes of student dissatisfaction. The 
course team responded to these issues of concern by providing students with 
clear guidelines, references and formal feedback during branch programmes. 

For future intakes, a 2-week period was planned at the beginning of each 
course, where students were introduced to study techniques and strategies used 
within the programme. Instead of single study days in CFP, students were given 
2 half days, identified with specific units of study. 

While evaluation of the CFP showed that cnly 64070 of students viewed SDS as a 
valuable mode of learning, this increased to 78070 in the summative evaluation at 
the end of the branch programme. 

3 I ntegration of Theory and Practice 

Slevin (t 992) '0 stresses that the most difficult issue relating to learning occurs 
in clinical or field-placement areas and involves the student in a partnership 
with the clinician (mentor) as well as the teacher. The DipHE in Nursing 
Course replaced the traditional apprenticeship mode of nursing with an 
educationally led taught placement planned solely to meet educational needs 
(UKCC 1986)" 

The College prepared for taught practice placements by offering a 2-day 
mentorship course. Mentors highlighted they were sent on this course without 
being asked if they wished to participate and many expressed apprehension 
about their ability to meet the demands of students on a Diploma Course. 
Coupled with this, the learning outcomes of the DipHE course caused initial 
anxiety. 

In contrast to traditional/apprenticeship mode of training, where the learning 
outcomes were directly related to the student's clinical placement area, eg 
surgery, the learning outcomes within the CFP were specifically related to health 
rather than illness, and norma! rather than abnormal physiology. Thus, when 
placing students in acute settings/difficulties arose for both students and 
mentors, as the formt::r's learning objectives did not focus on the ill-health 
needs of patients. These issues were identified in early formative evaluations 
and the course team responded by modifying the learning outcomes to be less 
prescriptive and, therefore, easier to address in all placement settings. 

246. 



Teachers also incorporated a minimum of 1 clinical day per week in their work 
schedule. During the time spent on the clinical area, they not only contributed 
to the students' learning experiences, but supported and guided mentors, thereby 
promoting a positive rapport between students and mentors. 

In order to facilitate the integration of theory and practice within the branch 
programme, course designers introduced an innovative concept in the form of 
"practice write-ups". Fish (I990jstresses that closing the theory/practice gap is 
dependent upon enabling nurses to learn to reflect on their practice and to 
'learn through practice'. These practice write-ups provided students with the 
opportunity to demonstrate the application of theoretical knowledge to their 
practical experience. 

The theoretical subject matter, which students had to apply t.J their practice, 
included nursing theory, communication, teaching, professional, legal and 
moral issues and management. While these practice write-ups were viewed as 
beneficial in each term of study, students identified in the summative evaluation 
discussion that the number of these demanded, caused undue stress. This was 
supported by teaching staff and, therefore, a recommendation was made by 
Course Committee, that the content and number of practice write-ups be 
reviewed. This was subsequently processed as an amendment for future intakes 
to the DipHE course. 

It is interesting to note that the inter-relationship between theory and practice 
showed a gradual integration and during the final 6 months of the course, 61070 
(n=72) of the students achieved a rating score of not less than 90070 in their 
clinical performance. 

STUDENT ASSESSMENT 

In order to evaluate knowledge, skills and attitudes and enable the ~tudent to 
achieve the registration outcomes as specified in Rule 18A(2) of the Nurses, 
Midwives and Health Visitors Amendment Approval Order 1989, the DipHE 
programme was assessed in a number of ways. Units of study were assessed 
individually and/or in combination with other units, thereby fostering an 
integrated approach to the curriculum. 

During the first 18 months of the programme a variety of coursework and a 
written examination was used to assess learning outcomes. The use of written 
examination was extended in the branch programme to assess the learning 
outcomes of each term and this was combined with ongoing coursework. 
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From the formative eval uations in the CFP, it was revealed that teaching staff 
initially experienced problems in coping with the increased demands in marking 
coursework/examinations (24 pieces of coursework/2 unseen examination papers 
x 94 students), and adjusting their marking towards University criteria. This 
situation was resolved within the College, by widening the number of nurse 
teachers involved in the teaching of specific subjects within the programme and 
producing specific criteria for the award of marks. 

In the early stages of the course, teaching staff had also to adjust to the concept 
of External Examiners. Agreement was reached b~tween Course Committee and 
External Examiners to adopt a criteria to monitor and. sample scripts, thus 
maximising the benefits of constructive feedback to students. 

Adjusting to Course Committee and Board of Examiners was a new experience 
for teaching staff and agreeing on issues, eg, the format of discontinuing 
students who had failed on academic grounds; had to be worked through. 
However, overall the experience strengthened teaching staff, both in respect of 
having responsibility for specific subject matter, and also teaching and assessing 
it to Diploma level. 

From the intermediate evaluation it was shown that students appreciated 
coursework being included in their assessment schedule. They felt it 
contributed, not only to their understanding of the subject, but reduced the 
emphasis placed on the written examination. The reason underlying the latter 
point was that coursework marks were accrued and contributed to the oVI!rall 
score on the course. Essays were favoured as the most popular format of 
coursework and written examination the least popular. Group assignments, 
which were an innovative assessment tool, met with some measure of discontent 
among students as they felt that some group members contributed to a greater or 
lesser degree than others. However, provided there was full participation of all 
group members, 75frJo of students appreciated this method. From this initial 
feedback from students, it was proposed through Course Committee, that future 
intakes of students would receive an individual mark, as well as a group mark 
for their own contribution to the group assignment. 

By the end of the Branch programme, 76.5frJo of students, who had entered the 
programme, completed the course and were awarded the DipHE in Nursing. Of 
this number 27frJo received commendations. Preliminary investigations into the 
high attrition rate, would indicate that only 3.2frJo were discontinued on 
academic grounds. Other reasons for leaving the course, includes 4.3frJo of 
students who transferred to other Colleges at the end of the CFP; 1 frJo who had 
excessive sick leave; 8.5frJo who left for personal reasons and 6.4070 who were 
granted a prolonged leave of absence. As 91.6frJo of students in this intake were 
over 21 years of age, at the commencement of the course, and the entry gate was 
widened, the College is currently undertaking an investigative study to ascertain 
if entry attainment influences academic and clinical performance on the course. 
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CONCLUSION 

It is recognised that the information contained within this paper does not 
provide a complete picture of the experiences gained by nurse teachers, students 
and mentors involved in the first intake of the DipHE in Nursing Programme. 
However, it is evident that the evaluation approach, which has been used within 
the College, has illuminated some of the strengths and weaknesses of the course. 

The evaluation process, included as an integral part of the DipHE in Nursing 
Programme would appear to facilitate the evolvement of nurse education within 
the College. It has, in turn, provided a practitioner who is more questioning in 
their approach to nursing and able to function within the health care 
environmen~ of the 1990's. 
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