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Summary 
over the past 10 years, nursing and midwifery in Ireland has experienced considerable change. ThiS 
has been driven principally by the implementation of the recommendations of the Commission on 
Nursing (Government of Ireland, 1998) and the implementation of what has become known as the 
Health Setvice Reform Programme (DoHC, 2003a). Over the same period Irish society has become 

wealthier and more culturally d1verse. Th1s has brought With ~ a series of socio-economiC and cultural 
challenges that impact on the health serviCes and on the professiOI\s of nursing and midWifery In 
2006, the HSE introduced the Transformation Programme 2007-2010 (HSE. 2006b), herald1ng further 
radical changes for the way in which health services are delivered in Ireland This has maJOr 

Implications for nursing and midwifery. 

The research set out with two alms: first, to identify the rote for nursing and midwifery within the IriSh 
Health Services of the Mure, and second, to identify the professional development lmpiiCabons of thiS 
role Thirteen objectives were idenllfied to achieve these two alms The objectives focused on deflmng 
the future shape of the lnsh health services, descnbing the role nui'Slng and midWifery woold be 

expected to play in these serv1ces, identifying the skills nurses and midwives would requ~re to fulfil 
that rote and defining the implications for the education of nurses and midwives. The data gathered in 
the research was intended to serve as the basis for the formulation of a strategy for the professional 
development of nursing and midwifery. 

The overall research strategy chosen for this study was the case study approach (Stake, 2003). This 
research Is not intended as a contnbution to theory, Ill the same way as a grounded theory approach 
might be (Locke, 2001; Duffy et al, 2004). It is an intrinsic study of a particular case (Stake. 2003).The 
research was conducted using qualitative research tools. These Included semi-structured Interviews 
and focus groups. A total of 77 semi-structured interviews were conducted, The targets for these 
Interviews were senior figures In the health services such as policy makers, serviCe managers, 
medical consultants, educators, leaders of nursing and midwifery. A total of 8 focus groups we!!l 

conducted with groups of senior nurse managers and educators The results of the research were 
analysed with the aSSistance of Ethnograph v5.08, a software tool used for quahtatrve data analysis. 

The results were presented and discussed under three headings: the future of health serv1ces in 
Ireland; the changing role of nursing and midwifery in Ireland; building skills and competencies In 
nursing and midwifery. 

The research found that the socio-economic context for the Irish health services of the future Will be 

characterised by increased wealth, greater cultural and ethnic diversity and a more tnfonmed, better 
educated cfiE!nt I pabent With greater expectations regardtng quality and choice. ServiCe deliVery wl 
shift to the community and technology and changes In practice will drive the creabon of a primary I 
acute care continuum There wilt be a at · · gre er emphas1s on accountabffity in terms of value for moneY 

ii 



in the use of resources and in terms of personal and professional accountability for those who work 

within the services. 

The research also found that the rote of nurses and midwives will develop In line with an enriched 

career pathway in clinical, managemen~ education and research settings, with a great deal of 

integration between the pathways. The career pathway will include roles at generalist, specialist and 

advanced practice. Increasingly, nurses and midWives will be expected to act as autonomous 

professionals capable of developing nurse-led services in primary and acute care settings and of 

wor1<ing as members or leaders of interdisciplinary teams in line with the needs of the services. 

Nurses and midwives will increasingly have a higher profile in the community and will deliver services 

to clients I patients close to their own homes. This will require the emergence of leaders of the 

professions, capable of promoting proactive adaptation to change. 

The research also found that the nurses and midwives of the future will require a broad range of skills 

and competencies that equip them to fulfil their role. This will be built on a solid knowledge base in 

their own professional area of competence and on a deep understanding of the essence of nursing. 

This will be underpinned by educational provisions at pre and post-registration levels that have been 

developed in partnership with the services and that reflect the needs of the professions. There will be 

a requirement for a rich provision of continuing professional development opportunities which will 

increasingly be delivered on an interprofessjonal basis. 

Based on the results of the research, a strategy for the professional development of nursing and 

midwifery was developed. With reference to the results of the research, the strategy examined the 

strengths, weaknesses, opportunities and threats facing the professions. A statement of vision was 

drafted, reflecting what nursing and midwifery is likely to look and feel like in the health services of the 

future. A mission statement, based on the core elements of the essence of nursing, outlined the 

central role and purpose of nursing and midwifery in line with the needs of the service. The strategy 

also outlined what the long term objectives of the professions should be in order to meet the 

expectations of the major stakeholders and a number of key strategies were identified aimed at 

achieving these objectives. These key strategies aimed to take advantage of the strengths, tackle the 

weaknesses, exploit the opportunities and avoid the threats that had been identified. They included: 

(1) Provide strategic coordination and leadership for the professions of nursing and midwifery; (2) 

Contribute to the integration of the healthcare services in cooperation w~h other healthcare 

professionals and support workers; (3) Devise and implement national, regional and local skill mix 

development plans; (4) Develop nursing and midwifery services; and (5) Build nursing and midwifery 

capacity In the community. The strategy concluded with an analysis of the strategic action 

programmes and measures of success that would need to be implemented, while at the same time 

identifying the key stakeholders that would be involved In the implementation process. The thesis 

concludes with a summary of the key next steps required, including the need to debate and adapt the 

strategy at national level and set time based review points. 
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Introduction - Rationale and S~ope of the Research and Outline of Structure of Thesis 

The purpose of this introduction is to: 

1. Explain the underlying rationale for the research that is presented in this 
thesis. 

2. Define the range and extent of the research, including a definition of its 
inherent limitations. 

3. Provide an Introduction to the structure of the thesis, Including an outline 
of each of the chapters that follow. 

1. 1 Rationale for this Research 

The research sets out with two aims: first, to identify the role for nursing and 
midwifery within the Irish health services of the future, and, second. to identify 
the professional development implications of this role. 

A number of research questions emerged naturally from these aims. These questions were: 

What policies exist about the future of the health services and what do they say? 

Based on this policy context, what is the likely shape of the health services of the future? 

What is the intention of the policy with regard to the role of nurses and midwives in the health services of the future? 
In what way does this future role differ from the current (Ole? 
Is the future role of nurses and midwives understood by the key players involved in the health services? 

What are the implications of this role for relationships between professionals and between institutional settings? 
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> What are the skills and competencies that will be required to fulfil this 

future role? 

> Do these skills and competencies differ from those that are required 

now? 

> Do nurses and midwives currently possess the necessary skills and 

competencies to fulfil their future role? 

> Are nurses and midwives adequately prepared for the change in role that 

is envisaged for them? 

> How suitable is the current provision of professional development 

opportunities for nurses and midwives to prepare them for their future 

role? 

> What changes are required to the provision of professional development 

opportunities for nurses and midwives to prepare them for this role? 

> Is it possible to formulate a strategy for the professional development of 

nursing and midwifery that will help to prepare nurses and midwives for 

their future role? 

It is intended that the aims of this research and the research' questions that 

emerge from them will assist in the production of a strategy for the 

professional development of nursing and midwifery in a changing health 

service. This is the principle rationale for this research and the main output 

that is sought. 

The rationale for this research was provided by the major changes that are 

taking place within the health services as a result of the Health Service 

Reform Programme (DoHC, 2003a). The Irish health services have been 

transformed in recent years and it is clear, from the dynamic nature of the 

changes that are taking place, that the change process is not complete. We 

are living in an evolving, constantly changing health service. The future is 

going to be quite different. 

Nursing and midwffery has also been transformed in recent years, due 

principally to the implementation of the recommendations of the Commission 

on Nursing (Government of Ireland, 1998). These changes have equipped 
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nursing and midWifery to play an increasingly Important role in the pla111111g 

and delivery of health services. It is clear from the way in which the ~led! 
services are evolving that much is expected from nursing and midwifery in lhe 
future. It is timely therefore to take time to reflect on what these expectations 

are and what implications this has for the development of the profession 

The idea of conducting a comprehensive, in-depth analysis of the questa. 

raised by the aims of the research and producing a strategy for lhe 
professional development of the professions is at the heart of this thesiS. In 
order to do this, it emerged early on in the analysis that it would be necessary 

to conduct extensive face to face primary research with the key stakeholdels 

within the Irish health services, as will be demonstrated later in this thesil 
when the selection of methodology is discussed (chapter 4) 

The author of this research is the Chief Executive of the National CounCil far 
the Professional Development of Nursing and Midwifery (National Cound), 

which was established on foot of a recommendation of the Commission on 
Nursing (Government of ireland, 1998) With responsibility for the profeSSIOIIII 

development of the role of nursing and midWifery in line with the needs of lhe 

service and of patients and clients, and with specific responsibility for lhe 

development of clinical career pathways for nursing and midwifery. The theml 

of this research is therefore intimately associated with the work of the National 

Council. This work involves a great deal of contact with large numberS d 
nurses and midwives. This has been an important stimulus for conducbng thiS 
research. 

1.2 Scope of this Research 

The scope and extent of the research is defined by the nature of the research 
questions. 

In the first instance it · cl d • IS ear from the research questions that the foCUS 
the research is on pol" d .. . 'CV an strategy. it is not the intention of this research" 
contnbute to the dev 1 · d e opment of theories but rather to the formulatiOn 
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policies and strategies related to professional development. This is a very 

important consideration that needs to be emphasised at the outset of this 

thesis. It is not the intention of this thesis to conduct a sociological or 

phenomenological study of nursing within the health services in Ireland. 

For that reason, in defining what is meant by the use of the term 'role', it is not 

intended to introduce a discourse on role theory. A pragmatic rather than a 

theoretical approach has been adopted to addressing the question of role. In 

practice, nursing and midwifery adapt to the changing needs of the health 

services by expanding and developing their role. In Ireland this is bounded by 

the Scope of Nursing and Midwifery Practice Framework (An Bord Altranais, 

2000a) that provides a guide to the way in which this expansion of practice 

should take place. It has grown into the development of a number of career 

pathways for nurses and midwives, from the generalist to the specialist and 

the advanced practice in the clinical area, and into other areas of education, 

policy and management. Role development for nurses and midwives is at the 

heart of the policy agenda in the Irish health services. This is what is 

understood by role in this research. Role theory on the other hand, is related 

to a sociological approach to conducting a study. It examines the 

characteristics of expected behaviour patterns for a particular group within 

society. This research focuses more on the policy context within which 

nursing and midwifery operate as professions, and how this role is defined by 

changing circumstances within that environment - this is a more pragmatic 

approach rather than a theoretical approach. 

A similarly pragmatic approach is adopted in defining what is meant by 

professional development within this research. The research is based on a 

distinction between on the one hand the professional development of the 

individual nurse and midwife, and on the other, the development of the 

professions of nursing and midwifery in a policy context. 

The development of the Individual professional is understood as a lifelong 

process, which includes both structured and informal activities that may 

include formal education programmes, participation in journal clubs, case 
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conferencing, clinical supervision, reaming sets, preceptorship, mentorsh.,, 
workshops, distance reaming programmes and reflection on practice (National 
council, 2003a). This is what is understood by continuous professiOnal 
development (CPO) and it encompasses processes, activities and 
experiences that contribute towards the development of a nurse or midwife, 
both personally and professionally (National Council, 2003a). It is a lifelong 
process of learning which stimulates and empowers Individuals to acquire aH 
the knowledge, values, skills and understanding they will require throughout 
their lifetimes and to apply them with competence, creativity and enjoyment in 
all roles, circumstances and environments (Medel Anonuevo, 2001). 

The development of the profession of nursing and midwifery refers to the 
development of the profession as a whole within the policy environment for 
Irish health services. This is encompassed in the last research question that 
was identified, i.e. the formulation of a strategy for the future professional 
development of nursing and midwifery. Strategy formulation is therefore an 
integral part of the objectives of this research. This begs the question - what 
is meant by 'strategy'? 

A strategy is a long term plan of action designed to achieve a particular goal. 
The goal in this case is to develop the profession of nursing and midwifery in 
a manner that ensures that nurses and midwives can fulfil their role in the health services of the future. 

This emphasis in the research on policy and strategy rather than theory has a number of important implications. 

One of the implications of the ha · . . emp SIS on pohcy rather than on theory 1s that the literature review that will be conducted as part of the research will 
~ncentrate on policy and policy related literature. The main purpose of the literature review in this · . case IS to analyse in detail the policy context for nurs1ng and midwifery with· th 1 • . In e nsh healthcare services. This review of the literature on policy in Ireta d .11 h . . n WI elp to Identify the key questions that are be1ng addressed in the reform f the 0 health services and how these impact on s 



nursing and midwifery. This analysis is an essential pre condition for the 

preparation and implementation of the primary research on which most of this 

thesis Is based. In this sense, the literature review is focused entirely on the 

research aims and the research questions that form the basis for this thesis. 

Another important implication to emerge from the definition of the scope of the 

research is the importance of the primary research. Because of this emphasis 

on policy and strategy rather than on theory, the primary research assumes a 

high level of importance. The definition of the targets for the primary research 

(policy makers, service managers, medical consultants, educators, directors 

of the nursing and midwifery planning and development units (NMPDUs), 

directors of nursing and midwifery (hospital and community)) provides the 

material for the determination of the most appropriate strategic response from 

nursing and midwifery to the policy environment within which future health 

services in Ireland will be delivered. 

1.3 Chapter Outline 

Chapter 1 provides a detailed review of the context in which Irish nursing and 

midwifery operates. The chapter begins with a review of some of the key 

social, demographic and epidemiological trends that prevail in Ireland today. 

This includes some analysis of trends in population growth, labour force, 

health services data, mortality and lifestyle. Together, these facts provide a 

picture of the broad socio-economic backdrop against which nursing and 

midwifery services in Ireland are developing. The second part of this chapter 

consists of a detailed review of the key policy developments that have taken 

place in the health services in ireland. The emphasis in this review is on those 

policy instruments that have driven the reform of the Irish health services in 

recent years. Comparisons are drawn in this review with similar developments 

in the United Kingdom and with previous policy initiatives in Ireland. The 

review also includes a descriptive analysis of other policy initiatives within the 

health services that are of relevance to nursing and midwifery. Chapter 1 

concludes with a summary of the issues that arise from the review of context. 
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These issues provide material that informs the discussion of the results of the 

primary research that is presented in subsequent chapters (chapters 5, 6, 7 & 

8). 

Chapter 2 provides a detailed review of the development of nursing and 

midwifery in Ireland. This includes an account of the emergence of nursing 

and midwifery as a regulated profession subject to statutory registration 

procedures and the development of the branches of the register. It also 

includes an analysis of the way in which the role of nursing and midwifery has 

developed through policy initiatives such as the Commission on Nursing and 

the work of the National Council for the Professional Development of Nursing 

and Midwifery (National Council) and the emergence of a clear clinical career 

pathway for nurses and midwives in Ireland. The review also looks at recent 

developments in the role that have occurred as a response to policy changes 

in the health services such as the emergence of a range of nurse and midwife 

led services, the introduction of nurse and midwifery prescribing and the way 

in which the management of nursing and midwifery has evolved. An important 

element in the development of the role of nursing and midwifery is the 

provision of education and professional development for nurses and 

midwives. The review looks at the way in which these have been reformed 

and developed over recent years and the developments envisaged for the 

future. The emergence of joint appointments between clinical and educational 

settings is also reviewed as an important dimension in the development of the 

role of nurses and midwives within the health services. The many 

developments in the role of nursing and midwifery in Ireland that have taking 

place in recent years, and in particular the increased emphasis on the 

importance of specialisation and advanced practice, beg the question what is 

the essence of nursing? This chapter provides some reflections on this 

question with a view to providing a touchstone for the remainder of this thesis 

on what is understood by nursing and midwifery and what the core elements 
of the profession are. 

Chapter 3 provides an in-depth analysis of some of the key considerations 

that need to be borne in mind wh · · en prepanng a strategy for the profess1onal 
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development of nursing and midwifery. Recruitment and retention of nurses 

and midwives is a theme that has been and is likely to continue to be a 

significant challenge to policy makers and service managers. Policy initiatives 

in this area in Ireland are reviewed in this chapter as well as initiatives from 

abroad that can provide Important lessons for the future. In addition, there 

have been important policy and service management interventions in recent 

years in nursing and midwifery in Ireland in the areas of leadership and 

empowerment for nurses and midwives. As we face a future in which the 

shape of the health services In Ireland are undergoing radical change, 

leadership and empowerment within the professions will assume great 

strategic importance. For that reason, the review provides an analysis of 

these interventions and a critical appraisal of the issues that they raise. 

Strategic planning for professional development is not something that is 

unique to Ireland. There are examples of good practice in a number of 

countries that contain lessons that will be of value in seeking to prepare a 

strategy that meets the challenges of the Mure health services. For that 

reason, the chapter examines some International examples of strategic 

planning for the professions (the World Health Organisation, The United 

Kingdom and Canada). Finally, the chapter concludes with a summary of the 

issues that have emerged from this review that Inform the discussion of the 

results of the primary research that is presented in subsequent chapters 

(chapters 5, 6, 7 and 8). 

In chapter 4, a detailed account of the methodology that was used in the 

primary research is provided. This includes a definition of the aims and 

objectives of the research and the theoretical framework that underpins the 

selection of the methodological strategy. The chapter also provides details of 

the data to be gathered, the population, samples and data collection methods 

chosen, and an analysis of issues surrounding questions of gaining access 

and scheduling. In addition, the research instruments to be used and the data 

analysis techniques are described and discussed. Ethical considerations are 

an important element of every primary research. The chapter provides a 

detailed discussion of the ethical issues involved in this research. The 

practical implementation of the methodology is also reflected on in this 
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chapter, with particular emphasis on the questions of validity and reliability of 

the data gathered. Finally, the chapter concludes with an introduction to the 

data analysis and discussion chapters that follow. 

The next three chapters (5, 6 & 7) present and critically discuss the results of 

the primary research. In chapter 5, the future shape of the health services in 

Ireland is discussed, using headings that emerged from the analysis of the 

primary data. Chapter 6 does the same for the changing role of nursing and 

midwifery, while chapter 7 looks at building skills and competencies in nursing 

and midwifery to meet the challenges of the Mure. Each of these chapters 

provide a number of conclusions that emerge from the primary research with 

reference also to the issues raised in chapters 2 and 3. The discussion in 

chapters 5, 6 & 7 is peppered with references to the review carried out in 

chapters 1, 2 and 3 and introduces also where relevant. additional topical 

references to illustrate points that are being raised. 

Chapter 8 represents the culmination of the work of this thesis by addressing 

the last of the research questions identified, i.e. the formulation of a strategy 

for the professional development of nursing and midwifery in a changing 

health service. 
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Chapter 1 - The Context for Nursing and Midwifery in 

Ireland 

1.1 Introduction 

Nursing and midwifery in Ireland operate within a context that includes social, 

economic, demographic and epidemiological factors. It also includes policy 

responses to the needs of the population and the growing demands of the 

health services. In this chapter, a description of this context is provided. It 

helps to set the scene for the whole thesis and will enable us to draw some 

conclusions about the context within which nursing and midwifery operate and 

the impact this is likely to have on the development of a strategy for the future 

of the professions. The chapter also provides important contextual material of 

relevance to the primary research that is to follow. The primary research 

contained in this thesis consists of interviews with key stakeholders within the 

health services. Their comments and observations are made against the 

backdrop of the kind of factors that are discussed in this chapter. It is 

important for that reason that these are articulated at this stage. 

1.2 Socio-Economic Factors 

1.2.1 Population and Economic Change 

The impact of the so-called Celtic Tiger economic boom of the past decade is 

frequently reported as having transformed Ireland, and sometimes the reports 

are of negative social consequences. A recent report entitled Best of Times? 

The Social Impact of the Celtic Tiger, (Fahey et al, 2007), which brings 

together the work of social researchers from the ESRI, NUl Maynooth and 

UCD, concluded that the social impact of progress has been largely positive, 

resulting in a decline in poverty rates, increased social mobility and 

Improvements in the health of the nation. 
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In 2007, the Central Statistics Office published the third report in the series 

Measuring Ireland's Progress 2006 (Government of Ireland, 2007a). The 

report provides a detailed analysis of Ireland's situation in respect of key 

economic, social and statistical indicators in comparison with other EU 

countries. The picture that emerges from the report is of a country that has 

experienced extraordinary growth in population and in the economy in recent 

years. The following list of facts and statistics (based on Government of 

Ireland, 2007a and other reports) paint a picture of a country that has 

experienced and is likely to continue to experience significant change. 

1. In 2005, Ireland had the second highest Gross Domestic Product (GOP) 

per capita, expressed in terms of purchasing power standards within the 

EU at 38.9% above the EU average. Based on Gross National Income 

(GNI), Ireland was in fifth place at 18.6% above the EU 25 average. 

Investment in Ireland in Gross Fixed Capital Formation (GFCF) 

increased by almost 43% over the period 1996-2005. In each year since 

1997, Ireland has invested a higher proportion of GOP in GFCF than the 

EU 25 average (Government of Ireland, 2007a). 

2. An average of €2,223 (at constant 2003 prices) per person was spent on 

non-capital Public expenditure on health care in Ireland in 2004. This 

represented an increase of over 80% on the 19951evel. 

3. 

4. 

Non-capital Public expenditure on education per student rose by 45.2% 

between 1996 and 2005, after allowing for inflation. Most of the 

increased expenditure was directed towards primary and secondary 
education. 

The population in Ireland increased by 15.7% to almost 4.24 million 
persons in the per d 1997 •o -2006. This was the second highest rate of 
increase in the EU 27 b h. 

e 1nd Cyprus. The fertility rate in ireland was the 
second highest · th E 

In e U after France in 2005, at a rate of 1.88 
compared to an EU 25 average of 1.52. Life expectancy at birth was 
81 .8 years for lri h 

s women and 77.1 years for Irish men in 2005. Life 
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expectancy for men in Ireland was 1.3 years above the EU 25 average 

of 75.8 years, while that for women was 0.1 years below the EU 25 

average of 81 .9 years. 

5. According to the Population and Labour Force Projections 2006-2036 

(CSO, 2004) the older population (i.e. those aged 65 years and over) is 

projected to increase very significantly from its 2001 level of 430,000 to 

over 1.1 million by 2036. The very old population (i.e. those aged 80 

years of age and over) is set to rise even more dramatically from the 

2001 level of 98,000 to a projected 323,000 in 2036. The average 

annual number of deaths will increase steadily from a current figure of 

fewer than 30,000 to over 40,000 in the period 2031-2036. The natural 

increase in the population (i.e., the excess of births over deaths) is 

projected to decline; however, it will remain positive over the course of 

the projection period (2006 to 2036). The young population (827,500) 

was almost double the old population (430,000) in 2001. However, by 

2036 it is projected that there will be more older persons than younger 

persons (i.e. 1,119,000 persons aged 65 years and over compared with 

just 750,000 persons aged 0-14 years). 

6. Non Irish nationals accounted for one in eight workers in the state and 

one in three workers in the hotel and restaurant sector in 2006. More 

than a quarter of the population of large areas of Dublin, including most 

of the city centre and parts of Blanchardstown, Clondalkin, and Tallaght 

are immigrants (CSO, 2006). Similar patterns emerge in the city centres 

of Cork and Limerick. There was a 53% increase in the immigrant 

population between 2002 and 2006 and foreign born residents 

accounted for 14% of the population in 2006, compared with 10% in 

2002 (CSO, 2006). 

7. The employment rate in Ireland rose from 56.1% in 1997 to 68.1% in 

2006. The rate for women increased by over 14 percentage points over 

that period, while the rate for men rose by around 10 percentage points. 

Productivity in Ireland, measured as GOP per person employed, was the 
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second highest in the EU 27 in 2005. The unemployment rate in Ireland 

Increased from a low point of 3.6% in 2001 to 4.3% in 2006. Ireland had 

the third lowest unemployment rate In the EU in 2006 at just over half of 

the EU 27 average of 7.9%. The long-term unemployment rate in Ireland 

was 1.4% in 2005, which was lower than the EU 27 average of 4%. The 

employment rate of persons aged 55-64 at 51.7% was higher than the 

EU 27 average of 42.3% In 2005. However only 37.4% of women in 

Ireland in this age group were in employment compared to 65.7% of men 

(Government of Ireland, 2007a). 

8. There has been a 17% increase in the number of people in the labour 

force in the past four years. Agriculture accounted for less than 5% of 

total employment in 2006, compared with over 50% in 1926. Female 

labourforce participation increased sharply from 29.7% in 1981 to 52.8% 

in 2006. The percentage of women describing themselves as home 

makers, staying at home, fell from 54.9% in 1981 to 21 .8% in 2006 

(CSO, 2006). 

9. There were almost 161,000 unpaid carers in the State in 2006, just 

under 5% of the population. Women accounted for 62% of carers with 

most of them in their 40s or 50s (CSO, 2006). 

10. Over 6% of men and 7.5% of women in Ireland were in consistent 

poverty in 2005. Unemployed people were most likely to be in consistent 

poverty. The proportion of Irish people at risk of poverty, after pensions 

and social transfer payments were taken into account, was 20% in 2005. 

This was one of the highest rates In the EU 27. The effect of pensions 

and social transfers on reducing the at-risk-of-poverty rate was low in 

Ireland compared with other EU 27 countries. In 2004, social protection 

expenditure in Ireland was 17% of GOP. This was just over half of the 

rate in Sweden. 
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11. The pupil-teacher ratio at primary level in Ireland in the school year 

200312004 was one of the highest in the EU 27 at 18.3. Twelve of the 

other twenty-six EU member states had a pupil-teacher ratio of less than 

15 at primary level. Early schoolleavers represented 12.3% of the 18-24 

age group in Ireland in 2006. The unemployment rate for early school 

leavers in this age group was 19% in 2006 compared with an 

unemployment rate of 82% for all persons aged 18-24. 

It is clear from these statistics that Ireland has become a wealthy country in a 

relatively short period of time and is beginning to invest in social services such 

as education and health at an increased rate compared to what was possible 

in the past. This would indicate that we are looking at a country that is in 

transition as it seeks to build up its capital infrastructure in key social services. 

In addition, it is clear from the statistics that problems of social exclusion and 

poverty continue to be significant (as illustrated by the levels of poverty and 

early school leavers). 

The significant growth in population and, in particular, the significant increase 

in the multicultural and multi-ethnic make up of the population and of the 

workforce presents challenges for service planners and service deliverers. 

These challenges include the ability to adapt to a more diverse set of cultural 

contexts. Multi-ethnicity and multi-culturalism present significant 

communications challenges within the health services. The danger of 

introducing barriers within health service delivery is also a natural corollary of 

multi-cultural service deliverers and clients. 

While Ireland has a relatively young population at present compared to other 

EU countries, the future prospects are for a significant increase in the number 

of older people. The ageing of the population over the next 20 to 30 years will 

present a number of important social and policy challenges. It will change the 

level of dependency that exists within the country and will require the 

development of services to cater for the needs of an increased number of 

older people. 
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Increased participation by women in the labour force and has significant 

implications for the way in which we shape the primary care provisions of the 

future, the aspirations of which are frequently based on a traditional view of 

what the family framework is likely to be. The implications of these 

considerations are that there is a need to look again at the support that is 

given to families and carers in their own homes, and taking account of the 

changing nature of 'family frameworks'. 

1.2.2 Health Services Data 

Like the economy and the rest of Irish society, Irish health services are 

currently undergoing a period of change and could be described as being in 

transition. Some of the key features of the health services can be described in 

the following facts and statistics (based on a number of sources): 

1. The number of people employed in the health services in Ireland in 

December 2006 was 106,273; of these 36,737 were nurses (35%); 7,712 

were Medical! Dental staff (7%); 14,913 (14%) were health and social 

care professionals; 16,739 (16%) were other patient and client care staff; 

the remainder were employed in management and administration 

(17,262 -16%) and general support staff (12,910 -12%) (DoHC, 2007). 

The following table provides a summary of these figures: 

Table 1.1 - Employment in Health Services in Ireland 2006 

Nurses 36,737 35% 
Medical /Dental 7,712 7% 
Health and socfal care professionals 14,913 14% 
Other patient and client care staff 16,739 16% 
Management and administration 17,262 16% 
General support staff 12,910 12% 

Total 106,273 100% 

2. In July 2007, the OECD published statistics on health care in member 

countries (OECD, 2007). The report contains some key facts on 
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resource levels within the health services in Ireland. Despite increasing 

numbers of doctors in recent years, Ireland continues to have a lower 

number of physicians per capita than in many other OECD countries. In 

2005, Ireland had 2.8 physicians per 1,000 population, compared with an 

OECD average of 3.0. While the number of doctors per capita in Ireland 

is higher than in the United States, Canada, the United Kingdom and 

Australia, it is lower than in a number of European countries such as 

France, Germany and Sweden (which all record 3.4 physicians per 

1,000 population. On the other hand, Ireland has a very high number of 

practising nurses, with 15.2 nurses per 1,000 population in 2005, 

compared with an OECD average of 8.6. It is important to note however 

that the comparability of data on nurses is more limited, due to the 

inclusion of different classes of nurses and midwives in the data reported 

by different countries. 

3. The Report of the Economic and Social Research Institute (ESRI, 2002) 

shows that there had been a very significant increase in the levels of 

activity in Irish acute public hospitals for the period 1990-1999. Numbers 

of people treated in 1999 had increased by over 40% on the ftgures for 

1990, to 800,000. Much of this was attributed to reductions in the length 

of patient/client stays and the increase in the number of day beds in 

hospitals, which resu~ed in increased use of day services. In 1990 one 

in ten people discharged from acute hospitals had been treated on a day 

basis. By 1999 this had increased to one in 3. 

4. The number of beds in extended care facilities in Ireland in 2003 was 

23,825. The bed occupancy rate was 88.9%, with a total of 21 ,169 

patients. Of these, 11,486 beds were in private nursing homes, with a 

bed occupancy rate of 86.8% and total number of patients 9,965 (ESRI, 

2003). The number of acute care hospital beds in Ireland in 2005 was 

2.8 per 1,000 population, below the OECD average of 3.9 beds per 

1,000 population. In most OECD countries including Ireland, the number 

of hospital beds per capita has fallen over time. 
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5. The number of in-patients in all psychiatric hospitals and units in Ireland 

at 31 December 2001 and 2002 was 4256 and 3891 respectively (Health 

Research Board, 2002). The main focus of care in the mental health 

services is now in the community as the number of in-patients/clients in 

psychiatric hospitals has been decreasing over recent years, with the 

focus of in-patient care being only for short term acute episodes or for 

chronically disturbed patients/clients who cannot function in lower 

support environments. According to statistics released by the 

Department of Health and Children (DoH C) in 2001 , it was estimated at 

that time that one person in four would suffer from mental illness at some 

stage during their lives, and that 25% of families were likely to have at 

least one member suffering from a mental illness. In addition, the 

incidence of depression in Ireland was estimated to be 10% of the 

population and schizophrenia was 1% (DoHC, 2001a). Suicide has been 

shown to be strongly related to depression. The number of deaths from 

suicide has decreased from a high of 478 in 2002 to 409 in 2006 (CSO, 

2007). 

6. In April 2004 there were 25,416 people registered on the National 

Intellectual Disability Database (NIDD) of the Health Research Board 

(HRB), with a prevalence of 6.49 per 1,000 of the total population. The 

prevalence rate for mild ID is 2.3 per 1,000 and the prevalence rate for 

moderate, severe and profound ID is 3.73 per 1,000 (HRB, 2004). The 

number of people with intellectual disability in residential placements in 

Ireland in 2001 was 8,205. This number reduced to 7,999 in 2002 (HRB, 

2004). The number of persons availing of day programmes for people 

with intellectual disability in 2002 was 22,443. Of these, 7,542 were 

persons in residential placements, and 14,901 were day attenders (HRB, 

2004). The corresponding figures for 2001 were 22,748, 7362 and 

15,386. 

7. The health status of children in Ireland, and in particular the rate of infant 

mortality, has seen very significant improvements in recent years. 

However the rate of Improvement has not been as large nor as 
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sustained as is evident in other European countries (DoHC, 1999a; 

DoHC, 2002a). The immunisation rates for children at 24 months 

(percentage uptake) in 2002 was between 82% and 83% for diphtheria, 

haemophilus influenza type B, pertussis, polio and tetanus. The rate for 

measles, mumps and rubella was 73% (DoHC, 2002a). 

8. Most people in Ireland today can expect to live into old age. This is in 

striking contrast to the situation at the beginning of the century, where 

life expectancy was around 50 years. According to data available on the 

website of the CSO in October 2007 (CSO, 2007), at the end of 2006 the 

greatest causes of mortality in Ireland were circulatory disease (35%), 

malignant neoplasms (29%), respiratory diseases (14%), and injuries 

and poisonings (5%). The overall death rate per 100,000 of population in 

Ireland has decreased from 1136.8 in 1972 to 749.2 in 2002. Deaths 

from circulatory diseases over the same period have declined from 579.6 

in 1972 to 296.0 in 2002. Deaths from cancer for the same period have 

increased from 190.5 in 1972 to 191.4 in 2002. However in the case of 

cancer, the death rate in 1992 had increased to 212.1 and has 

decreased over the following 10 years to 191.4 in 2002. Deaths from 

external causes of injury and poisoning have declined over the same 

period from 55.5 in 1972 to 39.3 in 2002 (WHO, 2004). 

9. The National Health and Lifestyle Surveys (Friel el a/ 1999) monitor 

lifestyle and health related indicators. In 1999 the Survey reported that 

32% of adults were overweight and that exercise was likely to decrease 

with age. It also reported that most adults consumed alcohol and that 

one in four exceeded the recommended weekly limits for sensible 

drinking. Less healthy lifestyles were observed in lower socio-economic 

groups. The second National Health and Lifestyle Surveys (Kelleher et 

al, 2003) states that there has been a 2% drop since 1998 in the 

percentage of school-age children smoking, particularly in the 12-14 year 

age group. In relation to alcohol consumption, the report found that there 

had been an increase of 9% in the numbers of school age children who 
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had never consumed an alcoholic drink, being most marked in 10-11 

year olds. In 2002 the SuNey reported that rates of obesity had 

increased by 3%, but the percentage engaging in physical exercise had 

improved in some age groups. The survey also reported that there was a 

strong inverse trend according to educational status at all ages, and that 

there were only modest drops in rates of smoking (Kelleher et al, 2003). 

In 2005, the Department of Health and Children (DoHC) published an 

analysis of the problem of obesity in Ireland (DoHC 2005a). The Report 

of the National Task Force on Obesity reported that obesity is now a 

major public health problem throughout Europe. In Ireland 39% of adults 

are overweight and 18% are obese. Of these, slightly more men than 

women are obese. There is a higher incidence of the disease in the 

lower socio-economic groups. The report suggests that the problem is 

particularly acute in relation to childhood obesity and authoritative 

estimates put the number of overweight and obese children on the island 

of Ireland at more than 300,000 and that this number is rising at a rate of 

over 10,000 per year. 

It is clear from these statistics that there has been a significant increase in the 

levels of activity within the Irish health services. This is a direct result of the 

decrease in the length of stay in acute hospitals. The implications of this is 

that there Is a need for a shift to more community based follow up care. This 

is particularly evident in psychiatric services where the numbers of in-patient 

cases has declined significantly over recent years. 

An increase in life expectancy means that we will have an increasingly older 

population. This confirms the projections provided in relation to population 

growth (1.2.1). The health services will also have to contend with an increase 

in lifestyle related illnesses and conditions. 

It is also clear from these statistics that nurses make up the largest group of 

health care professionals (35%). This means that the bulk of healthcare 

delivery will fall on this group of professionals. 
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1.3 The Health Service Reform Programme 

The future of the Irish health services is being driven by what has become 

known as the Health Service Reform Programme (HSRP). It is based on the 

recommendations that emerged from a number of reports, including: Audit of 

Structures and Functions in the Health Services, commonly referred to as the 

Prospectus Report (DoHC, 2003b); Report of the Commission on Financial 

Management and Control in the Health Service, commonly referred to as the 

Brennan Report (Government of Ireland, 2003); and Report of the National 

Taskforce on Medical Staffing, commonly referred to as the Hanly Report 

(DoHC, 2003c). The reports were commissioned after the publication of the 

Health Strategy Quality and Fairness (DoHC, 2001a) and the key 

recommendations were: 

• A new national management structure for the health service 

• A reduction in the number of agencies involved in the planning and 

delivery of health and personal social services 

• New financial accountability systems 

• A reconfiguration of hospital services. 

A brief outline of the main features of the Health Service Reform Programme 

(HSRP) is contained in a publication entitled Health Service Reform 

Programme (DoHC, 2003a). 

In order to understand the implications for the future of the Irish health 

services, it is important to consider each of the elements of the HSRP in turn. 

i.e. the Health Strategy, the Prospectus Report, the Brennan Report and the 

Hanly Report. 

1.3.1 Health Strategy 

As a result of the Strategic Management Initiative (Government of Ireland, 

1994; Department of the Taoiseach, 1996) and in particular the Public Service 
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Management Act of 1997 (Government of Ireland, 1997a) all Government 

Departments and Agencies in Ireland are required to produce three or five

year strategy documents. Since the introduction of this requirement, the 

DoHC has produced a number of strategy documents. The strategy for 

2001was entitled Health Strategy: Quality and Fairness - A Health System 

For You (DoHC, 2001a). 

It builds on the planned and strategic approach of the previous health 

strategies and upon the publication and implementation of other health-related 

strategies. The health strategy outlines a programme of investment and 

reform of the health system which was to be implemented over the next 

decade. It sets clear priorities but also involves all elements of the system. A 

distinguishing feature of the strategy is the unique level of consultation with 

individuals, professional groups, disciplines, voluntary organisations and state 

agencies on which it was based. The guiding principles are equity, people

centredness, quality and accountability. 

There are many proposed developments and reforms contained within the 

strategy document, the implementation of which are shaped by the four 

overarching national goals of 

• 
• 

• 

• 

Better health for everyone 

Fair access to publicly funded services 

Responsive and appropriate care delivery by an effective and efficient 

health system, and 

High performance in terms of quality of care, planning and decision

making, and accountability. 

Subsidiary to these goals are objectives and actions to help achieve them. 

The key actions are detailed under six frameworks for change, together with 

the structural changes and system-wide changes required. 
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The relevance of the health strategy to nurses and midwives cannot be 

overstated. They are shown to comprise the largest group of staff in the public 

health services. Specific nursing roles are mentioned, such as Advanced 

Nurse Practitioner{ANP), as are opportunities and supports for professional 

development 

In keeping with the principle of people-centredness, the strategy refers to the 

need for integrated, continuous, high-quality services and greater 

interdisciplinary working. An example of this is the requirement for greater 

coordination between child welfare and protection, and primary care services 

such as general practice and public health nursing, and child and adolescent 

psychiatric teams. This should be a catalyst for nurses and midwives working 

in primary care settings to develop their knowledge of and skills in working 

with children with mental health problems by liaising more closely with nurses 

working in psychiatric or intellectual disability services. 

The health strategy describes the health service workforce, of which nurses 

and midwives make up almost 36%, as highly committed and dedicated and 

as having enabled very significant developments to be undertaken. It 

suggests that this same workforce can overcome obstacles to a more 

integrated or seamless service through the development and implementation 

of information technology systems, data and information sharing, and the 

reduction of the professional and structural barriers. Advances in information 

technology are viewed as likely to revolutionise care. These advances include 

patient care databases and opportunities to work to standardised evidence

based protocols and decision-support systems. 

A national goal of the heahh strategy is responsive and appropriate care 

delivery. This goal aims to gear the health system to respond appropriately 

and adequately to the needs of individuals and families. It is also concerned 

with ensuring that the various parts of the system are being utilised to their 

maximum effectJveness and efficiency. Objectives related to this goal include 

ensuring that the system has the capacity to deliver timely and appropriate 

services and that the patient is at the centre in the delivery of care. In order to 

22 



achieve this, the strategy states that an integrated approach to care planning 
for individuals will become a consistent feature of the system. 

A further goal is high performance, which relates to quality of care, planning 
and decision-making, the efficiency and effectiveness of the system, 
commitment to continuous improvement and full accountability. The principles 
of quality and accountability are embraced by the objectives identified under 
this goal. These objectives are concerned with standardised quality systems 
to support best patient care and safety, and evidence and strategic objectives 
to underpin all planning/decision-making. An evidence-based approach to 
decision-making requires research findings, qualitative and quantitative data, 
and other documented trends and behaviours. 

The frameworks for the change required in the health system include an 
information framework aimed at improving performance by supporting quality, 
planning and evidence-based decision-making in the health system. Good 
information systems are seen to support equity of access to the health 
system. The key elements of this framework are: 

• Appropriate, comprehensive, high-quality, accessible and timely 
information on which to plan and organise the health system 

• Investment in national health information systems as set out in the 
Health Information - A National Strategy published in 2004 (DoHC, 
2004). 

• Development of electronic health records to enhance the quality and 
safety of care. 

1.3.2 Refonm of Structures 

The reform of structures for the delivery of health services in Ireland 

today has been driven by the Audit of Structures and Functions in the 
Health Service (DoHC, 2003b). This has become known as the Prospectus 
Report, the primary objective of which, was to establish the organisational 
Improvements needed to strengthen the capacity of the health system to meet 
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the challenges of implementing the programme of development and reform 

set out in the health strategy. Fifty-eight agencies were included in the audit. 

The key proposals for reform of the health system as enumerated In the 

Prospectus Report concern: 

• The creation of a consolidated health care structure 

• Strengthening of the functioning of the consolidated structure through 

the development of supporting processes 

• Strengthening of governance and accountability across the system 

• Re-organisation of existing agencies and their functions in line with the 

consolidated structure. 

In order to create a health system that is accountable, effective, efficient and 

capable of responding to the emerging and ongoing needs of the public, the 

following key reforms have been identified in the HSRP: 

• Major rationalisation of existing health service agencies to reduce 

fragmentation 

• Re-organisation of the OoHC, to ensure improved policy development 

and oversight 

• Establishment of a Health Service Executive (HSE) which would be the 

first ever body charged with managing the health service as a single 

national entity 

• Establishment of three core areas within the HSE: a National Hospitals' 

Office (NHO), a Primary, Community and Continuing Care Directorate 

(PCCC) and a National Shared Services Centre 

• Establishment of four Regional Health Offices within the HSE to deliver 

regional and local services 

• Immediate establishment of an interim National Hospitals' Office (NHO) 

with the priority being the reform of the hospital sector 

• Establishment of a Health Information and Quality Authority (HIQA) to 

ensure that quality of care is promoted throughout the system 
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• 

• 

Move to devolving responsibility for care budgets to the people actually 
in charge of delivering that care 
Complete modernisation of supporting processes (service planning, 
management reporting, etc) to improve planning and delivery of 
services, including maximising the impact of public funding. 

In order to consolidate the system further and reduce the fragmentation that 
undermines the national management of the system, the report recommended 
that up to twenty-fwe existing agencies should be subsumed into the HSE, 
HIQA or the restructured DoHC. In addition, another seven bodies should be 
otherwise merged or abolished. 

In December 2004 the Tfmaiste and Minister for Health and Children, Ms 
Mary Harney, TD, signed the relevant Orders bringing the HSE into operation 
with effect from 1 January 2005 (Government of Ireland, 2004). The basis of 
the HSRP is the separation of policy formulation from service delivery. The 
DoHC would henceforth concentrate on policy formulation and evaluation and 
the Minister would hold the HSE to account for the delivery, within budget, of 
publicly funded health services. The HSE would, in turn, manage the health 
service as a single national entity and it will also provide advice to the Minister 
and contribute to policy formulation. 

The organisational structure of the HSE has developed since it was first 
introduced. Appendix 1 presents the structure as it existed in October 2007. 
The organisation is divided into four divisions: Health and Personal Social 
Services, Support Structures, the Office of the Chief Executive Officer (CEO) 
and Reform and Innovation. The principal service delivery arm of the HSE is 
the Health and Personal Social Services Division. This consists of three pillars 
of service including Population Health, Primary, Community and Continuing 
Care (PCCC), and the National Hospitals Office. Appendix 2 provides a 
further breakdown of this important division. 
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The division IS divided into what have become known as the three pillars of 

service delivery. They Include-

1. Population Health, which includes functional units for health protection, 

health promotion, environmental health, emergency planning, strategic 

planning and evaluation, health intelligence and transition and change. 

2. PCCC (Primary, Community and Continuing Care), which includes 

functional units that cover four geographic areas (Dublin - Mid Leinster, 

Dublin - North East, South, West), each of which, in addition to the 

management of services within their own geographic area, has national 

responsibility for a different area of care (i.e. (1) primary care; (2) 

children, youth, family, palliative care and chronic illness; (3) older 

persons, social inclusion; and (4) mental health and disabilities. In 

addition, PCCC is responsible for 32 Local Health Offices, each of which 

is manned by a Local Health Manager. These local offices are key 

elements in the management and development of services at a local 

level. They provide an essential bridge between the national and 

regional dimension to the local dimension. 

3. The National Hospitals Office, which is responsible for the management 

of the 53 hospitals that exist throughout the country. This is done 

through a group of 8 network managers, two in each of the four 

geographic areas, each of which has responsibility for a group of 

hospital services in his I her area. These network managers, together 

with the local health managers in PCCC, are key health service 

development and management stakeholders. In addition the NHO is 

responsible for pre hospital emergency care, which includes the 

ambulance service; contracts and utilisation; quality, risk and consumer 

affairs; planning and development. 

The establishment of the HSE has implications for the role of the DoHC. The 

role of the DoHC now is to support the Minister and the democratic process 

by: 
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• Formulating policy underpinned by an evidence-based approach and 

providing direction on national health priorities ensuring that quality and 

value for money are enhanced through the implementation of an 

evidence-based approach underpinned by monitoring and evaluation 

• Protecting the interests of patients and consumers and supporting 

practitioners and professionals to practise to the highest standards by 

providing a prudent and appropriate regulatory framework 

• Providing effective stewardship over health resources by demanding 

accountability for achieving outcomes including financial, managerial and 

clinical accountability, and by providing the frameworks, including 

enhanced service planning at national level to improve the overall 

governance of the health system 

• Fulfilling obligations in relation to the EU, the WHO, the Council of 

Europe and other international bodies and the continued implementation 

of the co-operation agenda decided by the North-South Ministerial 

Council (OoHC, 2003a). 

In August 2005, Professor Brendan Drumm took up the post of Chief 

Executive Officer of the HSE (DoHC, 2005b). The new CEO stated that one of 

his goals was to simplify the health system so that it will be easier for people 

to access the services on offer. His number one priority was the development 

of integrated clinical and administrative teams. Other specific priorities include 

enhancing the role of nurses, including an increase in the number of clinical 

nurse and midwife specialists in many areas as the team based approach is 

further developed. 

An important addition to the structural reform of the health services contained 

in the recommendations of the Prospectus Report was the creation of the 

Health Information and Quality Authority (HIQA). In May 2005, the Minister for 

Health and Children established the Interim Health Information and Quality 

Authority (iHIQA) under Statutory Instrument No. 132 of 2005 (DoHC, 2005c) 

with responsibility for making the administrative and organisational plans for 

the establishment of HIQA. Following the signing into law of the Health Act 
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2007 (Government of Ireland, 2007b), HIQA was established on a statutory 

basis in May 2007. HIQA is responsible for driving quality and safety in 

Ireland's health and social care services through -

• Setting Standards in Health and Social Services 

• Monitoring Healthcare Quality 

• Social Services Inspectorate 

• Health Technology Assessment 

• Health Information 

HIQA's work spans the entire health and social services system, with the 

exception of Mental Health Services, which is the responsibility of the Mental 

Health Commission. The creation of HIQA was seen as a significant step on 

the road to a significant improvement in the quality of health services in 

Ireland. In March 2007, a News Update from the then interim Health 

Information and Quality Authority (iHIQA, 2007) reported on the supporting 

role it would play in the new Commission on Patient Safety and Quality 

Assurance, established by the Minister for Health and Children. The 

Commission was being asked to report to the Minister within 18 months with 

proposals for greater accountability within the Irish health system in relation to 

patient safety, including reporting on 'adverse clinical events', a system for 

licensing public and private providers for healthcare and better integration of 

the work of the different regulatory bodies in the health system. 

The work of the Commission on Patient Safety and Quality Assurance follows 

on from the publication of the report on the findings of Professor Des O'Neill, 

Consultant Gerontologist, on the problems at Leas Cross Nursing Home 

(HSE, 2006a), which brought the question of patient safety very sharply into 

the public domain. 

A practical example of how this is already happening is provided in a report in 

the Irish Times of a case where a woman's diagnosis of breast cancer was 

delayed by 18 months because of test errors at University College Hospital 

Galway (Hayes & Carroll , 2007). An independent review was commissioned 

of pathology services at the Galway Hospital, conducted by the HIQA. 
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The reform of structures in the Irish health services has been driven by the 
fundamental principle of separation of policy and executive functions. The 
separation of the Policy and Executive functions is based on the 
recommendations made in the Prospectus Report (DoHC, 2003b). While the 
HSRP (DoHC, 2003a) represented the most significant move to reform the 
health services in Ireland in over 30 years, it was not the first time that moves 
had been made to separate policy and executive functions. The last major 
reform of the health services took place on foot of the Health Act 1970 
(Government of Ireland, 1970), which saw the introduction of the eight health 
boards (Barrington, 1987). Over the years since then a number of initiatives 
have taken place, the most important of which have been (O'Hara, 1998): 

1986 Health: The Wider Dimensions (DoH, 1986)- This was in response to 

the WHO Objectives set out in Health for All by the Year 2000 (WHO, 
1981) and represented an attempt to set a new direction for the 
services in order to achieve these objectives. 

1989 Commission on Health Funding (DoH, 1989)- provided an analysis of 

the key faults in the organisation of the health services and examined 
the financing of the services with recommendations on the future 
funding required. 

1990 Dublin Hospital Initiative Group (Kennedy Reports) (DoH, 1991)- set 

up to improve the coordination of hospital services and the integration 
of hospital and other services in the Dublin area. Recommended the 

setting up a new authority to replace the Eastern Health Board. It also 
recommended that the Department of Health should be less involved 

in the direct management of services and should take a greater role in 
policy and strategic issues. 

1994 Health Strategy: Shaping a Healthier Future (DoH, 1994) - a 

precursor to the HSRP (DoHC, 2003a) - this important document 

focused on the re-orientation and reshaping of the health services so 
that improving people's health and quality of life became the primary 
and unifying focus of the health services. 
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1997 Statement of Strategy, DoH (DoH, 1997a)- the response by the DoH 

to the Strategic Management Initiative (Government of Ireland, 1994) 

in the civil service. 

1998 Worl<ing for Health and Wei/baing: Strategy Statement 1998-2001 

(DoHC, 1998a) - Addresses the challenges faced by the DoHC in 

service delivery as a result of the Public Services Management Act of 

1997 (Government of Ireland, 1997a) and the Fraedom of Information 

Act, 1997 (Government of Ireland, 1997b). 

The audit of structures and systems in the Prospectus Report (DoHC, 2003b) 

revealed that this system was no longer suitable for the provision of a fully 

accountable, efficient and effective health service in the twenty first century, 

and its recommendations, along with those of the other elements of the refonn 

programme, heralded the most comprehensive refonn of the health services 

ever conducted in Ireland. 

This situation must be contrasted with what has been happening in the NHS 

over the last 20 years. The 1980s saw central government make a concerted 

effort to achieve greater managerial control over the NHS (OHM, 2003a). The 

major changes during the 1980s were due to the Griffrths inspired reforms in 

1985 which were based on the finding that the NHS had so coherent system 

of management at a local level (Griffiths, 1983). The refonns introduced 

included: 

• A rejection of the 'consensus' style of management by the introduction of 

general managers in health authorities, hospitals and units. This was 

done with the intention of strengthening strategic management and 

accountability by putting place structures for line management and 

devolved budgets. 

• Policy and strategy were separated from management within the NHS by 

the creation of the Health Service Supervisory Board (responsible for 

strategic direction) and the NHS Management Board (responsible for 
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• 
• 

• 

management, performance review of regional health authorities, 
finance). 

Management budgets were introduced into hospitals . 
Information on clinical activity, finance, estate management, staffing, 
support services and staffing was generated based on the introduction of 
a package of national performance indicators. 
The NHS Training Authority was established to improve management 
training and education. 

In 1989, the British Government produced a white paper entitled Working for 
Patients (DoH, 1989) which led to: 

• An increased emphasis on the separation of policy and executive I 
management functions with the creation of the NHS Policy Board and 
the NHS Management Executive. 

• The removal of representatives of the health professions and of local 
authorities from the boards of the health authorities, which were now 
made to resemble company boards, composed of senior executives and 
non-executive directors. 

• Increased power for local managers in the negotiation of contracts with 
consultants and in the performance management of consultants. 

During the early 1990s, the British Government also introduced the GP 
contract, performance related pay and the Patients Charter (DoH. 1992). 
Overall there was a greater emphasis on consumer choice and improvements 
in quality of service. The National Health Service Community Care Act 1990 
(Great Britain, 1990) provided for the creation of an internal market within the 
health services by separating the financing and purchasing of care from the 
provision of care. It also provided for the creation of self governing NHS 
Trusts for the provision of services (acute hospitals, mental health services. 
ambulance services), and GPs with large practices (initially set at 11 ,000 
patients and later reduced to 5,000) were allowed to apply to become 
fundholders (OHM, 2003a). There was a gradual move away from the internal 
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market approach, fuelled by evidence that it did not increase consumer 

choice, and the policy emphasis shifted towards a greater emphasis on 

improving the health of the population and giving greater priority to primary 

care (OHM, 2003a), which is very similar to what is happening in the HSE 

today, in particular through the HSE Transformation Programme (HSE, 

2006b). 

From 1999 on, the NHS experienced a significant increase in funding under 

the Labour Government. This was accompanied by what has become known 

as the modernisation agenda (OHM, 2003a) based on The NHS Plan: A Plan 

for Investment, A Plan for Reform (DoH, 2000). The Plan provided for the 

provision of a major increase in spending accompanied by a multi-themed 

agenda of modernisation including greater patient and public involvement; 

opening up the NHS to alternative providers; new frameworks for raising 

performance, standards of care and levels of accountability; training and 

development for staff; and shifting power closer to the front line. All of this was 

supported by the development and implementation of a comprehensive new 

Human Resources Strategy and an increased emphasis on the use of 

technology and multidisciplinary working (OHM, 2003a). 

In April 1998, the rolling programme of National Service Frameworks (NSFs) 

was launched. The NSFs are long term strategies for improving specific areas 

of care. They set measurable goals within set time-frames. The NSFs were 

introduced in The New NHS (DoH, 1997) and The First Class SeNice (DoH, 

1998). The NHS Plan (DoH, 2000) emphasised the role of NSFs as drivers in 

delivering the modernisation agenda. National clinical directors were 

appointed as experts responsible for the implementation of a designated NSF. 

Examples of designated areas include: coronary heart disease, mental health, 

diabetes, cancer and older people. Each NSF is delivered with the assistance 

of an External Reference Group (ERG) which brings together health 

professionals, service users and carers, health service managers, partner 

agencies and other advocates. The ERGs are similar to the Expert Advisory 

Groups (EAGs) set up by the HSE as part of its Transformation Programme 

(HSE, 2006b). 
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Much of what is happening now as part of the HSRP (DoHC, 2003a) is very 
similar to the developments that have taken place in the NHS over the last 20 
years. 

The separation of policy and executive function represents a fundamental 
change in the role of the Department of Health and Children. A speech by 
Michael Scanlan, Secretary General at the DoHC, at the Annual Conference 
of the National Council for the Professional Development of Nursing and 
Midwifery in November 2006, entitled 'The Policy Role of the OoHC within the 
Irish Health Services' (DoHC, 2006), outlined some of the implications of this 
change in role. He emphasised that policy is ultimately a matter for the 
Minister, Government or Oireachtas as appropriate. The civil service provide 
policy advice to Ministers and Government but decisions on policy are 
ultimately a matter for the political system. The role of the Department 
therefore is an advisory one in relation to policy formulation. In the 
development of this policy, Scanlan says, the Department cannot make policy 
in an ivory tower. It cannot be separated from service delivery. 

Scanlan stated that one of the core messages of the Prospectus Report 
(DoHC, 2003b) and the Brennan Report (Government of Ireland, 2003) was 
that the HSE should focus primarily on service delivery and the Department 
should have the primary role in policy. He also stated that in practice however, 
the Department and HSE need to work closely together to test the practicality 
of policy proposals and to listen if the HSE identify possible policy gaps, to 
seek greater clarity in policy objectives or to suggest that some aspects of 
policy need to be changed to meet broader policy objectives. Some of this, he 
adds, can be achieved through the work of the Expert Advisory Groups 
(EAGs) created by the HSE (HSE, 2006c). The overall aim, he concludes, is 
on the one hand to protect the right and obligation of the Minister to make 
policy and to avoid being parochial or defensive about how policy is 
formulated. 
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In December 2006, the HSE launched the Transformation Programme 2007-

2010 (HSE, 2006b). The HSE's Transformation Programme represents the 

organisation's ambition for the future. The programme was prepared following 

consultation among staff during 2006 and reflects the views expressed during 

a series of meetings and events across the organisation. It also reflects the 

views gathered from engagements with the Board of the HSE. Specifically, 

the Transformation Programme states that the purpose of the HSE is to 

enable people to live healthier and more fulfilled lives. The Transformation 

Programme was intended to provides employees of the HSE with a shared 

direction and focus that will enable them to achieve their ambition for the 

future which is that everybody should have easy access to high quality care 

and services that they have confidence in and staff are proud to provide. In a 

message from the CEO in the HSE's Newsletter in Summer 2006 (HSE, 

2006d) the Chief Executive of the HSE, Prof. Drumm said that services must 

reach out to patients, surround them, keep them out of acute hospitals and as 

close to their own homes as possible. He also said that at the same time the 

local and acute service should be linked together to ensure that patients, GPs, 

therapists, specialised nurses, advanced paramedics and other health 

professionals have ready access to specialised expertise on a twenty-four 

hour per day, seven-days a week basis. The theme of the Transformation 

Programme therefore is integration of services across the primary acute care 

continuum. 

In 2007, as part of its Transformation Programme 2007-2010 (HSE, 2006b), 

the HSE commissioned a detailed review of acute hospital bed-utilisation in 

hospitals with an emergency department throughout the country (PA 

Knowledge Ltd., 2007). The aim of the study was to assess the extent to 

which patients occupying adult medical and surgical acute beds had been 

inappropriately admitted to those beds, and the extent to which patients 

occupying adult medical and surgical acute beds could have been treated in a 

more appropriate setting, and identification of those more appropriate 

settings. The report identifies some implications for the role of nurses and 

midwives in the increased provision of community and home based care 

across all care settings. These include improved access to generalist, 
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specialist and advanced practice nursing and midwife services (in general, 
midwifery, psychiatric, intellectual disability and children's nursing). There will 
be a need to increase resources In the community to support the provision of 
improved access to home care packages, IV therapy in the home, and 
community nursing to support self-care. Other implications include enhancing 
the role of nurses and midwives in implementing protocol led discharge, earty 
involvement of community nurses and midwives in planning of patient 
discharge and transition to non-acute care. There is also a need to focus on 
health promotion, particularty in relation to diet, physical activity, smoking, 
alcohol, substance abuse and prevention of illness in the role of the nurse and 
midwife. 

The conclusions and recommendations of the study confirm the HSE's vision 
of pressing ahead with a policy of integration of community based care and 
acute care and shifting resources into the community rather than providing 
more beds in the acute services. The recommendations include: 

• Increasing provision of a broad spectrum of community and home based 
care to avoid admissions, facilitate timely discharge and ensure 
convenient, patient centred care. 

• Increasing access to diagnostics and assessment without admission. 
• Increasing the range of non-acute bed-based alternatives available. 
• Implementing protocol based discharge planning and use of estimated 

dates of discharge 

• Reviewing internal hospital processes to reduce patient delay. 

The review was conducted in 37 hospitals across the eight hospital networks 
between November 2006 and February 2007 (but excluding the Christmas 
period). A total of 3,035 patients were randomly sampled out of a population 
of 8,322 (36%). 

Evidence of practical moves towards the integration of primary and acute 
services was provided by the HSE's Review of Health Services in the North 
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East (Teamwork Management Services Ltd, 2006) and reported on in the Irish 

Times Health Supplement (Wall. 2007a). The review was conducted In 2006 

by an independent group of consultants (Teamwork Management Services 

Ltd.) and was charged with developing an action plan for improving safety and 

achieving better standards for health services in the North East. According to 

the report in the Irish Times, the transformation of services in the North East is 

to be broadened and accelerated. Up to 40 primary care teams (PCT) are to 

be developed in the North-East as part of the reconftguration of primary, 

community and continuing care services. This amounts to an integration 

between hospital and community services and is intended to act as a blueprint 

that could be rolled out in other parts of the country. 

It was reported in Health Matters (HSE, 2007a) that to support service 

reconftguration, an extensive mapping exercise was being undertaken of 

existing services. The purpose of this exercise was to facilitate the roll-out of 

500 PCTs and 130 Social Care Networks throughout the country. In defining 

the criteria for the establishment of a PCT, the HSE stated that core minimum 

team members would include: GP, practice nurses, occupational therapists, 

PHNs, physiotherapists, speech and language therapists, social workers and 

home help. Extended team members, who would be called upon as required, 

would include specialists in dietetics, orthodontics and dental. Each PCT will 

be part of a Primary and Social Care Network, which links 3-5 teams with 

responsibility for the community based heafthcare needs of populations from 

30,000 to 50,000 people. 

In response to concerns about the lack of integration within the HSE and the 

establishment of separate pillars for the NHO and the PCCC, the Chief 

Executive of the HSE, Prof. Brendan Drumm was reported in the Irish Times 

Health Supplement (Wall, 2007a), on the occasion of the roll-out and 

acceleration of the review and integration of services in the North East, as 

saying that there would be a significant reconfiguration within the HSE PCCC 

services, which, he said was essential for the effective reconf~guration of 

hospital services. 
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Further evidence of integration of services is the Hospital in the Home (HITH) 
Initiative, launched by the HSE in March 2007 (Hofman, 2007a). This initiative 
allows suitable patients to be treated at home rather than in a hospital. The 
initiative is available to all patients currently attending the six acute hospitals 
in Dublin, which include the five teaching hospitals (OATHS) and Connolly 
Hospital in Blanchardstown. Potential users can also be referred through their 
GP if they are within the Dublin city and county catchment area, or may be 
transferred to the programme from a hospital or ward once they have 
stabilised sufficiently. This reduces the risk of patients catching hospital 
acquired infections, eliminates queues and reduces treatment time. It was 
estimated that since its establishment (March 2007) over 1,400 bed days had 
been saved. 

Mention should also be made of a number of Community Intervention Teams 
(CIT) introduced as pilot initiatives in a number of locations throughout the 
country (2 in Dublin, 1 in Cork and 1 in Limerick) in 2006. It is essentially an 
'Out of Hours' nursing service, delivering nursing care in the home, or at a 
designated wound clinic. The aim is to support people at home, either 
allowing them to be safely discharged from hospital or to prevent them from 
needing admission to hospital in the first place. Patients who have been 
referred to the CIT are managed for a maximum of 10 days and are then 
referred to the Public Health Nurse service. Patients include older people 
living alone; people who have had a fall with subsequent fracture, or who 
need nursing assistance to administer insulin. Types of nursing care provided 
include: Blood pressure monitoring, wound dressings (excluding compression 
dressings), Palliative care, diabetic care, Catheter care, Ostomy care, 
Percutaneous Endoscopic Gastronomy (PEG) tube care, Respiratory care, 
medication management, care of Hickman Catheter (HICC) and Peripheral 
Inserted Central Catheter (PICC) lines, fractures, Injections. 

There is also evidence of a move towards more midwife led services, 
Involving an enhanced role for the midwife in the community (e.g. through the 
DOMINO initiative, which involves closer links between the hospital and the 
community. In 2007, the HSE commissioned a review of maternity services 
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that is expected to provide a clear direction for the strategy of maternity 

services for the next 10 years (Ingle, 2007). 

As part of its Transformation Programme (HSE, 2006b), the HSE has set up a 

number of Expert Advisory Groups (EAGs). These groups are an integral part 

of the HSE's quality strategy. They provide a platform for health professionals 

and service users to participate actively in the programme by influencing and 

setting operational policy, strategy and quality standards. Participants in the 

groups include medical consultants. doctors, nurses, therapists, carers, 

managers, people who use the services, leaders in health and social care, 

and representatives of the DoHC. To date groups have been set up in the 

areas of mental health, diabetes, children and elder care, all with the aim of 

improving quality of care (HSE, 2006c). 

As part of the overall reform of structures within the health services, it is 

possible to identify a move towards Increased provision of services by the 

private sector, with significant political backing for this trend. Public sector 

hospitals are increasingly using private service providers, and the National 

Treatment Purchase Fund (NTPF) is a good example of the trend towards 

private sector provision. Established in April 2002, the NTPF is one of the 

initiatives outlined in the Health Strategy (DoHC, 2001a) to reduce long term 

waiting lists. If a public patient is over 3 months on a public hospital in-patient 

waiting list for an operation they can contact the NTPF to discuss options for 

treatment in a private hospital. The NTPF sources treatment for qualifying 

patients in hospitals in Ireland, Northern Ireland and England. Patients who 

opt for treatment with the NTPF will receive their treatment free of charge. 

Medical Consultants are now adapting their service provision strategies to 

take account of this trend. This has fundamentally changed the way in which 

hospitals deal with waiting list issues. The Treatment Purchase Fund has 

taken away the pressure that existed around the management of waiting lists. 
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1.3.3 Financial Management 

An additional important part of the Health Services Reform Programme 
was the reform of financial management and control systems. The Commission on Financial Management and Control Systems in the Health Service (Government of Ireland. 2003), known as the Brennan Report, carried out a detailed examination and review of the financial management and control systems in the Irish health service. The Commission found problems in the existing system and adopted four core principles in addressing these 
problems: 

o The health service should be managed as a national system 
o Accountability should rest with those who have the authority to commit the expenditure 
o All costs incurred should be capable of being allocated to individual 

patients 

o Good financial management and control should not be seen solely as a finance function. 

The 136 recommendations made by the Brennan Commission include: 

o The establishment of an Executive to manage the Irish health service as a unitary national service 
0 

0 

0 

0 

A range of reforms to governance and financial management, control and reporting systems to support the Executive in the management of the system 

Substantial rationalisation of existing health agencies 
Strengthening the process of evaluation of clinical and cost effectiveness for publicly funded drug schemes 
Pending the establishment of the Executive, the creation of a high-level and well resourced Implementation Committee (Government of Ireland, 2003). 
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There is evidence that the recommendations of the Brennan Report are being 

incorporated into policy and service development. Perhaps the most obvious 

of these is the creation of the HSE, involving a complete separation of policy 

and executive functions and charging the DoHC with the role of monitoring 

and evaluating the work of the HSE and its expenditure. Other practical 

examples also point to changes in culture. In September 2006, The DoHC 

announced the establishment of an inter agency group which will seek to 

ensure value for money on health service projects (Wall, 2006). The group 

focused initially on areas such as pharmaceuticals, procurement, estate 

management, employment management and administrative spending. The 

group also has a role in monitoring adherence to value for money 

requirements in capital investment expenditure on information and computer 

technology and on consultancies. The group is chaired by the Secretary 

General of the DoHC, and includes the Chief Executive of the HSE, the Chief 

Executive of HIQA and a senior official of the Department of Finance. The 

group is charged with providing a further level of assurance to the Minister for 

Health and Children, the Department of Finance and the HSE board that 

'value for money' in health spending is getting the required attention. The 

setting up of the group is directly related to the implementation of the 

recommendations contained in the Brennan Report (Government of Ireland, 

2003). In March 2007, it was reported (Wall, 2007b) that the group set up to 

review value for money in health spending was now looking for savings of 

€500 million between 2007 and 2010. It was also reported that the money 

thus saved would be ring-fenced for frontline services. The savings are to be 

made from within the annual budget of the HSE which amounts to €14 billion 

per annum. 

Information and communications technology (ICT) has emerged as an 

important area for development of quality integrated systems within the health 

services that are transparent and accountable and responsive to patient 

needs. 

Some progress has been made along these lines with the establishment in 

2003 of Healthlink Online, which was expanded in 2006 to include a 
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neurology service called Neurolink. Healthlink provides details of a patient's Emergency Department1 attendance, waiting list notification, radiology results, discharge information and out patient appointments. According to a report in the Irish Times Health Supplement of 10111 April 2007 (Hofman, 2007b), over 1,000 GPs were registered to the service along with the frve DATHS
2

, Temple Street Hospital, many acute hospitals, University College Hospital Galway, Mayo General Hospital, Limerick Regional Hospital and Midlands Regional Hospital. The service was expanded in December 2006 in conjunction with St. Vincent's University Hospital, to include Neurolink, an electronic referral system enabling GPs to consult with a neurologist for advice on what tests a patient with a neurological complaint may need. The HSE is also rolling out a laboratory test request service for Health link Online and expects the service to handle more than two million messages in 2007. 

Of course the potential for ICT uses within the health services go beyond the administrative side of quality and safety into the realm of what is referred to now as eHealth. There are developments in the diagnostics, treatment and monitoring of health care services that are being driven by the possibilities presented by modem technology. This includes the possibility to monitor large complex intensive care units (ICUs) with less personnel and provide remote services to patients. This has significant impacts on both the economics of health care delivery and on the question of maintaining a patient centred approach. 

These developments have significant implications for the development of the role of healthcare professionals. With an increased use of remote diagnostics, remote consultation, electronic health records and more technology assisted monitoring; the profile of the kind of health care professional that is required will change significantly. This is something that requires a greater amount of 
1 

Modem usage recommends the usa of the nomenclature Emergency Oeparlment rather than Acddent and Emergency (A&E). However, the term A&E ts still used widely throughout literature and the service. In this thesis, the terms are used interchangeably. 2 
The Mater Miserlcordiae University Hospital. Sl Vincenfs University Hospital, Sl James's Hosprtal, Beaumont Hospital and AMNCH Taliaghl 
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reflection and consideration about the Mure than it is receiving at the 

moment The implications go beyond the realm of the professionals. They also 

impact on the way we conceive of and design the healthcare environment of 

the future. In the USA, a good example of how this is being applied to the 

development of nursing and midwifery is what is known as The Technology 

Informatics Guiding Education Reform (TIGER) Initiative (TIGER, 2007). This 

initiative is aimed at enabling practicing nurses and midwives to fully engage 

in what the authors refer to as 'the unfolding digital era of health care'. 

1.3.4 Medical Staffing 

The final element of the Health Services Reform Programme related to 

medical staffing. The Report of the National Task Force on Medical Staffing 

(DoHC, 2003c) was published in 2003 under the aegis of a Task Force 

established in February 2002 by the Minister for Health and Children. The 

purpose of the Task Force was to devise an implementation plan for reducing 

substantially the average working hours of non-consultant hospital doctors 

(NCHDs) to meet the requirements of the European Working Time Directive 

(EWTD); to plan for the implementation of a consultant-provided service; and 

to address the medical education and training needs associated with the 

EWTD and the move to a consultant-provided service. The Task Force's 

terms of reference charged it with devising, costing and promoting 

implementation of a new model of hospital service delivery based on 

appropriately trained doctors providing patients with the highest quality 

service, using available resources as equitably, efficiently and effectively as 

possible. 

The Task Force strongly recommended that the normal working day in a 

range of areas throughout the hospital should be extended, by agreement, to 

cover a period such as 7 am to 9 pm. This would apply in areas such as out

patient departments, laboratories and day theatres. The exact opening hours 

would be based on decisions about local service needs, and could be phased 

in over a period. 

42 



The case for greater multi-<lisciplinary working is growing even stronger as 
work becomes more specialised and the needs of patients can be met in a 
range of different ways. The Task Force recommends that multidisciplinary 
working between health and social care professionals should be fostered, and 
that this is most likely achievable through close liaison between the 
universities at undergraduate level and the relevant professional bodies at 
postgraduate level. 

The Task Force examined the scope for introducing or further developing 
grades of staff that would facilitate a more appropriate distribution of skills and 
functions. The focus was on grades that would bring genuine opportunities to 
deliver health care more efficiently, taking account of who should best provide 
the service required. There was to be no question of simply creating extra 
grades to take on work that is not seen as attractive to existing staff. Any 
grades new to the Irish system should: 

• Be introduced on the basis of clear protocols, which ensure that patient 
care is paramount 

• Bring substantial and demonstrable opportunities for improved efficiency in 
the delivery of high quality services 

• Be based on a system of structured education and training leading to a 
recognised qualification 

• Work as part of a team within the consultant-provided system proposed in 
this report. 

There are many examples internationally of a range of health care 
professionals not formally recognised in the Irish system who provide patient 
care and skilled support to medical and nursing colleagues. They can come 
from a variety of backgrounds, including medical, nursing and support staff, 
but they must obtain the relevant recognised qualification to work in a specific 
capacity in the hospital. Examples include 'physician assistants' who work 
under the supervision of a fully qualified physician and a number of categories 
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of 'operating department assistants' such as 'surgical assistants', 'anaesthetic 

assistants' and similar grades of staff. 

The Nursing Policy Division of the DoHC produced a nursing response to the 

report entitled Report of the National Taskforce on Medical Staffing 2003: The 

Challenge for Nursing and Midwifery. A Discussion Paper {DoHC, 2003d). 

The discussion paper outlines the critical success factors necessary for 

nursing and midwifery to respond appropriately to the challenges set out by 

the Task Force, including the development of skills over time, partnership, 

change management and the development of clinical competence guidelines. 

1.4 Other Policy Initiatives 

A number of strategies and reports have been published that are of direct 

relevance for nurses and midwives in the development of their roles. These 

include: 

• The Cardiovascular Strategy (DoHC, 1999b) 

• Ireland's Changing Heart: Second Report on Implementation of the 

Cardiovascular Health Strategy (DoHC, 2003e) 

• The Health Promotion Strategy {DoHC, 2000a) 

• The Report of the National Advisory Committee on Palliative Care 

{DoHC, 2001b) 

• The National Drugs Strategy (Department of Tourism, Sport & 

Recreation, 2001) 

• The Primary Care Strategy (DoHC, 2001 c) 

• The Years Ahead. A Policy for the Elderly (DoH, 1988). 

These policy documents refer to the role of nurses and midwives in education 

of patients and clients and in promoting a positive approach to health. They 

also provide the basis for the development of specialist roles in areas such as 

cardiovascular care, palliative care and work with drug abusers. The reports 
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also refer to the role of the nurse and midwife in both primary and acute 
settings. 

A number of strategies and reports have emerged in recent years that have a direct relevance to the role of psychiatric nurses. The most important of these was Planning for the Future (DoH, 1984). In addition, Health Strategy (DoHC 2001a), and the Primary Care Strategy (OoHC 2001c) contained a number of actions and initiatives of relevance to the provision of psychiatric services. More recently, in 2006 the Government published A Vision for Change -Reporl of the Experl Group on Mental Health Policy (Government of Ireland, 2006). The reports and strategies highlight changes in trends such as the deinstitutionalisation of care and the shift towards community based care. They also highlight the fact that there has been an increase in uptake of services, which is expected to continue. This increased uptake of services is attributed to the modernisation of the services, the shift to community based service provision and the decrease in the stigma that has traditionally been associated with psychiatric illness. Other contributing factors include increased consumption of alcohol and drugs and the breakdown in the traditional structures of the family (DoHC 2001a). The Vision for Change report also highlights the fact that despite the fact that the majority of services are now shifting to the community, the vast majority of psychiatric nurses are based in institutions. There will be a need to redress this imbalance in the development of services for the future. 

In 2001 , pursuant to Section 32 of the Mental Health Act 2001 (Government of Ireland, 2001), the Mental Health Commission was established. This is an independent statutory body. Its principal functions are to promote, encourage and foster the establishment and maintenance of high standards and good practices in the delivery of mental health services and to take all reasonable steps to protect the interests of persons detained in approved centres under the Mental Health Act 2001 (Government of Ireland, 2001). 

In 2005, the National Office for Suicide Prevention was established by the 
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Health Service Executive following the launch of Reach Out - A National 

Strategy for Action on Suicide Prevention (HSE, 2005). 

Other relevant reports include: 

• The National Health Promotion Strategy (DoHC 2000a) 

• A Plan for Women's Health (DoH, 1997b). 

• The Report of the National Task Force on Suicide (DoHC, 1998b). 

• The National Drugs Strategy (Department of Tourism, Sport and 

Recreation, 2001). 

There are two reports that are of relevance to children's nursing. The Children 

First report, produced by the DoHC in 1999, contained national guidelines for 

the protection and welfare of children (DoHC, 1999a). The principal focus of 

this report was to focus all heatthcare providers on their duty to protect 

children. It provided guidance on the different types of abuse, how to report 

suspected incidents, and how to treat and care for vulnerable children. The 

National Children's Strategy (Government of Ireland, 2000) identified 14 

objectives to meet the needs of children. These objectives were divided into 

three principal national goals: 

• Satisfaction of a basic range of needs for all children 

• Identification of children who have additional needs 

• Recognising that all children need the support of family and community. 

All of these policy initiatives point to a increase shift to the provision of 

community based services and to an expectation that nurses and midwives 

will play an important role in the development and delivery of these services. 

1.5 Conclusion 

It is possible to Identify a number of key conclusions from this review about 

what health services of the future will be like in Ireland. These can be 

summansed in the following points: 
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1. The health services of the future will be delivered to a population that is 
wealthier, with higher expectations about what they can expect from public 
services. This will increase pressure for continued investment in both 
capital and current spending on health services. 

2. Ireland's population will continue to grow at a fast rate and the birth rate 
will continue to increase. The number of older people will increase with 
implications for dependency relationships from both a social and an 
economic perspective. 

3. Increased labour force participation by women together with an increase 
in the number of dependent older people will have implications for the 
traditional care structures that existed within families. This will have 
implications for the provision of community based primary care services. 
The bulk of the demands in this area will fall on nurses and midwives, who 
make up the largest portion of the labour force in the health services. 

4. Increased wealth will bring with it an increase in lifestyle diseases such as 
obesity, diabetes and drug-related illnesses. Conversely, there will 
continue to be poverty related diseases social problems due to problems 
of social exclusion and lack of participation. 

5. The population of Ireland will continue to become more ethnically and 
culturally diverse. This has significant implications for the delivery of 
services and in particular the need for sensitivity to cultural differences 
and communications issues. It also raises significant questions for the 
recruitment practices within the services and the need for increased 
training for professionals and administrators in dealing with a more diverse 
population and consumer base. 

6. The health services of the future will be delivered by an integrated 
accountable entity. It will lead to a greater degree of accountability within 
the system. The creation of the HSE should lead to greater equality of 
access to services and to the development of higher standards in the 
delivery of services. The HSE is likely to face pressure for increased 
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integration of services and administrative structures and, in particular, to 

revise the division between the two pillars PCCC and NHO (Appendix 1 

and 2). The structures as they are currently configured are more suitable 

for bureaucratic control and distribution of funding resources than for 

service delivery management They are also not conducive to the clinical 

management of services. 

7. In order to make progress in the integration of services, there is a need to 

review the involvement of clinical leaders at all levels of the health service 

delivery structures. This may require the creation of posts at national and 

regional level for clinical coordination, involving hospitals and primary care 

teams. The involvement of clinicians and the integration of services is 

essential to ensure clinical safety throughout all of the activities of the 

HSE A clustering system may be appropriate with a view to bringing 

together primary care and hospital structures within regional and local 

geographic areas. 

8. The creation of the HSE has significant implications for the role of the 

OoHC. Its role changes from one of resource management to one that 

focuses on policy, protection of the public and performance management. 

This will require the development of procedures and protocols to ensure 

clinical safety is an integral part of the policy making and performance 

management process. This has significant implications for the culture and 

day to day work of those who work in the OoHC and for the relationships 

that should exist between the OoHC and the HSE. 

9. The health services of the future will see acute hospitals focus entirely on 

major acute interventions. Service delivery will shift to the primary care 

setting in the community, with an increase in initiatives such as the 

Hospital in the Home (HITH) and Community Intervention Teams (CIT). 

There will be an increase in the availability of diagnostic and assessment 

services that do not require admission to hospitals. Length of stay in 

hospital will be shorter and there will be more protocol based early 

discharge arrangements in place. Professionals will follow up with the 

patient in the community. 
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1 o. There will be an increase in the provision of private health services. 
Consumers will be offered and will avail of greater choice. 

11 . Standards in both private and public health care provision will be driven by 
HIQA and the respective regulatory bodies of the different professions. 
This will mean a significant increase in the quantity and intensity of audit 
within the system, with consequences for the way professionals account 
for their work. The health services of the future will be delivered with a 
very high emphasis on personal and professional accountability within the 
system. This has significant implications for managers and clinical 
professionals within the system. who will expect to be accountable for 
their area of service delivery and be called to account for the quality nd 
value for money of the services they provide. 

12. The services of the future will be driven by a greater and more wide 
spread use of technology, in particular information and communications 
technology. This will lead to an increase in the level of technology-driven 
services. the availability of e-health options and the networl<ing of 
professionals and systems across institutional boundaries. It will underpin 
the increased emphasis on community-based services and remote 
consultation. 

These conclusions will provide a backdrop against which to assess the results 
of the primary research on the future of the health services that will be 
discussed in chapter 5. 
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Chapter 2 - The Development of Nursing and 
Midwifery in Ireland 

2.1 Introduction 

The previous chapter described the context in which nursing and midwifery 

operate in Ireland. It is clear from that analysis that the professions face 

considerable challenges in meeting the emerging expectations and needs of 

society and of the health services. This chapter will seek to take stock of 

where nursing and midwifery in Ireland is at the moment as It faces the 

contextual challenges that have been identified. 

The development of a statutory based system of self-regulation that requires 

nurses and midwives to be eligible for inclusion on a Register is at the base of 

the professionalism of nursing and midwifery. This has developed over the 

years in response to service and professional developments, culminating 

most recently in a radical review of the role of nursing and midwifery by the 

Commission on Nursing (Government of Ireland, 1998). This review had 

profound implications for the development of the professions and of the role of 

nurses and midwives in the health services. It has resulted in the introduction 

of a number of significant changes in the professions, in particular the 

introduction of a clinical career pathway, the development of which is the 

responsibility of the National Council for the Professional Development of 

Nursing and Midwifery (National Council). 

Developments in the role have included the emergence of an increased 

amount of nurse and midwife led services, the involvement of nurses and 

midwives in prescribing and significant changes in the demands being placed 

on nurse and midwife managers. There has also been a radical 

transformation in the provision of educational opportunities for nurses and 

midwives, both at pre-registration and post-registration levels, mctuding 

Increased professional development opportunities. Recent developments 
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have also included an increased emphasis on the creation of joint 
appointments between clinical and educational settings. 

Finally, with so many radical developments happening in nursing and 
midwifery in Ireland, and in particular with the emergence of increased 
importance of specialisation and advanced practice, it is opportune to reflect 
on what is the essence of nursing as it seeks to adapt to the increasing 
demands of the social, demographic, epidemiological and policy context 
within which it operates. The chapter will conclude with a reflection on this 
theme with the intention of setting out certain fundamental principles that 
should be borne in mind when discussing future strategies for the 
development of the profession. 

2.2 The Divisions of the Register 

The Nurses Registration Act 1919 (Government of Ireland, 1919) provided 
nursing and midwifery with its first statutory basis and established for the first 
time a register of general nurses. The Nurses Acts 1950, 1961, and 1985 
(Government of Ireland, 1950, 1961 and 1985) retained this register, and 
these acts formalised the authority under which general nurses could practice 
(National Council, 2003a). 

There are a number of divisions of the Register of Nurses maintained by An 
Bord Altranais. The principal divisions are: General Nursing, Midwifery, 
Psychiatric Nursing, Intellectual Disability Nursing, Children's Nursing, and 
Public Health Nursing. The number of individuals registered at the end of 
2005 in each of these Divisions are (An Bord Altranais, 2005a): General -
66,153; Midwifery - 17,061 ; Psychiatric - 11,793; Children's - 4,744; 
Intellectual Disability- 4,473; Public Health- 2,675. 

General nurse training has seen much development and increasing academic 
recognition. Since 2002, pre-registration education for entry to the register is 
at degree level. According to Treacy & Hyde (2003), the introduction of the 
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four year degree programme for pre-registration education of nurses in 2002, 

on foot of a recommendation by the Commission on Nursing, was the first 

time that officialdom had created the conditions for making nursing education 

visible, and indirectly, the contribution that nursing could make to healthcare. 

The Report of the Commission on Nursing (Government of Ireland, 1998) 

recognised the distinct identities of nursing and midwifery. The report states 

that "The Commission acknowledges the request from midwives for 

recognition of their distinct identity and recommends that the title of the 

amending legislation should be the Nurses and Midwives Act." (Government 

of Ireland, 1998, p. 65). Since the publication of that report we now talk in 

Ireland of the professions of nursing and midwifery as separate but related. At 

the time of writing, in October 2007, the Nurses Act 1985 has not been 

amended, however a Draft Bill is in preparation that will include a reference to 

midwifery as distinct. 

The accepted international definition of the midwife in Ireland is the one that 

has been adopted by the International Confederation of Midwives (ICM), the 

International Federation of Gynaecology and Obstetrics (FIGO) and the World 

Health Organisation (WHO) (1992). This definition is endorsed by An Bord 

Altranais (An Bord Altranais 2000a). 

The Report of the Commission on Nursing (Government of Ireland, 1998) 

identified the midwifery profession as distinct from nursing, with exclusive 

skills in relation to maternity care, yet many midwives feel confined by 

obstetric practices (Government of Ireland 1998). Midwifery-led care has long 

been an aspiration of midwives and women in Ireland (DoH 1997b). The 

Report of the Maternity Review Group in the former North Eastern Health 

Board (NEHB) proposed the setting up of two midwife led units attached to 

conventional maternity units in the NEHB (NEHB, 2001). Two such units were 

opened in July 2004 and are currently being evaluated. Many midwives have 

stated that they are now actively seeking opportunities to practise midwifery 

within settings that provide autonomy and alternative choices in childbirth 

(Government of Ireland 1998, An Bord Altranais 2001). There are examples of 
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innovative community practice taking place at present, such as the service 

provided by the Southern Health Area (SHA), which employs independent 

midwives to provide domiciliary maternity services. The evaluation of the pilot 

scheme DOMINO (Domiciliary care In and Out of Hospital) in the National 

Maternity Hospital showed that it was extremely successful and viable and, 

given sufficient funding, was sustainable in the long term (Community 

Midwifery Service, National Maternity Hospital, 2001). The evaluation made a 

strong case for the development of similar schemes in other Dublin maternity 

hospitals and other units around the country. 

Until recently the only pathway to becoming a midwife was to undertake 

general nursing, followed by a two year post-registration diploma programme. 

A direct entry degree programme in Midwifery commenced in September 

2006. This builds on the direct entry midwifery education pilot programme that 

was developed and delivered in partnership between Trinity College, Dublin, 

the Rotunda Hospital, Dublin and Our Lady of Lourdes Hospital, Drogheda 

from 2000 to 2003. This pilot project followed on from a recommendation of 

the Commission on Nursing (Government of Ireland, 1998). In conjunction 

with this development, the post-registration programme has been decreased 
to 18 months. 

The first major move towards the professionalisation of psychiatric nursing in 

Ireland came towards the end of the nineteenth century when the Medico

Psychological Association began to coordinate the training of psychiatric 

nurses. In 1919, under the Nurses Registration Act (Government of Ireland, 

1919), a supplementary part of the General Nursing Council register was 

established for mental nurses and the first entry was made to this register in 
1921 (National Council, 2003a). 

The publication of the policy report, Planning for the Future (Department of 

Health (DoH), 1984), set out the blueprint for development of a community 

mental health service in Ireland. This report outlined major changes in the 

mental health services, notably moving the delivery of in-patient services from 

large psychiatric hospitals to units in general hospitals. There was a greater 
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emphasis on rehabilitation of the mentally ill and a relocation of services into 

mainstream medical care and especially the community. This shift in policy 

represented a major change in the role of psychiatric nurses and provided a 

unique opportunity for development of skills and roles (Sheridan, 2000). The 

publication in 2006 of the most recent policy review for psychiatric services, A 

Vision for Change - Report of the Expert Group on Mental Health Policy 

(Government of Ireland, 2006) emphasised the importance of the community 

based dimension of psychiatric care through the promotion of the concept of 

Community Mental Health Teams (CMTH), consisting of multidisciplinary 

teams of professionals providing services within their catchment area. 

Psychiatric nursing is a division of An Bord Altranais' register, through rules 

made in accordance with the Nurses Act, 1985 (Government of Ireland, 

1985). In 1986, the training programme was revised to reflect mental health 

trends of the time, and this included a larger proportion of clinical practice 

experience in the community (An Bord Altranais, 1994). In 1994, a diploma in 

nursing programme was set up in the Western Health Board, in conjunction 

with the National University of Ireland, Galway, and was extended to all 

schools of nursing, including psychiatry in the following four years. In 2002, 

along with general and 'mental handicap' nursing, the first pre-registration 

degree programme commenced in psychiatric nursing. 

The Nurses' Rules, 2004 also gave effect to a change in the title used by 

nurses in this division of the Register (An Bord Altranals 2005b). From then on 

the title Registered Nurse Mental Handicap (RNMH) was replaced with the 

title Registered Nurse Intellectual Disability (RNID). 

RNIDs provide a range of services across a wide variety of locations, 

addressing the particular and complex needs of their clients, and requiring 

particular skills and personal qualities distinct from those in other disciplines of 

nursing. The development of special services for people with mental handicap 

d1d not get underway properly until the late 1950s. In 1955 the DoH requested 

An Bord Altranais to consider the need for a three-year course in Intellectual 

Disability Nursing (Robins, 2000). The register for RNMHs was established 
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and the first training schools offering a three-year course in mental handicap 
nursing opened in 1959 (Government of Ireland, 1998). Mental handicap 
nursing in the early 1960s focused on the treatment and care of the severely 
disabled of all ages, the treatment, care and training of the lower ranges of 
moderately disabled children and moderately and mildly disabled adults and 
of others with mental handicaps (DoH, 1965). More schools of mental 
handicap nursing were established from that time until 2002, and the syllabus 
of training has been revised on several occasions to reflect trends in care and 
service provision (Chavasse, 2000). In 2002, along with general and 
psychiatric nursing, the first pre-registration degree programme commenced 
in mental handicap nursing (now referred to as intellectual disability nursing). 

Specialist hospitals for the care of sick infants and children have featured In 
Irish healthcare for well over a century, and this is evident in the founding of 
what became known as The National Children's Hospital in Harcourt Street, in 
1821 , followed by the founding of The Children's Hospital, Temple Street in 
1872. A third children's hospital, Our Lady's Hospital for Sick Children, was 
founded in 1956, in Crumlin (Kelleher & Musgrave, 2000). 

In 1883 the first school of paediatric nurse education was established in 
Temple Street Hospital, Dublin. This was followed by a second school in 
1884, located in the National Children's Hospital. It was not until1957 that the 
School of Nursing in Our Lady's Hospital for Sick Children was established 
(Kelleher & Musgrave, 2000). The model of nurse education provided was the 
traditional apprenticeship model, and the first registerable qualifications in sick 
children's nursing were recorded with An Bord Altranais in 1922. The duration 
of these courses varied in length and the documentary evidence available 
reflects the changing structure of these courses from the early 1950s to the 
present day (National Council, 2003a). 

A three-year programme leading to registration as a Registered Sick 
Children's Nurse (RSCN) was introduced during the early 1950s. This was 
followed in the early 1970s by the commencement of a four-year programme, 
leading to combined registration in both the sick children's and general 
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divisions of the register. Both programmes were phased out. The rationale 

cited for phasing out the three-year programme included problems 

encountered by singly qualified paediatric nurses in finding employment 

outside the greater Dublin region, and outside Ireland (Kelleher & Musgrave 

2000, DoHC 2000b). The four-year programme was phased out in the late 

1980s and early 1990s, due to a reduction in the number of applicants, and 

also due to the success of the post-registration programme, which over the 

years has developed and is now a higher diploma or post-graduate diploma of 

eighteen months' duration. Many paediatric nurses currently working in 

centres outside Dublin are required to hold an additional registerable 

qualification, usually In general nursing (National Council, 2003a). A direct 

entry degree programme leading to a degree in Children's Nursing and 

General Nursing commenced In September 2006. Also, from this date, the 

duration of the post-registration higher diploma programme was reduced to a 

one-year. 

The Nurses Rules, 2004 were signed by the Minister for Health and Children 

on the 7111 December 2004 (An Bord Altranais, 2005a). This gave effect to a 

change in the title used by nurses in this division of the Register. From then 

on the title Registered Sick Children's Nurse was replaced with the title 

Registered Children's Nurse (RCN). 

Public health has been described as organised social and political effort and 

health promotion for the benefit of populations, families and individuals 

(National Council, 2003a). The Public Health Nurse (PHN) practises as part of 

a multidisciplinary team to deliver domiciliary care (Department of Health, 

Social Services and Public Safety (DHSSPS) I DoHC, 2003). There are over 

2,000 PHNs on the active register (An Bord Altranais, 2005a), making them 

the largest group of professionals working in the community. 

PHNs have a wide remit encompassing primary, secondary and tertiary care 

at three levels including individual, family and community (Hanafin et al, 

2002). They have responsibility for the provision of a nursing service in the 

commumty to multiple client groups with any type of condition, and public 
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health nursing is an amalgamation of services incorporating midwifery, public 
health and home nursing (National Council, 2003a). 

The role is threefold, combining that of manager, clinician and health promoter 
(Hanafin, 1997). Their wide range of abilities and responsibilities are reflected 
in the educational and experiential preparation required to register as a PHN. 
This takes a minimum of eight years. as the PHN until recently had to be a registered general nurse, a registered midwife, have obtained a Higher 
Diploma in Public Health Nursing and, in addition, have a minimum of two years experience in clinical practice (National Council, 2003a). The Nurses' Rules 2004 have removed the requirement for a midwifery qualification and 
substituted a module in maternity and child health (An Bord Altranais, 2005a). 

The Report of the Commission on Nursing (Government of Ireland, 1998) reexamined the public health nursing service in Ireland in terms of its organisation, delivery and focus. Recommendations included the need to 
develop a coherent vision for the future direction of nursing and midwifery in the community, which reflects the needs of the community (National Council, 2003a). 

In 2005, the National Council published a review of the implications for Public Health Nursing of developments in health policy and changes in nursing and 
midwifery. This review was entitled Agenda for the Future Professional Development of Public Health Nursing (National Council, 2005a). 

2.3 The Development of the Role of Nursing and Midwifery 

2.3.1 The Commission on Nursing 

The Report of the Commission on Nursing (Government of Ireland, 1998) 
represented the most comprehensive review of nursing and midwifery ever conducted in Ireland. The Commission was established on foot of a policy recommendation by the Government of the day, following a period of considerable industrial unrest within nursing and midwifery about the 
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conditions under which they were employed, the career development options 

open to them, the nature and range of educational services available and the 

general perception of the profession. In 1997 nurses voted for strike action. 

The strike was averted by the setting up the Commission on Nursing by the 

Minister for Health, Mr. Michael Noonan, on 21 March 1997, following a 

recommendation from the Labour Court (Labour Court, 1997). 

The agreed terms of reference were as follows: 

The Commission will examine and report on the role of nurses in the health 

seNices including-

• The evolving role of nurses, reflecting their professional development 

and their role in the overall management of seNices 

• Promotional opportunities end related difficulties 

• Structural and worlc changes appropriate for the effective and efficient 

discharge of that role 

• The requirements placed on nurses, both in training and the delivery of 

services 

• Segmentation of the grade 

• Training and educational requirements (Government of Ireland, 1998). 

The terms of reference also stated that in its recommendations, it should seek 

to provide a secure be sis for the further development of nursing In the context 

of anticipated changes in health services, their organisation and delivery. 

In light of discussions during the consultation process undertaken by the 

Commission and following agreement by An Bord Altranais, the Commission 

sought an extension of its terms of reference to include-

• The role and function of An Borel Altranais generally, including inter alia, 

education and professional development, regulation and protection of 

the citizen (Government of Ireland, 1998). 
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The newly appointed Minister for Health and Children, Mr. Brian Cowen, 

agreed to the above on 12 September 1997. 

One of the recommendations of the Commission was that a monitoring 

committee would be established which would issue year1y reports.3 It was 

envisaged that recommendations without a suggested timescale would be 

implemented as soon as practicable and in any event by the end of 2002. In 

addition to timescales identified in the report, the Commission identified four 

recommendations as urgent. These were: 

1. The establishment of the Nursing Education Forum (for Pre-Registration 

Education) 

2. The establishment of the National Council (for Post-Registration 

Education) 

3. The establishment of the Nursing and Midwifery Planning and 

Development Units (NMPDUs) in each Health Board (all of which should 

be established at the earliest possible date) 

4. The introduction of legislation amending the Nurses Act 1985 

(Government of Ireland, 1985), which should be introduced before the 

Oireachtas by early 1999 (Government of Ireland, 1998) 

The Commission provided a comprehensive framework, which it referred to as 

a blueprint, for the development of the profession into the future. This included 

the creation of a number of new bodies with responsibility for the development 

of the profession such as the Nursing Policy Division in the DoHC, the 

Nursing and Midwifery Planning and Development Units (NMPDUs) and the 

National Council for the Professional Development of Nursing and Midwifery 

(National Council). Two of the most far reaching recommendations of the 

Commission included the introduction of a pre-registration degree programme 

for nurses and midwives at the point of entry to the professions, and the 

determination of a comprehensive clinical career pathway, from generalist 

nurse I midwife to clinical nurse I midwife specialist (CNS 1 CMS)) and 

advanCed nurse I midwife practitioner (ANP I AMP). The implementation of 

3 

The Monitoring Committee was established and held Its first meeting on 1 February 2000. 
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these recommendations has transformed the profession in recent years and 

promises to provide a platform for the further development of the contribution 

of the profession to the health services of the future. Appendix 3 contains a 

summary of progress in the implementation of the recommendations of the 

Commission on Nursing. 

Appendix 4 contains an extract from the speech given by the Minister for 

Health and Children, Mr. Brian Cowen, on the occasion of the publication of 

the Report of the Commission on Nursing (Government of Ireland, 1998), at 

Dublin Castle, on the 161h September 1998 (DoHC, 1998c). In his speech, the 

Minister referred to the vacuum that had existed in providing direction to the 

profession of nursing and midwifery and the impact that the Report would 

have on freeing the profession from controls, practices and attitudes that have 

held nursing back and prevented it from achieving its full potential in the 

health services and in society. 

2.3.2 Clinical Career Pathway 

Responsibility for the development of the role of nursing and midwifery in 

Ireland in the wake of the recommendations of the Commission on Nursing, 

lies with the National Council for the Professional Development of Nursing 

and Midwifery (National Council). The National Council was established on 

foot of a recommendation of the Commission on Nursing (Government of 

Ireland, 1998) by Statutory Instrument No. 376 of 1999 (DoHC, 1999c). It is 

an independent statutory agency with responsibility for post-registration 

professional development of nursing and midwifery (Government of Ireland, 

1998). The Commission on Nursing recommended that the National Council 

would be responsible for the development of a clinical career pathway for 

nurses and midwives. 

The clinical career pathway is designed to ensure that nurses and midwives 

can fulfil their professional role within a range of care settings and working at 

different levels of clinical autonomy. These roles include those of the staff 
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nurse 1 staff midwife, the specialist nurse I midwife (CNS I CMS) and the 
advanced nurse 1 midwife practitioner (National Council, 2006a). The 
respective roles of staff nurses I midwives, CNS I CMS, ANP I AMP are 
distinguished by their scope of practice, educational preparation and levels of 
clinical decision making, responsibility and autonomy. 

The National Council is responsible for the determination of the appropriate 
level of qualification and experience necessary for entry into specialist 
practice and advanced practice for nursing and midwifery (Government of 
Ireland, 1998). In addition, the National Council provides a range of 
professional development and support services appropriate to each step on 
the clinical career pathway (National Council, 2006a). These include the 
provision of funding to support additional continuing educational initiatives for 
nurses and midwives in cooperation with the NMPOUs. The National Council 
also works closely with the NMPDUs on a wide range of strategic 
development issues which include the development of clinical specialist and 
advanced practitioner posts and the promotion of research in nursing and 
midwifery. The National Council has also taken the lead in the development of 
important policy initiatives such as the involvement of nurses and midwives in 
prescribing medicinal preparations (in partnership with An Bord Altranais), the 
promotion of research in nursing and midwifery (in partnership with the HRB), 
the promotion of the development of educational programmes to support the 
clinical career pathway (in partnership with third level institutions and the 
Centres of Nurse and Midwife Education). In addition, the National Council 
also provides a range of master classes and seminars on nursing and 
midwifery topics, including organising an annual conference on professional 
development issues, and the development of an interactive portal website, 
that acts as host for a wide range of nursing and midwifery specialist interest 
groups. The National Council is also involved in the provision of extensive 
professional advice at individual and organisational level. 

The work of the National Council is articulated in a series of publications that 
provide guidance and frameworks for professional development Appendix 5 
provides a summary of the principal publications produced by the National 
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Council for the period 2001 to 2006 and provides a description of their 

relevance for the professional development of nursing and midwifery. 

Table 2.1 provides a general reference grid for current career pathways in 

Nursing and Midwifery. The table has been developed based on the 

recommendations contained in the Report of the Commission on Nursing 

(Government of Ireland 1998). Direct entry is now available to all of the 

branches of the Register for Nursing and Midwifery maintained by An Bord 

Altranais. The basic qualification for nursing and midwifery is now a degree, 

Which qualifies the individual to be registered as a staff nurse or midwife on 

the Register. Career path progression is then divided into three general areas 

- clinical, educational and management. The table provides an outline of the 

steps along the career pathway for each of the three areas in line with the 

recommendations of the Commission. Clinical career pathways are divided 

between acute and primary services. Educational career pathways are divided 

between the third level sector and the centres for nurse and midwife 

education (CNEs I CMEs}. The management career pathway reflects the 

recommendations of the Commission for a clearer definition of the various 

levels of management provided for nursing and midwifery. The Commission 

recommended that there should not be a separate role for research but that 

this should be integrated into the clinical and academic career pathways. 

Finally, a report was prepared for the Commission on the question of joint 

appointments between clinical and academic institutions in nursing and 

midwifery (Leahy-Warren & Tyrrell, 1998). 
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Table 2.1 - Current Career Pathways in Nursing and Midwifery 

Branch I Div1sion Ge~l Mldwifefy Psychiatric ln~lleew-1 Chlld,.,'o Nu111lng of the ReglaiM NU111Ing (olnce 2006) NU111inQ Disability (hMg.- with o.n.1 Nu1111na Nu1111no olnco 20011 
Entty 

DEGREE Quellfl..tion 

Role REGISTERED STAFF NURSE I MIDWIFE 

Role Prog,...lon CIIIWeal EduceUonel Man-..-(Hoaplblland Community) 
(Hoepit81...S 
Community) 

Acu!o Sm~lces 
Thirtll.evel CNEICME 

Clnlc* CNMIICMMI RegiStered Stall Nurse I MICIWIIe Ccllege PlacerMOI Lectu,... COOrtliMIO< CNM2/CMM2 CW\Ic:ol N"""' / Mldw;r. Specialist 
Pradlat CNM31CMM3 

Statutory Advlnced NutM I Midwffe Praditlonar '-- Develo!)lnent 
Nuru/MidWifory Coordln11or (Research) Senior .__ 

Loetu,... Tutor 
DirectO< of Alsoolte O.rectO< of Nurslng/M!CIW!fory Profouor CNEICME 

ProleUOt (Rose1rch) 

I!Reseordll 
Olhe< Roles Clinical ......_.._,, (Hoopllalond Community) _1!1oa.J!!talond Community) Primary Caro Regoste<ed NutM (Geno1al, 

Psychiatric, Intellectual Disability, 
Assis!Ainl Director of Public He1~h Nursing 

Children'•) 

Palliative Nurse 

Registered ,-.,....,, D110ctor of P\lblic Hea~ Nursing 

Public Health Nurse 

PraelleeNutM 

(RneiltCh) 

Joint 
Cllnlcell Academic Joint Appointments In Nursing and MidWifery 

~lnlmonta 

There are a number of other role development opportunities for nurses that are not included in the above table but which deserve to be mentioned as of 
strategic importance to the profession. These include posts in areas of policy development such as: 

'I 
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• Chief Nursing Officer in the DoHC 

• Nurse advisors in the DoHC 

• Chief Education Officer in An Bord Altranais 

• Education Officers in An Bord Altranais 

• Chief Executive of National Council 

• Head of Professional Development and Continuing Education in the 

National Council 

• Professional Development Officers in the National Council for the 

Professional Development of Nursing and Midwifery (National Council) 

• Directors of the Nursing and Midwifery Planning and Development Units 

(NMPDU) 

• Professional Development Officers in NMPDUs, responsible for such 

areas as manpower planning, development of educational services 

• Director of Nursing and Midwifery Services, HSE 

• Director of Nursing and Midwifery (Prescribing), HSE 

• Assistant Director of Nursing and Midwifery (Prescribing), HSE 

In addition to these roles, there are many nurses in acute and community care 

settings involved in quality development and quality assurance roles. 

The grid presented in table 2.1 depicts a career pathway that is quite vertical 

in nature, with little apparent integration or cross-over between the various 

paths. Thus for example the grid does not illustrate the potential for cross over 

between posts in acute and community settings involving reaching-out and 

reaching-in activity by nurses and midwives. The future should see an 

increase in the amount of integration and cross over, in line with the demands 

of the service for a continuum between acute and primary services (1.3.2). In 

addition the use of joint appointments will involve more horizontal integration 

across the pathways. The question of joint appointments is dealt with later in 

this chapter (2.6). 

Career pathways provide nurses and midwives with clear choices in relation 

to the development of their own careers within the health services. It is 
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important, however, to distinguish this from the more dynamic requirement for 
role development that responds to changes in health service needs. 

Until1998, there was no framework for developing a clinical career pathway in 
Ireland (Mac Lellan, 2007), although there were some initiatives at a local 
level aimed at developing specialists in nursing. Thus for example in 1996 the 
first ANP in Ireland was appointed on a pilot basis in an Emergency 
Department in a Dublin hospital (Griffin and Melby, 2006). At the same time in 
1996 a Tender for Establishment and Provision of Cardiac Surgery Services • 
at St. James's Hospital in Dublin, contained a proposal to include four nurse 
practitioner posts as part of the staffing complement (St. James's Hospital, 
1996). Mac Lellan identifies the roots of specialism in nursing and midwifery in 
Ireland in the Report of the Working Party on General Nursing (Government of 
Ireland, 1980), which recommended the appointment of specialist nurses to 
enhance nursing care by providing specialist nursing advice to other nurses 
(Condell, 1998). It was the Report of the Commission on Nursing 
(Government of Ireland, 1998) that recommended the establishment of a 
comprehensive clinical career pathway framework to encourage experienced 
nurses and midwives to remain in clinical practice and use their expert skills to 
improve patient outcomes and respond to health policy developments (Mac 
Lellan, 2007). The clinical career pathway leads from generalist to specialist 
to advanced practice. Levels on the pathway are linked with levels of 
educational preparation, responsibility and autonomy, and to different points 
on a pay scale that reflect different levels of responsibility. Responsibility for 
the introduction of frameworks and for the monitoring of the pathway lies with 
the National Council. At the time of writing (October, 2007), total of 81 ANP I 
AMP Posts have been approved by the National Council and 52 ANP/AMPs 
have actually been accredited. In addition a total of 1,941 CNS 1 CMS have 
been approved (National Council, 2007a). Appendix 6 contains a list of 
approved ANP I AMP Posts, as of October 2007, and Appendix 7 contains a 
list of approved CNS I CMS Posts. 

Nurse Practitioner posts have been developed in many countries, including 
the United Kingdom (Castledine, 2003a; Marsden et al, 2003; Jones, 2005), in 
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New South Wales, Western Australia and New Zealand (Australian Nursing 

and Midwifery Council, 2004; Department of Health Western Australia 2003; 

Nursing Council of New Zealand, 2001 ). In all cases the development of these 

posts Is accompanied by the development of appropriate educational 

programmes. In a report prepared for the Commission on Nursing, Savage 

described how the role of nurses and midwives had changed in a number of 

countries outside Ireland, reflecting the development of specialties, advanced 

practice and consultancy roles (Savage, 1998). 

Castledine (2003a) points out that nurses have been engaging in expanded 

and extended roles in clinical practice for many years. In Ireland the 

expansion of practice is governed by the Scope of Nursing and Midwifery 

Practice Framework (An Bord Altranais, 2000a and 2000b), which came about 

as a result of a demand for guidance in the context of the increasing diversity 

of practice as a result of the introduction of the cfinical career pathway 

(Government of Ireland, 1998) and as a result of the demands and 

expectations that were being put on nurses and midwives in clinical practice. 

The model of clinical career pathway adopted in Ireland (generalist -

specialist - advanced practice) is not dissimilar to the Castledine Specialist 

Career Model (Castledine, 2003a), which is based on the identification of four 

domains of nursing: general, specialist, higher level or advanced and 

paramedical (Castledine, 1996). In this model 7 stages of specialist practice 

are identified. The stages of specialist practice according to Castledine 

(2003a) are each characterised by a description of the achievements 

expected at each stage. These are: 

1. General nurse working in a speciality and a general nurse working with 

some experience, competency and education in the speciality: this 

relates to a newly qualified and registered general nurse who sta his 

or her career in an area of specialist care. 

2. General nurse proceeding at early beginner stage to beco a 

recognised Specialist Nurse in a defined specialist area: this relat to a 
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nurse who has developed a special interest and may be acting as a lilt 
nurse to a speciality for a particular subject. 

3. General nurse developing into a specialist nurse: this relates to a situation where a generalist nurse has chosen a particular specialist field 
to follow. 

4. Recognition as a specialist nurse: this relates to the achievement ol being recognised as a Specialist Nurse in a particular field. 
5. Refining work as an Expert Specialist Nurse and I or moving to Advanced Specialist Nursing: this represents the first step in moving 

towards advanced practice. 
6. Recognised as an Advanced Nurse Practitioner (also sometimes referred to as a Consultant Nurse). 
7. Expert Advanced Nurse Practitioner developing I adding on to experience, knowledge and competency. 

In progressing along the stages of specialist practice, Castledine points to the danger of neglecting the basic nursing principles (Castledine, 2004). The nurse's role, according to Castledine, at whatever skill level or mode of specialist functioning, is to help patents with their fundamental nursing needs. As nursing becomes more technical and specialised, there is the danger that it can be taken up with technical outputs and medical targets rather than addressing the basic needs of the patient, which is at the core of nursing (Castledine, 2004). 

In Ireland the National Council has defined the criteria and competencies for recognition at each stage along the career pathway in the form of a framework for the establishment of posts at clinical nurse specialist and clinical midwife specialist levels (National Council, 2001a, 2004a and 2007b); a framework for the establishment of advanced nurse and advanced midwife practitioner posts (National Council, 2001b, 2004b and 2007c). The National Council has also defined the requirements in terms of educational achievement that are required for recognition at each level of practice (National Council, 2002), including the provision of guidelines for the development of appropriate educational programmes. In addition, the National Council has published a 
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number of position papers on the development of specialist and advanced 

practitioner roles in Emergency Departments (National Council, 2005b), 

Intellectual Disability (National Council, 2006b) and in Older Persons Nursing 

(National Council, 2007d). These position papers provide detailed guidance 

on the assessment of service need, including detailed guidance on the 

approach to be adopted in determining the need. The guidance provided on 

service needs analysis in these papers is in addition to the guidance already 

provided in the National Council publication SeNice Needs Analysis for 

Clinical Nurse I Midwife Specialists and Advanced Nurse I Midwife 

Practitioners (National Council, 2005c). This paper provided advice and a 

template on the preparation of a business case to support the development of 

new roles. 

Third level educational institutions have responded to the development of 

specialism and advanced practice in nursing and midwifery in Ireland through 

the development of appropriate courses at post graduate level. The National 

Council has wor1<ed closely with these institutions in this task. A good 

example of this can be seen in the collaborative development of a MSc. 

Course aimed at preparing Ireland's first AMPs (Begley et al. 2007). A 

consultative, collaborative process, involving 38 midwives across Ireland was 

developed and resulted in the generation of the philosophy. aims and content 

of the course. The key message from the process was the emphasis on 

normality rather than specialisation in the development of AMPs. 

The development of clinical career pathways has also brought to the fore the 

increasing importance of research in nursing and midwifery. In 2006, The 

National Council published a Report on the Baseline Survey of Research 

Activity in Irish Nursing and Midwifery (National Council, 2006c). This report 

provides a picture of nursing and midwifery research activity in Ireland for the 

period December 2002 to 2004. A number of recommended actions support 

the recommendations of the National Research Strategy for Nursing and 

Midwifery in Ireland (DoHC, 2003f). Other recommendations are set out for 

building upon the baseline established by this project. A study to identify 
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research priorities for nursing and midwifery in Ireland was carried out in 2005 
(National Council, 2005d). 

The development of nurse I midwife led initiatives and the development of the 
roles of the staff nurse 1 midwife, the CNS I CMS and the ANP I AMP, has the 
potential to make a significant contribution to the implementation of the health 
service reforms. This is recognised in the key reform documents, In particular 
in the health strategy Quality and Fairness: A Health System for You (DoHC, 
2001a) and the Hanly Report (DoHC, 2003c). The latter comments that the 
role of the CNSI CMS is already well defined and sits well with the overall 
recommendation that the skills of health care professionals should be used to 
best effect. In a response to the Hanly Report, the Nursing Policy Division in 
the DoHC published The Challenges for Nursing and Midwifery: a Discussion 
Paper (DoHC, 2003d). The NMPDU in the former Mid-Western Health Board 
(MWHB) published a full report (MWHB, 2003) on the experiences of two 
regional pilot sites that had been chosen as part of the Hanly Report's 
proposals on the reconfiguration of services. The report includes details of the 
experiences of running nurse-led clinics in the area. 

The EWTD National Implementation Group was set up in early 2005 and is 
chaired by Dr. Cillian Twomey. The multidisciplinary group has approved over 
20 pilot projects across all specialties. The EWTD Nursing and Midwifery Sub
Group was set up in early 2005. 

The National Council has published a number of evaluations. 

Particular attention should be drawn to the Evaluation of the Effectiveness of 
the role of the Clinical Nurse I Midwif9 Specialist (National Council, 2004c). 
This evaluation demonstrated that there existed overwhelming support for the 
effectiveness of the role of the CNS 1 CMS. 

In addition, the National Council published A Preliminary Evaluation of the 
Role of the ANP (National Council, 2005e). Although limited because of the 
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size of the sample involved, this evaluation provided initial evidence that ANP 

roles improved patient I client care by providing a holistic service, improving 

access to healthcare for patients I clients. They have also been widely 

accepted by patients I clients, nurses, doctors and other members of the 

multidisciplinary team. At the time of writing, the National Council is planning 

to undertake a more comprehensive and in-depth evaluation of ANPIAMP 

(and CNSICMS roles) that should yield more robust evidence about the 

effectiveness of their clinical interventions and the cost-effectiveness of the 

services they provide. 

The changes introduced by the Commission on Nursing in relation to clinical 

career pathway represented a radical transformation of the profession. This 

transformation however will take time to produce the outcomes that are 

needed. The first degree cohort of nurses I midwives emerged from the 

education system in 2006. So in 2007, it is right to say that we are only at the 

beginning of being able to see what will be the long term impact of the 

changes in the way in which nurses and midwives are being educated. 

Building on these changes, the HSE Transformation Programme 2007-2010 

(HSE, 2006b) envisages a crucial role for the staff nurse I midwife, the CNS I 

CMS and the ANP I AMP. Many other changes are taking place In the role of 

nurses and midwives throughout the services, including the development of 

nurse and midwife led services and the prescribing of medications. 

2.3.3 Nurse and Midwife Led Services 

As the role of nurses and midwives develops there has been an increase in 

the requirement for and the provision of a wide range of nurse and midwife led 

services. 

The National Council published in 2005 An Evaluation of the Extent and 

Nature of Nurse-Led I Midwife-Led Services in Ireland {National Council, 

2005f). Nurse-led I midwife-led care is distinct from nurse I midWife 
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coordinated or nurse 1 midwife managed services. The evaluation stated U. nurse-led care is provided by nurses responsible for case management, whidl indudes comprehenSive patient I dient assessment, developing. implementing and managing a plan of care, clinical leadership and decis1on Ill admit or discharge. Patients I clients will be referred to nurse led services br nurses, midwives or other healthcare professionals, in accordance will collaboratively agreed protocols. Such care requires enhanced skills and knowledge and the nurse will need preparation in both the dinical and management aspects of the role. Such nurses will be practising at M advanced level and may be working in approved specialist or advanced practice roles (National Council, 2005f). The evaluation identified the type d services that had already been introduced and those that were be1ng planned. Appendix 8 contains a list of the type of nurse-led I midWife-led seMce that have been introduced in Ireland and the number of years established. Appendix 9 contains a list of type of service that directors of nursing I midwifery are intending to introduce in the future. 

The concept of nurse led services is one that arises also in relation to the development of interdisciplinary teams and the development of relationships between primary and acute care settings (see chapter 6). It is worth reflecting however on the fact that it is not a new concept in healthcare. In the NHS, The NHS Plan: A Plan for Investment, A Plan for Reform (DoH, 2000) was very explicit about the importance of nurse led services based on the autonomy d the professions. The Plan made reference to the fact that the old hierarchical ways of working are giving way to more flexible team working between different clinical professionals. The Plan identified 10 key roles for nurses and midwives: to order diagnostic investigations, such as pathology tests and X· rays; to make and receive referrals; to admit and discharge patients for specific conditions and within agreed protocols; to manage patients' caseloads for certain conditions (e.g. diabetes or rheumatology); to prescribe medicines and treatments; to carry out a wide range of resuscitation procedures including defibrillation; to perform minor surgery and outpatient procedures; to triage patients using the latest IT to the most appropriate health professional; to take a lead in the way local health services are 71 



organised and in the way they are run. Many of these functions are already 

happening in some services in Ireland and are envisaged as part of the more 

widespread changes that need to take place within the health services in 

Ireland as envisaged by the HSE Transformation Programme (HSE, 2006b). 

A staff nurse I midwife who chooses to remain in the clinical area can 

continue to practise as a staff nurse I midwife and develop his or her role in 

line with the provisions of the Scope of Nursing and Midwffery Practice 

Framework (An Bord Altranais, 2000a) and the Guidelines for Midwives (An 

Bord Altranais, 2001). Both the Scope and the Guidelines documents provide 

nurses and midwives with a framework to develop their role with considerable 

scope for flexibility in the interpretation and focus of that role. These 

guidelines serve to empower nurses and midwives. 

The scope of nursing and midwifery practice is defined as the range of roles, 

functions, responsibilities and activities that a registered nurse I midwife is 

educated, competent and has authority to perform (An Bord Altranais, 2000a). 

The framework was developed following consideration of national and 

international developments in nursing practice and its aim is to support nurses 

in the expansion of their scope of practice. The scope of practice is already 

outlined within the definition of a midwife and within the EEC Council Directive 

801155/EEC of 1980 (Council of European Communities, 1980). 

Role development in line with the Scope and the Guidelines documents must 

be supported, however, by a programme of continuing professional 

development (CPO). A detailed analysis of professional development for staff 

nurses and staff midwives is to be found in the National Council publication 

Report on the Continuing Professional Development of Staff Nurses and Staff 

Midwives (National Council, 2004d). The report links the demand for role 

development with the requirement for a lifelong commitment to CPO. The 

report points to a desire for major change and reform in the Irish healthcare 

system as evidenced by the health strategy (DoHC 2001a) and the HSRP 

(DoHC, 2003a). Subsequent reports have re-emphasised and strengthened 

the rationale for improving the way healthcare is delivered, given the 
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fundamental requirement for accountability and the growing demands to 

deliver value for money and high quality service to the consumer 

(Government of Ireland, 2003). Staff nurses and staff midwives are Integral to 

this process of health service-wide change. Employers, through appropriate 

education and training needs analysis can ensure that relevant professional 

development activities will be provided in a responsive, planned, coherent and 

equitable manner. 

The principal recommendations contained in the report (National Council, 

2004d) can be summarised as follows: 

1. Health service providers should ensure that provision of CPO is based on 

an education and training needs analysis, a fair and equitable distribution 

and a policy approach to applying for funding. 

2. Line managers should ensure that job descriptions are competency

based, that part-time and job sharing staff become a targeted group for 

career planning, that orientation programmes are provided and that 

nurses and midwives are encouraged to engage in professional 

development planning and the use of portfolios. In addition, peer-focused 

learning activities should be planned. 

3. Education providers have a role to play in ensuring fair and equitable 

provision of CPO opportunities. Access to these programmes should be 

facilitated through web-based programmes, teleconferencing and modular 

education programmes. CNEs and CMEs have a major role in planning 
and delivery of in-service training and education. 

4. Individual nurses and midwives have a professional responsibility to 

engage in CPO activities. This should include the use of personal 

professional portfolios. They should also be involved in and contribute to 
ongoing analysis of education and training needs. 
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In 2005, the National Council conducted a preliminary qualitative evaluation of 

the role of ANP (National Council, 2005b). It should be pointed out that the 

methodology for this evaluation was qualitative and based on a small sample, 

due to the fact that only a limited number of ANPs were actually in post at the 

time. The report shows that the roles have been successful where they have 

been introduced. The roles are spread over a wide variety of care areas, 

indicating that roles have developed in response to health service need. The 

strong clinical focus of the ANP role identified in the study suggests that one 

of the original aims of the Commission on Nursing (Government of Ireland, 

1998), namely, the retention of expert nurses in direct patient care, has been 

achieved. 

The Agenda for the Future Professional Development of Nursing and 

Midwifery (National Council, 2003a) highlighted areas for development within 

the nursing and midwifery professions for general, specialist and advanced 

practice. This document provides the context for such developments. To date, 

many specialist roles in nursing have developed around symptom 

management, diseases, treatments and health promotion. There is 

opportunity to identify other areas for specialist practice, within nursing I 

midwifery, which support holistic practice and enhance continuity of care. For 

example, areas such as intensive care units have not yet developed CNS 

roles. The Agenda highlights that access by nurses and patients to 

consultation, education and specialist or advanced expertise is limited and the 

clinical career pathway of nurses I midwife Is restricted. A CNSI CMS or 

ANPIAMP could provide a consultative role, lead and undertake audit, be an 

educator and carry his or her own caseload. Development of specialist and 

advanced practice roles should be considered in all areas of nursing and 

midwifery practice where there is an identified health service need. 

The Agenda went on to identify how the role of the nurse I midwife could be 

developed in each of the branches of the profession, providing specialist 

nursing I midwifery services in a manner that reflects current health policy and 

responds to patient need. The report points out that it is important that any 

developments should occur within an integrated service development 
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framework and as part of an interdisciplinary approach to service delivery. 
tnterdisciplinarity is one of the many important themes of the health strategy, 
Quality and Fairness (DoHC, 2001a). 

The changes in the health system are taking place in accordance with the four 
guiding principles of the health strategy. In particular, the development of a 
quality culture throughout the health system can ensure the provision of 
homogeneous, high-quality, integrated health care at local, regional and 
national levels. This involves an interdisciplinary approach and continuous 
evaluation of the system using techniques such as clinical audit. It also 
means that information systems must have the capacity to provide feedback 
to health providers and consumers on the quality of care delivered and 
received. 

Quality and Fairness (DoHC, 2001a) states that professional barriers and 
structures, job specialisation and the absence of interdisciplinary teams were 
identified as hindering the integration of services for patients and clients and 
preventing patients' needs being addressed in an integrated and holistic way. 
The Health Strategy is clear in its message: the focus needs to be placed on 
promoting and facilitating the delivery of health care through interprofessional 
partnership for the benefit of the patient The need for an interdisciplinary 
team approach applies not only to acute services, but also to primary care 
services. The Interdisciplinary National Primary Care Task Force was 
established to drive forward the implementation of the changes and 
developments set out in the Primary Care Strategy (DoHC, 2001c). 

The Prospectus Report (DoHC, 2003b), also comments on the need for more 
integration within the health system, stating that achieving effective integration 
of services is ultimately a managerial function, in many instances combined 
with effective team working and inter-professional relationships. 
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2.3.4 Nurse and Midwife Prescribing 

A national study has been conducted on the involvement of nurses and 

midwives in the prescribing of medicines. It was the Commission on Nursing 

that identified that greater flexibility was needed around the roles of nurses 

and midwives in the administration on non-prescribed drugs. The study was a 

joint undertaking by the National Council for the Professional Development of 

Nursing and Midwifery and An Bord Altranais. The study is entitled Review of 

Nurses and Midwives in the Prescribing and Administration of Medicinal 

Products- Final Report, (An Bord Altranais and National Council, 2005). The 

report contained five recommendations, one of which was that prescriptive 

authority should be extended to nurses and midwives subject to regulation. 

Legislation to enable nurses and midwives to prescribe has now been 

prepared. The Medicines Board (Miscellaneous Provisions) Act, 2006 

(Government of Ireland, 2007c), and its associated regulations (i.e. The 

Misuse of Drugs (Amendment) Regulations 2007 (Government of Ireland, 

2007d) and Medicinal Products (Prescription and Control of Supply) 

(Amendment) Regulations 2007) (Government of Ireland, 2007e)) and the 

amendment by An Bord Altranais of the relevant rules for nursing and 

midwifery, and the creation of a new division of the Register will form the 

basis on which nurse and midwife prescribing can become a reality in 2007 

(An Bord Altranais, 2007a). A nurse or midwife who completes the An Bord 

Altranais approved prescribing education programme (An Bord Altranals, 

2007b) and meets the conditions emanating from the legal regulations may 

apply to An Bord Altranais to be registered in the new Division as a 

Registered Nurse Prescriber (RNP) (An Bord Altranais, 2007c, 2007d, 

2007e). An overview of all of the factors involved in nurse and midwife 

prescribing was provided in a publication produced by the HSE, in 

cooperation with DoHC, An Bord Altranais and the National Council entitled 

The Introduction of Nurse and Midwife Prescribing in Ireland: An Overview 

(HSE, 2007b). 

The education programme for nurse and midwife prescribing commenced in 

April 2007 with the Royal College of Surgeons In Ireland and University 
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College Cork, providing the first programmes for fifty students. The award 
from both Colleges is a Certificate in Nursing (Nurse I Midwife Prescribing) 
(Minor Award, Level 8 on the NQAI Qualifications Frameworl<). 

The Review of Nurses and Midwives in the Prescribing and AdministraUon of 
Medicinal Products - Final Report (An Bord Altranais and the National 
Council, 2005), also contains an analysis of the international experiences of 
prescribing and expanded medication management by nurses and midwives 
in the United Kingdom, United States, Canada, New Zealand, Australia and 
Sweden. The report identified that the key factors that contributed to the 
introduction of prescriptive authority for nurses and midwives in all of these 
countries included increasing speciallsation of the professions (especially the 
development of ANPs I AMPs), decreasing numbers of medical practitioners 
and the need to increase health care accessibility. 

The issue of prescription of medication raises the further question of the 
involvement of nurses and midwives in ordering radiology and laboratory 
services. At the time of writing, legislation is being finalised to enable nurses, 
midwives and other professions to order radiology services. 

The involvement of nurses and midwives in prescribing therefore is seen as a 
logical extension of all of the other changes in the delivery of services that are 
emerging within this research and of the role that nurses and midwives are expected to play within it. 

In 2007 a Director of Nursing and Midwifery within the HSE was appointed 
with specifiC responsibility to implement nurse I midwife prescribing. Four 
Assistant Directors of Nursing have also been appointed to assist in this worl<. 

2.3.5 Management in Nursing and Midwifery 

The importance of the role of management in nursing and midwifery was 
highlighted by the Commission on Nursing. As a result of the 
recommendations of the Commission, a considerable amount of worl< has 
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been done in recent years on identifying the key competencies that are 

required of nurse and midwife managers. 

The OHM (whose functions have now been integrated into the HSE 

Performance and Development Unit- www.hseland.ie) has been instrumental 

in the past in healthcare leadership and management training and this has 

included nursing and midwifery. Specific initiatives included: 

• Development of Personal Development Plans 

• A Nursing Competency Framework 

• A Mentoring Programme 

• Clinicians in Management Initiative 

In May 1999, the OHM commissioned a Research Report on Nursmg 

Competencies (OHM, 2000) which was published in February 2000. The 

initiative was based on a recommendation from the Commission on Nursing 

that competency based approaches to management focus on the personal 

characteristics, skills, behaviours, which underpin effective or superior 

performance (Government of Ireland, 1998). The report set out to: identify and 

define the competencies which are required for effective nursing management 

in the Irish health and personal social services; to ensure that the 

competencies are defined in the light of the future service requirements and 

the transitional challenges that they pose; and to recommend how these 

management competencies may be applied to enhance the future 

performance of nursing services. 

The Report identified 21 competencies and divided them into four categories: 

(1) Top level competencies, such as strategic, visionary thinking and working 

at a corporate level; (2) Mid-level and (3) Front Line Competencies including 

setting and managing performance standards and building and leading a 

team, and (4) Genenc Competencies, such as building and maintain1ng 

relationships, communication and influencing skills. 
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In addition, the Empowennent of Nurses and Midwives Steering Group - An Agenda for Change established in 2000, had a Management Development Sub-group, which played a key role in leadership for managers. Their 
initiatives included the following: 

0 

0 

0 

0 

Provision of management development programmes for CNM2s and 
CNM3s during 2001/2 
Publication of a Guide on Commissioning Management Development 
Programmes for Front-line and Middle-management In 2002; 
The Leading an Empowered Organisation (LEO) Programme was run for 3 Health Boards and evaluated for CNM1s in 2003 (OHM, 2003b) 
A Diagnostic Exercise on the Development Needs of Directors of Nursing/ Equivalent was published in 2003 (OHM, 2003c). 

In December 2004 the OHM published a directory of Competency Development Opaons, which was intended to complement the existing competency related tools and initiatives for managers in all disciplines within the health services. This included The Management Competency User Pack for Nurse and Midwife Managers (OHM, 2004a). This user pack was intended to be of use to employers and managers in raising understanding of the competencies required at this level and provide practical guidance on how these competencies can be developed and enhanced. 

One of the flagship programmes of the OHM is The Leadership Development Programme. This is a multi-disciplinary programme that has been running since 1998 and in 2006 a total of 167 Health Service employees had participated in programmes. A number of nurse and midwife managers participated in these programmes (OHM, 2004b). 

Further discussion of issues related to the management of nursing and midwifery will be provided in chapter 3 in the sections dealing with empowerment and leadership in nursing. 
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2.4 Nursing and Midwifery Education 

2.4.1 Pre-Registration Education 

In a report prepared for the Commission on Nursing, Tyrrell describes 

developments in pre-registration education in the United Kingdom, Australia, 

Canada and France (Tyrrell, 1998). This report formed part of the 

deliberations of the Commission on Nursing, which recommended that pre

registration nurse and midwife education should in future be at degree level. 

The introduction of degree based pre registration education for nurses and 

midwives in Ireland has raised a number of Issues that require further 

discussion in the years to come. These include questions such as the 

advisability of moving towards a common point of entry for the professions 

versus the maintenance of the current system based on five different points of 

entry, and an assessment of the implications of the Bologna Agreement 

(Appendix 11) for pre registration nursing and midwifery education in Ireland. 

The introduction of a common point of entry system for nursing and midwifery 

in Ireland would reflect what happens in the UK and most other countries with 

a degree programme for nurse education. The common point of entry would 

entail all nurse and midwife students sharing a common first year or 18 

months at University and then choosing which branch they would take. The 

advantages of such a system would be the creation of greater interdisciplinary 

solidarity within the professions and the development of common standards 

across all the branches of the profession. As it stands, Ireland is the only 

country that has fiVe separate degree programmes (General Nursing, 

Psychiatry, Midwifery, Children's Nursing, Intellectual Disability). This is not 

likely to be sustainable into the future. 

In June 2004, An Bord Altranais commissioned a team of researchers from 

the Nursing and MidWifery Research Unit, School of Nursing, Midwifery and 

Health Systems, University College Dublin, to undertake a study into the 

po1nts of entry into Irish Nursing. This study became known as the Five Points 
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Project (An Bord Altranais, 2005c) and was concluded in November 2005. 
The terms of reference of the study included the requirement to examine the 
rationale for and impact of maintaining the points of entry in respect of general 
nursing, psychiatric nursing, intellectual disability nursing, children's nursing 
and midwifery. The study concluded with a series of recommendations that 
summarise the overall approach to pre-registration entry to nursing and 
midwifery education that prevails in Ireland today (Appendix 1 0). 

By the year 2010 the Bologna Declaration (European Ministers of Education, 
1999) will take effect and that would involve a change to a three year degree 
programme, followed by a year of internship (Appendix 11). The 
implementation of the Bologna Process and European Higher Education Area 
(Appendix 11) will have significant Implications for clinical placements and 
other elements of the current four year degree programme. Is this an 
opportune time to conduct an evaluation of the whole programme? Such a 
review would present the opportunity to examine again options such as single 
point of entry to nursing and midwifery, shared common basic education for 
nurse and midwife students, and the advisability or otherwise of sharing some 
education with other university based students in areas such as science, 
medicine and other health disciplines. 

In July 2007 it was reported (Wall, 2007c) that the OoHC was to commission a 
review of the nursing and midwifery degree programme with a view to 
determining whether the investment has represented value for money for the 
taxpayer. In making the announcement, the Minister for Health and Children 
said that to date over €700 million had been spent on the introduction of the 
degree programme since 2002. The report said that €250 million had been 
invested in capital facilities and revenue costs were running at €120 million. In 
addition all post-registration higher diploma 1 degree programmes are funded 
to a cost of €26 million per annum approximately. In addition to the thirteen 
higher education institutions nationally providing education programmes to 
both undergraduate and post graduate nurses and midwives, continuing nurse 
education is also provided by 18 Centres for Nurse 1 Midwife Education 

81 



throughout the country. All of this investment came about as a result of the 

recommendations of the Commission on Nursing. 

Details of the planned value for money review were set out in a submission 

made by the HSE to the public service benchmarking body which is 

examining pay levels for nurses. HSE management told the benchmarking 

body that the future direction for nurses and midwives would involve 

empowering them to work in new ways, making better use of their skills while 

ensuring that developments encompass holistic care and not substitution of 

medical tasks. The report went on to say that such developments must be 

driven by service needs and clearly contribute to greater efficiencies within the 

heatth services as a whole. HSE management are reported as saying that 

expanding the role of the nurse I midwife would require service analysis to 

determine need, investment in educational preparation and skill development, 

integration of new work practices with the multidisciplinary team, development 

of appropriate governance arrangements and evaluation of the expansion in 

terms of patient and service benefit. 

Is it time to conduct a full scale value for money evaluation of the degree 

programme? Some concern has been voiced however about the advisability 

of conducting a full scale value for money review just one year after the first 

cohort of degree students have graduated (O'Brien, 2007). A value for money 

analysis of its very nature considers quantitative data such as inputs and 

outputs as a measure of economy and efficiency. It should also include an 

analysis of outcomes as measures of impact and effectiveness. It is too early 

yet to determine whether the degree programme has had any impact on the 

delivery of services. It could also be argued that a full analysis of the impact of 

the degree programme would require a review based on qualitative data such 

as patient satisfaction, quality of care and other non quantitative criteria. 

Research into the value and impact of education related to patient outcomes 

has been conducted in the United States in 2003 (Aiken et al, 2003). This 

research set out to determine whether the educational levels of registered 

nurses in hospitals had a measurable effect on patient outcomes. The study 
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consisted of an extensive study of the outcomes for surgery patients across 
168 hospitals over a 20 month period. The study found that a 10% Increase in 
the proportion of nurses holding a bachelor's degree was associated with a 5% decrease in both the likelihood of patients dying within 30 days of 
admission and the odds of failure to rescue. The conclusion of the study was that in hospitals with higher proportions of nurses educated at the 
baccalaureate level or higher, surgical patients experienced lower mortality 
and failure to rescue rates. 

Any review of pre registration nursing and midwifery education however would 
necessarily have to look in detail at the benefits and opportunities presented 
by common point of entry and interdisciplinary education. 

The development of interdisciplinary health education is not a new 
phenomenon. Lavin et al (2001) conducted a historical review to examine the advances made, nationally and internationally, in interdisciplinary health professional education since the mid 1960s. A team of 9 researchers 
reviewed 119 articles and divided them by decade into the following subheadings: 

• Models - defining the conceptual field, describing the curriculum and 
programme development, or providing a framework for evaluation 

• Courses- focusing on objectives, content areas or innovative methods 
• Communications I group-process issues- used to extract guidelines 
• International perspectives - leading to the recognition that 

interdisciplinary health professional education, practice, and research 
is a global movement. 

Lavin et al (2001) also point out the language difficulties associated with the 
use of terms such as interdisciplinary, multidisciplinary and interprofessional. In practice they recommend that the words be used as synonyms when 
searching databases for information. They also refer to the World Health Organisation (WHO, 1988) definition of interdisciplinary education - 'The 
process by which students (or workers) from the health-related occupations 
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with different educational backgrounds learn together during certain periods of 

their education, with interaction as an important goal, to collaborate in 

providing promotive, preventative, curative, rehabilitative and other health

related services.' 

Two other reviews of literature and materials on interprofessional education 

are worth mentioning. 

Zwarenstein et al (1999) conducted a systematic review of the evidence base 

for the effectiveness of interprofessional education, using the guidelines for 

systematic review developed by the Cochrane Collaboration, whose function 

is described. Electronic databases (Medline and CINAHL) were searched. 

The search generated a total of 1,062 articles, of which 83 were selected for 

detailed review based on their abstracts. The researchers concluded that, 

based on their reviews, there was no evidence in existence at that time there 

was no evidence that interprofessional education promoted interprofessional 

collaboration or improved client relevant outcomes. They were not saying that 

there was evidence of the ineffectiveness of interprofessional education for 

these ends, but just that at the time no evidence existed. The writers therefore 

encouraged interprofessional education providers to build Into trials and 

projects In this area both quantitative and qualitative evaluations in order to 

inform understanding of interprofessional education experiences and 

assessment of their worth. 

Barr (2003) conducted a review of arguments for shared learning for heaHh 

and social care professions in the UK Government workforce and training 

strategy - collaboration, substitution and accelerated career progression -

noting concern expressed by universities and their teachers to clarify ends 

and means The review conta1ned a historical analysis of the issues 1nvolved, 

tracing the development of mterprofessional education from the 1960s. The 

review also identified priorities for future research and development in 

interprofessional education These include· 

• Completing work to establish the evidence base from existing sources 
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• Setting and regulating standards 

• Evaluating selected programmes 

• Comparing experience of interprofessional education in different fields 

• Preparing the next generation of teachers 

• Weighing the implications of national service framewori<.s 

• Building Interactive learning into undergraduate interprofessional 

education 

• Involving university teachers in work-based lnterprofesslonal education 

• Designing a continuum of professional, multiprofessional and 

interprofessional education 

• Related objectives for shared learning to wori<.force planning 

2.4.2 Post-Registration Education 

In January 2007 the HSE established a Post-Registration Nursing and 

Midwifery Education Review Group (PRERG). This Group was charged with 

the preparation of a comprehensive strategy for the development, delivery 

and evaluation of future post-registration nursing and midwifery education. In 

preparing the terms of reference for the group (Appendix 12), the HSE stated 

that post-registration nursing and midwifery education included: 

• Higher I postgraduate diplomas in nursing and midwifery including both 

registration and non-registration programmes (this will include public 

health nursing and midwifery programmes although immediate 

arrangements for the continuation of the post-registration midwifery 

programme are being dealt with in a separate working group). 

• Masters and doctoral education. 

Continuing professional development and education has not been taken into 

account in the work of this group as the remit for this lies with the CNEs. 

CMEs and NMPDUs. 

In May 2007 the PRERG issued a call for written submissions. Respondents 

were invited to identify the top five principles that the HSE should adopt in 
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developing a framework for post-registration nursing/midwifery education, to 

describe any further engagement that the HSE should have with key 

stakeholders for future planning and to outline structures or processes that 

are needed to strengthen the relationship between service provision and the 

educational development of nursing and midwifery staff. Suggestions for the 

financing of the development and delivery of future programmes were also 

sought. 

A series of consultation workshops were held in June 2007 aimed at 

consulting with the following four sectors - Education, HSE and Service 

Providers, Regulatory Bodies and Professional Organisations, Staff 

Associations (Trade Unions). 

The PRERG commissioned a literature review to support and inform its 

deliberations and recommendations. This review was carried out by a team of 

researchers at the Catherine McCauley School of Nursing and Midwifery, 

University College Cork. An interim report was produced in May 2007 (HSE, 

2007c) and a final report was produced in July 2007 (HSE, 2007d). 

In conducting the literature review, account was taken of a number of factors 

that emerged from recent policy and consultation documents, which identify 

major trends and factors that are likely to impact and influence future changes 

in health service requirements, and the subsequent need for a nursing and 

midwifery workforce ready and able to respond to these changes. These key 

factors can be summarized as follows: 

• Demographic changes, including both a general population growth, and 

a growing older population 

• Changes in the health and social status of the population 

• New health care technologies and interventions 

• New and changing legislation 

• Higher expectations of people who utilise health services, and 

involvement of the public in decision making regarding delivery of health 

services (user involvement) 
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• 

• 
• 

• 

Moves to a population based model of health care laying greater 
emphasis on primary health care, prevention and health promotion 

The increasing cost of health care provision 
The growing emphasis on collaborative and integrated care, and 

providing care close to people's homes 
Ongoing concern about recruitment and retention of health care 

professionals 

• The impact of the European Woliling Time Directives on medical 
manpower 

• Focus on life long learning 

The review concluded with a series of recommendations in the areas of practice, education, policy and research (Appendix 13). 

2.5 Professional Development of Nursing and Midwifery 
In 1997, An Bard Altranais produced a report entitled Continuing Professional Education for Nurses in Ireland: A Framework (An Bard Altranais, 1997). The report pre-dates the wolil of the Commission on Nursing. It defines continuing education as a life-long professional development process which takes place after the completion of the pre-registration nurse education programme. The report also states that continuing education consists of planned learning experiences which are designed to augment the knowledge, skills and attitudes of registered nurses for the enhancement of nursing practice, patient I client care, education, administration and research (An Bard Altranais, 1997). 

The National Council defines CPO as "A lifelong process, which includes both structured and informal activities that may include formal education programmes, participation in journal clubs, case conferencing, clinical supervision, learning sets, preceptorship, mentorship, workshops, distance learning programmes and reflection on practice. CPO encompasses processes, activities and experiences that contribute towards the 
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development of a nurse or midwife, both personally and professionally" 

(National Council, 2003a). 

The National Council (National Council, 2004d) also adopts the definition of 

the related concept of lifelong learning as a continuously supportive process 

which stimulates and empowers individuals to acquire all the knowledge, 

values, skills and understanding they will require throughout their lifetimes, 

and to apply them with competence, creativity, and enjoyment in all roles, 

circumstances and environments (Medel Anonuevo et al, 2001). 

The National Council (National Council, 2004d) also refers to what are called 

the components and attributes of competence resulting in effective and/or 

superior performance as defined by Storey (Storey, 2001). These include 

practical and technical skills, communication and interpersonal skills, 

organisational and managerial skills, the ability to practice safely and 

effectively, utilising evidence-based practice, having a problem-solving 

approach to care, utilising critical thinking, being part of the multidisciplinary 

team, demonstrating a professional attitude, accepting responsibility, being 

accountable for one's practice. 

One of the difficulties with the provision of continuing professional education 

for all nurses and midwives is the question of access. Nurses and midwives 

working in more remote areas of the country, who have not easy access to 

Universities, Institutes of Technology of Centres for Nurse Education, find it 

difficult to get time off to attend educational courses that are held in centres 

that are far away from their place of work. One possible solution to the 

problem of focal provision and access is the emergence of what has become 

known as elearning -i.e. web-based initiatives designed to provide access to 

development opportunities using internet, web based solutions. The 

"eLeaming Guru• (HSE, 2007e) provided by the HSE Performance 

Development website describes a wide range of advantages inherent In this 

approach. 
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The website of the National Council (www.ncnm.ie) has adopted some of the 
principles of eleaming as part of its overall communications strategy, by 
providing access to a wide range of learning opportunities on its website (e.g. 
medication management programme) and by hosting websites of specialist 
groups and learning initiatives within nursing and midwifery. The website also 
contains links to databases such as all-Ireland practice and quality 
development database, developed in partnership between the National 
Council and the Northern Ireland Practice and Education Council (NIPEC). 

The importance of continuing professional development In the lives of nurses 
and midwives was one of the motivating factors behind the publication by the 
National Council of guidelines on portfolio development for nurses and 
midwives (National Council, 2003b, 2006d).The guidelines are aimed at 
individual nurses and midwives working at the forefront of healthcare delivery, 
for the purpose of assisting them to identify, reflect upon and record the 
contribution they make to direct and indirect care, encouraging them to store 
records of their development in a coherent and structured manner and 
providing guidance and information on achieving their individual professional 
goals within the context of the needs of the health service. The document 
provides 14 sample record sheets and is accompanied by a CD containing 
Microsoft Word versions of the record sheets and an Adobe Acrobat pdf 
version of the Guidelines. 

The National Council has an important role to play in providing nurses and 
midwives with additional continuing education opportunities that enhance their 
ability to maximise their potential in their chosen clinical career pathway. 
Between 2001 and 2006, the National Council disbursed a total of €13.5 
milfion that has been used to fund 641 such initiatives as professional and 
service developments, courses, seminars and workshops. Over 20,000 
nurses and midwives have benefited directly and indirectly from these Initiatives (National Council, 2006a). 

The funds are disbursed on the basis of applications received via the 
NMPDUs and assessed in accordance with a set of criteria that has been 
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agreed by the National Council (National Council, 2001c, 2007e). Awards 

made are subject to conditions such as: 

• Acknowledgement of the support of the National Council in any 

documentation related to the programme 

• Delivery of the programme as described in the submission plan 

• Timely submission of progress reports 

• Submission of evaluation report on completion of the programme 

• Availability of project details to to other regions/services on a national 

basis, if requested, and on the National Council's website 

• Sustainability of the outcomes of the project. 

Once an award has been made and an initiative has commenced, the 

promoters are required to submit one or more six-monthly progress reports to 

confirm that the project is proceeding in line with the project plan outline in the 

application. A final evaluation is then required to be submitted on completion 

of the project. In this way accountability In the use of funds is ensured•. 

The examples given provide a brief insight into the wide range of courses and 

Initiatives supported by the National Council in the area of CPO. Other 

important areas covered by these initiatives include a wide range of 

programmes and initiatives aimed at management and leadership 

development, including a range of tratn the trainers programmes in these 

areas. The National Council has also produced guidelines for health service 

providers for the selection of nurses and midwives who might apply for 

financial support in seeking opportunities to pursue further education (National 

Council, 2003c). 

The National Council has published three reports on future professional 

development of nursing and midwifery. 

• Detans and examples of oon!Jnumg education programmes funded by the NatiOnal Couna1 

are conta.ned .n the Annual Reports of the Nabonal Could. the Quarterly Rev- and 10 

National Council frx the Prole~WCX~al O.ll'lllopment of NuTS~ng end Midwifery - ReVHIW a( 

Achle1111ments 2001 to 2006 (NatiOnal Council. 200611) 
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The first of these is entitled Agenda for the Future Professional Development 

of Nursing and Midwifery (National Council, 2003a). The National Council 

conducted a nation-wide consultation from March 2002 to March 2003. 

Workshops were held with directors of nursing and midwifery, directors of the 

nursing and midwifery planning and development units, and nurses and 

midwives from all divisions of the register. A call for submissions yielded 105 

written responses. The report benchmarks progress to date for general, 

midwifery, mental health, children's, intellectual disability and older person 

nursing and sets the agenda for a debate on options, direction and actions for 

the future. Continuing professional development emerges as the predominant 

issue in this report for all areas of nursing and is viewed as vital to developing 

nursing and midwifery practice in modern health structures. 

The second report is entitled Report on the Continuing Professional 

Development of Staff Nurses and Staff Midwives (National Council, 2004d). 

This report examines CPO issues relevant to staff nurses and staff midwives 

by reviewing: CPO activities of staff nurses and midwives; competency 

achievement and maintenance relevant to service need and personal 

professional development of staff nurses and staff midwives; career choice 

relevant to CPO and competency of staff nurses and staff midwives. The data 

collection methods for this report included: a literature review, focus groups 

and questionnaire. Staff nurses from general, mental health, intellectual 

disability and children's nursing and staff midwives were invited to participate. 

Nurses and midwives from cities, towns and rural areas were represented, as 

were those working in community and in-patient settings. Recommendations 

are made concerning the development of structures to support CPO for staff 

nurses and staff midwives. The report contains a detailed table of 

recommendations that summarises the objectives, the deliverables and the 

responsibilities of individual stakeholders in this area. 

The third report is entitled Agenda for the Future Professional Development of 

Public Health Nursing (National Council, 2005a). A nation-wide consultation 

was carried out from November 2004 to February 2005. Workshops were held 
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with directors of public health nursing, assistant directors of public health 

nursing, public health nurses engaged in clinical practice and other key 

stakeholders. The main concerns expressed by participants related to role 

clarity, workload demands, variation in service provision and delivery of care, 

the clinical career pathway, leadership, skill-mix and multidisciplinary team 

working. The report benchmarks progress to date and sets an agenda for 

future actions. 

The National Council also funded the preparation of A Strategy for Practice 

Development (HSE, 2006e). This project was intended to facilitate the 

development, dissemination, implementation and evaluation of a practice 

development strategy. The strategy provides a definition of practice 

development and gives an account of the development of the practice 

development team within the NMPDU, including an account of its mission, 

purpose and strategic aims. The strategic aims of the team include: 

leadership, guidance and support; practitioner development; development of a 

framework guide; translating strategic policies, documents and reports to local 

use. 

2.6 Joint Appointments 

The potential offered by the use of joint appointments between clinical and 

academic institutions is something that was commented on and valued by the 

Commission on Nursing and a separate publication was prepared on the 

subject as part of the outcomes of the Commission (Leahy-Warren & Tyrrell, 

1998). In 2005, the National Council completed a project on the subject of 

joint appointments (National Council, 2005g). The project commenced in 

December 2004 and finished in June 2005. On conclusion of the project a 

report was published that provides guidance in the form of a framework for 

institutions and individuals 1nvolved in making joint appointments between 

services, voluntary organisations, educational institutions and/or other 

organisations. The report prov1des an overview of national and international 

literature and experiences. The need for clear structures and supports are 

identified as critical success factors The National Council has created a 
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framework to assist those involved in planning such roles (National Council, 
2005g). 

In June 2007, University College Dublin (UCD) College of Life Sciences and 
School of Nursing, Midwifery and Health Systems, advertised two vacancies 
for posts of Professor of Clinical Nursing, one in Acute Care Nursing and the 
second in Palliative Nursing. The appointments were to be joint appointments 
with the Mater Misericordiae Hospital for the Acute Care Nursing appointment 
and with Our Lady's Hospice for the Palliative Care appointment. 

The role of the Professor of Nursing as advertised includes the following 
(UCD, 2007): 

1. Undertake collaborative interdisciplinary and multidisciplinary research. 
2. Facilitate and promote international recognition for the UCD School of 

Nursing, Midwifery & Health Systems and the Hospital involved (Our 
Lady's Hospice and Mater Misericordiae University Hospital). 

3. Build a research culture in palliative care I acute care nursing at the 
organisational and at the university level. 

4. Build relationships with other cognate professions. 
5. Enhance potential of the health care organisation to develop clinical 

research in palliative nursing 1 acute care nursing that is explicitly 
linked to desired outcomes. 

6. Provide leadership in palliative nursing I acute care nursing research 
and education. 

7. Disseminate research findings at national and international 
conferences. 

8. Provide a strategic leadership role in education and policy 
developments in palliative nursing I acute care nursing. 

9. Provide interdisciplinary collaboration in education. 

These examples are perhaps an indication of much more to come in this area. 
However it is important to remember that joint appointments require careful 
planning and support mechanisms. Leahy-Warren & Tyrrell (1998) highlighted 
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the benefits, limitations and the importance of facilitating and supporting the 

role of the joint appointee in nursing. The Office for Public Management 

(2001) produced a Joint Appointments Guide, which provides guidance on 

setting up, managing and maintaining joint appointments for health 

improvement between health organisations and local government. The guide 

identified the importance of strategic planning as a key to success, indicating 

that the critical success factors were early planning and clear strategic 

purpose. Castledine (2003b) pointed out that the pioneering of joint 

appointments at Manchester University School of Nursing, Midwifery and 

Health Visiting, provide that the best way of teaching the practice of nursing 

was to have appropriately clinical lecturers who worked with students in their 

clinical placements. 

The potential exists for the creation of a nursing equivalent of the 'clinician 

scientist'. This is something that is used in medicine, whereby an individual 

works within the clinical area, with a clinical caseload but whose main focus is 

the development of research. Appointments such as these are promoted and 

funded by the Health Research Board. There would appear to be 

opportunities for similar positions to be created in nursing and midwifery. 

2. 7 The Essence of Nursing 

In Ireland at the end of 2007 there were approximately 100 approved 

Advanced Practice posts and 2,000 clinical nurse or clinical midwife 

specialists. On the active register maintained by an Bord Altranais at the end 

of 2005 (An Bord Altranais, 2005b), there were 52,598 general nurses, 13,179 

midwives, 9,417 psychiatric nurses, 3,859 children's nurses, 3,890 intellectual 

disability nurses and 2,173 public health nurses. An increasing number of 

these nurses and midwives have degrees in nursing and other post 

registration qualifications. Increasingly they are also Involved In a much wider 

range of continuous professional development activities. However, in their 

work setting all of them engage in the practice of nursing and midwifery 

regardless of the level at which they operate. 
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As the practice of nursing and midwifery develops, it is important to reflect on what is the essence of the work. As we seek to move forward towards the formulation of a strategy for the development of the profession of nursing and midwifery, it is important to have a clear idea of what is meant when we speak of nursing and midwifery. 

Florence Nightingale (Nightingale, 1860), in her classic Notes on Nursing -What it is and what it is not, speaks of nursing as aiding the reparative process of nature through the proper use of fresh air, light, warmth, cleanliness, quiet and the proper selection and administration of diet. She talks about nursing as the care that puts the patient in the best possible condition for nature to act. She also speaks of taking charge, that is not just doing what is necessary oneself, but to make sure that everyone else does so too. An essential feature of nursing is what she terms 'sound and ready observation'. This is a cumulative process that focuses on the all parts of the body, cognisant of the fact that frequently the patient cannot tell for themselves. Nightingale refers to this as 'the faculty of observation'. Sound and ready observation is, according to Nightingale, essential in a nurse. Thus it is through controlling the environment, providing a wide range of personal services, careful observation and taking charge that the nurse according to Nightingale, aids the reparative process of nature. 

~ightingale's view of nursing is still present in much of modem literature on he role of nurses and midwives, although the emphasis has shifted away rom control of the environment to interaction with the individual. This is eflective of the fact that in modem institutional settings, the nurse or midwife > less in control of the environment. In recent times, perhaps the most widely sed definition of nursing is the one proposed by Virginia Henderson . .ccording to Henderson, the unique function of the nurse is to assist the tdividual, sick or well, in the performance of those activities contributing to ~alth or its recovery (or to peaceful death) that he would perform unaided if 3 had the necessary strength, will or knowledge and to do this in such a way ; to help him regain independence as soon as possible (Henderson, 1961). 
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In 1995,, a WHO Expert Committee on Nursing Practice (WHO, 1996) 

considered the Virginia Henderson definition of nursing, and concluded that 

while the definition provides a sound foundation for describing nursing as it 

relates to individuals in a wide range of health care situations, it does not take 

account of issues arising from the changing orientations of health systems 

and policies or from the new roles and responsibilities that have evolved for 

nursing personnel. Nursing roles have changed in response to many factors, 

including technological advances, the transfer of tasks from medicine to 

nursing, the expansion of health care coverage through community nursing, 

the absence of physicians in some areas and the reorientation of health care 

systems to primary care. In response to these changes, the Committee 

(WHO, 1996) proposed the following three-part, functional description of 

nursing: 

1. Nursing helps individuals, families and groups to determine and achieve 

their physical, mental and social potential, and to do so within the 

challenging context of the environment in which they live and work. The 

nurse requires competence to develop and perform functions that 

promote and maintain health as well as prevent ill health. Nursing also 

includes the planning and giving of care during illness and rehabilitation, 

and encompasses the physical, mental and social aspects of life as they 

affect health, illness, disability and dying. 

2. Nursing promotes the active involvement of the individual and his or her 

family, friends, social group and community as appropriate, in all aspects 

of health care, thus encouraging self-reliance and self determination 

while promoting a healthy environment 

3. Nursing is both an art and a science. It requires the understanding and 

application of specific knowledge and skills and it draws on knowledge 

and techniques derived from the humanities and the physical, social, 

medical and biological sciences. 

The value of this contribution from the WHO is that It provides a good 

description of the work of a nurse. It is a modem day adaptation of the 
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Nightingale view of the nurse and incorporates Henderson's focus on the 
individual. It also emphasises the role of the nurse as an educator (of 
individuals and families), as a promoter of health, and the importance of 
knowledge and skills, science and expertise. 

Other writers have provided deep insights into the philosophy and value 
system that underpins the role of the nurse. In 1999, Kitson identified what she 
described as the first essence or essential element in nursing, as the 
philosophical and moral recognition of nursing as a person-centred activity 
(Kitson, 1999). This is based on an acknowledgement of the uniqueness of the 
individual and the need for a set of attitudes and behaviours required for the 
nurse to operate in a person-centred way. These include: paying attention to 
detail; uncovering meaning in everyday situations; being attentive and 
available, reliable and true to promises; understanding the importance of each 
person's own biography and how he or she is seeking to gain an 
understanding of what is happening to him or her. 

Other commentators and theorists (e.g. Benner, 1984 and Titchen, 1998) have 
used a variety of approaches to explain how nurses can provide patient 
centred care. These include the development of 'mutuality', or a demonstration 
of the nurse's ability to hold an unconditional positive regard for the other 
person (Rogers, 1976). It also includes being able to focus in on significant 
events, conditions or situations that enable the nurse to help each person feel 
intact (Kitson, 1999). Benner (1984) and Benner et al (1999) elaborate on the 
powers of observation of the nurse and how these develop over time and 
experience to enable the 'expert' nurse to exercise 'ctinical judgement' based 
on her experience and observations and to develop 'clinical wisdom' over time. 
It is part of the nurse's reflective practice (Benner et al, 1999). This, according 
to Kitson, is part of a nurse's sensing and intuitive role, part of the shared 
experience between the nurse and the human being that requires nursing, 
each one sharing the experience, each one recognising the contribution of the 
other. It is this philosophy, according to Kitson, with which nursing should start 
and finish. 

97 



This complements, but perhaps goes further than, Nightingale's (1860) 

emphasis on 'sound and ready observation' as being essential in a nurse. In 

Nightingale the emphasis was on observation of the physical environment and 

the physical well being of the patient In this case it extends to the whole 

person and the human circumstances in the environment. It includes an 

element of relationship building as being an essential requirement for the 

nurse to be able to contribute to an individual's ability to 'feel intact' (Kitson, 

1999). 

In addition to this philosophy however, Kitson says that nursing also requires a 

set of practical skills that constitute the essential elements that make up 

patient-centred care. These include (Kitson, 1999): 

1. Essential care - this includes putting the patient in the right environment 

to ensure optimal recovery. This is similar to Nightingale's emphasis on 

controlling the environment (Nightingale, 1860). It is perhaps the most 

important basic job of the nurse. It provides an answer to the key 

question: how can 1 ensure that the immediate environment is conducive 

to optimal care? 

2. Technological care - this includes monitoring and observation skills, 

similar to Nightingale's 'sound and ready observation' (Nightingale, 1860) 

and Benner's 'reflective practice' of the expert nurse as the basis for 

sound clinical judgement (Benner, 1984 and Benner et al 1999), that 

require an understanding of pathology, treatments, side-effects and 

potential hazards. This provides an answer to the question: how stable 

and predictable are the patient's physiological functions? 

3. PsychosociaVemotional care / Information and Education - this includes 

interpersonal skills such as the ability to communicate, inform, educate 

patients, relatives and their carers. This provides an answer to the 

question: how stable and predictable are the patient's psychosocial and 

emotional states? It also provides an answer to the question: what does 
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the patient need to know and team about his or her condition or 
situation? 

4. Continuity and coordination - this includes knowing how to provide a 
continuous, uninterrupted package of care, coordinated across 
geographic and service boundaries as well as between members of the 
healthcare team and the patient's own family (similar to what Nightingale 
(1860) referred to as 'taking charge'). This provides an answer to the 
question: how can I ensure that the patient experiences care that is 
uninterrupted and coordinated? 

There are a number of common elements that run through the various 
definitions and interpretations of nursing that we have considered here. Together they go to make up what can be described as the essence of nursing. The core elements of this essence of nursing include the following: 

1. Person-centred care - the individual experiences care in such a way as 
to feel that the nurse or midwife acts at all times in the interests of the 
person involved. 

2. Relationship based - the experience of person-centred care is based 
on a relationship of empathy, of connection. The relationship is based on 
respect and consideration for the individual. It is animated by the values 
of equality, esteem, meaning, safety and trust. 

3. Holistic care - the care provided by the nurse and midwife focuses on 
the totality of the person, physical, psychosocial, emotional. It is also 
sensitive to the cultural circumstances of the individual. It Is based on the 
values of respect for diversity. 

4. Education and promotion - the care provided by the nurse or midwife 
Is focused on promoting self reliance and independence in the individual. 
This includes providing them wrth the wherewithal to be able to become 
independent. It extends beyond the individual to their families and 
communities in order to ensure that support mechanisms are empowered to assist. 
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5. Coordination - nurses and midwives ensure that the individual has 

access to whatever is required to assist them to achieve self-reliance and 

independence. This includes coordinating the inputs of other 

professionals, making technology available as required and taking 

charge of environmental management issues that affect the well being of 

the individual. 

6. Knowledge based - nurses and midwives invest in their own education 

and development, fully aware that clinical wisdom comes about as a 

result of experience combined with knowledge and understanding. 

Competence development is an essential ingredient in the accountability 

values that nurses and midwives build into their professional practice. 

Nurses and midwives see themselves as professionals who combine 

science and art in the interests of the individual under their care. 

A number of nursing theorists have sought tQ articulate this essence of nursing 

in the form Qf 'nursing models'. These models have served as a framework for 

developing the theory and practice of nursing. 

The Neuman model of nursing (Neuman, 1995) is a conceptual framework, a 

visual representation, for thinking about humans and nurses and their 

interactions. The model views the person as a layered, multidimensional whole 

that is in constant dynamic interaction with the environment. The layers 

represent various levels of defence protecting the core being. The two major 

components in the model are stress reactions and systemic feedback loops. 

Client reacts to stress with lines of defence and resistance (Neuman, 1995). 

Continuous feedback loops fine-tune the lines of defence and resistance so as 

to achieve maximal level of stability. The client is in continuous and dynamic 

interaction with the environment. The exchanges between the environment 

and the client are reciprocal (each one is influenced by the other). The goal is 

to achieve optimal system stability and balance. Prevention is the main 

nursing intervention to achieve this balance. Primary, secondary, and tertiary 

prevention activities are used to attain, retain, and maintain system balance 

(George, 1996). 
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Patricia Benner applies the Dreyfus model of skill acquisition and applied it to nursing (Benner 1984). According to this model, nurses progress from being novices to experts principally though the knowledge they gain in the practice of nursing. In other words, the knowledge embodied in the practical world is important for the development of the nurse's skills and ability to care. Her area of concern was not how to do nursing but, rather, "how do nurses learn to do nursing?" 

The Orem model of nursing was developed Dorothea Orem and is also known as the 'Self Care' Model of Nursing (Orem, 1985). It is particularly used in rehabilitation and primary care settings where the patient is encouraged to be as independent as possible. The Orem model is based upon the philosophy that all "patients wish to care for themselves". Self care requisites are groups of needs or requirements that Orem identified. They are classified as either: Universal self care requisites (those needs that all people have), developmental self care requisites (those needs that relate to development of the individual) and health deviation requisites (those needs that arise as a result of a patient's condition). When an individual is unable to meet their own Self care requisites, a Self Care Deficit occurs. It is the job of the Registered Nurse to determine these deficits, and define a support modality based on an analysis of the dependency level of the individual. The support modality will be designed to provide either total compensation or partial compensation, or as an educative and supportive intervention. 

The Roper, Logan and Tierney (2000) model of nursing is a model of care based upon activities of living. The model is based loosely upon the activities of living that are evolved from the work of Virginia Henderson (1966). Whereas Henderson identified 14 activities that people engage in, in order to live, Roper et al only use 12. The model breaks down what it means to live in the following categories: 

• Maintaining a safe environment 
• Communication 
• Breathing 
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• Eating and drinking 

• Elimination 

• Washing and dressing 

• Thermoregulation 

• Mobilisation 

• Working and playing 

• Expressing sexuality 

• Sleeping 

• Death and dying 

These should be considered within the dependence-independence continuum. 

The twelve activities of life are used in the initial assessment of a patient upon 

admission, and are reviewed as the patient's care plan evolves. To provide 

effective care, all of the patients needs (which are set out by investigating the 

patient's specific requirements relative to each activity) must be met as 

practicably as possible. The model also incorporates a life span continuum, 

where the individual passes from fully dependent at birth, to fully independent 

in the midlife, and returns to fully dependent in their old age/after death. 

Taken together, these models of nursing combine to define the identity of 

nursing and midwifery. The translate the essence of nursing into frameworks 

for theory and practice. They also serve to distinguish clearly the model of 

nursing from the medical model. 

The term 'medical model' was coined by the psychiatrist Ronald D. Laing in 

The Politics of the Family and Other Essays (Laing, 1971) for the set of 

procedures in which all doctors are trained. This set includes complaint, 

history, examination, ancillary tests if needed, diagnosis, treatment, and 

Prognosis with and without treatment. The medical model aims to find medical 

treatments for diagnosed symptoms and syndromes and treats the human 

bOdy as a very complex mechanism. It drives research and theorizing about 

physical or psychological difficulties on a basis of causation and remediation. 

In this it is quite distinct from the holistic approach of the nursing model, based 
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on care for the needs of the individual and the development of a relationship within which this care is provided. 

As nursing and midwifery develop into areas of specialisation and advanced practice, it is important that the essence of nursing and midwifery is promoted and maintained. In Ireland, the National Council requires all those who wish to be recognised as CNS/CMS or ANP/AMP to demonstrate the contribution their work makes to nursing and midwifery practice. Thus, where the specialist or advanced practice is to be conducted in a particular area of practice (see Appendix 6 and 7 for a list of the areas of practice in place in October 2007), what is required is a demonstration of the nursing and midwifery contribution to the area of practice (National Council, 2007b: 2007c). 

In developing areas of specialisation and advanced practice for nurses and midwives therefore, it is important that the medical model does not dominate. It is equally Important that an economic model of organisational and structural change within the health services does not dominate. Thus for example, in developing the role of the nurse and midwife in the community, it is important that it is not driven solely by the need to achieve efficiencies or to substitute for the role of the GP or other healthcare professionals. The role of the nurse and midwife has an important part to play in adapting to the demands of efficiency and organisational change, but it must do so while remaining true to its own identity. It is only in this way that the profession of nursing can make its own specific contribution to the health of individuals and their families in society. 

At times of change it is important to nave a touchstone that ensures that core values and ideals are not lost in the maelstrom of evolution and change. This is particularly important in nursing and midwifery in Ireland today, as it faces up to a Mure that holds many challenges of adaptation to new ways of work1ng, new organisational structures, new relations with other professionals, new sooal and cultural changes. This thesis set out to provide a basis on which a strategy for the professional development of nursing in a changing health service could be formulated. This strategy needs to be imbued with the values and Ideals that are at the heart of the professions - the essence of 
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nursing. They fonn part of the identity of the professions and will be a central 

component of the strategy that emerges (chapter 8). 

2.8 Conclusions 

The following conclusions can be drawn from the analysis and discussion 

presented in this chapter: 

1. The five points of entry to nursing and midwifery in Ireland will need to be 

reviewed in the light of the requirements of the Bologna agreement and 

of international best practice. The demands of the service for an 

integrated approach to service delivery would also suggest that a single 

point of entry based on interdisciplinary approaches to education and 

training of nurses and midwives would be desirable. 

2. In developing the clinical career pathway for nurses and midwives 

particular attention needs to be given to maintaining the integrity of the 

profession. This entails recognising the prime importance of the 

generatist nurse and midwife engaging in direct provision of care to 

individuals in need. Development of specialties and advanced practice 

should be supportive of this key role and add value to the core function of 

nursing. 

3. The nursing and midwifery profession has an important role to play in 

achieving efficiency and effectiveness gains in the reform of the health 

services. It is important in achieving this that the profession develops in 

line with its core values and identity. 

4. The use of joint appointments between clinical and educational settings 

should be extended Jn order to emphasise the importance of the front line 

clinical role of the nurse in providing care. 

5. Nurses and midwives should be encouraged to develop and lead 

services in both acute and primary care settings in a way that is 

responsive to the needs of patients and clients. Nursing management 
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should provide the necessary leadership to make this possible, by 

empowering and encouraging individual nurses in this way. 

6. Nurses and midwives should be facilitated and encouraged to engage in 

continuous professional development, promoting a culture of a lifelong 

commitment to learning. Consideration should be given to ways of 

demonstrating this commitment by providing evidence as a condition of 

continuing registration. 

Many of the points raised in this chapter will emerge again in the next chapter, 

which deals with a number of key issues that need to be taken into account in 

the development of a comprehensive strategy for the development of nursing 

and midwifery. These include issues such as the development of strategies for 

the recruitment and retention of nurses and midwives, the empowerment of 

nurses and midwives and the development of leadership competencies within 

the profess1ons. 
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Chapter 3 - Key Considerations for Strategic Planning 

for Nursing and Midwifery 

3.1 Introduction 

The previous chapter provided a description and analysis of the way in which 

nursing and midwifery In Ireland have developed in response to the social and 

policy context in which they operate. In this chapter it is intended to examine 

some of the factors that need to be taken into account in formulating a 

strategy for the future. It is not the intention of this chapter to formulate such a 

strategy. Such a task will require the presentation and analysis of the data 

that emerged from the primary research (to be presented in chapters 5, 6 and 

7). The formulation of the strategy will be provided in chapter 8. In this 

chapter, it is intended to provide some framework considerations that will 

need to be taken into account in the strategy. 

One of the principal challenges facing the professions of nursing and 

midwifery as we face an uncertain future is that of recruitment and retention. 

Ireland is not unique in this regard. Similar experiences exist in other 

countries. This chapter will look at the issues involved and consider strategic 

responses that have been developed In the United States and the United 

Kingdom. 

The work of the Commission on Nursing (Government of Ireland, 1998) 

revealed that nursing and midwifery in Ireland suffered from problems of 

disempowenment and lack of leadership. These problems were seen by the 

Commission as important contributions to the lack of development of the 

professions in the past. In response to these problems. important policy 

•nitiatives have been put in place over the last 10 years to address them. This 

chapter will review these initiatives and examine their relevance to the future 

development of the professions. 
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the need , ... _ fonnulation of a strategic response to the future 
Finally, ,or u""' 

. . 
I eed f the Profession is not something umque 1n Ireland. 

developmenta n s o 
. 

Pies Of good Practice in this area in other countnes and 
There are many exam 
international organisations. This chapter will examine some of these experiences with a view to learning the lessons that need to be borne in mind in fonnulating a strategy for the professional development of nursing and midwifery in Ireland (chapter 8). 

3.2 Recruitment and Retention 

Concerns about the recruitment and retention of nurses and midwives in Ireland over recent years have prompted a number of initiatives aimed at understanding the issues better and developing strategies to deal with them. 

In 2002, a detailed study of the Nursing and Midwifery Resource was commissioned by the OoHC entitled The Nursing and Midwifery Resource: Final Report of the Steering Group - Towards Workforce Planning (DoHC, 2002b) (known as Towards Workforce Planning). This was the first large scale piece of wor'K on this subject in Ireland and it identified for the first time a comprehensive approach to wor'Kforce planning for nursing and midwifery. One of the major achievements of the report was the establishment of the National Nursing and Midwifery Human Resource Minimum Dataset. The report described this as a critical instrument for the successful implementation of worl<force planning and recommended that it be adopted and used by all organisations employing nurses and midwives. In order for the Minimum Dataset to be useful in providing the infonnation necessary for forecasting, the report stated that it was essential that infonnation on turnover rates and vacant posts should cont1nue to be collected and the underlying reasons for leaving employment should be analysed. The report recommended that the NMPDUs should collect and collate this data on a regional basis and submit it for national collation and analysis. There is evidence that the NMPDUs are fulfilfing the1r role 1n th1s regard, e.g . the NMPDU responsible for the HSE nursmg and midwifery areas of Dublin, Kildare and Wick1ow produced a report 
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entitled Nursing and Midwifery Turnover Data Report for Year Ending 2005 

(HSE, 2007f). There are worXforce planners based in each of the NMPDU 

Units who are responsible for the collation of regional data and the 

preparation of reports. However, there is a need to address the question of 

continued national collation and analysis as there is no evidence that this is 

being done at the moment. 

The Steering Group responsible for the preparation of Towards Workforce 

Planning (DoHC, 2002b) commissioned an additional study entitled National 

Study of Turnover in Nursing and Midwifery (DoHC, 2002c). The report 

indicated that turnover in nursing and midwifery varied enormously throughout 

the health system. Across hospital bands and services the report indicated 

that the overall turnover rate had decreased from 17% in 1999 to 15% in 2000 

and 14% in 2001. While turnover rates had not reached levels experienced in 

other countries, the report identified it as a real issue requiring focused 

attention. The report also identified a number of factors that affect turnover. 

These factors included issues such as age, work experience, tenure, kinship 

responsibilities, education, promotional opportunity, pay, distributive justice, 

work environment, alternative employment opportunity I job market, job 

commitment, job satisfaction and behavioural intention. 

In 1999 The Nursing Recruitment & Retention Group Report (Dublin 

Academic Teaching Hospitals (OATHS, 2000) published the outcome of an 

analysis of vacancies in the hospitals that formed part of the group. The report 

recommended a number of initiatives that were intended to contribute to an 

improvement in the attractiveness of nursing and midwifery for recruitment 

purposes and an improvement in the working conditions of those already In 

the profession. These initiatives were in the areas of Continuing Professional 

Development (CPO), induction programmes, improvement of contracts, 

intrOduction of more flexibility in working hours. return to work initiatives, 

provision of crbches and increased participation in work committees. 

In the United States, the American Academy of Nursmg reported on hospitals 

that were able to recruit and retain highly qualified nurses in a competitive 
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maricet These were known as the Magnet hospitals. Research showed that 

Magnet hospitals that met the criteria for accreditation as Magnet hospitals by 

the American Nurses Credentialing Center have better outcomes than non 

magnet hospitals (Aiken et al, 2000). The principal feature of Magnet hospitals 

is a focus on creating job satisfaction opportunities for nurses by creating 

professional nursing practice opportunities (Aiken, 1995). Magnet hospitals 

embodied a set of organisational attributes that nurses find desirable and that 

create a woric environment conducive to the provision of nursing care. This 

was seen as having a significant impact on recruitment and retention of 

nurses. 

Condon (2004) identified the 14 forces of magnetism. These included: quality 

of nursing leadership, organisation structure, management style, personnel 

poliCies, professional models of care, quality of care, quality improvement, 

consultation and resources, autonomy, community outreach, nurses as 

teachers, image of nursing, interdisciplinary relationships and professional 
development 

In response to the challenges of high turnover and vacancy rates and over 

rehance on international recruitment in London, the National Health Service 

(NHS) commissioned a report entitled Grow Your Own - Creating the 

Conditions for Sustainable Worl<force Development {King's Fund, 2006). The 

report described a range of Grow Your Own Strategies, the key 

charactenstics of which are: look to local labour maricets as a key source of 

wortcforce supply, and encourage organisations to use the skills and talents of 

the exrsllng unregistered or 'not formally qualified' workforce more effectively. 

The report stated that developing and extending staff roles, especially to meet 

nttw aerv~ee requirements and expectations, can achieve a more sustainable 

approach to workforce development and utilisation. The report is also seen as 

underpinning the reforms within the health services by encouraging a change 

11'1 cult\lre and practJce ThiS entails a shift away from a workforce that is 

largely defmed by professronal qualifications and drstinct occupational groups 
10 

one that is defined by skills and competencies, and is centred on the 
patJent 

109 



Some moves in this direction have also occurred in Ireland with the renewed 

emphasis on the important role to be played by health care assistants in the 

health service. The Report of the Working Group on the Effective Utilisation of 

Professional Skills of Nurses and Midwives (DoHC, 2001d) examined in detail 

the recommendation of the Commission on Nursing (Government of Ireland, 

1998) that health service providers and nursing organisation should examine 

opportunities for increased use of care assistants and other non-nursing staff. 

The report recommended the introduction of the grade of Health Care 

Assistant I Maternity Health Care Assistant as a member of the healthcare 

team to support the nursing and midwifery function. It was intended that the 

introduction of support workers should allow nurses and midwives to spend 

more time engaged in direct patient care. The report also recommended that 

appropriate provisions be made for the education and training of these 

support workers. 

As a result of the recommendations of the report (DoHC, 2001d), a national 

pilot programme for the education of Health Care Assistants was introduced in 

2001. This consisted of a level 2 training programme, developed specifically 

for health care assistants by the Further Education and Training Awards 

Council (FETAC) and the National Council for Vocational Awards (NCVA) in 

conjunction with key stakeholders. On conclusion of the course, participants 

were awarded a level 2 Healthcare Support Certificate. In 2002, an evaluation 

of the national pilot programme for the education of healthcare assistants was 

carried out (DoHC, 2003h). The main recommendation of this report was that 

due to the success of the Healthcare Support Certificate, it should be 

delivered again and should be developed and expanded to train all healthcare 

assistants across Ireland. 

Additional initiatives in the training of support staff include the SKILL 
5 

Project 

(~.skillproject.ie Accessed 14~~> October 2007), which was set up in 

partnership between the trades unions and the HSE to provide education, 

4 
SKill is an aCfonym for Securing Knowledge Intra Lifelong Leamlng 
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training and development opportunities to staff working in support gra~es within the Irish health and personal social services. The SKILL ProJect provides education, training and development initiatives to around 28,500 support staff and support service managers in the health services including healttlcare assistants, porters, catering assistants, household staff, semiskilled persons 1 crafts-persons mates, maintenance persons, home supports workers, community carers, family support workers, general assistants, therapy assistants, speech and language assistants, laboratory aides and laundry staff. 

In May 2007 the HSE and the SKILL Project commissioned a national review of the role of the healttlcare assistant in Ireland. The purpose of the review is to establish the role and function of the Healthcare Assistant in the HSE on completion of the Healthcare Support Programme (FETAC Level 5). At the time of writing (October 2007) the report is in preparation. 

In August 2005, as part of a series of monitoring reviews on the supply and demand of skills in different economic sectors in Ireland, the Skills and Labour Market Research Unit (SLMRU) in FAS published Hea/lhcare Skills Monitoring Report (FAS, 2005). The primary aim of the report was to identify any current and future shortages of healthcare skills and to suggest approaches to tackling any gaps that may exist between supply and demand. The report identified three groups of occupations, each of which displayed different supply demand characteristics and required therefore different approaches. 

Group 1 conststed of occupations for which the analysis shows that an increase tn tratmng places, as well as a continued focus on appropriate human resource strategies, is the most appropriate response to the gap between prO)eeted domestic supply and demand. The report (FAS, 2005) stated that these occupations have long term supply shortfalls, which cannot entttely be filled by other means Registered Children's Nurses were included in thiS group, The report stated also that increasing training places for these occupations tn •solation would not be the best policy. Other methods of 
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eliminating shortages included adjusting the skills mix between the 

occupations, improving retention rates, promoting immigration and increasing 

productivity. The report concluded that in the short to medium term 
' 

immigration would continue to play a key role in filling positions in these 

occupations. Once graduates from new or expanded courses begin to enter 

the workforce, the need for immigrant workers in these occupations would 

ease. 

Group 2 consisted of occupations for which the analysis has shown a possible 

shortfall of domestic supply in the future. For these occupations, increasing 

domestic supply by increasing training places may be an appropriate 

response in the medium term depending on how the demand situation 

develops. However, other methods of reducing shortages should be 

introduced and evaluated before additional training places are considered. 

The nursing occupations in this group include Registered General Nurses and 

Health Care Assistants. The Report (FAS, 2005) recommends a continuance 

of the current policies and an assessment of their impact before increasing 

training places. Current policies include adjusting the skills mix between 

occupations, improving retention rates, promoting immigration and increasing 

productivity. 

Group 3 consists of occupations for which the analysis shows no major gap 

between domestic supply and demand. The nursing occupations in this group 

include Registered Intellectual Disability Nurses (RNID), Registered Public 

Health Nurses (PHN), Registered Psychiatric Nurses (RPN) and Registered 

Midwives (RM). For these occupations, the report (FAS, 2005} forecasts that 

there will be no immediate shortages of supply (up to the year 2014) but that 

the situation should be closely monitored. 

In order to address the problems of recruitment and retention of nurses and 

midWives therefore, it is necessary to develop strategies that are based 

accurate statistics that monitor trends and provide a solid basis for forecasting 

supply and demand patterns in critical areas. It is also necessary to address 
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worl<place issues that detennine the attractiveness of the wort< of a nurse for potential recruits and for existing professional staff. 

3.3 Leadership and Empowerment in Nursing and Midwifery 

3.3.1 The Issues 

Among the issues identified during the consultative process engaged in by the Commission on Nursing, the following related directly to management and leadership issues within the profession (Government of Ireland, 1998): • 
• 

• 

The need for greater internal communication within organisations A perception that nurses I midwives and nursing I midwifery were not suffictently involved in strategic planning or in policy development and strategy development 

The perception that there was a lack of partnership and consultation between general management and nursing I midwifery management and between nursing I midwifery management and nurses I midwives in the setting and attaining of oorporate goals 
• A ooncem that nursing and midwifery management was preoccupied with hierarchies and the detailed control of nurses and midwives rather than the management of the nursing and midwifery function 
• The need to examine the recruitment, selection and training of nurse I midwife managers in order to ensure that the profession had an effective cohort of leaders capable of responding to changing service needs • The need for a greater devolution of authority within the nursing and midwifery management structure. 

These issues were also Identified in a supplementary report prepared for the Commtssion on Nursln,g entitled Management in the Health SeNices - The Role of the Nurse A Report Prepared for the Commission on Nursing (Flynn, 1998) 
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In response to these issues, the Commission made specific recommendations 

regarding internal communications within health service organisations 

(Government of Ireland, 1998, 7.5 to 7.12), professional and personal career 

planning (7.13 to 7.14) and the involvement of nurses and midwives in the 

strategic planning of the nursing and midwifery service. 

To support these recommendations, the Commission recommended the 

creation of certain institutional arrangements to copper-fasten and give 

institutional structure to the general recommendations. These included the 

creation of a new clinical career pathway and the establishment of the 

National Council (Government of Ireland, 1998}, the strengthening of the role 

of the Chief Nursing Officer at the DoHC (Government of Ireland, 1998, 7.16) 

and the creation of the NMPDUs (Government of Ireland, 1998, 7.17}. All of 

these recommendations were intended to provide for a more meaningful 

involvement of nurses and midwives in strategic planning and to encourage 

the emergence of nurse leaders capable of influencing the direction of policy 

and management decisions. 

The Commission also made specific recommendations regarding the roles of 

nurses and midwives in the management of nursing and midwifery 

(Government of Ireland, 1998, 7.19 to 7.57). These recommendations refer to 

senior nursing and midwifery management, who were now to be referred to as 

directors of nursing and midwifery (Government of Ireland, 1998, 7.19 to 

7.23), middle nursing and midwifery management (Government of Ireland, 

1998, 7.24 to 7.30) and first line nursing and midwifery management (7.31 to 

7.45). They also refer to the involvement of nurses and midwives in general 

management (7.51). In all of the above, leadership in both general 

management and clinical settings is emphasised as a central requirement In 

the competence sets required of these managers. 

It is clear, therefore, that the Commission on Nurs1ng held the view that it is a 

key requirement of the management of an effective health service that nurses 

and midwives should be enabled, and empowered to contribute to their full 

potential in the strategic development of the services. It Is also clear that there 
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rs an onus on nursing management to provide the leadership necessary to 
ensure that the profession achieves its full potential in this regard. 

In addition to establishing the institutional structures recommended by the 
Commission and referred to above, the DoHC also established in 2000 a high 
level steering group on the empowerment of nurses and midwives. The 
steering group identified four main areas requiring attention: management 
development, service planing, communication and empowerment (DoHC, 
2003g). 

3.3.2 Empowennent 

In September 2003, the DoHC issued the final report of the steering group on 
the empowerment of nurses and midwives entitled Nurses' and Midwives' 
Understanding and Experiences of Empowerment in Ireland - Final Report 
(OoHC, 2003g). The principal findings and recommendations for action 
contained in the report are summarised in Table 3.3: 

Table 3.3- Empowerment of Nurses and Midwives in Ireland (DoHC, 
2003g) 

Findings of the R .. earch 
Recommendations for Ac:tlon 

OrganiSitlonal Development 

1) Nurses u. Invisible In 
• Review organisational organisations - they are not 

Involved In organisational communication strategies in order to 
decision-making and they tack tackle the issue of invistbility 
Information about their • Ensure balance between 
organisations medical, nursing/midw1fery and 

admanistration input to strategic 2) Nurses perceive a lack of otannlnQ and decision making 
recognition and reward for • Establlsh and implement best 
Innovation In pnactlct. prac:!Jce In areas of enabling, 

recognising and rewarding effective 3) Stan shortages are • barrier to the innovation in cbnical · 
provfllon of quality nursing care • Implement effective workforce and to tllllbllng a~ess to planntng to meet exlsUng and future HR continuing education and seMc:e needs 

• L•nk performance feedback and 
~~~setting to objiCiives and 

IC needs of ornan~sation 
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Findings of the Research Recommendations for Action 

• Implement action plan 
recommended by Nursing and 
M~~ Resource Group (DoHC, 
2002b . 

Management Development 

4) Management style is an Important • Adopt a systematic approach to 
Influence on empowerment the identification of nursing and 

administrative lra1ning and development 
needs 

• Denver appropriate training and 
development programmes to meet 
those needs 

5) Nursing management Is Influential • PrtWode ongorng appra1sal and 
In enabling clinical staff to support to nurse managers across the 
function In an empowered manner health serviCe. 

• Make wider use of the Nurse 
Management Competencies 
Framework (OHM 2003cl 

Practice Development 

6) Nurse/midwife led practice Is an • Build on exJstJOg initiatives to 

empowering and enabling further enable Innovation in 

innovation nurse/midwife led services and extend 
these practiCe models across all 
nursmg and midwifery divisions and 
areas of practiCe 

• Prov1de appropriate support for 
education, research and pilot projects 

• Nurses and midwives must 
them~:S seize the opportumbes 
offered these devetOOm..nts. 

7) Personal and professional • Explore, identify and implement 

confidence Is central to interventions aimed at fostenng the 

empowerment professional and personal confidence 
and self-esteem of nurses and 
midwives 

8) Difflcultles accessing resources • RevteW and develop systems to 

needed for client needs, ensure appropnate access to the 

particularly in the area of resources req\Jifed to meet client 

Intellectual disabilities needs, partJcularly In the area of 
Intellectual disabilities 

9) Difficulties In meeting Increased • Provide nurses and midwives 

public expectations and demand Wlth appropnate preparation in order to 

fro health services created by enable them to deal effecbvely With 

Publications Into which nurses and 1ncreased pubic expectallon and 

midwives have had no Input demand 

• Ensure clinical 
nursing/midwifery Input mto the 
development of health seMC8 
~ntormalion material aliTied at the 
general pub(IC, espeaaPy thOSe 
publications deabng W1th health serviCe 
oro vision and consumer riahts 

116 



Fll•dingl Gillie ,_.. aan:ll Recommendations for Action 

EdliiCation 

Safeguard access to 
10) A.deqUMI ........... lnd • 

appropnate conbnumg educatiOn by 

continuing edUCition Is critbl to 
odenllfymg and meeting resource (both 

•npuwesnaenL Banter& to 
human and financial) and geographiCal 

KCeUing edUCition includl stiff ~wllll-lnd requirements midwiV• hiving to fincllllelr own • Provide for e-leaming ~-.geog~ opportunibes, aJmed at tncreased daunc. lnd lick of_ .... effectiVeness and optimising use of for atlfl cle'lelopment and lrllning ~rces 

• Provide a greater emphasis on the use of infonnal. on the job trammg, recogmsing that much of nurse_s and rmdwives learning takes place rn the 

• 
c:llnical setting 

Greater use of personal 

• 
development plans 

Explofe other mechanrsms to derrver tra1ning: coaching, mentoring (111temal and external), actiOn teamll'l!l and clinical superv1sion • Centres for nurse educatiOn potentially have a primary role to play in promobng the professiOI'Ial development of all staff. Their evolving role should aSSISt In meeting needs identified 1n this reoort 111 eonc- and uncertainties about • Provide conbnu1ng and 
scope of practlu, accountablllty acx:es51b4e educatiOn about the scope 
a.nd'-!falinues 

of pracllce and pradrtloner accountab41ity wrthrn the evolving legal framewor1( In which nursii'IO es 

Find1ng 5 of the study (Table 3.3) refers to the report produced by the Office for Health Management (OHM) (OHM, 2000), on nursing management competenCies. ThtS study identified a number of key competencies required for each of the different levels of nursing management At the top level, key competencies required include strategic and system thinking, establishing potrcy, systems and structures. leading on vision and values, stepping up to the corporate agenda and adopting a development approach to staff. At middle management level, key competencies required include proactiVe approach to plannrng, effective coordination of resources, an empowering I 
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enabling leadership style, setting and monitoring performance standards and 

negotiation skills. At front line level, key competencies required include 

planning and organisation of activities and resources, building and leading the 

team and leading on clinical practice and service quality. 

The report also identified a number of generic competencies that should be 

present throughout the nursing and midwifery profession. These include 

promoting evidence-based decision-making, building and maintaining 

relationships, communication and influencing relationships, service initiation 

and innovation, resilience and composure, integrity and ethical stance, 

sustained personal commitment and practitioner competence and 

professional credibility. 

These competencies provide a description of what an empowered, confident, 

professional nurse I midwife manager will look like and how she/he will 

behave. The empowerment study (DoHC, 2003g) on the other hand describes 

an institutional setting that militates against empowerment. Nurses and 

midwives 'feel invisible' (Table 3.3, finding 1), they are not communicated with 

and they feel a lack of recognition for their innovation and practice. 

Work environments that provide access to information, resources, support, 

and the opportunity to learn and develop are empowering (Kanter, 1993). In 

such an environment, employees are encouraged by management to act on 

their expertise and judgement and, accordingly, they are able to accomplish 

their work successfully. As a consequence of empowerment, employees are 

more committed to the organisation, have higher levels of trust in 

management, are more accountable for their work and are less likely to 

experience job strain. It may be Inferred from the empowerment study (DoHC, 

2003g) that this kind of organisational environment is not the norm for nursing 

and midwifery in Ireland. 

Laschinger et al (2001a) looked at the Impact of structural and psychological 

empowerment on job strain in nursing. The study was based on an expanded 

model of Kanter (Kanter, 1993). Laschinger points out that organisational 
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restructuring in health care settings over the last decade has had profound 
effects on the way healthcare is delivered. Nurses in particular have been hit 
hard by restructuring. Campbell (1987) notes that cost-driven changes in 
management methods systematically devalue nurses' knowledge and 
displace their professional judgement Campbell also claims that nurses have 
been required to absorb a disproportionate amount of the cost containment 
burden and that rather than increase productivity, these changes have 
resulted in patient dissatisfaction and increased work stress among nurses. 
Given that restructuring may endanger patient care. it is critical to find ways to 
help nurses to do their work effectively. 

In one landmark study, Aiken et al (1994) demonstrated that hospitals with 
strong supportive nursing work environments had significantly lower mortality 
rates than those that did not. These findings are consistent with Kanter's 
theory of organisational empowerment. They are also consistent with the 
find1ngs of the empowerment study (DoHC, 2003g) where it identified staff 
shortages (see Table 3.3, finding 3) and difficulties in accessing resources 
(Table 3.3, finding 8) as consequences of restructuring that disempowered 
nurses and midwives. The inability to access basic financial resources for 
practice, through a system of budget devolution and accountability, militates 
against any possibility of developing an empowered nursing and midwifery 
workforce. 

The work of Laschinger et al (1999) concluded that leader-empowering 
behaviours signif~cantly influenced employees' perceptions of formal and 
informal power and access to empowerment structures (information, support, 
resources and opportunity). Higher perceived access to empowerment 
structures Predicted lower levels of job tension and Increased work effective They . ness. concluded that th1s empowered work force requires new 
models of leadership and a 'letting-90' of the control formally held by 
managers. In t1mes of great organisational change, leaders need to develop 
skills and attrtudes that facilitate individual and organisational transitions 
necessary for sucoess 1n redesigned empowering work settings. 
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A later study (Laschinger et al, 2001b) links empowerment to restructuring 

and re-engineering issues in organisations. They identify the need to move 

away from command and control to coordination, integration and facilitation. 

Managers have to seek ways of regaining the trust of employees as 

restructured nurses' work environments recover from the impacts of 

successive downsizing and changes. 

Attempts have been made to measure staff empowerment within health 

service organisations (Irvine et al, 1999). A survey was conducted of 457 

hospital staff, including professional, support and administrative staff. The 

factor analysis indicated three dimensions of empowerment - behavioural, 

verbal and outcome empowerment. These three dimensions were positively 

related to leadership behaviour that encouraged self-leadership and 

negatively related to directive leadership. The three dimensions discriminated 

between the empowerment level of managers compared to that of non

management staff. Empowerment predicted organisational citizenship 

behaviour and job behaviours related to quality improvement. Klakovich 

(1995) looked at scales of empowerment through the development and 

psychometric evaluation of the Reciprocal Empowerment Scale, which was 

the scale used in the Irish empowerment study (DoHC, 2003g). 

In addition to the importance of building personal and professional confidence, 

the empowerment study (OoHC, 2003g) addresses the question of 

professional development with reference to nurse-led services (Table 3.3, 

finding 6), the importance of access to adequate continuing education (Table 

3.3, finding 10), and the importance of support in addressing scope of practice 

issues (Table 3.3, finding 11). This raises the question of empowerment in the 

clinical environment. The work of the National Council, in developing a clinical 

career pathway for nurses and midwives and providing a framework within 

which progress can be made along this clinical career pathway, provides the 

basis for the development of empowered clinical professionals This is 

supported at regional level through the work of the NMPDUs. The 

empowerment study, however, (OoHC, 2003g) fails to make any reference to 

the work of the NMPDUs or to the work of the National Council. These 
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institutions were set up as part of the institutional framework recommended by 
the Commission on Nursing and when the empowerment study was being 
completed, they were already operational, albeit they were at an early stage in 

their development 

The National Council was responsible for the development of a clinical career 
pathway from generalist to specialist to advanced practice for nurses and 
midwives in line with the recommendation of the Commission on Nursing 
(Govemment of Ireland, 1998). This was underpinned by the publication in 
2001 of Clinical Nurse I Midwife Specialists Intermediate Pathway (National 
Council, 2001a) and Framework for the Establishment of Advanced Nurse 
Practitioner and Advanced Midwife Practitioner Posts (National Council, 
2001b). In 2002, the National Council published Guidelines on the 
D&velopment of Courses Preparing Nurses and Midwives as Clinical Nurse I 
Midwife Specialists and Advanced Nurse I Midwife Practitioners (National 
Council, 2002). This was followed up in 2004 with the evaluation of the role of 
CNS/CMS, the results of which were published in An Evaluation of the 
Effectiveness of the Role of Clinical Nurse/Midwife Specialist in Ireland 
(National Council, 2004c). The results of the evaluation provided the basis for 
a reassessment of the framework documents. This was followed by revised 
editions of the Frameworks for CNS I CMS and ANP 1 AMP Posts (National 
Council, 2004a & 2004b) In 2005, a preliminary evaluation of the role of the 
ANP) was carried out This was published as A Preliminary Evaluation of the 
role of the Advanced Nurse Practitioner (National Council, 2005e).6 

The staff nurse. staff midwife, CNS I CMS and the ANP 1 AMP have a crucial 
roles in providing clinical leadership to nurses and midwives in the clinical 
setting They also have a role in providing mentoring, education, training and 
guidance to nurses and midwives in both the clinical and formal educational 
settings They are also instrumental in initiating and leading clinical research 
•n nursing and midwifery. Their role therefore goes a long way towards 
addressing the •ssues raised in the empowerment study (DoHC, 2003g) under 

• See delilleel diSaiS$1011 ol thl$m dlapter 2 (2.3 2) 
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the headings of practice development and education (Table 3.3). The creation 

of these posts, in line with the provisions of the Framework documents, 

involve consultation and cooperation between local nursing and midwifery 

management and the NMPDU, resulting in the formulation of 

recommendations for Inclusions of these posts in the service plan. In this way, 

nursing and midwifery is becoming more proactive in the shaping of health 

services through service planning. 

The National Council was also responsible for the creation of new 

opportunities for continuing education for nurses and midwives (Government 

of Ireland, 1998). This pre-empts the findings of the empowerment study 

(DoHC, 2003g) and In particular finding 10 (Table 3.3). As an initial step in 

this process, the National Council published Criteria and Processes for the 

Allocation of Additional Funding for Continuing Education by the National 

Council (National Council, 2001c) and an updated version in 2007 (National 

Council, 2007e). This publication provided a step by step guide to the 

procedures to be followed by directors of nursing and midwifery in cooperation 

with the NMPDUs to access funding for continuing education programmes. As 

a form of additional guidance, in 2003 the National Council published 

Guidelines for Health Service Providers for the Selection of Nurses and 

Midwives who might apply for financial support in seeking opportunities to 

pursue further education (National Council, 2003c). The website of the 

National Council also provides information to nurses and midwives on 

educational and development opportunities provided by third level educational 

establishments. The National Council has funded continuing educational 

opportunities for nurses and midwives, induding courses. workshops, 

seminars, conferences and other events? 

The empowerment study (DoHC, 2003g) also calls for more attention to be 

given to personal development plans for nurses and midwives (Table 3.3, 

finding 10). In this regard it should be noted that the National Council has 

Pub'. h · . t • r Nurses and Midwives 
ts ed Guidelines for Portfolio Developmen ,o 

7 
See more detailed discussion of these points In chapter2 (2.5) 
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(National council, 2003b and 2006d), which provide a structured framework 
for nurses and midwives to build their own professional development profile. 

In addition to these activities and publications, the National Council has 
carried out a number of detailed analyses of professional development issues 
for nurses and midwives. These include Agenda for the Future Professional 
Development of Nursing and Midwifery (National Council, 2003a); Report on 
the Continuing Professional Development of Staff Nurses and Midwives 
(National Council, 2004d); An Evaluation of the extant and nature of nurse-Jed 
I midwife lad seNices in Ireland (National Council, 2005f); Clinical Nurse 
Specialists and Advanced Nurse Practitioner Roles in Emergency 
Departments: Position Paper (National Council, 2005b); Clinical Nurse 
Specialists and Advanced Nurse Practitioner Roles in Intellectual Disability 
Nursing: Position Paper 2 (National Council, 2006b) and Clinical Nurse 
Specialists and Advanced Nurse Practitioner Roles in Older Persons Nursing: 
Position Paper 3 (National Council, 2007d). In addition a report entitled 
Service Needs Analysis for Clinical Nurse 1 Midwife Specialists and Advanced 
Nurse I Midwife Practitioners was also produced in 2005 (National Council, 
2005c).8 

The empowerment study (DoHC, 2003g) provides us with an in-depth 
analysis of nursing and midwifery in Ireland. It paints a picture of a 
professiOnal cohort within the health services that views itself as 
d1sempowered. The literature review confirms that there is a need to create 
structures and practices within organisations that ensure the free flow of 
Information and facilitate involvement of individual managers in decision 
mak1ng as a basis for the creation of a sense of empowerment The literature 
also hiQhlights the negative Impact that organisational restructuring can have 
on nurs1ng and midwifery, which is of particular relevance In Ireland as the 
Health SeMCes Reform Programme continues to be implemented. Much 
progress has been made in Ireland through the work of the National Council 
and the NMPDUs, in close cooperation with the directors of nursing and 

• S..lldd 
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midwifery, to create the conditions necessary for the emergence of an 

empowered profession of nursing and midwifery. Much of this progress has 

been made in the period since the publication of the empowerment study 

(DoHC, 2003g) over the years 2001 to the present date. The research to be 

conducted as part of this thesis will seek to throw light on how far nursing and 

midwifery has come and how much remains to be done as a basis for the 

formulation of a strategy for the development of nursing and midwifery in a 

changed health service. What is clear, however, at this stage is that if nurses 

and midwives are to become more empowered within the health services, 

there will be a need for leadership from within the profession itself. 

3.3.3 leadership 

There is a close link between empowerment and leadership. Kanter (1993) in 

the classic book Men and Women of the Corporation maintains that work 

environments that provide access to information, resources, support, and the 

opportunity to learn and develop are empowering. In such an environment. 

employees are encouraged by management to act on their expertise and 

judgement and, accordingly, they are able to accomplish their work 

successfully. As a consequence of empowerment, employees are more 

committed to the organisation, have higher levels of trust in management, are 

more accountable for their work and are less likely to experience job strain. 

Empowerment therefore must be seen as a condition that is necessary for the 

emergence of leaders within organisations. 

A study of nurse leaders' perceptions of what comprises successful leadership 

tn today's acute inpatient environment, set out to gain understanding of nurse 

leaders' perceptions of both the value of their roles in today's health care 

settings and their beliefs about how power and gender interface with role 

WOrth (Upenieks, 2003). The study refers copiously to Kanter's Structural 

Theory of Organisational Behaviour (1993). Sixteen nurse leaders were 

recruited for the study in both magnet (7) and non-magnet hospitals (9). 

Interviews lasted from 60 to 90 minutes and were taped The results of the 

deductive analysis supported Kanter's theory - 83% of nurse leaders 
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confirmed that access to power, opportunity, information and resources 

created an empowered environment, producing a climate that fostered 
leadership success and enhanced levels of job satisfaction among nurses. 

In the Irish context, Carney (2004) looked at middle manager Involvement in 
strategy development in not-for-profit organisations and in particular the 
director of nursing's perspective. She looks at how organisational structure 
1mpacts on the role. The study highlighted the problems experienced by 

directors of nursing within organisations - exclusion from strategic decision 
making resulted in poor communication flow and lack of access to senior 

managers, resulting in a sense of isolation, of being controlled and of 
decisions being made that were of major concern to nursing and the 
organisation without any involvement with the director of nursing. Directors of 
nurs1ng are seen as occupying a middle management role. These findings 
echo the results of the ear1ier empowerment study (DoHC, 2003g). Carney 
highlights the critical role directors of nursing should have in nursing 

management and the wider health service context. Nursing and nurse 
management have enormous potential to influence health care strategy and 
health care delivery. However, in order to do this, it will be necessary to work 
In multidisciplinary cooperation and alliance based models of care delivery. 

Nurses will have to demonstrate strategy development and planning and 
delrvery of effective evidence based and efficient nursing care and be seen to 

benefit the health service as a whole. This Involves a fundamental reappraisal 
of the role of the director of nursing including shedding of non strategic 

elements of the role and the empowering of clinical nurse managers. It 
mvolves therefore the creation of an organisational environment such as that 
descnbed by Kanter (1993) In which leadership emerges as a result of 
empowerment. 

In the context of the NHS 10 the United Kingdom, Fradd (2004) asked what is 

needed to lead tn a political environment such as NHS. The following 
leadership competencies were identified _ 

1. Pollbcal astuteness 
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2. Compassion 

3. Ability to work independently 

4. Effective collaborator 

s. Ability to develop high trust relationships 

6. Self confidence tempered with humility 

1. Respect for the process of change as well as the content 

B. Ability to work across business functions and units 

Fradd concluded that in the case of directors of nursing the lack of an 

appropriate balance between the strategic role, leading nursing and being 

responsible for operational matters has not infrequently left them isolated and 

the target of blame. 

Sofarelli and Brown (1998) looked at the need for nursing leadership in 

uncertain times (e.g. during periods of significant organisational and structural 

reform, such as is occurring as part of the health services reform programme 

in Ireland) and suggested that transformational leadership was the model that 

would assist nursing to develop into an empowered profession with the 

potential to be a dominant voice in reshaping the healthcare system of the 

future. 

The question of transformation leadership and the nurse executive was 

examined by Dunham and Klafehn (1990). Because of the inherent 

uncertainty of healthcare, leadership requires individuals who are capable of 

making decisions, with a committed, long-term vision of what can be 

accomplished, capable of identifying common values with staff needs. 

Leaders need to inspire others with a vision of what can be accomplished. 

Empowering staff members to do their best based on a shared values system 

is at the heart of transformational leadership. The nurse executive and other 

nursing administrators need to develop transformational leadership skills at 

staff nurse level in a manner that will ensure that individual staff nurses 

manage patient care with a vision of what can be accomplished wtlen 

delivering care. 
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A study entitled Leadership in Nursing: Where do we go from here? The Ward 
Sisters Challenge for the Future (Carney, 1999), concluded that by adopting 
a transformational leadership style, nurse managers I ward sisters can 
significantly enhance staff morale and patient care delivery. Transformational 
leadership seeks to empower nurses at all levels. Carney concluded that 
transformational leadership is best suited to the elimination of the 
Inappropriate use of power within the organisation and that the Ward Sister 
can help to empower staff through transformational leadership. 

A research study conducted by Antrobus and Kitson (1999) concluded that 
leadership in nursing in the UK to date has been predominantly concerned 
wrth professional issues and as a result has focused on developing nurses 
and nursing This study examined broader socio-political factors impacting 
upon nurs1ng leadership. Nursmg and nurse leadership is shaped by the 
impacts of politics and policy. The study identified a repertoire of skills that 
nurse leaders require to influence the political factors -

1. A powerful influential operator 

2. A strategic thinker - creating meaning and facilitating learning 
3. A developer of nursing knowledge 
4. A refleXIVe thinker 

s. A process consultant 

Nurse leaders need to provide both practice and policy leadership. 

Scobie and Russell (2003), in examining the document Vision 2020 looked at 
the profile of the Mure nurse leader. The study consisted of a survey of 
partJcipants at an Institute for Nursing Heatthcare Leadership (INHL) 
Conference in June 2001. There were 125 participants at the conference and 
the survey IS based on 43 respondents The results of the survey centred on 
four key areas Ftrst, With regard to the ideal educational preparation for future 
nurse leaders, most of the respondents emphasised the importance of 
postgraduate edueaUonal levels In Nursing and In Business Administration 
(MSN, PhD and MBAs) With regard to the curriculum content for future nurse 
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managers, the vast majority of respondents emphasised the broad business 

disciplines, including business administration, financial management, human 

resources, information systems and economics. When asked about desirable 

professional and managerial experiences for future nurse managers, again 

the emphasis was on business skills such as budgeting and finance, project 

management and human resource management. Finally, When asked about 

the key competencies for successful nurse managers in 2020, respondents 

emphasised the importance of leadership behaviours and skills, financial and 

budgeting, business acumen, management skills and communication skills. 

They also emphasised the importance of collaborative and team skills allied to 

clinical skills and knowledge. 

A study conducted much earlier by Hennessy et al (1993) examined the 

corporate role of the nursing director. Findings of a study initiated by South 

West Thames Regional Health Authority (SWTRHA, 1992) during 1991 aimed 

at identifying the specific set of competencies that incumbent and designate 

trust nursing directors and I or their future successors, will need to develop in 

order to fulfil their future roles successfully. The study identified a three stage 

evolutionary role for the trust nursing director. 

Stage one involved leading the transformation in nursing by using personal 

networks, by building constructive relationships, by articulating patient care 

and motivating people, by championing the human consequences of change, 

planning and managing change and delegating decision-making, and by 

planning self-development and using basic concepts of business 

management. 

Stage two involved charting the way ahead by the use of business planning, 

linking people capability with strategy, initiating projects. monitoring progress, 

aligning organisations and processes with strategy, providing strategic 

lead · . d t'rtiV· e trends setting goals 
ershrp, rnterpreting environmental an compe • 

and milestones, allocating resources and developing successors. 
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Stage three involved assuming full executive status, including managing 
capital projects, directing a health gain focused organisation, contributing to 
trust evolution, managing external relationships and using high level of 
business management expertise. 

A study aimed at identifying and developing future trust nursing directors 
concluded that the NHS reforms are having fundamental impact on the 
culture, structure and financing of the NHS and the way in which patients 
receive care (Hennessy and Gilligan, 1994). The challenges this presents for 
the future of nursing practice, management and leadership are profound. For 
example, as a result of this study. the SWTRHA developed a 'career 
development and planning system' (COPS) in anticipation of NHS reforms for 
senior managers in 1991, 1992 and 1993. The COPS was based on an 
understanding of the competencies nursing directors are expected to have at 
the time of their appointment or be capable of developing shortly thereafter. A 
total of 11 key competencies were identified. A list of these competencies is 
provided in Appendix 14. 

The need for nurses to become more active in policy development and the 
wider world of politics at organisational and national level is well documented 
(Crossan, 2003). Nursing has been described as operating within a political 
vacuum with little or no input into the development of health policy apart from 
grassroots implementation (Antrobus and Kitson, 1999). Research has found 
the profession to be internally focused rather than looking at nurse leadership 
in the broader socio-politic world in which it takes plaoe (i.e. at a strategic 
level) and how it is influenced by it. 

In a survey of Irish student midwtves Begley (2002), concluded that a 
hierarchical system was in operation in the majority of maternity hospitals 
Included In this study; this has been noted in other studies also (West et al 
1999). The Orig1ns of this hierarchical framework are, it was suggested, to be 
found In the continuation of midwifery from the male medical-dominated 
profession of nurstng, to the existence of the industriaVeconomic model of 
maternity care, or to the impact of the medicalisation of childbirth. 
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McKenna et al (2004), conducted a study entitled Nurse Leadership within 

Primary Care: The Perceptions of community Nurses, GPs, Policy Makers 

and Members of the Public. Based on Northern Ireland Nursing Strategy 

document entitled Valuing Diversity . .. A Way Forward (Department of Health, 

Social Services and Public Safety (DHSSPS, 1998), the study sets out key 

messages, challenges and opportunities for leaders in nursing and 

emphasises the positive effect this would have on improved quality of service. 

It asserted that in order to grasp these opportunities nursing had to invest in 

the development of leaders 

The study accepts the principles of the UK's King's Fund Leadership 

Programme (King's Fund, 1996) as characteristics which leaders within 

nursing must aspire to have. Leaders must be-

1. A visionary: able to create, articulate and encourage of a vision for nursing 

2. A communicator: able to communicate and effectively market needs, 

demands and views of nurses and those they serve 

3. A strategist: able to formulate and implement strategy 

4. An environmentalist: able to adapt the organisation to a changing 

environment 

5. A political operator: able to work within local, national and international 

priorities and to use political awareness 

a. A confident leader: able to contribute fully to the development of nursing 

Within a previous ability in empowering staff 

1· A confident professional: able to be self aware and to recognise and 

maximise personal impact. 

The study used the 'Delphi Technique' for research. focus groups and semi

structured interviews and involved 60 participants from Ireland and Northern 

Ireland. Three themes emerged from the focus groups for GPs: 

. , · nal community I primary 
1· GPs have a role as a leader of the multi-pro.essto 

l care team 

-
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2. The perception that whoever is the budget holder is the leader 
Unlike most other health professionals, GPs' work represents a business. 

3. 

The themeS that emerged from the focus groups for community nurses 
included: 

1. The GP is the leader of the primary care team 
2. Nurses who become leaders generally leave practice 
3. A leader has natural leadership qualities 
4. There should be fast tracking of young nurses with recognised leadership 

potential 
s. Nurses are often encouraged to be managers rather than leaders. 

In reviewing the literature on leadership, there appears to be a number of common themes that emerge. In fact it is possible to identify three critical levels on which leaders operate and which demonstrate three families of competenCies and skills. 

First, leaders are clearly individuals who have a clear set of values, which they are capable of converting into a vision of what they want and can artlculllte this vision clearly. It is this combination of values, vision and ability to articulate that sets leaders apart from others. This includes the ability to disbnguish between the operational demands of a role and the need for a strategiC approach to development. It implies that leaders do not becOme lost an operational detail. It also implies that leaders are reflective thinkers, with a defined philosophy based on values. In this way, leaders create meaning and provide opportunities for people to learn. 

Second, leaders are also Individuals who are good at building relations with others. As managers, they empower those around them and motivate them to hagh standards of performance and achievement. The capacity to relate, empower and motivate is thus a key competence in a leader. It includes skills such as the abihty to read the environment, particularly the political and policy enwonment, and the possession of a high degree of political astuteness. It 
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also includes the ability to cooperate and collaborate across the organisation, 

across the professional disciplines and across organisational boundaries. 

Leaders are people who inspire trust and confidence in those with whom they 

come in contact and they manage the use of power within organisations in a 

way that engenders this trust In this capacity they act as process consultants, 

bringing together different aspects of the organisation towards the 

achievement of the vision. It involves, therefore, a multi-disciplinary approach 

that is non hierarchical and that respects the contribution of each discipline to 

the achievement of the overall vision. Relationship building also entails the 

development of mentoring and support mechanisms aimed at addressing 

issues of succession and the emergence of future leaders. 

Third, leaders are individuals who plan their way forward and are capable of 

operationalising their vision in a manner that focuses on achievements and 

results. Leaders are results focused and outcomes oriented. This Includes a 

deep understanding of the business side of organisations and the importance 

of harnessing all of the business disciplines towards the achievement of the 

vision. It also includes the ability to wori< in an independent and accountable 

manner. This implies that nurse leaders need to broaden their skills and 

educational base to include experience in and training in disciplines that are 

not part of the clinical set of skills for nurses. It also involves linking individuals 

and their skills sets with the appropriate tasks that need to be done. Planning 

also entails the provision of arrangements capable of preparing future leaders 

and ensuring that they receive the necessary mentoring and support 

The following diagram (f1Qure 3.1) summarises the key competencies and 

levels of activity involved in leadership: 
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Figure 3.1: Competencies and Activities relevant to Leadership In 
Nursing and Midwifery 

l \'..Jn~s H \'•~on I •I·~• ricul nt~ I 

I Rolnno1u H Empowt'l H :r.I.on,-~,~ I 
J 

\Piau H Opt'! ationalis~ H Achi~·• I 
A leader is someone who is in possession of a system of values that form the basis for the articulation of a vision. A leader is also in possession of an active networl< of relations withtn and outside the organisation and, through the articulation of the vision, empowers and motivates those around him I her. The system of relations and networ1<s provides the structures within which a plan can be conceived, operationalised and delivered. This model of leadershiP •s driven by vision, with empowerment at its centre and focused on ach~evements 

The next section of th1s chapter will examine the need for a strategic framework for the development of the profession of nursing. The development of strategy will provide the overarching context within which nurse and mldwtfe leaders can wor1< to empower themselves and others. 
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3.4 Strategic Planning 

The Report of the Commission on Nursing provided a blueprint for the 

development of the profession and has resulted in great progress being made 

over the last 10 years. There does not exist in Ireland at the moment however 
' 

a comprehensive strategy for the development of the profession of nursing 

and midwifery. This thesis will seek to provide the basis for the formulation of 

such a strategy (chapter 8). In this section of this chapter, examples of 

strategies that have been developed elsewhere will be examined and lessons 

will be drawn from the experiences of strategic planning for the profession. In 

the first instance. a brief review of a number of strategies that have been 

developed by the WHO in Europe will be presented. Then, a number of 

strategies developed by our close neighbours in the United Kingdom, 

(England, Scotland, Wales and Northern Ireland) will be reviewed. Canadian 

nursing and midwifery also has a tradition of strategic planning and a brief 

review of some of the recent examples of this will be presented. This section 

will conclude with some brief reflections on the lessons that can be learned 

from the international examples. 

3.4.1 The WHO in Europe 

in 1993, the WHO produced a report entitled Nursing in Action -

Strengthening Nursing and Midwifery to Support Health for all (WHO, 1993) 

The report emerged from the work of a group of experts throughout Europe 

who set out to build on the decision taken by the participants at the 1988 

WHO European Conference on Nursing, to choose the strategy for health for 

all as the guiding star for the development of the profession. They set 

themselves the goal of creating a new kind of nurse, who will be an 

autonomous, skilled practitioner who can work alone or in partnership with 

other professionals to deliver primary health care in any settmg. The role will 

not be to serve another profession but to mform, support and care for the 

Patient and the community. The book contains advice and guidance that can 

a · 1 • this role by creating the 
SSISt nurses throughout Europe in deve oping 
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necessary support structures, establishing regulatory. syste~s, reformmg education. preparing leaders and managing change. It IS a guide to practice and professional development 

The book ideutifies fouf major functions that are at the core of nursing. These are (WHO, 1993): 

1. Providing and managing nursing care, which includes actions that are promotive, preventive, curative, rehabilitative and supportive, to individuals, families or groups. This is most effective when it followS the logical steps inherent in the nursing process. 2. T eachang patients or clients and health care personnel. 3. Acting as an effective member of a health care team. 4. Developing nursing practice through critical thinking and research. 
It IS based on an unders1anding of the implications of these core functions that stratege and approaches to education, regulation, practice development and professional clevelopment should be developed. 

In 1995, a WHO Expert Committee on Nursing Practice (WHO, 1996) met in Geneva With the obJective of defining strategies for change to ensure that nu~V~g pracbce, consistent with the principles of primary health care, were developed With the genuine participation of the community. To achieve this. the Expert Committee set out to desaibe the core elements of nursing practK:e; to speclfy the nature and scope of nursing practice in countries at different stages of socio-economic development; to identify the implications for. and action needed with regard to basic nursing education. continuing nursang educatJon, management of health services, legislation and regulation. WO!tong conditions and research, and, to consider the implications for. and adJon needed With regard to the development of health services and human resources The commtttee reviewed the definit100 of what nursing is (as reported •n chapter 2. 2 7) and went on to make a series of recommendations for the WHO and for the Member S1ates of the WHO. 
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In the case of the Member States, the Committee recommended in particular 

that strategies should be developed that will enable nursing and midwifery 

personnel to provide comprehensive and integrated primary, secondary and 

tertiary health care. The Committee also endorsed the recommendations 

contained in the report Nursing Beyond the year 2000: Report of a WHO 

Study Group (WHO, 1994), which had made a series of recommendations for 

the WHO and for the Member States of the WHO. The recommendations 

were intended to promote within Member States a new multi-sectoral systems 

approach to health care delivery and full collaboration of health care 

personnel at all levels; a shift In the focus of the workforce development In 

nursing and midwifery to reflect country health needs, with particular 

emphasis on vulnerable groups; and a revitalisation and reorientation of 

nursing and midwifery education and practice to meet the challenges of the 

Mure. 

Among the recommendations, the Working Group highlighted that an 

important dimension of strategic planning for nursing and midwifery is the 

creation of a multi-sectoral forum of relevant partners involved in practice, 

research, education, management and policy development for nursing and 

midwifery services, in order to address the changing needs of nursing and 

midwifery personnel, their preparation and the development of educational 

systems that allow personnel to move from one career level to another (WHO, 

1994). Among the recommendations were also the need for flexible and 

enabling regulation and legislation and the creation of a variety of educational 

and career pathways for nurses and midwives. 

In 1997, as part of its collaborative programme for the development of 

healthcare personnel, the WHO produced A Strategy for Nursing and 

Midwifery Development in the Eastern Mediterranean Region (WHO, 1997). 

The Strategy provides a useful framework for the development of such 

strategies. It is based on the position that qualify nursing and midwifery 

services, both in the hospital and the community health setting, are one of the 

main Pillars of health system development and achieving health for all. The 

St I 
. · th 'on· analyses the context and 

ra egy provides a vision for nursmg 1n e reg• · 
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stakeholders in the region, identifying the strategic issues facing each of them; identifies objectives, action points and targets for the regulation of nursing 
practice, nursing education, nursing leadership development, nursing 
research, nursing and technology and nursing structure. A similar exercise was conducted in 2003 in Iraq, as a collaborative venture between the Ministry 
of Health-Iraq, the Coalition Provisional Authority and the WHO. Entitled 
National Strategy and Plan of Action for Nursing and Midwifery Development 
In Iraq 2003 - 2008 (WHO, 2003), the document applies the same strategic 
framework to the complex setting of that war tom country, emphasising in 
particular the need for clear objectives, action points and targets with dates by 
which they should be achieved. 

In 1999 the WHO produced Nurses and Midwives for Health: A WHO 
European Strategy for Nursing and Midwifery Education (WHO, 1999}. The 
Strategy was developed in response to what was perceived as the increasing 
complexity of the environment in which nursing and midwifery had to operate. 
The Strategy set out a number of principles that should guide the development 
of nursing and midwifery education and also provided guidance for the 
development of a curriculum. Among the recommendations included in the 
strategy was a list of supporting subjects that should be included, as a 
min1mum, in the curriculum, making explicit their application to nursing and midwifery. These included (WHO, 1999): 

• 

• 
• 
• 
• 
• 
• 
• 

Pubfic health, health promotion, health education and therapeutic patient educatiOn. 

Social and behavioural sciences . 
Biolog1cal sciences . 

Research awareness . 

Communication . 

Professional, ethical and legal issues . 

Information management and information technology . 
Management, leadership and organisation . 
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In 2002, in response to growing imbalance and shortages of nursing and 

midwifery personnel in Member States, the WHO produced Nursing Midwifery 

SeNices: Strategic Directions 2002 - 2008 (WHO, 2002). The Strategic 

Directions document was Intended as a framework for collaborative action to 

support countries in enhancing the capacity of nursing and midwifery services 

to contribute to national health goals. The document identified frve key result 

areas, each with specific objectives and expected results. The five key result 

areas were: 

1. Health planning, advocacy and political commitment: National 

development and health plans provide for adequate nursing and 

midwifery services and expertise. 

2. Management of health personnel for nursing and midwifery services: 

National employment policies are implemented for the nursing and 

midwifery workforce that are gender sensitive, based on healthy and safe 

work environments and conditions, provide for equitable rewards and 

recognition of competencies, and are linked to a transparent career 

structure. 

3. Practice and health system management Nursing and midwifery 

expertise is fully integrated into decision-making processes at all levels, 

and health systems use best available practices for the care of 

individuals, families and communities. 

4. Education of health personnel for nursing and midwifery services: 

Competent practitioners with an appropriate skill mix are available to deal 

effectively with the current and future challenges of practice. 

5. Stewardship and governance: Stewardship and governance of nursing 

and midwifery services involve the government, civil society and the 

professions to ensure the quality of care. 

3.4.2 United Kingdom 

In England, in 1999, as part of the Labour Governments plans for increased 

Investment in the NHS (outlined later in The NHS Plan: A Plan for Investment, 

A Plan for Reform (DoH, 2000)), the Department of Health produced a 
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document that outlined what the Government's strategic intentions were for 
nursing, midwifery and health visiting. This was entitled Making a Difference: 
Strengthening the Nursing, Midwifery and Health Visiting Contribution to 
Health and Healthcare (DoH, 1999). The document describes a number of 
measures to be taken by the Government to strengthen the role and 
contribution of the professions to the delivery of heatthcare, within a career 
framework that involved four steps similar to those identified by Castledine 
(1996) as the four domains of nursing (discussed already in chapter 6, 6 .2). It 
contained a number of what it described as Early Milestones (DoH, 1999) for 
the period 1999/2000, by which to measure progress. These included 
provisions for the Improvement of pay and conditions for nurses, midwives and 
health visitors; an increase in the numbers of nurses, midwives and health 
visitors; an increase 1n the number of training places; and a number of 
provisions in the area of professional development. Among the latter were: 

1. Guidance about the establishment of nurse, midwife and health visitor 
consultant posts. 

2. Explore the benefit of clinical practice benchmarking with the nursing, 
midwifery and health visiting professions. 

3. Take forward nurse prescribing. 

4. PubUsh plans to show how nurses, midwives and health visitors will have 
access to programmes to strengthen leadership and management across 
the NHS. 

5. 

6. 

7. 

8. 

9. 

Begin the process of preparing for new legislation for professional self 
regulation. 

Implement a programme to develop the public health aspects of nursing, 
midwrfery and health visiting. 

Work with women, midwives and others to elCplore opportunities for an 
expanded midwifery role. 

Publish plans for the better management of NHS funded education In 
whiCh the Department of Health will take on a more active and wider rote. 
A strategy to Influence the research and development agenda, 
strengthen the capacrty to undertake nursing, midwifery and health 
VISiting research, and to use research to support practice. 
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10. Personal development plans for nurses, midwives and health visitors. 

11. New model of nurse education. 

12. Partners Council to explore and make recommendations about potential 

for greater standardisation of roles and titles. 

13. Partners Council to advise on pre and post-registration education. 

In Scotland, in 2001 , the Scottish Executive Health Department produced a 

strategy for nursing and midwifery in Scotland entitled Caring for Scotland: 

The Strategy for Nursing and Midwifery in Scotland (Scottish Executive Health 

Department, 2001). The document identified a number of key drivers for the 

strategy. These were: 

• Accountability, support and supervision 

• leadership 

• Professional development 

• Career development and workforce planning 

• Research, evidence based practice development and innovation 

• Education. 

The strategy (Scottish Executive Health Department, 2001) identified a 

number of action points, which provide a useful summary of the key issues it 

set out to address. The key action points were identified under the following 

headings: 

1. 

2. 

3. 

4. 

s. 
6. 

7. 

8. 

Supporting children and families through a network of carers and 

professionals. 

Supporting people with learning disability. 

Supporting older people. 

Defining competencies in forensic nursing. 

Working to promote social justice in communities. 

Supporting patients in the community. 

Supporting nurses in remote and rural areas. 

Improving services for patients with chronic disease. 
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Assessing the impact of nurse and midwife consultants. 
Setting new standards in Emergency Department Nursing. 

10. 

9. 

11. Piloting the family health nursing role. 
12. Developing nurse prescribing roles. 
13. Monitoring role expansion. 
14. Enhanclng professional accountability. 
15. Developing clinical supervision. 
16. Builchng netwo11ts for isolated practitioners. 17. Supporting rtt!tlry qualified nurses and midwives. 18. Improving supervision for midwives. 
19. Training, supporting and supervising support worj(ers. 20. Developing leaders in nursing and midwifery. 21. RecogniSing the stgnificance of ward sisters I charge nurses. 22. Enhancing professional development 
23. Developing competency based frameworj(s. 
24. Creating options for student nurses. 
25. Expand1ng career pathways. 
26. Adclressmg ISSues in workforce planning. 27. Promoting research. evidence based practice, development and 1nnovatlon 
28. Addressing 1ssues in nurse and midwifery education. 

In Wales. in 1999. the National Assembly for Wales produced a document entitled Realising the Potential.· A Strategic Framework for Nursing, Midwifery and Health Visiting in Wales into the 21 11 Century (National Assembly for Wales, 1999). The document stated that the strategic goal for the professions was to realise the fun potential of nurs1ng, midwifery and health visiting in order to meel 1n colaborabon With others, the Mure health needs of people In Wales It provided a desctiption of the key characteristics of nursing, midwifery and health v1sibng in the future. a description of what the health services of the future would be like and identified a number of supportJrtg aims that would c:on1nbute towards the achievement of the strategic goal. These supporting ams were (National Assembly for Wales, 1999): 
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1. Improving the environment of care: To ensure that nurses, midwives and 

health visitors coordinate the environment of care for their patients and 

clients, thereby ensuring, through collaboration with others, that all 

appropriate resources are centred on the patient 1 client. 

2. Ensuring high quality service for all: To ensure that high quality nursing, 

midwifery and health visiting care reaches all those in need, whether rich 

or poor, wherever they may be, to promote good health, and to prevent, 

cure or relieve suffering, with the client I patient as an equal partner in 

care. 

3. Encouraging independent and reflective practice: To ensure that all 

nurses, midwives and health visitors develop their practice in a reflective 

and evidence based manner, founded upon a standard of education 

which enables them to practice as equal partners with other healthcare 

professionals, supported by continuing professional development and 

clinical supervision. 

4. Developing existing and new career paths: To develop existing and new 

career paths for nurses, midwives and health visitors which allow senior 

staff to remain clinically involved if they so wish, and which break down 

unhelpful barriers between education, research and practice, as well as, 

between nursing, midwifery and health visiting and the wider health care 

context. 

5. Demonstrating the value of nurses, midwives and health visitors: To 

demonstrate the value of nursing, midwifery and health visiting so that 

the professions themselves, together with their colleagues and the 

service as a whole, appreciate the particular contribution which these 

professions make to the health of patients and clients. 

In 2003, the Department of Health, Social Services and Public Safety 

(DHSSPS) of Northern Ireland, published Valuing DiVersity ... A Way FotWard 

-A Strategy for Nursing, Midwifery and Health Visiting- 1998- Summery of 

Achievements 1998 _ 2003 (DHSSPS. 2003). This document consisted of a 

review of the achievements in implementing the strategy that had been 

developed in 1998. The original strategy had identifl8d actions in a number of 

key areas: Commissioning; Practice; Education; Research and Development; 
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Leadership and Management. The DHSSPS has also published a number of papers on the contribution of nursing to public health. These papers have been prepared jointly with the DoHC in Dublin, and represent an attempt to identify on an all island basis strategies for improving the contribution of nursing and midwifery to public health. There have been three papers so far: (1) A Nursing Vision of Public Health (DHSSPS & DoHC, 2001 ); (2) From Vision to Action - Strengthening the Nursing Contribution to Public Health (DHSSPS & DoHC, 2003); (3) Nursing for Public Health - Realising the Vision (DHSSPS & DoHC, 2005). In addition, the DHSSPS has published the strategy document A Healthier Future: A Twenty Year Vision for Health and Wellbeing in Northern Ireland (DHSSPS, 2004), which provides a strategic frameworlt for the health services and for the development of healthcare professions into the future. 

In 2005, the four United Kingdom Chief Nursing Officers (CNO) established the modernising nursing careers initiative. A UK wide group of nursing leaders formed the Modernising Nursing Careers Board, chaired by the CNO of England. The organised a series of national stakeholder workshops and events and consulted widely within nursing and midwifery in all of the four countnes of the UK. Their report Modernising Nursing Careers: Setting the Direction (DoH, 2006), presents the outcome of their discussions. The four countnes committed themselves to taking forward the priorities for action contamed 1n the report aimed at modernising nursing careers. The report contams a descnption of what modem careers in nursing should be like. The charactenstics they identified included (DoH, 2006): 

1. 

2. 

3. 

An up to date picture of nursing careers characterised by opportunity and diVersrty. 

Care taking place in and outside hospital with the workforce moving 
between them and nurses starting their career in the community. 
A career framework that allows nursing to 'grow its own' with multiple entry points for those taking up nursing as a second career or as mature entrants 
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4. Plurality of provision offering alternative employers and employment 

models including NHS Foundation Trusts, self employment and social 

enterprises. 

5. A flexible principle-based curriculum that is built around patient 

pathways, with a strong academic foundation and interdisciplinary 

learning. 

6. A framework that supports movement between career pathways, 

practice, management and education and that values and rewards 

different career types. 

7. Better balance of generalists and specialists to provide integrated 

networks of urgent, specialist and continuing care. 

8. Careers built around patient pathways using competence as the currency 

for greater movement and flexibility. 

9. A career structure with increased number of ass1stants working as part of 

multidisciplinary teams. 

10. Standardisation of advanced level skills. 

11. Patient pathway-based careers focusing on nursing roles rather than 

titles. 

12. Nursing roles defined according to patient need- to provide intervention 

that is timely, accurate and swift. 

13. Nursing teams more self-directed and professionally accountable. 

14. Nurses leading, coordinating and commissioning care, as well as giving 

care, to bring about change measured by health gain and health 

outcomes. 

15. Care based on evidence and critical thinking and assisted by new 

technology. 

3.4.3 Canada 

Canada's first nationwide nursing strategy was developed in 2000 as a 

response to a severe shortage of nursing personnel. The strategy, entitled The 

Nursing Strategy for Canada (Advisory Committee on Health Human 

nd 'nt of an 
Resources, 2000) had as its goal the achievement a mal enance 
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adequate supply of nursing personnel to meet the needs of the Canadian healthcare system. The strategy called for concerted action between all the provincial 1 territorial authorities who are responsible for the provision of healthcare in their respective geographic areas to address the challenges. In 
2003, A Report on the Nursing Strategy for Canada (Ministry of Public Wo~ and Government, 2003) contained an analysis of the progress that had been made since the publication of the first strategy. The report noted that a great deal had been achieved in terms of knowledge development and sharing, multi stakeholder cooperation and a recognition that the problem of ensuring a continuing supply of nursing resources is a national concern. The report however pointed to the continued problem of lack of information to permit comprehensive worldorce planning for nursing resources to take place. The report also pointed to the need to focus on improving how and where nurses practice, which has an effect both on the success in encouraging people to choose nursing as a profession and on their choosing to stay in the profession for the duration of their work lives. 

In 2005, a pan-Canadian steering committee consisting of representations 
from the various branches of the nursing professions. employers, unions, educators, physicians and provincial and territorial governments, produced a final report on phase 1 of a project entitled Building the Future: An lntegreted 
Strategy for Nursing Human Resources in Canada (Pan-Canadian Steering Committee, 2005). The goal of the project was to create an informed, long term strategy to ensure an adequate supply of skilled and knowledgeable 
nurses to meet the evolving and changing health care needs of all Canadians. The report recognised that health system restructuring over the past 1 0 years had had a negative impact on nurses. resulting in significant changes in the nursing workforce. According to the report, health care organisations have 
struggled to cope with health reform, fiscal challenges and changes in the nursing workforce by implementing policies that have had a negative impact on the quality of work-life of professional nurses. This includes. for example, Increased Involuntary and unpaid overtime for nurses, casualisation of the 
nursing workforce, Increased use of unregulated health care providers and Increases In workloads These developments have resulted in a growing 
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dissatisfaction among professional nurses and many have chosen to leave the 

profession. The report also stated that it was now recognised that these 

changes in the professional work-life of nurses were having a detrimental 

impact on the quality of patient care. The report makes 10 recommendations 

to address the priorities identified in the research. The recommendations are 

based on three broad categories of health human resources: health human 

resources planning; retention and recruitment; and inter-professional 

education for collaborative patient centred practice. The similarities between 

the situation described in Canada and what has happened in Ireland over 

recent years of reform and change in the health services are striking.9 

3.5 Conclusion 

In this chapter a number of important strategic issues facing nursing and 

midwifery in Ireland have been identified. These include the need for 

strategies to address the challenges of recruitment and retention of nurses 

and midwives in the future. If nursing and midwifery Is to be able to recruit and 

retain the right kind of professional staff, it will require the development of a 

culture of empowerment, led by nurse and midwife leaders. Strategic planning 

for the profession is required and examples from abroad point to a number of 

lessons that can be learned. There are many lessons from this material that 

are directly relevant to the current situation in which nursing and midwifery 

finds itself. in the midst of a radical reform of the health services. 

The following conclusions suggest themselves from the material presented In 

this chapter: 

1. The importance of a coordinated approach at national level to planning 

for the future of nursing and midwifery emerged from all of the strategic 
f th litlcal and 

documents reviewed. Regardless of the nature 0 e po 
f · and 

administrative system within a country, planning or nursing 

'd · · 1 r from the recommendations of 
m1 Wifery is a national priority. Th1s IS c ea 

1 
See discussion of recruitment and retention (3.2) and empowerment (3·

3
·
2
) 
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the WHO (WHO, 1994), the experience of coordinated approaches in the 
UK by the Chief Nursing Officers (DoH, 2006) and the experience of the 
Canadian Federal system. 

2. There is a need for rolling strategic planning in nursing and midwifery at 
national level. This should be based on a clear understanding of the way 
in which the environment is evolving, a vision of what is required, a clear 
set of objectives, targets with timeframes for delivery and clear allocation 
of responsibilities for delivery. Strategies need to be inclusive of aU 
stakeholders and should evolve over time to reflect changing needs. 
Strategies need to be future-focused, based on an analysis of trends in 
society and in service development and a description of the likely shape 
of the health services of the future. Strategies should also focus on the 
competencies that will be needed to address the future needs. 

3. Nurses and midwives need to be involved at every level of the planning 
and development of policies and delivery mechanisms, at national, 
regional and local levels. Nurses and midwives need therefore, to 
develop the competencies required to contribute at this level and their 
inputs at the decision making table needs to be facilitated and developed. 

4. Nursing and midwifery needs to develop a strong sense of professional 
identity as a basis for the development of nurse led, autonomous 
services related to client I patients needs and service development 
priorities The professions should develop as integrated partners with 
other professionals and heatthcare workers, participating as members 
and, where appropriate, as leaders of these teams. 

5. The role of nursing and midwifery is evolving in a dynamic way in 
response to increased complexity in the environment (political, 
admlllistrabve, financial, technological, cultural). This has implications for 
the way In which nurses and midwives are educated for entry to the 
profession and for the ongoing professional development support they 
need to fulfil their role. Curricula for nurse education at pre and post· 
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registration levels need to reflect this. Nurses and midwives require 

broad based education aimed at developing competencies that evolve in 

line with the needs of the service. Nursing as a science is based on 

research, evidence based practice, specific knowledge and skills. 

Nursing as an art is based on intellectual and emotional competencies 

that form the basis of reflective practice and the development of wisdom 

and judgement. Nursing practice needs to expand its boundaries based 

on clear guidance on scope of practice and on the basis of competency 

frameworks supported by adequate education and professional 

development. 

6. There is a need for a planned and strategic approach to the development 

of generalist, specialist and advanced practice in nursing and midwifery. 

The important role of the nurse I midwife at all levels must be maintained, 

as the principal coordinator of care in a health care setting. This must be 

based on a rich career pathway that covers clinical, management, 

education and research opportunities. Career pathways should be 

integrated to enable flexible movement between and within the pathways, 

encouraging linkages and close relationships between all of the 

pathways. 

7. Nursing and midwifery must have strong roots in the community. Primary 

care is increasingly becoming the principal forum for the delivery of 

nursing and midwifery services where they can be close to patients and 

clients and develop their presence by providing a unique set of services 

that are tailored to the needs of patients and clients. This implies 

proactive involvement in the implementation of the recommendations of 

the various reports that have been prepared on these issues (e.g. The 

report on bed utilisation prepared by p A Knowledge Management. 2007 

and the report on the action plan for health services in the North East 

prepared by Teamwork Management Services Ltd., 2006) 

8· Planning for an adequate workforce in nursing and midwifery requires the 

development of information systems at a national level that permit the 

development of strategies for recruitment and retention based on 
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workforce planning. This includes planning the work environments in 
which nurses and midwives work in a manner that takes account of the 
need for safety and encourages nurses and midwives to develop to their 
full potential. Planning for nursing and midwifery resources needs also to 
take account of the importance of flexible gender sensitive policies. 
Planning of this kind is particularly important at times of health service 
reform to ensure that undue stress is not put on the nursing and 
midwifery workforce. 

The conclusions reached in this chapter provide an important framework for 
the consideration of a strategy for the professional development of nursing and 
midwifery in Ireland. This will be addressed in chapter 8 of th is thesis. The 
followmg chapters (chapters 4, 5, 6 and 7) will be dedicated to the primary 
research that will underpin the formulation of this strategy. 
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Chapter 4 - Methodology 

4.1 Introduction 

The purpose of this chapter is to describe in detail the methodology that was 

chosen for this research. 

The choice of methodology used In this study was driven by a number of key 

factors. These factors provide us with the outline of this chapter. They are: 

1. The aims of the research: The first step in any research exercise is to 

define clearly the questions to be addressed by the research. The nature 

of the information to be obtained has a fundamental bearing on the 

methods to be used for collection and analysis. 

2. The theoretical framework for the research methodology: This entails an 

explicit identification of the conceptual framework within which the 

methodology was designed, including an identification of the 

assumptions implicit in this framework and the implications of the 

framework. This assisted in identifying the guidelines used In the 

selection of research methods. 

3. Analysis of the nature of the Information to be gathered and the likely 

sources of that information. This is necessary in order to be able to 

define the data collection methods to be used. 

4• The population to be targeted for the research and the sampling 

techniques chosen. 

s. Gaining access to the targeted sample within the population and 

scheduling data gathering events. 

s. The research instruments that were used in addressing the selected 

sample: In effect this involved a more detailed analysiS of the methods of 
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7. 

data collection with particular emphasis on the instruments likely to be most suited for the purposes of the research. 

The data analysis techniques used: The definition of these techniques was determined by the nature of the data. 

a. Ethical issues associated with the research to be conducted. 

The principal purpose of this chapter is to address these issues and to provide a description of the basis on which the research at the heart of the study was conducted. Sections 4_2 to 4.9 provide a detailed description of the approach taken under each of the headings listed above. 

Secbon 4 10 of this chapter provides some reflections on the practical application of the methodology. This section describes the experience of coding a large amount of qualitative data, how validity and reliability were guaranteed and how the ethical issues raised in section 4.9 were dealt with In practice The section concludes with an introduction to the data chapters that follow on the presentation and discussion of the results of the research. 

4.2 Aims 

The research set out Wlth two principal aims: 
• 

• 

To Identify the future role for nursing and midwifery within the 1 rish health services as perceived by key stakeholders within the services. 

To identify the professional development implications for this role . 
These ams were subsequently brollen down into a number of objectives ( 13). These were to: 

1. 
Identify and analyse the contexts (policy, economic, organisational, and instrtUbonal) Wlthtn which the health services of the future will be deliVered 
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2. Describe the likely future shape of the Irish health services 

3. Describe as clearly as possible the new role that is intended for nurses 

and midwives within the services 

4. Describe in what way this role differs from the current role 

s. Assess the degree of clarity and certainty (or of confusion and 

uncertainty), of awareness and understanding that exists in relation to 

the definition of this role among key stakeholders 

6. Describe the nature of the relationships that will need to be developed 

within new institutional and service delivery settings 

7. Identify the skills and competencies that will be required to fulfil the new 

role 

a. Assess whether these skills and competencies differ from those that are 

currently required 

9. Assess perceptions as to whether nurses and midwives currently 

possess the necessary skills and competencies 

10. Assess the level of preparedness of nurses and midwives to worlt within 

the dynamics of the new relationship and contexts 

11. Assess the adequacy of the current provision of professional 

development opportunities for nurses and midwives (at pre-reg•stralion 

and post-registration levels) to prepare them for the challenges inherent 

In the new role that is envisaged for them 
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t 2. Identify what changes would be required to the provision of professional development opportunities to ensure that in the future nurses and midwives are adequately prepared for their role 

tl. Fonnulate a professional development strategy for nursing and midwifery adapted to the likely pace of change within the health services and capable of addressing the needs of the professions 
All the subsequent field research (interviews, focus groups) was driven by these objectives. It will become clear that they also provided the basis for the definition of the themes, categories and codes that emerged in the analysis of the data that were collected (section 4.10). 

4.3 Theoretical Framework for the Research Methodology 

The object of research in this study is nursing and midwifery. More particularly, It is an analysis of nursing and midwifery within a health service in Ireland that IS undergoing extensive change. The purpose of the research is to undefstand in what way the changes that are occurring within the health services are impacting on the role of nursing and midwifery now and, more Importantly, into the future. This understanding will provide the basis for the definition of a strategy for the development of the professions of nursing and miCiwlfert to enable them to cope with the impact of these changes. 

This description of the object and purpose of the research to be conducted in this study provides the bas1s for determining the best research strategy to adopt Once a research strategy has been chosen, the specific methods of research that are most appropriate to use will then become more apparent. 

The overal research strategy that appeared to be most appropriate for this study is the case study. Stake {2003) points out that a case study is not a melhoOologoeaJ choloe. but a choiCe of what IS to be studied. Once the object 
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of the study has been chosen, one can then choose to use a variety of 

methods that are appropriate to the object of the study. 

Stake describes the characteristics of a case study approach as one where 

the object of the study is a specific, unique, bounded system (Stake, 2003). 

In this case, nursing and midwifery constitute a specific, unique bounded 

system within the health services. In addition, the system is being considered 

in the context of the changes that are occurring within the health services. 

To say that nursing and midwifery is a 'bounded system" implies that the 

behaviour of nurses and midwives is patterned. There is a coherence and 

sequence evident within the profession; this is due to the regulated nature of 

the professions and the degree of professional training and education that is 

required to become a nurse or midwife. It is therefore easily identifiable as an 

object of case study as described by Stake (2003). 

The epistemology underpinning this research is one in which the world is 

Viewed as a whole, an interactive system with patterns of information 

exchange between subsystems or levels of reality (Downs, 1999). In this 

sense it is multi-dimensional and comprises multiple levels, with potential for 

interaction across levels and between levels. Levels exist within the whole 

and are interactive so that changes on one level reverberate between levels. 

A stratification of these levels for the health sciences would include cellular, 

organ system, person, family, community, culture and society (Downs, 1999). 

Each clinical area foctJses on a primary level depending on its competence. 

However, all must be aware of the interactivity of the whole. Analysis of data 

within such a system includes both quantitative observations and data and 

qualitative observations and data. 

Similarly, within such a system, both subjective and objective data are 

recognised as legitimate avenues for gaining understanding In a world that is 

considered as a multidimensional interactive whOle, the validity of data cannot 

be denied based on its source. Therefore, consistent With the paradigm of an 

Interactive system, the concept of 'research participant' includes not only 
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those who are the subjectS of the methodology but also those who administer or operate the methodology. ArtifiCial attempts to maintain an observer neulral stance can only seMI to reinforce a sense of false security. It is impossible ID eliminate investigator bias totally, therefore it makes more sense to recognise it and integrate it c:oosciouSiy into the methodology. Thus, recognition of contributions from both the investigator and the subject is increased when the interaction between the two is acknowledged. 

This paradigm also implies that both atomistic and holistic thinking wiD be used in research design and analysis. It is important to combine ref\ediOnS based on analysis of the individual parts of the system with considerationS derived from a consideration of the ove!View. 

Stake (2003) states that the epistemological question driving the conduct of the case study is what specifically can be learned from the single case. ThiS raiSeS the question as to whether the case study is to serve as a basis for generalised conclusions to be made, either as a contribution to theOry, or as a contribution to understanding other cases. This thesis is not intended as a contribution to theory, in the same way as a grounded theory (Locke, 2001: Duffy et at, 2004) approach might be. Neither is it interested in the question of generalised conclusions to be made that could be of use in other cases. It intends to be •an intrinsic study of a particular case· (Stake, 2003). The des.gn of the research is aimed at understanding what is important about the case in Its own wOOd. We will seek to make generalisations, it would be impossible not to do so But these will largely be in relation to happenings and issues within the case itself, relative to the future of the case and neW situations that may arise (Stake, 2003). 

Context and srtuat10ns are important elements of a case study. The case has Its own unque hrstory and operates within a number of contexts such as lllstrtutional, phys1C81. economic, legal, administrative, and ethical The case iS singular but it has subsections (e g. branches of the profession, grades of expertise, levels of specialisation), groups (e.g. students, educators. managers. spec•allsts), occasions (e.g. registration, graduation, advancement 155 



to another level of speciality, ongoing education), and what Stake refers to as 

a concatenation of domains - many so complex that at best they can only be 

sampled (Stake, 2003). 

Lincoln and Guba (2003) point out that a holistic case study calls for the 

examination of these complexities. They point out that much qualitative 

research is based on a holistic view that social phenomena, human dilemmas, 

and the nature of cases are situational and influenced by happenings of many 

kinds. To tackle this complexity, qualitative research in case study is usually 

organised around Issues (Stake, 2003). These issues can be organised 

around a number of research questions. In this research, these questions 

have been identified in the aims and objectives of the research. They include 

issues such as the impact of the changes in the health services on nursing 

and midwifery, the implications of these changes for skill sets, the implications 

of these changes for role development and for professional development. The 

identification and articulation of these Issues In this research, further 

emphasises the intrinsic nature of the research being conducted in this study. 

The complexity of the contexts and situations involved and the need for a 

holistic approach to identification of issues that will serve to provide structure 

to the case study raise the issue of the validity of the observations, 

descriptions and conclusions. One method of tackling this need for validity Is 

triangulation. Janesick (2003) refers to 'data triangulation' as the use of a 

variety of data sources in a study. This raises the question of providing 

corroboration of an interpretation, or appreciating the complexity of an issue 

by looking at it from a number of different perspectives. This question of 

perspective is described by Janesick (2003) as better represented by the 

concept of 'crystallisation'. Crystallisation recognises the many facets of any 

given approach to the social world as a fact of life. According to Richardson 

(1994), the crystal combines symmetry and substance with an infinite variety 

of shapes, substances, transmutations, multidimensionalities, and angles of 

approach. Crystals grow, change and alter but are not amorphous ... 

crystallisation provides us with a deepened. complex, thoroughly partial, 
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understanding of the topic. Paradoxically, we know more and doubt what we 
know (Janesick, 2003). 

Wrth these observations in mind, it is possible to summarise the majOf 

responsibilities of the case study researcher as follows (Stake, 2003): 

1. 

2. 

3. 

4. 

5. 

6. 

Bounding the case, conceptualising the object of the study 

Selecting phenomena, themes or issues - that is, the research questions 
- to emphasise 

Seeking patterns of data to develop the issues 

Triangulating or crystallising key observations and bases for 
interpretation 

Selecting alternative Interpretations to pursue 

Developing assertions or generalisations about the case. 

According to Stake (2003), the purpose of the case study is not to represent 

the world but to represent the case. He also asserts that the case study 

approach can be a disciplined force in public policy setting and reflection on 

human experiences, as vicarious experience is an important basis for refining 
action, options and expectations (Stake, 2003). 

4.4 Data to be Gathered and Sources 

The most appropriate data COllection methods to use in this study were 

determined Principally by the nature of the questions that were addressed and 

the characteristics ot the subjects of the research. Because of the scope and 

compleXIty of the research, qualitative research methOdology was used. 

Wrth this in mind, each of the objectives of the research was considered in 

tum •n Order to Identify the most appropriate methods in each case. An 

analysis of these considerations is provided in Table 4.1 below. The table 

descnbes for each obJective the most likely source of the answers to the 

Questions that will be POSed. In each case, data collection methods are 
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suggested that appear to be most appropriate given both the nature of the 

information that is sought and the likely source. 

Table 4.1 - Research Objectives, Sources, Methods 

'lo. l«searcll OblecU• ~ Source Researcll Mttbod 

1) 
Identify and analyse !he contextS Educators Focus Groups 
(policy, economic:, orpni$11tionat. Policy Makers Semi·suuctured interviews 
and institutional) within which Service Managers R""iew or best practice 
the health services of the fUture Medical Consultants elsewhere 
will be deliv=d. Nurse Managers 

2) ~"be the likely furure shape Documents Review of Policy Documents; 

of the Irish health services Educa!m review existing swisric:al 
Policy Makers forecasts for economy and 
Service Manage" ~ic:s; re•iew best 
Medical Consultants practice elsewhere 
Nurse MllllBgers Focus Groups; Semi-

structured in..,rvicws 

3) Describe as clearly as possible the DocumentS Review of Policy Documents 

new role that is intended for Educators Review best practice 

nurses and midwives within t.he Policy Makers ~lse"'bere 

services Service Managers Focus Groups 
Medical Consulwus Semi-suuetured inu:rviews 

Nwse Managers 

4) Describe in what way this role Service Managers Focus Groups 

diiTcrs from the current role Educators Semi-SlJ'Ucntred inrervie"'s 

Medical Consultants Secondary analysis of existing 

Nurse Managers research on spocialist nUf5CS 

Specialist Nurses and midwives, ANPs and $1olf 

Staff Nurses and nurses I midwives by Nalional 

Midwi•es Council 

5) Assess the degree of clarity and Service Managers Focus groups 
~mi·$U'IICtUI'ed intervie\\s 

cerminty (or of confusion and Educators ~011dnry analysis of exislina 
unceru.inty), of awareness and Medical Consultllnts 

research on specialist nUf5CS 
understanding that exists in Nurse Managers 

and midwives, ANPs and staff 
relation to th~ definition of this Specialist Nurses nurses 1 midwives by National 
role among key $1akeholders s18!fllurses and 

Mid\\h-es Council 

6) Understand the nature of the Service Managers Focus Groups 
~mi·5[J'UClUI'ed inten ~., 

relationships that will need to be Educators Review of best practice 
developed within new Medical Consultants 

else,. here. 
institutional and service delivery Nurse MMagers 
senin11.s soecialist Nurses 
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No. Raal...,~ Obifdhce So•ru Resea ...,h Method StaffNUJSeS and 
Midwives 

1) I denliJY lhe ski lis and Service Managm Focus Groups compeltllcies IIIII will be Educators Semi-structured interviews required to Jillfillhe new role Medical CoosuhantS Secondary analysis of oxislinJ Nurse Managm ~h on specialist nurses Specialist Nurses and midwives, ANPs and bit SlaffNurscs and nurses I midwives by National Midwives Council. 

8) Assess wbclher these skills and Service Managm Focus Groups compe1eDCics ...., difl'erem from Educators Semi-structured interviews lbosc dill we turmllly required Medical Coosultants Secondary analysis of existin& Nurse Managm n:surch on specialiSt nurses Specialist Nurses and midwives, ANPs and staff Slaff Nurses and nurses I midwives by Nationll Midwives Council. 

9) Aueu perceptions as to "hether Service Managers Focus Groups nuna and midwives curmnly Educators Semi-Structured interviews 
possess !be necessary skills and Medical Consultants Secondary analysis of cxistin& 
COIIIpCienein 

Nurse Managers research on specialist nurs6 Specialist Nurses and midwives. ANPs and staff Staff Nurses and nurses I midwives by National Midwives Council. 

10) Aueu the in-cl of~· Service Managm Focus Groups 
of nunes and midwives to work Medical Consultants Semi-structured interviews 
"lliwl the d)namicsoflhe new Nurse Managers Secondary analysis of exislin& 
relllJOIIShip and COIIICXIS 

Specialist Nurses research on specialist nurses Staff Nurses and and midwives, ANPs and staff Midwives nurses I midwives by Na!ional Educators Council. 
11) A.ucss the adequacy of lbc 

Service Managers Focus Groups 
CWTt'lll Jl'O•lSioo of professional Medical Consultants Semi-structured intervieWS 
de'clopmmr OJ'POitUnitia for Nurse Managers Secondary analysis of uistln& 
nurses and mid,.ives (II~ 

Specialist Nurses research on specialist nurses 
rcpa aiooo and P<>51·!eJiSinlhon StaffN urses and and midwives. ANPs and staff 
le\-els) to l'ftPitC them for the 

Midwives nurses I midwives by National 
~ mhcftnton the n.ow Educators 

Council 
role dill is =•isa&ed ror lhcrn 

-12) ldcnlll') "hi& dolnJn "'OUid be 
Service Managers Focus Groups 

rcquored to the PfO•Isioo or 
P"'lfcssioDal lk'clopmcnt Medical Consultants Semi-structured interviews Clpportumtlts Ill - hi In lbc 

Nun.Managm Secondary analysis of exist in& fut~n n-. lnd midwha are Spccial!SI Nurses resnrcb on specialist nurses •r...q,..l) Jllti*td ror tht1r role Staffl'iune• and and midwives, ANPs and staff Mldwi~ 
nurses I mld\lives by National Educators 
Council 
Review of beSt practice 
elsewhere -159 



1-.l!l"o.!!:....l-- R~rch Ob relive 

13) To formulate a professional 
development strategy for nursing 
and midwifery adapted to \he 
likely pace of change wilhin the 
health services and capable of 
addressing the needs of the 
profession. 

Sourte 

Poticy Makers 
Service Managers 
Medical ConsultanJS 
Nurse Managers 
SpecialiSt Nurses 
Staff Nurses and 
Midwives 
Educators 

Focus Groups 
Semi-structured interviews 
Secondary analysis of existing 
researeh on ~pecialist nurses 
and midwives, AJI.'Ps and staff 
nurses I midwives by National 
Council 
Review of best practice 
elsewhere 

4.5 Populations, Samples and Data Collection Methods 

The information contained in table 4.1 enables the identification of the 

following categories of relevant key stakeholders that could be considered 

subjects for the research to be conducted. These are as follows: 

1) Policy Makers 

2) Service Managers 

3) Medical Consultants 

4) Educators 

5) Directors of the Nursing and Midwifery Planning and Development 

Units (NMPDUs) 

6) Directors of Nursing and Midwifery (hospital and community) 

National strategy in nursing and midwifery will be driven principally by the 

members of these categories of stakeholders. For that reason they constitu1ed 

the most important targets for the primary research conducted as part of thts 

study. 

Other important categories include -

7) Assistant Directors of Nursing I Midwifery 

8) Clinical Nurse 1 MidWife Managers (CNMsiCMMs- grades 
1
• 
2

• 
31 

160 



9) Specialist nurses (including Clinical Nurse I Midwife Specialists -
CNS 1 CMS, and Advanced Nurse I Midwife Practitioners (ANP I 
AMP) 

1 0) Staff Nurses I Midwives 

For the purpose of defining institutions and individuals for Inclusion in the sample used in the research, the following general criteria were applied -

1) Polley Makers - It was possible to identify a core group of Individuals in key posts involved in determining the shape of health 
services in the future and the role of nursing within those services. A purposive sampling approach was adopted here aimed at ensuring inclusion of key decision influencers in the policy making 
area for the health services. The sample includes -
a. Secretary General (DoHC); 
b. Assistant Secretary responsible for Strategy Implementation, DoHC; 

c. Head of Project Strategy Implementation, DoHC; 
d. Director of Personnel Section, DoHC; 
e. Chief Nurse, DoHC; 

f Chief Medical Officer, DoHC; 
g. Principal Officer responsible for Nursing Policy Division, DoHC; h. Chief Pharmacist, DoHC; 
I P . ' I · nnctpa Officer responsible for National Task Force on Medical Staffing, DoHC. 
n • 9 

2
) Service Managers - This category can be divided into two subgroups 

a Group 1 - A limited group of key targeted individuals with 
overall accountability for the implementation of policy, the 
reform of the servtces and the delivery of services. A purposive sampling approach was adopted here aimed at ensuring 
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participation by the key most senior personnel involved in the 

management of the health services-

i. Chief Executive of HSE· • 
ii. Head of Change Management Team within HSE· • 
iii. Two Members of Board of HSE (Nurse Education and 

Author of Brennan Report (Government of Ireland, 2003); 

iv. National Directors of HSE (National Hospitals Office 

(NHO), Primary Community and Continuing Care (PCCC) 

and Human Resources (HR)) (3) 

v. Director of Health Boards Executive (HeBE); 

vi. Health Board Chief Executives (11); 

vii. Chief Executives of Major Academic Teaching Hospitals 

(12) 

viii. Directors of Public Health (2). 

The total for this group amounted to 33 

b. Group 2 - A wider group of service managers with 

responsibility for the delivery of services in specific 

geographic areas and care settings selected randomly from a 

stratified list. Institutions for inclusion on this stratified list 

included representatives of acute and primary care settings 

where there is a significant nursing component Out of a total 

population of approximately 360 for this category, a stratified 

random sample of 10 was chosen. 

n = 43 -i.e. the combined total for group 1 and 2. 

3) Medical Consultants - Out of a total population of 1,731 

Consultants in the country, the research concentrated on those 

Consultants who were members of the National Taskforce on 

Medical Staffing and in clinical areas with nursing relevance 

n = 10 
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4) Educators - It is possible to divide this category into three, each of 
which has historically developed in very different ways and reflects 
a different culture and professional emphasis -
a. Group 1 - Professors of Nursing and/or Midwifery and Heads of 

Schools of Nursing and Midwifery in Universities. The specifiC 
characteristics of this group is that not alone are they 
responsible for the delivery of essential services in the areas of 
pre-registration education, post-registration academic education 
and CPO, but they are also expected to talle a lead in the 
promotion and development of research in nursing and 
midwifery. The size of this population is 7, however, in two 
institutions the role of Professor of Nursing and Head of School 
has been divided, where, as a general rule, the former is 
responsible for the development of research and the latter is 
responsible for the delivery of educational services. In both 
these cases it would be important to interview each individual. 
Therefore the population and sample size in this case is 9. 

b. Group 2 - Heads of Schools of Nursing in the Institutes of 
Technology, where the emphasis is on the delivery of pre and 
post-registration educational services. The total population size 
for this group is 7, all of whom were targeted for inclusion in the 
research. 

c. Group 3 - Directors of the newly formed Centres for Nurse 
Education, located in the major teaching hospitals and with a 
SpecifiC role in the area of CPO and development of links 
between education and clinical practice. The total population 
size for this group is 19, 10 of whom were randomly chosen for 
Inclusion in the research. Centres of Midwifery Education had 
not been established at the time of this study. 

n"" 26 
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5) Nursing and Midwifery Planning and Development Units 

(NMPOUs)- There are 8 Directors of these Units in the country. All 

of them were included in the research. 

n=8 

6) Directo rs of Nursing and Midwifery- The total population size of 

this category is 268. The population was divided into strata. The 

criteria for stratification and weighting was by Band, Geographic 

location and area of service delivery (i.e. acute care and primary 

care).A random weighted stratified sample of 40 was chosen form 

this population to be included in the primary research. 

n =40 

Categories 1 to 6 constituted the principal group involved in the determination 

of the future role for nursing and midwifery in the Health Services. For that 

reason they were main target for primary research. For the additional 

categories (7 to 10), there existed a number of secondary research resources 

that report on primary research, recently conducted, that could serve as a 

basis for analysis of the issues from the perspective of these categories. 

For categories 1 to 4, and for category 5, Group 1, the principal instrument for 

data collection was semi-structured interviews. For category 5 Groups 2 and 

3, and for category 6, focus groups were used. For categories 7 to 10 

secondary research sources were used. 

Thus, a total of 79 semi-structured interviews were planned as part of th1s 

research, broken down as follows-

1) Policy Makers- 9 

2) Service Managers- 43 

3) Medical Consultants - 10 

4) Educators, Group 1 - 9 

5) Directors of NMPOUs- 8 
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In addition, 9 focus groups were planned with 57 individuals, broken down as 
follows-

1) Directors of Nursing and Midwifery- 40 
21 Directors of Centres of Nurse Education- 10 
3) Heads of Schools of Nursing and Midwifery in the Institutes of 

T edlnology - 7 

The semi-structured interviews were conducted face-to-face. A more detailed description of the instruments used and the approach adopted is provided in section 4.6, 'Research Instruments'. 

The following tables (4.2 to 4.5) summarise the information concerning planned population, samples and selected data collection methods for each of the target categories: 

Table 4.2 -

Popel8tioe 

R•""'-lalior ti\11 

Summary of Planned Population, Samples and Data Collection Methods - Policy Makers 

l'll•aed 
Colltclion 
Method / 
loslrumtnl 

9 ~cted indtviduals- (I) Secrel81y General, (2) Semi· 
tervaniS in the OoHC; Assi!Wit Secretary m:poosible for Stn11egy Slrucrured ChidNwtt; Choef lmplm1elll8lion, (3) Head of Project Strategy interview Medocal 0111cet- lmpkmeuwion. (4) DirtctorofPeT$01lnel Section. (5) Population • 9 Chief'Nursc (6) Chief Mediu.l Officer (7) Principal Ofr!Cef II'SJ!Oilstole for NUlling Policy Division (8) Chief l'llarmac:isl (9) Principal Ofr~ter responsible for National Taa FOtU on Medical Staffing n• 9 
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Table 4.3 - Summary of Planned Population, Samples and Data 

Collection Methods - Service Managers and Medical Consultants 

Population Planned Collection 
Method/ 
Instrument 

St"'~ Maugers 

lmerim Management Team for HSE: Group I - ChlefExe<:utive ofHSE (I); Group 1-

Boord of HSE; Chief Executive of Head of Change Management Team Semi· 

HSE; National Directors of HSE; within HSE (I); Members of Board of SUUCtured 

Chief Executive of HEBE; Chief HSE (N!me Represenwh-e and Author inter.iew 

E.'eeuti>-es of Health Boards; of Brennan Repon)(2); National 

P!ogramme Managers for Community Directors (Hospitals Office, PCCC and 

Care Services, General Hospital HR) (3) Director of HeBE (I) Healt!t 

Sfflices and Special Hospital Services Board CbiefExecutives( ll ); Chief 

in Health Boards; Chief Executives I Executives of Major Academic Teaching 

General Manaaers of Health Board Hospitals (12} Directors of Public Health 

bealthcan: insrinnions; Chief (2) 
Executives of Public Voluntary 
Hospitals and Private Hospitals. 
Population= 360 (ca.) 

n•33 

Group 2-Other Service Managers 10- Group2-

randOIJI Sll'lti lied samp Je Semi· 

n= 10 SIIUCIIftd 
inteniews 

sub total n - 43 

\ledicaJ Consulrant.s 

Consultants (Population • 1731)- Consultants who were members ofrhe Semi· 

Anaesthesia (26S) Emergency National Taskforce oo Medical Staffin& srructurcd 

Medicine (31) Intensive Care (I) and in clinical areas with nUI'5inJ interviews 

'ledicine (316) Obstetrics and relevance 
Gyt~aeco!ogy (93) Paediatrics (96) n = 10 
Pathology (I 59} P$ycbiatry (276) 
RadioiOI!V ( 163\ Su~ery (331) 



Table 4.4- Summary of Planned Population, Samples and Data Collection Methods- Educators and Directors of Nursing and Midwifery and Directors of NMPDUs 

Popalatloa Planned Coll~tion 
M dbod/ 
Jnstrumtnl 

Edueaton 

Heads or Nunona Schools and Group I - Heads of School/ Professors of Semi·strocmoed Profrssors in Third u•el Nursing in Uni,~ities interviews lAIIi1Wons (Population - 16); n•9 
Dormors of Centres ofNune 
Educatioa (19) Gnllql2- Heads of School in Institutes of 

Technolo&Y Focus Groups o•7 

GroupJ • OinclorsofCemres for Nurse Education Focus Groups n•IO 

sub IOtal n • 26 

Dil'fftors of Nur1ina and M ldwlftry 

i'qNIM1011 • 269 ACC«din& SU'alilied random sample, taking account of Focus Groups 10 band and in$1otulions 1 Band and Geographic location 1 Health Board COIMIWitl) -~~ n• 40 

0.1'ft'ton or 'MPD\.s 

Population • 8 All 
Semi-strUerured n•l 
interviews 
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Table 4.5 - Summary of Planned Population, Samples and Data 

Collection Methods - Assistant Directors of Nursing and Midwifery, 

Clinical Nurse I Midwife Managers, CNSICMS, ANPIAMP, Staff Nurses 1 

Midwives 

Population Planned CollectiOn Method / Instrument 

AUistut Directors of Nunin& and Mid,.lfery 

Information on population size to be No primary Secondaly ~b sources from 

defined research. Natiooal Council -especially Agenda 
for Future Professional Development 
ofNursing and Midwifery (National 
Council, 2003a)) 

ClinJ(jiJ Nune I Midwife Manacen 

Includes nll CNM I, 2 and 3. Includes No primary Secondary ~rch sources 1iom 

also Assistant Directors ofNursing, research. National Council - (National Council, 

and Nursing Practice Development 2003a) 

Coon!inators. Information on 
population size to be defined 

CXS/CMS and ANP/AMP 

A.'<Ps {Population • 6): Clinical No= No primary Secondary ~b so~~rtes from 

' Midwife Specialists {Population = research National Council-espedall) An 

1.5!4) 
Evaluation of the Effectiveness of the 
Role ofCNSICMS in h"Cland (Notional 

counci~ 2~); A Preliminary 
E•-aluatioo of the role of the Ad\'IDCed 
Nom Pract1tiontr (National COUDCil. 

2005e) 

Stalfl'lurses I Mldwh•es 

AllllllrJes 8lld midwives emploved in No primai'Y 
Secondary research sources from 

~lie lector. Includes staff nurSes, research 
Narioc:W c-it especially An 

mrdwives, public health nurses. 
Examination of the ProfessiON! 

Population= 33,474 {DoHC annual 
Development Nffih ofStalTNurses 
11\d Mich•ives on trellnd (l'atlonal 

eensas 2000) Council. 2(1044); A&eJida for the F~~n 
Professiooal Oe,etopmena or PublJC 
Heallll Nursina (Nad01111l Council, 

2005a) 
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4.6 Gaining Access and Scheduling Interviews and Focus Groups 

The process of gaining access to participants was planned as follows: 

A letter of introduction requesting their participation was sent to potential participants in both semi-structured interviews (Appendix 15) and focus groups (Appendix 16). This letter was accompanied by an information sheet (Appendix 17), which contained a brief description of the research and how the interview or focus group would be conducted. The information sheet also mentioned that the interview or focus group would be recorded, that participation was totally voluntary and that the identity of individual contributors to the research would not be revealed. The letter also included a copy of the interview schedule or focus group schedule (Appendix 18) to enable participants to see what kinds of questions they would be asked. 

The letter indicated that the researcher would follow up with a telephone call to check availability to participate and to arrange a suitable date. As the participants involved in the interviews and focus groups were all senior members of staff within their organisations, the scheduling of the intervieWS and focus groups had to be done weeks in advance in most cases. 

The Interviews were, for the most part, held in the interviewees' office and were conducted on dates and times that suited the interviewees. Sometimes. it surted interv~ewees to be interviewed in the researcher's office (in the National Council for the Professional Development of Nursing and Midwifery) because it was more convement for them. The general principle applied was that location was determined according to what suited the interviewee. 

The scheduling of the focus groups was done by negotiation with the participants regard1ng time and location, applying the principle of su1ting 
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participants in so far as it was possible. The locations for the focus groups 

included rooms reserved for the purpose in hotels that were convenient for the 

participants, or in the premises of one of the participants (e.g. two were held 

in different CNEs). 

Finally, once the interview or focus group had been completed, a letter of 

thanks was sent to each participant (Appendix 19) 

4.7 Research Instruments 

The principal research instruments used for the primary research in this study 

were face-to-face semi-structured interviews and focus groups. 

In developing the interview schedule for the semi-structured interviews and 

the focus groups (Appendix 18), the guidelines provided by the Trent Focus 

Group were used (Mathers et al 1998; Robson, 2002). The same interview 

schedule was used for both the semi-structured interviews and the focus 

groups. 

4.7.1 Guidelines for the Semi-structured Interviews 

The following general guidelines applied to the preparation and conducting of 

the semi-structured interviews (Mathers et al, 1998; Robson, 2002): 

The semi-structured interviews were conducted on a face-to-face basis due to 

the sensitive nature and complexity of the subject matter. Subject to prior 

Permission of the respondent being secured, the interviews were tape

recorded. This significantly reduces the potential for error or bias to be 

introduCed into the recording of responses. 

Each respondent was contacted by letter (Appendices 15 and 16) and by 

Phone to secure agreement and to agree on a conven~ent location and time. 

This letter included information on the purpose of the interview (Appendix 1
7

> 
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and the likely duration. Respondents were assured of the voluntary nature d their participation and of the confidentiality of their responses. At the beginning of the interview, the respondent was asked to sign a consent fonn (Appendix 20). 

Each interview was planned to last no longer than 60 minutes, with 15 minutes allowed for introduction and conclusion (giving an actual interview llme of 45 minutes). At the end of the interview the respondent was given a contact telephone number should they wish to follow up on their comments or seek additional infonnation on the progress of the research. If the respondent so required, a copy of the manuscript of the interview was made available to them. 

The interviews consisted of a series of open questions relating to the 13 objectives of the research that had been identified. An integral part of the 1nteMeW technique was ensuring that the respondent understood the purpose of the interview and was willing to cooperate. This required the clarification of questions, the correction of misunderstandings, the use of prompts, the probing of responses and following up on new ideas that emerged in the course of the interview. 

Coding of responses was started only when all the interviews were completed, when comparison and cross-checking with other interviews was possible Given the exploratory nature of the research and the large amount of attitudinal information to be collected on such a large scale, there was no list of pre-defined codes. This contributed to the minimalisation of any bias in Interpretation because there was no question of trying to fit responses to a pre-defined set of codes (Mathers et at, 1998}. A typed script of the recorded interview was produced and used as the basis for the determination of analys•s codes. 

An lllleMeW schedule was designed that outlined the questions to be asked. the probing to be done and the cues and prompts to be used. The following general guidefines applied to the interview schedule: 
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The questions related directly to the objectives of the research and were 

predominantly open in nature. Leading questions were avoided. 

The questions focused on eliciting the experiences, opinions and beliefs of the 

respondent on the subject matter. It was sometimes necessary to probe to 

determine whether the responses were based on first hand experience, 

personal knowledge, or third party sources. It was important that the 

responses were able to be classified according to whether they represented 

the Individual opinion of the respondent or whether they were a reporting of 

fact. The use of prompts and probing determined whether the level of 

knowledge and understanding of the respondent was such as to merit more 

in-depth exploration of a particular topic, or whether i1 was more worthwhile to 

pass on to a subject about which they were more informed. 

The interviews were conducted in a relaxed and conversational manner, 

designed to encourage the respondents to express themselves. During the 

course of the interview, particular attention was paid to the phrasing of the 

questions, the emphasis expressed through the tone of voice and the use of 

body language by the interviewer and the use of good listening skills (knowing 

when to listen and when to prompt). 

Every effort was made to avoid interviewer bias by bringing the personal 

perspectives of the interviewer into the interview. The avoidance of this kind of 

bias was enhanced by the continuous use of open questions, appropriate 

prompts and by good listening skills. However, in interviews with senior 

personnel, it was considered that i1 was sometimes necessary to build up 

empathy by entering into a discussion that required the expression of some 

personal opinions. 

The overall flow of the interview was ensured by the use of techniques such 

as not interrupting, following up on leads. asking about both sides of an issue 

and using reflective comments which gave the respondent permission to 



continue to discuss and consider a particular topic. This also included allOWing for meaningful silences. 

4.7.2 Guidelines for the Focus Groups 

Many of the guidelines for semi-structured interviews also applied to the focus groups. The following specific guidelines, however, were also used-

Participation in the focus groups was detennined using a random weighted stratified sampling criteria as described in section 4.5 above. Each focus group consisted of no more than 12 participants. 

Each focus group was conducted by the researcher in the role of moderator of the discussion. A note-taker was also in attendance. The note-taker commented in writing on the general atmosphere of the session and made any other observations of interest. She was also responsible for ensuring that the manuscript reflected faithfully the content of the discussion. 

The discussions were recorded, with prior pennission of the participants. Participants' anonymity was assured. Each discussion lasted approximately one hour. The discussion was conducted with the aid of a question guide prepared in advance (Appendix 18). Probing questions were used to follow up on contributions that required further clarification. 

The taped discussions were transcribed and used as a basis for coding. The coding facilitated the analysis of the content and the identification of themes raised within and across the focus groups. The outcome of this process was cross-referenced wrth the outcomes of the semi-structured interviews. 

4.8 Data Analysis Techniques 

The pnnclpal steps in the data analysis included the following: 
The taped Interviews and focus group discussions were transcribed. prodoong a verbatim hard copy of the respondents' contributions. 
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Prefiminary computer analysis of the data, including coding of the material 

transcribed, was undertaken using a proprietary software package 

(Ethnograph v5.08) designed for qualitative data analysis (Qualis Research 

Associates, 2001 ). A description of the practical experience of using the 

software for coding and analysis of data is available in section 4.10 of this 

chapter. 

Particular attention was paid to issues raised in all or most of the focus group 

discussions and the issues that were most discussed. This resulted in the 

compilation of a list of the most frequently assigned codes. The importance of 

reflection In data analysis is highlighted in section 4.10 of this chapter, along 

with an account of the experience of doing this in this research. 

The intensity of the discussion and views expressed on the issues raised was 

analysed based on the list of most frequent codes. A full analysis of the 

frequency of occurrence of codes is provided in section 4.10 of this chapter. 

In addition to computer-assisted analysis, further manual content analysts was 

undertaken because of the complex nature of the data and of the concepts 

being researched (see section 4.10). This is an integral part of the iterative 

nature of the reflection required on the data and Is descnbed in section 4.10 in 

more detail. 

The analysis of content and the coding of the data facilitated the idenllftcation 

of themes within and across focus groups and individual interviews. This 

provided the basis for the development of a thematic framework, showmg the 

interrelationship between emerging themes. The themes were further 

subdivided into categories, and within each of the categories individual codes 

were identified. Detailed analysis of the experience of doing this is provided in 

section 4.1 0.3 of this chapter. 
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4.9 Ethicallssues 

4.9.1 Research Approval 

Approval for the research was granted by the Ethics Committee of the Faculty of Health Sciences, Trinity College, Dublin, and the standards required by the Committee have been incorporated into the design of the methodology. In order to gain approval, the researcher was required to provide the Ethics Committee with a detailed description of the research to be conducted and of the methodology to be used. The Research Ethics Application Form (Appendix 21) required detailed descriptions of the way in which participants would be recruited, how the confidentiality and privacy of the participants would be guaranteed and how the consent of individual applicants would be gained. The researcher was also required to provide samples of the informed consent form (Appendix 20), the letter of invitation to participate (Appendices 15 and 16), and the information sheet for participants (Appendix 17). 

In qualitative research there is an obligation on the researcher to be aware of sensitive issues and potential conflicts of interest between gaining insights Into the subject of the research and maintaining and protecting the rights of the participants in the research (Arksey & Knight, 1999). This means that in pursuing the objectives of the research, it is important to proceed with sensitivity and respect for participants. In order to ensure that this happens, qualitative research needs to prOCeed within the framework of ethical guidelines (Tutty et at, 1996). These are in turn based on the key principle of justice. understood as an avoidance of exploitation and abuse of persons (Orb et al, 2001 ). 

An ethical framework for qualitative research of the kind carried out in this study usually includes considerations for the personal safety of participants. informed consent, Information on the purpose of the study and guaranteeing pnvacy and confidentiality (Singleton & Straits, 1999). 
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4.9.2 Personal Safety 

The issue of personal safety involves ensuring that the physical safety of 

participants is guaranteed and also that they will not be subjected to any 

personal embarrassment, humiliation or other negative psychological 

experiences. This includes protecting their personal self esteem and avoiding 

asking questions that might prove threatening or embarrassing. It also 

involves ensuring that nothing is reported that could be construed as an 

Invasion of the privacy of the individual (Singleton & Straits, 1999). 

4.9.3 Informed Consent 

The issue of informed consent relates to the need to ensure that participants 

feel free to participate or decline to participate in the study. This has important 

legal and moral connotations. It requires that participants are provided with 

sufficient information to enable them to make an informed choice. It also 

requires of the researcher to gain written consent from the participant before 

engaging in the research (Singleton & Straits, 1999). 

Providing the participant with sufficient Information Includes describing the 

PUrpose of the study, the nature of the involvement of any institution in the 

study and the identity and background of the researcher. It also requires the 

researcher to provide information on the nature and number of the questions 

that will be asked, the duration of the interview, whether the interview will be 

taped or not. the venue of the interview and how the data gathered will be 

used (Tutty et al, 1996). It is also recommended that the results of the study 

should be made available to participants (Nelson Hagemaster, 1992). 

4.9.4 Privacy and Confidentiality 

The issue of the right to privacy raises questions about when, where, to whom 

and to What extent attitudes, beliefs and behaviours are revealed (Singleton & 

Straits, 1999). It is also about the right of the participant to remain anonymous 

and to be reassured that a code of strict conftdenbalrty will apply 10 any 
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information, beliefs or attitudes that are recorded. This is something that 
presents difficulties in research such as this, given that the interviews and 
focus groups involve face-to-face meeting, and in the case of the focus 
groups, people other than the researcher are present and aware of the 
involvement of an individual (Berg, 1998). What is important, however, is to 
ensure that confidentiality is guaranteed in the research by taking every step 
necessary to ensure that the identity of individual participants is not possible 
to determine from the results of the research. This involved maintaining 
research records in such a way as to ensure that identities were protected 
and writing up the results of the research in a manner that protected the 
identity of individual participants. 

Another important dimension to the ethical conduct of a study of this nature is 
the question of relationship between the researcher and the participant. This 
can be particularty difficult when they are peers, colleagues or known to each 
other through reputation, as was the case in this research. This required a 
high degree of sensitivity on the part of the researcher not to use the 
existence of such a relationship to compromise the participant in any way. It 
was also necessary to give a great deal of thought to the formulation of the 
questions to be asked, to exercise a high level of self-awareness while 
condUCting the interview or focus group and to use active listening skills. It 
also required the researcher to be careful not to become involved with the 
participants in a way that might compromise the objectivity of the research 
(e.g by showing agreement or disagreement with a statement); this required 
the researcher to remain detached and objective. 

4.10 Reffectlons on the Practical Application of the Methodology 

4.10.1 Introduction 

In a.pply•ng the methodology described in previous sections of this chapter, a 
number of l$$ues emerged that have a practical bearing on the way In which 
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the research developed. This section provides a description of the adaptations 

10 real life circumstances that are part and parcel of a researcher's 

experience. In particular, the outcome of the sampling and targeting exercise 

for both the interviews and focus groups (4.10.2); the steps taken towards 

defining the themes, categories and codes and the results of that process 

(4.10.3); a description of measures taken to ensure the validity and reliability 

of the coding and data analysis exercise (4.10.4); a description of some of the 

measures that were taken to ensure that the ethical framework of the 

research described in 4.9 was respected and adhered to (4.10.5). The chapter 

will conclude with some reflections on the data analysis process by way of 

introduction to the chapters that follow on the results of the research. This will 

include some reflections on the scope, extent and significance of the research 

undertaken, the issue of saturation, the challenge of dealing with such a large 

amount of data and, finally, the question of personal involvement of the 

researcher in the process. 

4.10.2 Populatio n and s amples 

In section 3.5 of this chapter, details were provided on the planned numbers 

of participants for each of the categories of participants in both the semi

structured interviews and the focus groups. The rationale for the sampling 

approach adopted was based principally on the desire to ensure that all of the 

key stakeholders within the health services would be involved. This required a 

PUrposive approach in some cases to the sampling exercise. It was also 

important to introduce some stratification and weighting considerations Into 

some of the categories (e.g. Service Managers in group 2 and Directors of 

Nursing and Midwifery) to ensure that different geographic and institutional 

settings would be represented in the research. The one key group that was 

· t tiv I 
miSsing from the stakeholders group was that of pat1ent represen a es n 

mo 1 f · 1 d patient representation was 
s o the secondary research matena use . 

present Patient representatives should be included in any future research. 

The actual numbers achieved for each category can be summarised as 

lollaws: 
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In the case of the category policy makers, the targeted number of participants 
was g and the actual number of participants was 1 0. All of the targeted 
members of this sample group were interviewed. In the case of one of the 
targets (Secretary General of the DoHC) there was a change of personnel ha~ 
way through the research and it was felt appropriate to interview the new 
holder of the post as well for completeness. This resulted in one addition to 
this sample group. 

In the case of category service managers, the target was 43 and the actual 
number of participants was 35. The period during which the research was 
carried out was a very dynamic one for the services. It coincided with the 
creation of the Health Service Executive in January 2005 and the subsequent 
changes in personnel and roles. This made it a very difficult time to secure the 
commitment of individuals to participate In the research. Uncertainty about 
structures and roles coupled with the natural stress associated with a period 
of dramatic change militated against a simple recruitment process for willing 
participants. Three Masters of maternity hospitals could have been included in 
this group, as they could be described as service managers or medical 
consultants; they were actually included in the group of medical consultants. 

In the case of the category 'medical consultants', the targeted number of 10 
participants was exceeded, as 11 were actually interviewed. The original 
intention was to interview the medical consultants with relevant clinical 
backgrounds who were also members of the National Taskforce on Medical 
Staffing (DoHC, 2003c). Of the 10 targeted, 6 were Interviewed as part of this 
category In order to achieve the target sample, it was decided to target other 
medical consultants in disciplines of great relevance to nursing. These 
included· Maternity (3), Gerontology (1) and Emergency (1), bringing the total 
number of Interviewees to 11 As mentioned above, in the case of the 
Maternity mechcal consultants, as Masters of their hospitals, they could also 
have been •ncluded as service managers. For the purposes of analysis 
however, they have been mcluded in the sample group medical consultants. 
In addition, one of the medical consultants interviewed also fulfilled a role in 
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the Regulatory Body for medicine. Regulatory bodies had not been included in 

the original sampling exercise. Following discussion with my research 

supervisor and consideration of the importance of this function, it was decided 

to add the category Regulatory Body to the population sampling exercise. For 

that reason, one of the consultants, for the purposes of analysis will not be 

included in the category medical consultants, but in the category Regulatory 

Body. Therefore, for the purposes of analysis, the number of members of the 

category medical consultants that were actually interviewed reduced from 11 

to 10, which was the original target number. The additional medical consultant 

IS then added to the category Regulatory Body. This category includes the 

Regulatory Bodies for medicine and for nursing and includes therefore 2 

participants. 

In the case of the category educators, all of the targeted number of 

interviewees were actually interviewed. 

In the case of the category Nursing and Midwifery Planning and Development 

Units, all of the targeted members of this sample group were interviewed (8). 

During the period of the research, there was a great deal of industrial relations 

unrest Within nursing and midwifery. This culminated in the industrial dispute 

that took place from 2nd April 2007 and lasted for 7 weeks. The public 

discussions that took place at the time highlighted the important role that 

Trade Unions played in the professions of nursing and midwifery. As the 

lllterviews progressed, it became apparent across all the categories of the 

Interviewees that Trade Unions were an important factor and should therefore 

be included as part of the research. This change was discussed and agreed 

With my supervisor. A total of 2 interviews were carried out under this 

category. 

f N · nd 
Wrth regard to the focus groups, for the category Directors 0 ursmg a 

Midwifery, 30 out of the targeted 40 participated. Two focus groups were held 

fo o· . 1 d 2 Hosprtals with a total 
r lrectors of Nursing and Midwifery m Bands an • 

of 1 ld ~ o·rectors of Nursing and 
1 Participants: two focus groups were he ,or 1 
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Midwifery in Bands 3 and 4, with a total of 11 participants; two focus groups 
for Directors of Public Health, with a total of 8 participants. While the target 
sample of 40 was not achieved, it was deemed sufficient for the purposes of 
the research. In discussions with my supervisor, it was agreed that it was 
likely that saturation of opinion from this group had been achieved. 

In the case of the category Directors of Centres for Nurse Education, 9 out of 
the target of 10 actually participated. This was spread over two focus groups 
in different locations and at different times. 

In the case of the category Heads of School of Nursing and Midwifery in 
Institutes of Technology, it was decided not to proceed with focus groups for 
this category. Having completed the 76 semi-structured interviews and the 
focus groups with the other categories, it was decided, after discussion with 
the research supervisor, that in all likelihood saturation point had been 
reached on the data and information that was needed for the purposes of the 
research. 10 Nevertheless, in order to ensure that input from this important 
group was guaranteed, one face-to-face interview with one representative of 
this group was conducted. This brought the total number of semi-structured 
interviews to 77. 

Table 4.6- Summary of Numbers Participating in Interviews 

Category 
Target Actual 

Pollc:v M1kers 
9 10 S.rvlee ... 
43 35 llledleal Consultants 
10 10 Educators 
9 10 Nursing lnd Mldwlferv Pl•nnlng 1nd Oevelooment Units 8 8 Tr1de Unions 
0 2 Reoubotory Bodies 
0 2 

Taul 

79 77 

" A detailed d11Cu$Skln • .... . on - ... tltlon of data IS prOYKied 1n section 4.6 

181 



Table 4.7- Summary of Numbers Participating in Focus Groups 

Category 

n 
Oirtetors of Nursina and Midwlferv 

Dlrtetors of Centres of Nurse Educatio 

He1d1 of School of Nursing and Midwl fery In Institutes of 

Tec:hnoloav 

Total 

Target Actual 

40 30 
10 9 

7 0 

57 39 

as: 77 semi-structured interviews were 
The final outcome therefore w 

completed (against a target of 79) and 39 participants in focus groups (against 

mber for participation in the research was 
a target of 57). The total target nu 

136 (79 plus 57). The actual num 

actual participation level therefore 

participation. This was deemed by 

as sufficient for the purpose of the 

bers achieved were 116 (77 plus 39). The 

represents 87.2% of the target level of 

the researcher and the research supervisor 

research, as data saturation appeared to 

have been reached. 

No pilot testing of the interview schedule was conducted for this research. 

This was deemed unnecessary by the researcher and the research supervisor 

because of the very focused nature of the questions involved and the nature 

of the semi-structured interview process itself. The primary research was 

driven by the objectives of the research, which provided the basis on which 

the interview schedule and the schedule for the focus groups were developed 

4.1 0.3 Themes, Categories and Codes 

The thirteen objectives identified for the research (4.2) formed the basis for 

the formulation of the questions that were used in the semi-structured 

interviews and the focus groups (4.1). As each of the 77 interviews and each 

of the focus groups were completed, the text was transcribed and rmported 

into Ethnograph, a specialist software package designed for the analysis of 

qualitative data using a proprietary codrng system (Qualls Research 

AsSOciates, 2001 ) . The version of the software package used was Ethnograph 

vs.oa. 
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The coding system used in Ethnograph facilitates the identification of sections 
of text that contain information, views, opinions of relevance to the questions 
asked (and consequently of relevance to the objectives of the research). This 
enables the researcher to collate all similar sections of text under a single 
code and tabulate the number of incidences I occurrences of that code 
throughout all of the interviews or focus groups. 

In order for Ethnograph to worl< it is important to have a clear understanding 
of what information is sought through the interviews. During face-to-face 
interviews and focus groups, many comments are made that may be very 
interesting in themselves but that are not relevant to the objectives of the 
research. The system of coding is an important way of ensuring that the 
information collated is directly relevant to the questions being asked. 

The process of defining and using codes is based on an initial intensive phase 
of familiarisation with the data in the transcriptions. This involves intensive 
reading and reflection and the use of pencilled annotations in the margins to 
record impressions and ideas on possible codes. It took a number of iterations 
of th1s process. over a number of transcriptions, before a final approach to the 
coding wa.s arrived at. This process also involved a considerable amount of 
discussion and testing with my research supervisor. In the end, it was decided 
to worl< on the basis of an agreed number of themes, under which a number 
of categories could be defined and for each of the categories an individual 
code could be arrived at and defined. 

Hav~ng famaharisect myself thoroughly with the material in the transcribed texts anclk I . eep ng In m1nd the obJectives of the research, four key themes emerged. 
Each of these themes was assigned a two digit code. These were: 

• The Future of the Health Services- FH· 
• 

• The Changing Role for Nurses and Midwives in the Health Services -RC, 
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• New Skills Required of Nurses and Midwives- SK· • 

• Changes in Education for Nurses and Midwives- ED. 

Each of the themes was then subdivided into a number of categories aimed at 

providing more detail about the theme in question. Each of the categories was 

assigned a two digit code. Categories were then subdivided into individual 

codes, each of which was allocated a two digit code. 

As a result, each code is made up of six letters - the first two letters indicate 

the Theme (e.g. FH = Future of Health Services); the second two letters 

indicate the Category (e.g. SP = Systems Pressure); the third two letters 

indicate the Code (e.g. AE = A&E). This generates the code FHSPAE. There 

are 4 themes in all. There are between 4 and 11 categories per theme. The 

total number of codes for all themes and categories Is 90. 

Appendix 22 contains a table summarising the totality of themes, categories 

and codes uSed throughout the data analysis. 

The detailed results of the analysis of these codes and of the text references 

they refer to Is contained in chapters 5, 6 and 7. Chapter 5 contains a detailed 

analysis of all of the theme, categories and codes that refer to the Future of 

the Health Services in Ireland. Chapter 6 contains a detailed analysis of all of 

the theme, categories and codes that refer to the Changing Role of Nursing 

and Midwifery in Ireland. Chapter 7 contains a detailed analysis of the 

themes, categories and codes that refer to Building Skills and Competencies 

in Nursing and Midwifery in Ireland. The latter is a combination of the themes 

for Educational Changes (EO) and Skills (SK). 

The COde book generated by Ethnograph 1s built on a family tree principle, 

With the themes being the mother codes and the categories and •ndrvidual 

COd cod ~......ti\uoly A full presentation 
es the daughter and granddaughter es re"t""'v·-

of the entire code book, including the entire family tree and definitions of each 

Of the individual codes used is provided in Appendix 23 
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The coding of each in<frvidual transcript was done using the 6 digit codes defined 
10 

the code book. A sample extract from a transcript of an interview is provided in Appendix 24. A sample extract from a coded interview is provided in appendix 25 

4.1 0.4 Validity and Reliability 

4 .1 0.4 .1 A review of the theory 

Validity in qualitative research is defined as the extent to which the data are plausible, credible and trustworthy; and thus can be defended when challenged (Maxwell, 1992). 

Surridge (2007) asks 'What makes a good qualitative study? How would you judge it?' She replies that it comes down to questions of language and defensiveness, methods of assessment, reflexivity (self awareness, reflection and impact), and audit trail. 

Maxwen (1992) Identified three types of validity in qualitative research. Descriptive VaJ;dity refers to the accuracy of what is reported by the researcher (the events, the objects, the behaviours, the setting, etc). For example, that what is reported actually happened and that what was heard or observed as accurately reported. Interpretive Validity refers to the accuracy an anterprebng what as goang on in the minds of the participant and the degree to wtuch the parbcipanrs views, thoughts, feelings, intentions and experience& are accurately understood by the researcher. Theoretical Validity refers to the extent to which the theoretical explanation developed fits the data and therefore is etedible and defensible. 

Johnson (1997) and Benz & Newman (1998) identify a number of strategieS for addressing the vafldity ISsue, some of which are relevant to this studY and some are not (see also Aguinaldo, 2004 and Myers, 2000): 
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11 £)(tended fieldworK or Prolonged Engagement On-Site - If possible 

qualitative researchers should collect data over an extended period 

of time- This strategy was not appropriate for this study because 1 did not 

intend to conduct any phenomenological observations that would require 

extended fJeldwork. Robson (2002) points to the dangers of 'going native' 

because of too close Involvement with the subject of the research. In this 

case, the study is being done from within the group; therefore the benefits 

of prolonged engagement with the subject of the study are already there. 

What needed to be monitored was the danger of too close involvement. 

This was best done through a critical use of the some of the other 

strategies listed here (see in particular, Reflexivity, Negative Case 

sampling, Peer Review, Triangulation). 

21 Low inference descriptors - Use descriptions phrased vety close to the 

participants' accounts and researchers' field notes, e.g. verf:Jatims (i.e. 

direct quotes) are a commonly used type of low inference descriptors -

This is an important technique that was used in this research, informing 

the approach to coding of the verbatim accounts of the interviews and 

focus group discussions. Robson (2002) points out the threat to validity 

posed by description and recommends for that reason the use of audio 

and or video tapes as a basis for ensuring fidelity to what was recorded. 

The chapters on presentation of results (chapters 5, 6 and 7) use direct 

quotes from the transcripts of the interviews and focus groups. 

3) Triangulation - Cross-checking information and conclusions: This theme 

is covered by many authors, with slight variances in how they interpret 

and emphasise each aspect of it. The model used here is based 

principally on Maxwell (1992). Maxwell identifies four kinds of 

triangulation: 
. ta rces to help understand a 

a. Data triangulation: uses multiple da sou 

phenomenon 

b 
. 1 search methods to study a 

· Method triangulation: use of mult1p e re 

phenomenon 
186 



c. Investigator triangulation: use of multiple investigators (Of 
researchers) when collecting and interpreting the data 

d. Theory triangulation: use of multiple theories and perspectives to 
help interpret and explain the data 

The approach adopted to triangulation in this study is described in section 4.10.4.2. 

4) Participant feedback: Discuss with the participants your interpretations and conclusions for verification and Insight. Go back to those people and check the observations you made of them, I.e. Is this what you meant? Is this what you did? Robson (2002) denominates this approach 'Member Checking'. This approach was used once the coding of the texts transcribed from the interviews and focus groups was completed. II involved providing 'Members' with a list of statements from the coded data and checking with them as to the plausibility of those statements (see 4.10.4.2 for a description of the outcome of this exercise). 

5) Peer review or Peer Debriefing: Discuss your interpretations and conclusions with other people, including a peer who is not interested but who could be critical and challenge your data and a peer who is interested rn your study and can provide insights about your data - This approach is bu111 into the supervisory function provided in the University. Discussions were also held with relevant peers outside the university setting who had an interest in the findings and Who could make constructive and critical contributions to the analysis. 

61 Negative case sampling - Examine cases that are contrary to your expectation, which help you confirm or disconfirm interpretations of the cases you are studying - This approach provides an interesting opportunity to, as Robson (2002) puts it, 'play the devil's advocate' in the formulation of conclusions based on the research. The use of this teehmque is probably more relevant to grounded theory approaches to quarrtatJve research. 
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1) Reflexivity or Neutrality - You critically examine yourself to detect potential 

biases and inclinations that may affect your conclusions. Even though no 

data collected are 100% objective, the researcher should convince 

readers that a high level of objectMty has been maintained - This is an 

integral part of the analysis process and was achieved by demonstrating 

and ensuring integrity in the interpretation of the data collected in the 

research. More detailed considerations of this important topic are provided 

in section 4.1 0.4.2 

8) Pattern matching - Try to predict results that form a pattern and then 

compare the extent to which the actual results agree with the predicted 

pattern- This can include checking the meaning of outliers, using extreme 

cases, following up surprises and looking for negative evidence (or 

negative case sampling) (Robson, 2002; Miles and Hubennan, 1994). It 

was an important part of the discipline of ensuring objectivity when 

analysing the data collected in the research and reaching conclusions. 

11 Audit Treil - The researcher should have good documentation so that 

another researcher can easily replicate the research. More importantly, tt 

allows someone to challenge or confirm the interpretation of the data 

made by the researcher- A detailed audit trail was maintained throughout 

the research. This involves keeping a full record of the activities of the 

researcher while carrying out the study. The audit trail for this study 

includes: 

a. 

b. 

c. 

All preparatory documentation, including research proposals, 

discussions and correspondence re proposals, correspondence 

with ethics committee, approval notifications. 

All documentation related to recrurtment of pal'tJQpants ror primary 

research (letters of invitation, background infonnation provided, 

signed consent forms) (Appendices 15, 16, 17 & 20) 
. . d •ocus groups notes taken 

Raw data (transcripts of tntervtews an '' • 

etc.) 
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d. 

e. 

A research diary kept on computer (including dates of 
appointments, meetings, notes taken, references gathered, 
additions to bibliography) 
Details of the coding and data analysis (including hand marked 
transcripts, computer coded transcripts from Ethnograph, revised 
coded transcripts following on reflection and peer debriefing). 

f. Record of member checking exercise, including original marked 
questionnaires from participants and letter to participants in 
member checking exercise (Appendix 26 and 27). 

Good accounts of keeping an audit trail are provided by Robson (2002), and Uncoln and Guba (1985). Validity in the interpretation of data can be threatened by pre conceived frameworks. The ability to trace the steps that led to a particular conclusion is an important part of demonstrating how you arrived there and strengthens the validity of the interpretation. 

The adoption of the relevant strategies as described above helped considerably in ruling out threats to validity. However, as Robson (2002) points out, there is no foolproof way of guaranteeing validity. The observations made In section 4 3 of this chapter, on the theoretical framework for the study, particularly with reference to the epistemological paradigm that underpins the study, are particularly relevant. 

4.1 0.4.2 A review of the practice 

In pracbce, the three principal methods of ensuring validity and reliability of codtng and data analysis were used. These were - Member Checking, Peer Debriefing and Tnangutation. In addition, it was important that the use of the software package Ethnograph did not introduce any bias either into the approach to coding or to the subsequent analysis 

The following •s 8 summary of the approach adopted under each of these head1ngs 
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Member Checking 

A member checking exercise was conducted With two representatives of each 

of the categories of interviewees. This amounted to 10 individual interviewees, 

representatives of 5 categories of interviewee (3.5). Each of these 1 o 
individuals received a verification questionnaire containing a number of 

statements on each of the themes of the research (Appendix 26). The 

statements were devised based on the data in the interview transcripts and 

were formulated in a positive way, reflecting what was deemed to be the view 

emanating from the majority of the interviews. Appendix 26 contains the full 

questionnaire as it was used, including the statements and the codes they 

refer to. The individual was asked to indicate the degree to which they agreed 

or disagreed with the statement in question, using a four box range (strongly 

agree, agree, disagree, strongly disagree). Respondents were asked in an 

accompanying letter (Appendix 27) to marl< their reaction to the statements 

based on whether they considered them to be plausible or not. The table in 

Appendix 26 replicates the verification questionnaire used for this purpose. 

The table also serves as a useful introduction to the following chapters on 

presenting the results. The questionnaire contains a list of statements, each of 

which represents a code that was used for data analysis. The list of 

statements amounts to a definition of each of the codes used and can usefully 

be compared with the reproduction of the code book from Ethnograph 

reproduced in Appendix 23. The list is divided into three sections: the first 

contains statements that relate to the future of the health services in lneland 

(to be presented in detail in chapter 5); the second oontains statements that 

relate to the changing role for nursing and midwifery in Ireland (to be 

presented in detail in chapter 6); the third contains statements that relate to 

building skills and competencies in nursing and midwifery to meet futune 

challenges (to be presented in detail in chapter 7). 

The analysis of the findings of the member checking exercise confirmed that 

the COd. . ut th t were credible in the eyes 
mg of the data was generating outp s a 

of th . • ThiS outcome of the 
ose who took part in the verification exercise. 
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member checking exercise was deemed therefore to be satisfactory. The 
process and outcome was verified by my research supervisor. More detailed 
analysis of the outcome of this exercise will be provided in the results 
chapters (chapters 5, 6 and 7). 

Peer Debriefing 

The second method for ensuring validity and reliability of coding and data 
analysis was Peer Debriefing. 

Three separate transcripts were provided to my research supervisor in a 
numbered but unencoded formal She proceeded to code the interviews 
independently. In doing this exercise, we agreed that she would check for 
instances where the text in the transcript was relevant to the objectives of the 
research and the questions asked. Her coded interviews were then compared 
with those that that had already been coded and checked for consistency. 

The result of this exercise produced a score of 85% consistency. This was 
deemed by both of us to be a significant and satisfactory score. 

Triangulation 

As discussed in section 4.4.1, the triangulation model used here is based 
principally on Maxwell (1992). Maxwell identifies four kinds of triangulation: 

Data tnangulation: uses multiple data sources to help understand a 
phenomenon - This is of relevance to this study. The case study included a 
detailed review of the issues involved using a number of different data 
sources (literature, policy documents, interviews, focus group discussions). 

Method tnangulation: use of multiple research methods to study a 
phenomenon- The methodology employed in this study included primary and 
secondary research methods, with a variety of primary research techniques 
being used (Interviews and focus group discussions). 
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Investigator triangulation: use multiple investigators (or researchers) when 

collecting and interpreting the data - This approach was not suited to the 

methodology employed in this study. Recorders and observers were used in 

lhe focus groups, but it would not be appropriate to use different investigators. 

The use of Peer Debriefing (see above) and Member Checking (see above) 

however provided a degree of triangulation that is similar to what could be 

expected from Investigator triangulation. 

Theory triangulation: use of multiple theories end perspectives to help 

interpret end explain the data -This approach was adopted when analysing 

and interpreting the data. Theories and perspectives from management 

disciplines, economic theories, public policy theories and analyses and other 

social sciences were incorporated into the analysis of the data (chapters 5, 6 

and 7) and in the preparation of a strategy for the professional development of 

nursing and midwifery (chapter 8). 

Ethnograph 

The choice of the software package to be used in this thesis was driven by a 

number of practical considerations. Most importantly it was felt that what was 

needed was a package that was capable of enabling the researcher to handle 

a large amount of text, generated through the interviews and focus groups, to 

assist in the coding exercise, to provide a solid platfonm for the analysis of the 

data. 

The literature on available software packages and assessment of their relative 

strengths and weaknesses is full of warnings aboUt the dangers inherent in 

becoming too driven by the technology. A good example of this is the National 

Science Foundation Handbook on Mixed Method Evaluations (Frechtllng and 

Westat, 1997). 

The National Science Foundation HandboOk refers to the great proliferation of 

......... . 1 • of qualitative data and to 
"""ware packages that can be used to a1d ana YSIS • 

the · rried t by Weitzman and M1les 
rev1ew of these packages that was ca ou . 

(1995), who grouped them into six types: word processors, word retrievers, 
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text base managers, code-and-retrieve programs, code-based theory builders, and conceptual network builders. The Handbook points out that they all have strengths and weaknesses. Weitzman and Miles (1995) suggested that when selecting a given package, researchers should think about the amount, types, and sources of data to be analyzed and the types of analyses that will be performed. 

The Handbook (and Weitzman and Miles, 1995) suggest that two caveats are in order. First, computer software packages for qualitative data analysis essentially aid in the manipulation of relevant segments of text. While helpful in marking, coding, and moving data segments more quickly and efficiently than can be done manually, the software cannot determine meaningful categories for coding and analysis or define salient themes or factors. In qualitative analysis, as seen above, concepts must take precedence over mechanics: the analytic underpinnings of the procedures must still be supplied by the analyst. Software packages cannot and should not be used as a way of evading the hard intellectual labour of qualitative analysis. Second, since it takes time and resources to become adept in utilizing a given software package and learning its peculiarities, researchers may want to consider whether the scope of their project or their ongoing needs, truly warrant the investment 

The first of these warnings was one that I was particularly conscious of in the use of Ethnograph. The coding exercise was done principally based on a process of Iterative refleetion (as described in 4.3 above). The software pacl\age was a useful tool in this exercise. At no point did 1 feel that it intruded on my freedom to define COdes for analysis. 

The second warning was easily answered. It would not have been possible for me to manage such a large amount of data without the assistance of the software package and Within the timeframe that 1 had set myself for the completion of this research 

An additiOnal, more up to date source of comparative analysis on software packages available for this kind of work is available at the website of the 
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University of Huddersfield (Taylor, 2005). The website contains the most 

recent (last updated 2004) comparative analysis of packages that 1 have been 

able to come across. It also contains a very useful comparative table that 

provides cross referenced information on a range of packages (Friese, 2004). 

4.10.5 Ethical Conduct 

In the implementation of the methodology for the primary research, particular 

care was taken to ensure that the ethical framework for the research 

described in section 4 .9 was strictly adhered to. 

Having achieved the consent of the participants to take part in the semi

structured interviews and focus groups, a digital recording of the session was 

made. The digital recording was then uploaded onto a laptop used for the 

purposes of the PhD and to which no other person has access. Access to the 

laptop is via password (eight digit alphanumeric with variations in case). Once 

the voice data files had been uploaded the original file was deleted. 

The recorder that was used for the purpose was a Sony MSV recorder. The 

system automatically allocates an eight digit number to each file as a unique 

Identifier. The identifier consists of two digits for the year, two digits for the 

month, two digits for the day on which the recording took place, and finally two 

digits to indicate the sequence of recording on that day. Thus for example, the 

first recording that happened on the 22nd August 2007 would be named 

07082200; the second recording that happened on that day would be named 

07082201 , and so on. 

A transcript of the recording was then made on the same laptop and the 

Participant(s) in each recording were allocated a four digit identification code. 

Thus for example, for the semi-structured interviews participants were named 

as I001 to 1076, in order of participation. PartiCipants in focus groups were not 

Identified Individually. The focus group transcript was give a four digit code 

FG01 . 1 tra script from an interview 
to FG08, in order of participation. A samp e n 

15 Provided in Appendix 24. 
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The transcripts were then uploaded to Ethnograph 5.08 for the purposes of 
data analysis. At that stage the original voice files were destroyed. This 
copper-fastens the process of protecting the anonymity of the participants. 

Finally, at the data analysis process, and in particular in the use of extracts 
from the files in chapters 5, 6 and 7, any reference to places or events that 
might help to identify the participant were removed. 

The research was therefore conducted to the highest standards of ethical 
probity and respect for the participants. 

4.11 Conclusion and Introduction to the Data Analysis 

The following chapters (chapters 5, 6 and 7) will be taken up with the 
presentation of the results that emerged from the interviews and focus groups. 
Before that exercise is begun, it is worthwhile making some comments by way 
of introduction on the following topics: The number of interviews and focus 
groups; the question of saturation of data; the scope and significance of the 
research; the question of personal involvement of the researcher in qualitative 
research. 

The following categories of participants were identified for the primal)' 
research (3.2): 

1) Policy Makers 

2) Service Managers 

3) MediCal Consultants 

4) Educators 

5l Directors of the Nursing and Midwifery Planning and Development 
Units (NMPDUs) 

6) Trade Unions 

7) Regulatory Bodies 
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8) Participants in Focus Groups: Directors of Nursing and Midwifery 

(hospital and community), Directors of Centres of Nurse Education 

and Heads of Schools of Nursing and Midwifery in Institutes of 

Technology. 

The first seven of these categories were to be participants in semi-structured, 

face-to-face interviews, of which 77 were completed. These Interviews lasted 

on average about 45 minutes each. The size of the transcripts from each 

interview varied from 6 pages to 30, with the average size of transcript about 

15. The sixth category included the Directors of Nursing and Midwifery from 

each of the main bands of Irish hospitals and the Directors of Public Health 

Nursing. The participants in this category were targeted for focus groups. A 

total of 39 Individuals took part in these focus groups. These focus groups 

lasted on average 45 minutes and the transcript material for each session 

consisted of about 10 pages of A4 copy. 

By the end of the research therefore the researcher had had in-depth contact 

with 116 individual participants and generated about 1500 pages of 

transcribed material. 

What followed was a painstaking process of reading through the data with 

pencil in hand making comments In the margins. This was the beginning of 

the COding exercise. It took many reiterations of this to arrive at a system of 

COd1ng that was satisfactory. The process of reading and re-reading, of 

reflecting and thinking was an essential part of coming to terms with the data 

and devising a coding system that would wor1<. Once the coding system had 

been devised and a sample of transcribed texts had been coded. peer review 

techniques were used to validate the approach adopted. 

W~ 1 number of .ndividual 
'"' such a large amount of data and such a arge 

Parti · t ration had been reached 
Clpants, the question arises as to whether sa u 

wen before the total target participation level had been reached. The question 

also · 1 e amount of data, and the 
anses as to the manageability of such a arg 

ab'l' . h bTty to spend sufficient 
11ty of the researcher to do justice to it, 1.e. t e a 11 
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time reflecting on an iterative basis on the material in order to assimilate it, 
understand what the participants were intending to communicate, analyse it in 
a structured and unbiased way and reach meaningful conclusions. 

Wrth regard to the question of saturation. it is useful to define what is meant. 
Taylor (2006) defines saturation, or data saturation, as the situation where 
predictions and expectations based on existing data and categories are 
repeatedly confirmed by data from additional categories or cases. The 
additional categories or cases seem to contain no new ideas and they are 
then said to be saturated. The search for further appropriate instances seems 
Mile and data collection can cease. 

Having chosen to adopt a case study approach, and to consider nursing and 
midwifery as a "bounded system" (see section 4.3 above), the researcher feH 
it was important that all of the important determining factors within that system 
would form part of the research. Thus, as a "bounded system•, nursing and 
midwifery operates within a public sector policy environment and within clearly 
defined service delivery structures and constraints. The manner in which 
nursing and midwifery operate within this policy environment and service 
delivery context is regulated by a statutory based self-regulatory regime. In 
addition, nursing and midwifery, as clinical professions, while independent 
professions in their own right, interact with the medical profession in a manner 
that ts part of their very definition. This interaction Is at the core of the 
profession Finally, as a regulated profession, with standards of professional 
training and education required as a basis for entry, the professions cannot be 
considered adequately without detailed reference to the educational 
infrastructure on which they depend. 

This analysis of the 'bounded system" of nursing and midwifery places 
demands on the case study, qualitative researcher interested in a ' comprehensive analysts of the role of the professions within the health 
services The demands carry with them an inherent complexity of the 
enwonment and the amount of influences that the professions are subject to 11 

would not be posstble to address the objectives of the research therefore 
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Without addressing in a serious manner members of each of the core 

categories that form part of the "bounded system". 

The numbers involved within the individual target categories were intended to 

be representative, not exhaustive. The individuals targeted were also intended 

to be capable of articulating at the highest level the strategic perspective that 

is required of the objectives of this research. It is probably the first time that 

such a comprehensive survey of the top people within each of the categories 

involved have been the subject of a single piece of research for nursing and 

midwifery. While it is fair to say that the Commission on Nursing (Government 

of Ireland, 1998) represented the most comprehensive overall review of the 

professions every conducted in Ireland to date, this research represented the 

most comprehensive survey of key decision infiuencers within the "bounded 

system" ever conducted. 

Wrth regard to the question of the large amount of data collected the following 

considerations are relevant. 

The research began with a very clear focus, i.e. two clear aims translated into 

thirteen objectives (4.2). These objectives in tum translated themselves into 

12 questions that formed the basis for the semi-structured interviews and the 

focus groups. These questions enabled the researcher to keep focused in 

analysing the vast amount of data that was generated. Repeated readings 

and meditations on the transcriptions, with the help of Ethnograph as a tool, 

helped to reduce the material to 4 key themes (4.3), within which a further 23 

categories and 90 individual codes were identified. This prolllded the 

conceptual map with which to tackle the detailed analysis of the material, 

aided by the compass of the objectives of the research. It also meant that a lot 

of material that was of interest in itself was discarded as being of no relevance 

to the purpose of the research. 

The researcher is satisfied therefore that saturation point had been reached 

ed th t dditional 
With the research carried out The researcher also bellev a a 

su · d t dd any significant additional 
rvey, Interview or focus group work woul no a 

"'~t · nd • satisfied therefore, that 
.. .., enal to what had already been gathered a 15 
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the selection of the categories of interviewees and the numbers within those 
categories was justified. 

Finally, on the question of personal involvement- the role of 'the researche( 
m qualitative research, the following comments are of relevance. 

The research that forms the basis of this work is in the tradition o1 
Ethnography as defined by Creswell, i.e. the study of an intact cultural or 
social group based primarily on observations and a prolonged period of time 
spent by the researcher in the field. The ethnographer listens and records the 
voices of informants with the intent of generating a cultural portrait. (Creswell, 
1998). The research rtself has been carried out over a period of 4 years and 
generated a considerable amount of recorded data. It has also built on the 
researcher's 30 years of experience in the f~elds of nursing and midwifery, in 
clinical, managerial, educational, regulatory and professional environments. It 
IS obvtOus therefore that the researcher has been immersed in the field and 
spent a long time observing and recording. 

The qualrty of the research, according to Surridge, is dependent to a large 
extent on the focus of the research question (Surridge, 2007). Some of the 
characteristics of good qualitative research questions include: 
• It should be based on a legitimate need of inquiry 
• It IS not about causes 

• It is not intended to prove something 
• It focuses on perceptions, beliefs and understanding 
• The researcher seeks to explore a range of Ideas and views 

Therefore for good qualitative research it is important that the question IS 
appropriate to the qualitative approach and clearly formulated (Surridge. 2007) 

Ethics is another important dimension in determ1n1ng the quality of qualitatiVe 
research (Surridge, 2007). This IS because: 
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• By its nature, qualitative research deals with very sensitive issues 

• It provides privileged access to participants and gatekeepers 

• It involves and requires informed consent 

• It requires a clear determination of where the research begins or ends 

• It deals with the sensitive question of the anonymity and confidentiality of 

the participant. Can the participant be identified In reports by those who 

know them? 

• It requires ethics committee approval in formal academic research 

settings. 

For all of these reasons, the most Important tool in qualitative research is the 

researcher. The researcher is the conduit between the research phenomenon, 

participants and the final product How the researcher understands, interprets 

and represents the phenomenon is vital to the credibility of the work (Surridge, 

2007). 

~ we approach the next three chapters on the results, therefore, the 

researcher is particularly aware of the importance of the researcher's 

perspective and relationship to the participants and to the phenomenon under 

study. In conducting the analysis and in exploring the findings, it is important 

that this is done while: 

• 

• 

• 

• 

Recognising the researcher's ideological and cultural perspective and 

making this explicit when arriving at condusions. 

Exploring and accounting for the potential and actual impact of th1s 

perspective, including recognising the fact that, while conducting iterative 

reflection and acting as the principle oonduit for the research, the 

researcher is an essential component of the "bounded system· being 

studied. 

Managing this interaction in ways such as reflective research JOUrnals 

before, during & after data oollection, and through self mterviewS dunng 

analysis. 

M . . . . nse to events & I!Tlplications of 
a1ntammg ongoing reflect1on on respo 

changes. 
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These considerations represent the practical experiences of the researcher in 
worlting Within the theoretical frameworlt described in section 4.3 above. 

Fmally, it is the belief of the researcher that the analysis of the data to be 
presented in the following chapters will demonstrate that the qualitative 
research that underpins it was (Mason, 1996): 

• Conducted systematically and rigorously 
• Conducted strategically, yet in a flexible & contextual way 
• Involved critical self-scrutiny and active reflexivity 
• Produced social explanations to intellectual puzzles not mere 

descnptions 

• Is generalisable and has wider resonance 
• Can be seen as an ethical practice. 
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Chapter 5 - Results and Discussion 1 - The Future of 
Health Services in Ireland 

5.1 Introduction 

The interview schedule for the semi-structured interviews (AppendiX 18) 

(4.7. 1) devised as part of the methodology for the research, included a 

number of questions and probes to be used in the interviews. The first two of 

these questions referred to the changes in the sociCH!OOnomic environment in 

which future health services in Ireland would be delivered, and the likely 

shape of the health services of the future. The questions and probes used are 

reproduced here for convenience: 

Question 1 - What do you think will be the major contextual changes for the 

health services of the future? 

Probes: 

Changing socio-economic environment? 

Future direction of policy? 

Economic impacts? 

Political impacts? 

Social changes? 

Other? 

Question 2 - How would you describe the most likely future shape of the lnsh 

health services? 

Probes: 

Separation of policy and executive funct1ons? 

Changes in organisational structures? 

Changes in delivery mechanisms? 

Acute vs. primary care? 

Changes in accountability? 

Changes in culture? 

Changes in role? 

Changes in size? 
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Changes in epidemiology? 

Both these questions combined to provide a picture of the opinion of the 

interviewee on the future shape of the health services in Ireland - the first of 

the themes to be discussed (FH). 

Within the general theme of the future of the health services, a number of 

categories were identified based on the comments of the interviewers. These 

categories included: 

Socio-economic changes (SE) 

Demographic changes (DE) 

Separation of policy and executive functions (PE) 

Organisational structures (OS) 

Systems pressure (SP) 

Accountability (AC) 

Quality (QU) 

Culture (CE) 

These categories provide convenient headings under which we can analyse 

the individual codes that emerged under each of the categories. This chapter 

provides an analysis of the comments made by the interviewees under the 

theme and categories listed above. 
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5.2 Socio-economic Changes 

The first category identified under the theme 'The Future of the Health 

Services in Ireland', was that of socio-economic change. A total of two codes 

were included under the category SE. The following table provides a definition 

of the codes used and an indication of the frequency of the occurrence of the 

code within the texts. 

Table 5.1 

Code 

fiiSEEX 

FRS EWE 

Codes, Definitions, Frequencies - Socio~onomic 

Changes 

Definition Frequency 

The public will have increased levels of expeemlioa reaatdina 26 

the quality and quantity of services provided. 

Future health services will,-;;. :-:~-d;::el;ci,-::ered::-:;-:::in--:a--:soc=iery=-::,..h;::ere=-l--;1-,l-----; 

inaused wealth is the nonn. Public expeerations will 

Increasingly establish a correlation between health and wealth. 

Total 37 

A total of 37 segments were singled out from the interviews during the coding 

exercise. Some samples of the comments made are included m the texts 

provided11 • 

There was universal agreement that socio-economic change was a signifrcant 

factor affecting the future development of the health services. In the 

QtJestionnaire sent as part of the member checking exercise (4.10) there was 

100% agreement by the respondents. A remarkable feature of the feedback 

-
11 

The quotations provided are taken from the texts of the rnt~ and locus groups They 

conta.n reference to the calegOI)' of Interviewee rnvolved In the semi-structured rnterviews 

(Policy, Service. Medical Consultant, Education, Director NMPDU, Trade Unoo. Regulation) 

cr participant in the focus groups (Osrectors of Nursmg and Modwllely). the number of !he 

.,_ew I locus group and the fine numberS Within the transcobed 1 coded text 
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from the participants was the degree of awareness they demonstrated aboot 
socio-economic issues in Ireland today (see discussion in 2.2) and the 
consistency of opinion across all the categories of participants on the issues 
raised. 

Interviewees commented that the future would see an increase in the levels of 
expectation amongst the public regarding the quality and quantity of services 
provided. A recurring theme throughout the interviews and focus groups was 
the extent of change that had taken place within Irish society in recent years. 
Consumers are seen to be more informed, more discerning and more 
demanding, with a high level of awareness of what constitutes value for 
money. 

We have a very astute and smart consumer out there now 
who raally knows the differance between a poor quality 
service and a good quality service and knows when they 
are getting value for money and when they are not. 
(Policy, 1009, 55-60) 

Irish society has also changed in that there is much greater wealth available 
within the country. Wealth brings with it the expectation that things can be 
bought- Irish people expect to get more of what they want, sooner, and are 
intolerant of circumstances where they do not get what they expect I want.12 

We ara a much wealthier country and we have raised the 
bar of expectation hugely and we ara utterly intolerant of 
not getting what we want immediately if not yesterday. 
(Medical Consultant, 1000, 42-47) 

The changes in standards of living in Ireland is something that is frequently 
commented upon by those who have a memory of 'what things were like in 
the past' and is also something that is noticed by people 'who wera not living 

•Js.. 
detlded d1$C''1IIOn of 11\ese ISSUes contained in chapter 1 
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here in the past' (Education, 1023, 48-55) and who become conscious of how 

frequently it is commented upon. It is something that is seen by interviewees 

and participants as likely to have an impact on future health service provision. 

Future health services will be delivered in a society where increased wealth is 

the norm. Public expectations will increasingly establish a correlation between 

health and wealth. This is likely to mean that people will be intolerant of 

excessive queuing and having to wait for service provision, as one participant 

put it: There won't be a tolerance for queues. The counfly is too rich and 

people too rich with too much money that they would demand an altemative 

(Service, 1053, 20-24). This is likely to contribute towards the possibility of 

aHemative sources of service provision being expected (e.g. private health 

services). 

Medical consultants in particular comment on their perception of the way In 

which consumers of health services have changed and how the increase in 

weaHh has contributed to an increase in levels of expectation regarding the 

quality and quantity of services being provided (Medical Consultant, 1035, 15-

17). 

This changes the nature of the relationship between consumers and service 

prOViders. Medical consultants comment on how a more informed, wealthier 

client will have a different attitude towards medical consultants. Whereas in 
. . lded 

the past, there may have been a perception that mediCBI consultants WJe 

enormous power within the system, it is likely that a more informed consumer 

with more choices will be more discerning and look for medical consultants 

with the best skills for the service required. 

Text3 

People are going to come to us for our knowledge and our 

skills. That is why they are going to come. They are not 

going to come for our power anymore. (Medical 

Consultant, 1021, 1589-1592) 
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Finally, the expectations of the public regarding the quantity and quality of 
service provision will also place considerable pressure on service providers to 
provide a new kind of leadership. Managing expectations in the light of 
increased costs of service provision, particularly the mounting costs of acute 
service provision, will require a new style of leadership (SeNice, 1043, 167· 
171). 

5.3 Demographic and Epidemiological Changes 

The second category identified under the theme 'The Future of the Health 
Services in Ireland' was demographic change (DE). A total of four codes were 
included under the category DE. The following table provides a definition of 
the codes used and an indication of the frequency of the occurrence of the 
code within the texts. 

Table 5.2 Codes, Definitions, Frequencies - Demographic and 
Epidemiological Changes 

Code Definition Frequency 
FHDEAC l'utu~ heallb services will have to contend with the fact that 10 

our population will live longer and lbe population will be 
made up of more elderly people who wiU require more 
Set\ ices. 

FHDEF'A Fur~n heallb services will have to contend with chanoes in 
" lbe suueture and 1111ure of family ijfe. 

II 

FllD£Ll 
future health services wfll have to contend with changes in 18 
lifest)lt and lifesl) It related illnesses will become more 
prevalent 

FliDE~1E 
The muhiedmic nature of Irish society will provide 1 30 
llgntr!CIIll chlnte of conte~• for future health services. 

Total 69 

A total of 69 segments 
were extracted from the interviews for this category, most of them (30) referri t the . . ng 0 multi-ethnic nature of Irish society and the 

llTipact thrs Will have on the provision of health services. There was 8 
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s;gnrficant swell of opinion also in relation to the issue of lifestyle related 

cllanges that would impact on future health services (18). 

Throughout the interviews frequent reference was made to what participants 

referred to as the ageing of the population. In general it was felt that this 

would become an issue of growing importance in the years to come. Related 

to this idea is the impact that Increased longevity will have on the health 

services of the future: 

And of course demography influences our epidemiology. 

The fact that we have people living longer - the issue of 

co-morbidity is a major one for the future. (SeNice, 1052, 

202-207) 

Ageing is seen as just one element of the significant demographic changes 

that are taking place within Irish society, which the participants acknowledged 

would bring new challenges for the caring professions of nursing and 

midwifery. Participants spoke about their concerns about the "huge growth m 

population and ageing of the population and a shift from rural to urban living, 

and the immigration factor'' (Service, 1057, 15-23). Concern about the growth 

of the population is, as we have seen in 2.2, borne out by statistics. as Ireland 

has one of the fastest growing populations in Europe. 

The demographic changes in society are also seen as havmg a signifteant 

impact on the relationships within families. The change in the relationships 

between dependant people and their families has knock on effects for the 

health services in general and for nursing and midwifery in particular
13

' 

I mean if you look at the whole area of care of the e/del1y, 

and why has that become such a huge issue in recent 

years. 1 think that one of the main reasons that 11 has 

" See discussion on growth in labour force participation rates In 1 2• In particllllf rates for 

lema!e partiCipation. 
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becOme such a huge issue is that families are no longer 
looking after their own, their old. So everybody is 
clamouring tor care for their family. (Service, 1067, 42-51) 

It is a broad social issue, related to the question of where people live, where they work, how long they work, and the links I relationships that exists within 
communities. These factors change the nature of the demands that are 
placed on the health services: 

And then there is the other impact, that is the impact for 
older people and where they live and who is going to be in 
proximity to them anymore when they are older simply 
because of the economic change. (Education, 1072, 64· 70) 

The implications of the 'new family frameworks' (see 2.2) have significant 
implications for the way In which we shape the primary care provisions of the 
future, the aspirations of which are frequently based on a traditional view of 
what the family framework is likely to be: 

People cannot afford to provide the same family unit that 
they did maybe 30 years ago and some of the primary 
care aspirations we have are predicated on a traditional 
family environment. (Service, 1043, 196-200) 

Economic prospenty and increased wealth within Irish society is seen by 
lnterv.ewees as being a major contributor to the increase in lifestyle-related 
issues for the health services. Many interviewees referred to changes in 
epidemiology related to lifestyle, and in particular increases in chronic 
condit10ns of obesity and diabetes, circulatory and cardiovascular conditions. 
related to the abuse of alcohol, drugs, unhealthy eating habits, sedentary 
lifestyles Many intervtewees expected these conditions to continue to groW 
and referred to them as 'affluence related' conditions. One interviewee also 
Interestingly highlighted the fact that while we have and will increasingly have 
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theSe 'affluence-related' issues, we also continue to have problems with 

•poverty-related epidemiology': 

This gives us the worst of all worlds - not really reducing 

dramatically the poverty related epidemiology and 

acquiring the worst of the affluence related stuff and 1 am 

thinking of alcohol and lifestyle related stuff and obesity 

and the fallout from obesity" (Service, 1008, 162-178). 

In one instance these lifestyle related changes were referred to as a 'selfish 

cu~ure' of abuse and excess (Trade Union, 1068, 258-268). 

By way of contrast however, many interviewees recognised the positive 

impact that the 'smoking ban' would have on Mure hea~ services (e.g. 

Director NMPDU, 1009, 93-98) . 

This is further complicated by the increasingly multi-cultural nature of Irish 

SOCiety: 

I think we are seeing huge social changes at present in 

relation to the fact that we have become a more multi

cultural society with lass carers and that is certainly 

evident now in care of the elderly. We don't have the 

extended family. (Service, 1047, 61-67) 

MultJ-ethnicity and the challenges of a multi-CUltural society featured largely in 

comments from interviewees. The hea~ serviceS need to respond to the 

many challenges that these changes present "In the last ten years Ireland 

has changed and it's going to change in terms of the populatiOn base, thetr 

Origins, colour and indeed religious beliefs and health has to respond to those 

requirements. (Service, 1006, 122-128). 

Participants also commented on how maternity serviceS have experienced an 

Increase in the birth of non-Irish-national children in recent years (e.g. 
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service, 1010, 113-117). Multi-ethnicity and multi-culturalism present 
significant communications challenges within the health services: 

Ths way in which we communicate or don't communicate 
with people is an issue and we are now starting to develop 
pictograms and colours as a means of communicating with 
people who don't have English as their first language. But 
the cultural emphasis and differences need to be dealt 
w1th. (Service, 1063, 12-23) 

Participants also spoke about the need to take account of the cultural 
background of the people who come to wor'K in the health services: "if we are 
to bring in Spanish nurses for example, do we need to try and have a Spanish 
enVIronment in some of these hospitals, which is happening in the UK 
(Service, 1064, 417-431) 

The danger of Introducing barriers within health service delivery is also a 
natural corollary of multi-cultural service deliverers and clients. Participants 
spoke about the fact that people from different cultural backgrounds who 
come to wor11 '" the health services in the future, will have some different needs: 

There are language difficulties and the danger that a 
signifiCant cohort of those will take up the lower paid jobs 
and the more menial jobs in the health service as well as 
elsewhere. We wiT/ have to find a way to be able to cope 
wrth the changes that will bring in terms of communication. 
I fear that it will actually bring in social barriers even more 
Within health service delivery. (Medical consultant, /066, 
39-55) 

The dlfec:tors of nursing and midWifery who participated in the focus groups 
commented on the mphcations of social changes such as these for the 
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education and preparation of nursing and midwifery staff and spoke of the 

need of "having our staff trained up ... to manage if' (Dii9Ctors N&M, FG01) 

Because of the changes in population patterns, increased immigration and the 

development of a multi-ethnic society and the significant changes in lifestyle 

patterns within Irish society, many interviewees recognised significant 

changes in epidemiology and changes already taking place in the kinds of 

conditions that are being treated within the health services. This includes for 

example, "an increase in diseases such as AIDS, H/V, syphilis, and a 

recognition that Ireland still has one of the highest incidences of cancer and 

cardiac disease in Europe• (Education, 1016, 250-255). 

This also has implications for the skill sets and competencies of clinical staff 

lllvolved in the health service as they will be coming across diseases and 

conditions that they may not have seen before such as for example 

'conditions that are very common in tropical Africa, for example, sickle cell 

{anaemia]" (Education, /044, 516-524). 

In keeping with trends throughout the OECD, there is a shift towards the 

consideration of population health issues and participants also raised the 

need for increased awareness, education and planning in that area (e.g. 

Service, 1052, 194-202) 

Finally, there is a very strong sense of significant change havmg already 

taken place and much more to come in the future: 

There is no doubt that the culture of this country has 

changed significantly and that change is extremely rapid 

and . . . if we move forward tan years · · we will see 

even more ofthem.(Trade Union. 1068, 244-253) 
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5.4 Separation of Policy and Executive Functions 

The third category to be discussed under the theme 'The Future of the Health 
Services in Ireland', was the separation of policy and executive functions 
(PE) A total of four codes were included under the category PE. The following 
table provides a definition of the codes used and an indication of the 
frequency of the occurrence of the code within the texts. 

Table 5.3 

Code 

FHPEAO 

FHPEOI 

FHPECE 

fllPEOH 

Codes, Definitions, Frequencies - Separation of Policy 
and Executive Functions 

Definition Frequency 
There ..-e advama&es associated "'ith !he separation of policy 21 
and executive functions. 

There we disadVl!ltages associated with the separation of 22 
policy and executive functions. 

The 5qlV111ion of policy and executive functions ... m also be 40 
acwmpanied by a centralisation of executive functions in one 
body-the HSE. 

Ftlt\ft health SCf'ticn \Viii be delivtred in a conteXl where the 34 
role of the Depanmcnt of Health will change significantly -
dedicated only to policy making. 

Tota l 117 

A total of 117 segments emerged from the coding exercise for this category, a 
testament in rtsetf to the range and diversity of views that interviewees held on 
the issues raised here. A probe was used in question 2 (5.1) on the 
separation of pofq and executive functions'•. but no additional probes on this 
topic were used. The codes therefore represent the issues that emerged 
spontaneously from the interventions of the participants. 

The participants m thrs research identified a fairly even distribution between 
the advantages and disadvantages of the separation of policy and executive 
funcbons (21 a.nd 22). It emerged 1n the comments, however, that they (the 
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participants) were unsure I uncertain about the nature of the changes that 

were envisaged. In particular it was not clear how the role of the DoHC would 

change and how this would develop. There was also a lack of clarity about the 

relationship that should exist between the policy-making and the executive 

functions.15 

A number of advantages were identified in the separation of policy and 

executive functions. Most participants agreed that the changes recommended 

by the Prospectus Report "have the potential if they are differentiated 

adequately in terms of role and relationships to create an adequate tension to 

assure the aspirations of Quality and Fairness• (Service, 1039, 58-67).The 

changes referred to Included: the change in role of the DoHC to one of policy 

maker and monitor of implementation and performance; the creation of ·a 

single unitary or pemaps centralist delivery system such as the HSE"; and the 

creation of HIQA charged with development and implementallon of initiatives 

1n the areas of quality, information and standards (SeNice, 1039, 58-07). 

Taking the politics out of health service delivery as a result of the abolition of 

the health boards in favour of one unitary system was also seen as positrve. 

The centralisation of service delivery that results from the separation of policy 

and executive functions and the creation of a single deliverer is also seen as 

being of value in eliminating differences across the health services (Policy, 

1002, 436-440). 

An important corollary of the separation of policy and executive is that it 

Should allow the DoHC to concentrate on the formulation of policy: 

From the policy point of view, from the Department point of 

view, it a/lows a very clear opportunity and very clear 

space and a very clear set of circumstances withm which 

far greater thought and far more time can be given to the 

• See deta~ed discussion of the issues ra1sed 1t1 thiS eflaPIIIr 11 d\8ptef 
1 

( t l) 
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preparation and formulation of policy. (Policy, 1002, 372-
377) 

Many participants, however, expressed the view that is not possible to 
achieve a complete separation of policy and executive functions, they depend 
on each other for their effectiveness and for their meaning. It was stated that 
"it is very difficult to make informed policy if your finger is not very firmly on the 
pulse of operations (Policy, 1005, 94-101). Participants in the research 
accordingly, recognised the need for those involved in service delivery to have 
an input into the formulation and preparation of policy. The HSE will want and 
need to be involved in the formulation of policy, otherwise it would be 
impossible for them to "help to resolve the problems within the health service 
if they have no say in policy making• (Service, 1001, 237-241). Separating the 
DoHC from operations has the potential to lead to "an ivory tower type 
existence• (Policy, 1002, 445-449) . This can result in local issues and needs 
not being considered adequately when it comes to formulating policy. So it is 
necessary for the DoHC to retain very close links with the executive functions 
if 11 is to formulate informed policy. It was perceived as being dependant on 
good links between both: 

You cannot make policy without very significant inputs 
from the participation of executive functions and I think 
that the consequence of that is the relationship between 
the Department of Health and the Health Service 
Executive is very important to the success of it and if that 
relationship is not right it could create very significant 
problems in the system. (Service, 1074, 47-63) 

Of central importance to the discussion of the separation of policy and 
executive functions Is the definition in clear terms of the role of the OoHC 
relative to that of the HSE. Lack of clarity in this was evident in many of the 
Interventions One of the partiCipants defined the role of the DoHC as follows: 
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To assist the Minister in the determination and making of 

policy to mobilise the resources from the Department of 

Finance to enable those policies to be put in place to put 

in place the regulatory and legal framework within which 

our health seNices can best work. And then on behalf of 

the Department of Health on behalf of the government to 

hold the HSE and the executive arm accountable for the 

delivery on the policy decision. (Policy, 1002, 319-341) 

This represents a very significant change in the role of the DoHC and in the 

relationship between the Minister for Health and the Health Services. It also 

represents a significant challenge for those involved in the management of the 

role of the DoHC. The system in Ireland •contains an expectation that 

whoever happens to be minister .. . if something is going wrong even at 

detailed local level, 'why was that patient left on a trolley for three days?' he or 

she expects to get an answer from officials in the Department without 

necessarily having to go further than that. Also parliamentary questions, Da/1 

business ministerial representation is structured on that basis. (Policy, 1005, 

102 ... 139). 

The challenge of implementing these changes within the OoHC is enormous 

and Will require a significant change in expectations. in culture and in the way 

business is conducted. Thus for example, the political system •is going to 

have to accept that the Department of Health and Children and officials in the 

Department will no longer have the level of detailed know/edge and 

Understanding that they had of individual seNices as they do at the moment• 

(Policy, 1005, 152-227). The same participant went on to say: •The 

establishment of the Health SeNice Executive is partly on the understanding 

that accountability for delivery of seNices will shift from the minister to the 

Chief executive and his or her board of the Health Service Executive. That is a 

Critical element of the new delivery system. "In practice this means that •n the 

future if things go wrong with cancer services or childcare serviCes, for 

example, it should be the chief executive and his or her staff •n the HSE who 

h 
· · • holding them to 

s ould be answerable in the first instance •and the mJms.er 
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account as opposed to the minister constantly being expected to stand up in 
the Dail and explain Why such and such a thing has gone wrong in relation to 
a particular hospital car pari< or whatever the issue happens to be" (Policy, 
1005, 152-227). That, the participant concludes, is a very significant shift in 
accountability and "it brings us back to culture because the culture of the 
system has to accept that change in accountability end who is responsible for 
whet". 

Generally, partiCipants in this research agreed that health service delivery 
arrangements to date have been overly disaggregated. A unitary service 
should provide more equal access and be better coordinated: 

We are moving towards a very centralised structure end 
that can be a very good because it can give clarity in 
relation to services. It can push through equal access to 
services. It can help in terms of coordination (Service, 
1047, 110-116) 

Another important stated advantage of a single delivery structure is that it will 
provide an opportunity for increased emphasis on accountability. This is a 
topic that was very prominent throughout the whole of the research. A 
separate code exists on the topic of accountability (5. 7) but it is important to 
note that changes in the relationship between policy and executive functions 
was also seen as contributing to a culture of accountability. Participants in thiS 
research were also of the opinion that this would •make all of our lives 
hopefuHy more professional and more focused on the post or the purpose that 
we are employed for" (Regulation, 1061, 96-101). 

5.5 Organisational Structures 

The fourth category discussed under the theme 'The Future of the Health 
Services in Ireland' was organtsational structures (OS). A total of four codes 
were •ncluded under the category OS. The following table provides a definitiOn 
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of the codes used and an indication of the frequency of the occurrence of the 

xts. code within the te 

Table 5.4 

Code 

fliOSHO 

fHOSPA 

fliOSPC 

fliOSSD 

Co des, Definitions, Frequencies - Organisational 

uctures Str 

Definition Frequency 

There 

strvi 

amal 

are many irnpUcations for hospitals in the new health 18 

ees including the role of independent hospitals, the 

gamation of hospitals, the use of tertiary referral 

tals. hospi 

Future 

relatio 

heallb sm-ices will require tbe deflllition of new 38 

nships between primary and acute services. 

Future health services will need to define the naiiiTe and e.ru:nt 77 

ary care service provision. of prim 

Service development will be an impol1mll part of clwlges in 24 

ational structures in future health services. organ is 
Toul IS7 

A total of 157 segm ents emerged from the coding exercise, with almost half of 

ating on the question of defining the nature and extent of 

es, and an additional 38 focused on the question of the 

nships between primary and acute services. As will be 

these (77) concentr 

pnmary care servic 

definition of relatio 

seen from the texts 

relationship betwee 

central theme when 

Mure. An underst 

COnsidering how the 

chosen from the coded segments, this question of the 

n primary services and the rest of the health services is a 

one considers the shape of the health services of the 

anding of these issues is important in the context of 

role of nurses and midwives (to be addressed in chapter 

6l Will change in the future. 

The vision for hospit als of the future is one where they will concentrate on the 

of intervention, requiring specialist and predommantly 

Most other serviceS can and should be provided in the 
major acute areas 

surgical intervention. 

COmmunityts A . mo vement in this direction has very obvious and serious 

oles of nurses and midwives. Most of their wo/tl Will shrft 
Implications for the r 

.. 
See discussion on int egration of sennces 1n chapter 1 (1 3 2). 
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to community based settings and they could in fact provide a lead role 1n 
developing a wide range of community based services that have shifted from 
acute hospital settings: •no point in nurses and doctors being left in hospitals 
to the degree that they presently are. They have got to follow where the 
patients are• (Service, 1075, 246-274). The same participant commented on a 
range of practical situations where this could have a significant impact: "we 
have hospitals in this country where we have a hundred thousand 
attendances at wharfarin clinics•. The participant spoke about the implications 
of 100,000 people travelling to get their treatment when they should be given 
their treatment at home and went on to apply the same logic to diabetes and 
heart conditions that can be treated at home 17. A number of other participants 
also expressed the view that large acute hospital centres should "only be 
dealing with complex cases and surgical patients•. Most of the services that 
are currently provided in hospitals can and should be moved out to the 
community. The participant concluded: 

That has two major impacts; it has a huge impact on 
nursing in terms of you will not have that type of work 
going on within the acute hospital sector... it won't be 
justifiable for the cost of it to be provided there and then, 
secondly, that provides a huge opportunity for nurses to 
say that we will become the group who actually to a large 
degree take a lead role in how this will be provided at a 
community level (SeNice, 1075, 246-274). 

The directors of nursing and midWifery who participated in the focus groups 
also expressed the view that there was an opportunity for nursing to provide 
some leadership in the area of relations between primary and acute care: 

I thmk that if you are talking about the relationships 
between Primary and acute seNices, 1 think that it is an 
essential area for the nurses to actually lead on. (Directors 
N&M, FG02) 

" S.. note on Comm 
IIndy Intervention Teams 1n chapter 1 (1 .3 2) 
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There remains however a significant challenge regarding the establishment of 

linkages within nursing and midwifery in primary and acute settings. One 

participant referred to the importance of engaging with practice nurses in the 

community, who work In GP practices and who, the participant believed, •are 

very much outside the total care loop• (Service, 1047, 245-256). The 

participant went on to comment that links between practice nurses and PHNs 

offered much opportunity but that they were in fact not as good as they should 

be. 

A number of participants referred to the importance of the role of GPs as one 

that needs to be explored more in terms of the integration of services. One 

participant commented that they should be more closely integrated into the 

hospitals, allowing them to run clinics within the hospitals (Service, 1001,344-

353). 

Other participants pointed to instances where good working contacts had in 

fact been established with GPs in the area, particularly 1n the areas of 

midwifery and obstetrics services. Where this has happened. participants 

observed that positive changes had followed. 

Good examples exist throughout the interviews of work that is ongoing in the 

area of integration of nursing services in cooperation with the NHO and the 

PCCC, looking at processes, integrating care pathways, caring case 

management and looking at the role particularly of the CNS (Service. 1052, 

141-149). 

In view of the move towards a more integrated approach between acute 

h · f · t ft•-s evnressed concern 
ospttals and community care, a number o tn e •• ..-~~~ ft" 

about · th HSE for the NHO and for the 
the creation of separate pillars withtn e . 

Pccc (see appendix 1 and 2). At a time when the trend '" the seMCeS 
15 

•-·- d · th tructures put in place at the 
.....-dr s a greater integration of servtoes e s 

h' h . , ed to the problems faced by 
'9 est level do not mirror this. Participants re.err 

. · t what happens to long-

managers of acute tertiary hospitals with no mput 111 0 
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stay beds in the surrounding area. If some of those beds are closed down 

because of lack of staff, the repercussions on the acute system are felt by the 
manager. Participants felt that integration of service management between 

primary and acute care should be reflected throughout the system, at a local 

community level and at the highest level within the HSE (Service, 1001, 269-
316). The logical conclusion according to this participant would be for a single 

integrated management structure, involving the merger of NHO and PCCC. 

Moving towards an integrated system also has implications for the 

relationships between existing hospitals within the system, and their 

relationships with academic institutions. One of the participants referred to the 
creation of networks: 

Changes in role - I think the ultimate aim is to have a 
single delivery system. I think there is a Jot to be said for 

that. However. looking at voluntary hospitals and DATHs18 

hospitals ... I feel that the hospitals have to look towards 

being able to share their services and inevitably there will 

be amalgamations and I think that is going to happen 

within the networks that are being formed19 (Service, 1001, 
432-454) 

The role of hospitals is closely related to the question of epidemiology and the 

tension that exists for hospitals between their role as a provider of services in 

11 

OATHs - Dublin Academic Teaching Hospitals; also referred to as MATHS - Major 
Academic Teaching Hospitals. when hospitals from outside Dublin (e.g. Galway. Cork) are 
included. 
•• Houston 

· M <20071, lnsh Tmes Health Supplement, 7"' August 2007. Two MajO( Out:flll 
~Ills Jom Forces- Attlcle on the creation of the DAHC - Dublin Academic Health Care, 
iniiOiving a oomlng '"""ther f th M b -..~ 0 e ater Hospital and Sl Vincent's Hospital and the ced1ng Y 
UCO of 

115 
medteaiiChool to the new group. The same article refers also to the creabOO of the 

TAMe - The TMlty Academ,c Medical Centre, an Integrated medical centre involVing Sl James's...._- I 
• ~....,IJI , AMNCH Tallaght and Tnnity College Dublin. 
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their local community and their role as tertiary referral centres with specialities 

that attract referrals from all over the country: 

Epidemiology, by that you mean the patient population for 

the hospital and one of the big issues facing hospitals ... 

is that it is both a community hospital for a local 

population a tertiBJ}' referral hospital with super national 

specialties, regional specialities, ate. So there is a 

constant tug batwean the two. (Sarvica, 1001, 45~509) 

Many references were made throughout the interviews to the Primary Care 

Strategy (DoHC, 2001 c) and to the need to invest more in primary care. It was 

stated frequently that there is recognition of the need to invest more in this 

area but that there are difficult choices to be made because of the traditional 

approach of seeing investment in healthcare primarily in terms of capital 

spend on buildings and technology in acute services. One interviewee 

referred to the difference in the investment cycle between primary and acute 

services. The investment cycle in primary services can be as long as 40 years 

- the length of time it would take for a policy such as the smoking ban to take 

effect and show returns within the system. On the other hand the investment 

tyCie in acute services is a fraction of that - the results of buying a machine 

can be seen almost immediately. The longer term investment in primary care 

is more sustainable and better In the long run but it requires a distinctive type 

of leadership to resist the pressure from the professions for the short term 

investment (Service, 1043, 158-166). 

The interviewees also referred to the need for practical investment In 

resources such as diagnostic equipment for primary care settings: 

We have to look at primary care providing an enhanced 

service in certain areas and maybe thay should have 

some sort of laboratory service availab/8 to them maybe 

they shoufd have an x-ray facility availab/8 to them .. 
1 

think it is essential to spend soma more funding on 
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primary care provided it's obvious that there is a 

retum.(Service, 1006, 276·289) 

5.6 Systems Pressure 

The fifth category discussed under the theme 'The Future of the Heahh 
Services in Ireland' was systems pressure (SP). A total of two codes were 
included under the category SP. The following table provides a definition of 
the codes used and an indication of the frequency of the occurrence of the 
code within the texts. 

Table 5.5 Codes, Definitions, Frequencies - Systems Pressure 
Code Definition Frequency 

FliSPAL Ful= health services will have 10 tackle the problem of 23 

inlnases in activity levels in areas suc:h as A&£, an increase 
m the numbers of patienlS in both acute and communi!)' 
sen ices, and a demand for an increase in 1he number of beds 
in OCUie services. 

FHSPPR Fmure health services are likely to include an increase in 35 

prMie pnr.ision of servius. This may be as a result of 

political pnssure or as a resul1 of consumer choice and 
availability of new privale services. 

To1al 58 

A total of 58 segments were identified in the coding exercise, of which 23 
referred to the activity levels within the system in areas such as A&E. 
Participants also raised under this code the issue of bed numbers and the 
desarability or otherwise of having increased numbers of beds in acute 
services. The remaining 35 segments referred to the issue of privatisation of 
servaces, which many participants saw as an inevitable trend in the future 
provision of heahh services. 

Parbcipants were very aware of the high level of media interest in the 
pressures that exist Within the A&E Departments in major acute hospitals. In 

discussulQ these pressures. they chose to comment on issues such as the 
Importance or develop•ng pnmary care as an important dimension to the 
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resolution of the problems that existed. The relationship between these 

pressures and primary care development was evident throughout the 

research. 

The reasons why we have such difficulties in our A&E 

Departments is that we have such a poor primary care 

service and that our GP services are so inadequate, 

certainly out of hours ... so I would say that we must strive 

for more integrated services. (Service, 1067, 76-86) 

Participants' concerns about bed numbers generally amounted to a demand 

for more beds. Many participants suggested that the Irish health services had 

fewer beds per head of population than comparable economies throughout 

the developed world (e.g. Service, 1001, 33-39). This is closely related to the 

issue of bed occupancy rates. Participants generally felt that occupancy rates 

within the Irish system were very high compared to Europe and that this 

Produces considerable pressure on staff (Education, 1044, 1 oo-1 08). 

Participants in the research also related the question of bed numbers to the 

pressures within the system caused by the Increased numbers of patients I 

dients being treated. They stated that the population had increased 

significantly without a similar increase In capacity and that in addition "the 

population profile has changed . . . there are higher dependencies and that 

does require an increase in beds" (Service, 1008, 29-37). 

The increase in numbers of patients I clients carne in for particular mention •n 

relation to maternity services reflecting the increase in the birth rate within the 

country in recent years (5.3): 

The biggest issue facing us at the moment is the increase 

in birth rate ... Probably from abOUt 1998 year on year we 

. ...,.. t s% increase in this 

have seen somethmg between a ~7fl o 

hospital. (Medical consultant, 1024, 12-21) 
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The comments from the participants on bed numbers, bed occupancy rates 

and activity levels within the system echo concerns abut this issue within the 

HSE in general. In fact, a number of initiatives have been introduced in recent 

years to address the question and to analyse the issues. These have already 

been discussed in chapter 1 (1.3.2). 

The question of bed numbers, the appropriate use of those beds that are 

there, the potential for alternative ways of treating patients who are admitted 

to acute hospitals and the integration of community and acute services is an 

integral part of all of the issues raised in this section of the research. The 

issues are s1milar to those discussed under the question of organisational 

structures (5.5). The comments made there about the HSE's Transformation 

Programme and its overall policy to move towards community based services, 

integration of primary and acute services and removal from the acute services 

of those cases that should more appropriately be treated in the community are 

of relevance here. 

The participants also identified a move towards increased provision of 

serviCes by the private sector and a strong perception that there is signlficant 

political backing for this trend. A number of participants pointed out that public 

sector hospitals are increasingly using private service providers, and the 

Treatment Purchase FuncfO was quoted as a good example of the trend 

towards private sector provision: 'The treatment purchase fund ... is the only 

{element of the] health sector that has been increased. (Medical Consultant, 

l011, 53-57). Medical Consultants are now adapting their service provision 

strategies to take account of this trend: 

• Eslabi!Shed 
U1 Apnl 2002. the NTPF os one of the 1mt.abves ouUined m the Health stratfi!TY 

(OoHC 200tl) 10 reduce long term warting lists Now 1f a public pabent is over 3 montlls on a 

public hosplt<~J n-pabent warong list for an Oj)erabon they can contact the NTPF to d1scuss 

optiOns for ITealment in a pnvate hospctal The NTPF sources treatment for qualifying pataents 
111 holp~ In lr.land, NOithem Ireland and England PatJents who opt for treatment with the 

NTPF ~o~~~n tec:elve their treatment free of charge 
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I think our development here will be to increase our private 

capacity which we will use to provide care to public 

patients through the treatment purchase fund and other 

types of initiatives like that we will just channel the money 

through a different route but those beds will be private in 

the sense that they will be commercially run and privately 

funded and that's actually what we are loolcing at at the 

moment (Medical Consultant, 1011, 93-104) 

This has fundamentally changed the way in which hospitals deal with waiting 

list issues. The participant went on to comment that the Treatment Purchase 

Fund had taken away all the pressure that existed around the management of 

waiting lists "because we don't care anymore, it's not our problem the 

119atment purchase fund is responsible for our long waiters now. It's their 

problem. (Medical Consultant, 1011, 149-156). 

Service managers also expressed concern about the implications of the 

European Working Time Directive (HSE Employers Agency, 2007)21 and the 

impact it will have on staffing numbers and roles: 

We've got to look at the working time directive and how 

that impacts on doctors and the number of doctors that are 

out there and the care that nurses can give and 

substitution care. (Service, 1006, 1148-1154) 

Concern was also expressed about the overall numbers of staff employed in 

the health services: 

I think that one of the biggest challenges {for) the 

ti. 
. . 1 

. . doWn 1·ts 0 rruonisational structure. 

execu vets m nmmmg . .,-

21 The Wonc;ng Time Dtrective (EWTD) for Non-Consultant Hospital DoctorS (NCHDS) was 

~ Into Irish law of the European CommunlllfiS (Orpamsatton of Worlang rm.) 

(Activities of Doctors in Training) Regula/Jons 2004 (S I. No 494 of 2004). See dJSQISSIOI1 on 

lhs In chapter 2 (2.3.1.4) 
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For a population of four million, we are grossly top heavy, 

in terms of organisation. You could look after a population 

of four million with a small health board type setting, not 

with all the ones we have historically taken in. (Medical 

Consultant, 1066, 118-127) 

The comment did not refer to the numbers of registered nurses in the health 

services. None of the participants expressed the view that there were too 

many nurses working in the services. It is worth pointing out in this context 

that recent research in the United Kingdom indicates that there is a growing 

body of evidence which suggests that higher numbers of registered nurses 

and a higher proportion of registered nurses within the nursing workforce are 

associated with reductions in patient mortality, incidence of respiratory, wound 

and urinary tract infections, number of patient falls, incidence of pressure 

sores, medication errors. Higher numbers of registered nurses are also 

associated with improved patient functional independence and patient 

experience and perception of health care (West and Rafferty, 2004) 

5.7 Accountability 

The sixth category discussed under the theme 'The Future of the Health 

Services in Ireland' was accountability (AC). A total of eight codes were 

included under the category AC. The following table provides a definition of 

the codes used and an indication of the frequency of the occurrence of the 
code within the texts. 

Table 5.6 Codes, Definitions, Frequencies- Accountability 
Code Definition Frequency 

FIIACHS ~CEO of the HSE is now accountable for lite services- not 5 
the '-~mister. 

FliACAL 
h ~<ill be lleets>lt) 10 =ure lhar accountabilily exisrs at all 135 
le>els "ilh the Or&anisadon, from the CEO and Finance 
Oirec1or lhrouj:h all clinical andes (including clinical 
-oamabt1it)) and ..tministrali,e &7'11des. Clinicians cannoc 
be allowed to opt out. 
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Code Definition Frequency 

I 
rooccM Clinicians will be expemd 10 become 1110n iiM>Jvm ia the 31 

I managem~11 of lhe sel'\'ices and as a mull will need to 

I 
beeome more DCCOUnlable for lhe sen ices lbc) provide. 

j nfACIA There will be an increase in lhe QUIDIJiy and IIIICftSily of IUdit 25 

l 
8Cii\ity in funae heallb serv~ e.uanining issues of 

l 
go•-emance, •-alue for money, IC<:OUDIIbility and quality. 

I FIIACPM Perfonnance manaaemenl .. ;u become inaeasio0 26 

I imponant, managing and ~aei.Jing underperfOiliWICe. 

l FIIACPP 
~ -..ill be 1 significam increase in lhe degRe of polnical 47 

5Crutiny of expenditure in heaJib 10 - public 

I accountability for lhe in•es~ment 

FR-\GT ~ "'ill be 1 pa~ emphasis oo lhe need 10 demooslraJe 116 

I value for money in lhe pro•isioa of 5ftViczs, iac:Judia& 

L accounting for inputs, OlllpUIS and OUICOmeS. 

I FIIACCJ ~ "ill be 1 need for more cotical incident anal)sis wilb IS 

reference 10 the tribunals of enquiry. complaiols. liriptioD. 

pressure groups. in order to ensure dill lessons are being 

~and cbaoges made. 
T.W 400 

The issue of accountability was the one that attracted most comments from 

P<Wticipants in the research. The code FHACAL. which looks at indiVidual 

accountability at a II levels within the health services ended up with the highest 

"umber of individual segments of all codes (135). If it is combined with the 

COde FHACVF, which concems the question of demOnstrating value for 

money within the services, and which generated a total of 116 coded 

SE!gments, the total number of segments is greater than for any other category 

(251). The numbers serve only to illustrate the level of intereSt ger.e~ated by 

the issue and the level of awareness among participants of its inportance 

There exists within the health services. based on the evidence of this 

research, a very high level of expectation that accountability, performance 

mallagement and value for money will be a maJor tSsue rn future health 

set-vice prOVision. A notable feature of the feedback from the partJapants was 

the degree of consistency of opinion across al of the calegorles of 

Participants in the research. 
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Participants frequently referred to the Brennan Report (Government of 
Ireland, 2003) and Prospectus Report (DoHC, 2003b) as being of great 
importance in drawing attention to the lack of accountability that had existed 
within the system to date. Similarly, frequent reference is made to the 
important role of the HIQA in defining and setting standards, in monitoring 
performance and in conducting independent reviews22

. 

Service managers within the HSE are particularly conscious about the 
tmportance of accountability and the challenge involved in driving a culture of 
accountability throughout the whole system: 

The accountability issue is huge. I mean we are as an 
organisation going to drive accountability every day and at 
the moment accountability within the system is I think not 
something that we score highly on and we have got to 
move to a situation where all of our processes and 
everybody who worl(s within the system that there is 
accountability for it and that is going to be ... a complete 
change in culture. (Service, 1075, 126-144) 

These views are echoed by many participants and there is evidence of a high 
degree of expectation in relation to the role that HIQA will play In promoting 
and developing a greater sense of accountability within the system (e.g. 
Director NMPDU, 1009, 205-221) 

PartiCipants expressed the view that the issue of accountability translates 
itself into taktng responsibtlity for budgets and for delivering value for moneY 
wrthtn one's own area of responsibility, induding nurses and medical 
consultants (S&Mee, 1006, 204-216). 

But the question of accountability goes beyond finance and budgets and 
requares an audtt-based approach to assessing outcomes. It is not Just 

.. See d~SQ~as~on on 11\ls in chapter 2 (2 3 1 2) 
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f111ancial accountability "it's accountability on the best type of treatment we 

giVe the patients and there is not enough auditing of that done, auditing to see 

have we done it correctly" (SeNice, 1006, 224-235). This raises the question 

of •personal and professional responsibility" which will include more 

accountability for professional and managerial performance, with standards 

being driven and monitored by bodies such as HIQA and the professional 

regulatory bodies (Service, 1012, 165 ... 254). 

There is an expectation from service managers that HIQA will drive standards 

and protocols in a firm and authoritative way: "(The change] will be subtle, 

probably driven mostly by HIQA if It does have what I would call the 

wherewithal, the credibility and the authority to actually drive clinical practice, 

the standards and protocols• (SeNice, 1036, 105-110). 

The nurse participants In the research are clear about the fact that issues of 

accountability are a question of systems and processes, Involving risk 

management and professional responsibility as part of a multidisciplinary 

team. Accountability is seen by service managers as something w1th a hard 

edge, that will affect contracts and the way in which people work. Ultimately, 

accountability is about demonstrating that what staff do is useful and is value 

fOf money and in order to do that research tools are needed that have the 

capacity to capture relevant data. This is a particular challenge for nursing 

and midwifery: 

I think the other challenge to be hard nosed about it Is 

demonstrating that what we do is useful. We don't gather 

useful data against which we can measure our 

performance and increasingly I think performance 

assessment is going to become part of our day to day 

work. (Regulation, 1061, 403-427) 

Being held accountable is also related to the potential for lrtigahon The 

qu • view and assessment of the 
esbon of litigation raises the need for a re 

lessons to be learned from the critical incidents that occur from tune to time in 
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the public arena. Recent enquiries into problems within the health services 
have brought to light the importance of taking stock of what is to be learned 
from these incidents. Participants referred to a number of high profile cases 
that have been in the public eye (e.g. the so-<:alled Dunne Case involving the 
National Maternity Hospital) and stressed the need for deeper reflection on 
the lessons to be learned from these cases and on the need to create more 
widespread awareness of these lessons (Service, 1006, 880 ... 934) 

So to drive accountability, it is important that the system Is capable of taking 
stock of and analysing the failures as well as best practice (Regulation, 1030, 
247-260). This requires the development of good evaluation skills. A number 
of participants commented on the importance of evaluation, highlighting that it 
is something that requires more concerted development effort: 

Probably the weakest part of our current system is the 

monitoring and evaluation and the feedback loop, getting 

that back in so that we can measure what we do with it. 

(Service, 1057, 494-501) 

This has a very practical application to the development of programmes and 
Initiatives in the areas of clinical services and of professional development 
Participants eXpreSSed the view that development programmes and pilot 
Initiatives need to be evaluated In more detail and the results of these 
evaluations made available as the basis for the development of new 
generation of programmes and initiatives (Service, 1006, 977 ... 1013). It was 
stated that thiS was the best way to leam about what the real needs were and 
the most appropriate response to those needs. 

This finds an echo in the desire expressed by policy makers that the 
Clmieians in Management Initiative (OHM, 1998 & 2003d) should continue in 
8 revitalised and enhanced formaf3. Participants expressed the view that this 

D For a de!alled _..._JS of ........ h 
- -~~ - '' 8lCpenenoes of lllVOMng dinic:ians in management 1111009 

the diNCal d•teelOnlte model In en Irish setting see O'Shea, 1995. 
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programme had delivered real value where it was implemented, and that it 

had proven its ability to adapt to local conditions and local culture (Policy, 

1025, 151 ... 179). 

Evaluation of programmes and initiatives is closely related to the question of 

performance management and value for money. One participant, 1n 

commenting on the need for more value for money analysis added: 

I don't mean that in a negative way. /think ... that part of 

the problem we have In the present system is that an 

awful lot of good is done and we have no way of counting 

it and therefore we have no way of proving that we are 

doing a lot of good" (Service, 1048, 330-349). 

Many participants referred to the fact that significant investments had been 

made in the system in recent years and that there was considerable pressure 

from Within the political system to demonstrate that this money was being well 

spent. The participant commented: 

There is a constant cry from the Government that no 

maHer how much money they put into the health sector, 

they still have problems. They speak about huge 

increases In expenditure over the last ten years. (Service, 

1001, 86-92) 

The ail-pervasive nature of health service provision and its Impact on the 

population is perhaps what makes it such a five political issue that is likely to 

COntinue for the foreseeable future: 

It is probably the only business m the country that has four 

million customers. Every single person In the country is a 

customer of the health service. every person who votes, 

every person who pays taxes, every person who 

consumes the health service has an interest 
10 

'
1 

and 
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therefore that aggregates up to a major political issue. 
(Policy, 1002, 20fr214) 

This opinion is also reflected in the views of service managers, particularly 
from the point of view of seeing a return on the huge investment that is being 
made in the health services and •a nervousness that there is a significant 
funding going into health and it doesn't appear to be addressing the needs of 
the people" (Service, 1006, 13-21 ). 

The question of the performance of the health service relative to the 
investment being made is also often seen by politicians as a direct result of 
poor management capacity within the service. Policy makers speak about the 
pressure they experience from ministers and politicians about what they 
perceive as •indications of poor managemenr (Policy, 1025, 330-336). 

Academic commentators, who participated in this research, on the other hand 
point to the fact that the increase in expenditure in health in recent years 
should be set against many years of lack of investment: 

OK there has been an exponential increase in the amount 
of money spent in health but that is after a long period of 
very little spend in health. So it is very easy for politicians 
to fan this type of thing and, you know, we are giving all 
this money and you are paying all this money through your 
taxes and yet what are we getting for it. (Education, 1044, 
88-97) 

In 2006 the National Council published Measurement of Nursing and 
Midwifery Interventions: Guidance and Resource Pack (National Council, 
2006e). Part one contains a report on a study of nursing and midwifery 
interventions and the measurement of their outcomes taking place in Ireland. 
Part two contains the Guidance and Resource Pack, which aims to assist 
nurses, midwiVes and services to select and assess nursing and midwifery 
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Interventions as part of a movement towards promoting greater accountability 

and quality. 

5.8 Quality 

The seventh category identified under the theme 'The Future of the Health 

Services in Ireland' was Quality (QU). A total of two codes were included 

under the category QU. The following table provides a definition of the codes 

used and an indication of the frequency of the occurrence of the code within 

the texts. 

Table 5.7 

Code 

FHQUPC 

FHQUIN 

Codes, Definitions, Frequencies - Quality 

Definition Frequency 

There will be an increased emphasis on puttin& the puieot II 58 

the ttnae of service development and delivCI)' and lhe 

monitoring of the patient's journey through a seamless 

service. 

Furure health services will be delivered in t society with 42 

increased access 10 information. including interne! based 

infonnation. This will drive expectations of quality IJJIOng 

consumers. Information technology will increase in 

imponance as a way of managing infonnation within the 

health service. 
Toul 100 

A total of 100 segments emerged from the coding exercise for this category, 

of which 58 focused on the question of increased quality of service delivery 

from the patient's 1 client's perspective, articulated most frequently in terms 

such as 'patient's journey', 'seamless service', 'patient-centred'. The 

remaining code focused principally on the question of information generation 

Within the system and for 1 by the patient I client through better and more 

Widely available IT systems. These codes reflect the reality that the health 

services are moving towards a future when information will becOme more 

readily available and easier to access and manipulate. It also establishes a 

COrrelation between the generation and use of information and quality service 

delivery. 
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The fact that consumers of health services will have higher expectations of 
quality and service in the Mure has already been referred to in section 5.2 of 
this chapter. Reference was made in particular to the fact that the consumer 
has become very smart and astute and aware of the difference between a 
poor quality service and a good quality service and knows when they are 
getting value for money and when they are not 

One of the participants commented on the fact that patients I clients frequently 
find out about a particular illness 1 condition first of all through soap operas on 
television, where illness and health is treated in great detail, including wen 
researched and graphic depictions of signs, symptoms, diagnosis and 
treatment (Policy, 1014). Many of the participants referred to the wealth of 
information that is available on the internet and the fact that patients I clients 
are increasingly approaching the services with a lot of information about their 
condition already available to them. This enables them to engage with 
healthcare professionals and the healthcare system in a much more informed 
and authorrtative manner. They have become empowered by information. 
Under these conditions therefore: 

One of the things we are looking at, and again it is not 
particular to nursing, is that whole shift in terms of the 
relationship between the cared for and the carer and it is 
around this idea of empowerment. It is happening anyway. 
It Is happening through the access to information and so 
on, the educational levels at which people generally are 
operating. The more information we feed them the more 
awareness I consciousness we are generating about 
health issues. (Policy, 1014, 148-160) 

The participant went on to comment that the concept of an 'empowered' client 
1 pat.ent empowered through information and education is something that 
perhaps policy makers, professionals and service managers need to reflect 
more on. The partJcipant expressed the view that it was important to •make 
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sure that people can get access to information that is authoritative and that 

can be relied upon", and that health care professionals needed to "adjust 

around the more educatsd consumsr". The participant concluded that 7his 

empowerment thing is at the centre of everything we have to do, we as policy 

makers, and you as professionals. Otherwise we will continue to replicate 

what we have done in the past and we can only get it wrong. (Policy, 1014 

171-184). 

The fundamental shift in the relationship between the carer and the caned-for 

has enormous implications for the culture of the profession. This point of view 

was articulated very strongly by some of the medical consultants who 

par!Jcipated in the research: 

A culture change is where doctors say we are not God, we 

know next to nothing, a little bit more than you do and you 

know that now because you can gel on the internet and 

find out and say we know bugger all about much of the 

drugs we are prescribing. We just cannot. We are 

overwhelmed. There are hundreds of them. And now you 

ars sharing that with us so let's talk as equals. (Medical 

Consultant, 1021, 1683-1694) 

Availability of information' therefore, and the use of information and 

oommunications technology (ICT) has already changed fundamentally the 

way in which healthcare is delivered and promises to do so even more 

radically in the future. On the other hand, it is important that within the system 

there exists the capability to keep track of what is being done well and build 

. . 'd mechanisms and information 

on 11. Th1s highlights the need for system·WI e 
. . f · • rmation One participant 

SVStems capable of supporting th1s k1nd o '"'0 · 

lam 
· uality we can 

ented the fact that despite the increased emphasis on q ' 

ne d mechanism of delivery and 

ver say that we have in place structure .. · an 
. nd tlfative/y of what we do 

... for measurement both qualitatrvely a quan . 

(s . 
d · seen as an essential 

BtVtce, 1006, 626-651). Measuring what we 0 15 

1ng · . . th question of research into 

rechent in developing quality. This ra1ses e 
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clinical practice and the importance of building a practice based approach to 
research. This requires the health serviceS to take a hard look at the way in 
which education systems and practice systems are focused: 

To what extent our education systems, our research 
systems and our practice systems are capable of 
absorbing all of the knowledge, and we have not done it 
so far, we have been very poor in doing it so far. For 
example we don't have, I am not aware of any system in 
this country which is geared towards taking in best 
practice from different parts of the world, piloting it and 
then moving on and then mainstreaming it. (Trade Union, 
1068, 710..730. 

The development of systems such as these raises the question of the use of 
IT throughout the system as an aid to improving the quality and safety of the 
services we provide. Many of the participants reflected on the growing 
importance of IT skills and IT systems within the services and thought that 
"the health seNice of the future is going to be an IT enabled service ... and 
that everyone who worl<s in it is going to be worl<ing as much in a virtual way 
as in a natural way. (SeNice, 1008, 637 ... 709). 

The participant went on to describe the potential afforded by technology for 
online checking of results from laboratory tests, radiology tests, and the value 
and safety of relymg more on electronic records rather than paper records 
The participant referred to the much publicised example of a Cavan hospital 
where the death of a child whose file could not be found gave rise to an 
enqu1ry about the safety of paper records. Similarly, the use of bar-codes and 
computerised order entry form can all contribute towards the integration of the services and Improved links between primary and acute services (SefYic6. 1008. 637-709) The participant then went on to comment on the need for 
shared informatloo between professionals within a system where the Information is owned by the client 
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So I think that we are going to have to move into the 

modem world where health professionals share 

information and that the lnfonnation belongs to the patient 

and we gat away from these professional empires where 

you know doctors don~ authorise nurses and nurses don~ 

authorise others. All of it is creating huge risks for 

patients. (Service, 1008, 637-709) 

The directors of nursing and midwifery Who participated in the focus groups 

referred to expectations among the public about the potential impact of 

technology on health service provision. They spoke of major issues of public 

expectation around the use of technology within the health services that need 

to be identified and addressed (Directors N&M, FG01i4• 

One participant referred to "the revolution that is taking place in the finkage of 

ICT to health technologies and it is nothing short of a revolution in a-health 

that is happening• (Policy, 1014, 202-226). The participant concluded that it is 

likely that these developments will impact in a very sigmftCant way on the 

health services of the future in Ireland, 1ncluding the way we conceive of and 

design the healthcare environment of the future. 

Many of the participants in the research expressed views about the concept of 

a patient-centred approach to planning and organising the health services of 

the future. The move to more primary care based services IS seen as central 

to this approach. Participants expressed the hope however that in this move 

'that nurses don't lose [sight of the fact that] that the patient is at the centre 

8/Jd that they have the responsibility for everything that surrounds the patient 

(Policy, 1007, Extracts: 12 ... 216). 

The role of the nurse as an advocate for the patient is something that occurs 

f~eq 'II be covered in later chapters 
uentJy throughout the research and WI 

(chapter 6 and 7). It is an important dimension of a move towards .ncreased 

10 
See dtS<;ussion on this issue In chapter 2 (2 3.1 3) 
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awareness of the need for patient centred approach to the development of 

high quality services: 

1 think again, not alone does the nurse have the missing 

bit to bring to that but they can maybe bring a little bit 

more patient consciousness or patient conscience or really 

patient orientation to it and that's not in anyway to insult 

the other professions that are involved. (Service, 1048, 
552-560) 

5.9 Culture 

The eighth category discussed under the theme 'The Future of the Health 

Services in Ireland' was Culture (CE). A total of five codes were included 

under the category CE. The following table provides a definition of the codes 

used and an indication of the frequency of the occurrence of the code within 
the texts. 

Table 5.8 
Codes, Definitions, Frequencies - Culture 

Code Definition Frequency 
fHCECC 

The futUre health ~rvices will presem a significant cultural 24 
chaUenge. 

f'HCEID 
The rtquirement for inmased interdisciplinarity in service 66 
deli•"') requirn the development of a new culture. 

fHCE:T\\ 
The need for inereastd team working requirn the =atioo and 62 
development of a""" cu~. 

FHCEPR 
The relationship bttween the professions is an imponant pan 

19 
of the cultural change need for fut~n health services. 

fHCESJ 
The demandS of fisllft health ~ deli•ery will require the 29 
breaiJn& down of the silos in "'hich professions have 
u.ditionall) operated, 

Total 200 

The issue of culture is one that arises throughout this research and will recur 

in later chapters when we look at the themes of role change, education and 

skills. In the context of the theme for this chapter, however, a number of 
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important interventions were made by participants that are worth highlighting. 

A total of 200 segments were identified during the coding exercise under this 

category heading, the majority of them (128) relating to the issue of 

lllterdisciplinary woi'King (66) and team worl<ing (62). Both of these codes are 

closely related to the issue of relations between the professions within the 

health services (19) and the importance of breaking down the silos within 

~ich the professions have traditionally operated (29). These issues have 

significant implications for role change and professional development for the 

Mure so it is important to address them as an integral part of considering how 

the health services of the future will be developed and delivered. 

The changes in culture required within the health services of the future are 

driven by the demands of the changes that have been examined throughout 

this chapter: socio-economic changes (5.2), demographic changes (5.3), 

separation of policy and executive functions (5.4 ), changes in organisational 

structures within the services (5.5), pressures that exist within the services 

and that will increase in the future (5.6), new demands for accountability 

throughout the system (5.7) and a major increased focus on quality, driven by 

the opportunities and challenges posed by information availability and 

technology (5.8). 

Each of the categories of participants were quite clear about the importance of 

a cultural change in the health services of the Mure. All of the participants 

also recognised that this would take time: 

It will take time. A lot of these things are interlinked, 

changes in culture, if we want to deliver 8 better health 

system, we will have to have a change in culture. (Policy, 

/058, 70-74) 

Th 
. · ed is in the area of team 

e most significant change in culture that ts reqUir 
..... . . h' s between professionals. 

wo,~mg and interdisciplinary worl<tng relattons 1P 

The need for this was related in one instance to the fact that medical errors 

. th disciplines (professional, 
qurte frequently occur at the interface between e 
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management, administrative, clerical) and that therefore the need for teams is 

driven by the need to reduce the potential for this kind of error to occur: 

We are terribly hierarchical, very focused on our individual 

disciplines and all the literature shows . .. that major medical 

errors (and we have a lot of them) don't occur necessarily 

within the disciplines but at the interface between the 

disciplines whether it be doctors and nurses or the 

anaesthetists and surgeons or managers and 

professionals ... because they don't talk to each other 

because professionals particularly and it's true for doctors 

aren't treined to the notion of team working and 

communication and thars where most of the problems 

arise. (Service, 1002, 650-672) 

In considering the composition of multidisciplinary teams, the participants also 

made the point that teams are not necessarily always led by the medical 

professionals. There is a perception generally that the medics see themselves 

as natural team leaders and that Is not necessarily the way it needs to be for 
the future: 

But I think the challenges are to really get teams working 

well to set up things like care pathways where everybody 

has big responsibilities and the teams work well. It also 

sets the challenges for the medics because the leader of 

the team does not necessarily have to be a medic and that 

ts SOmething that we have to really work on. (Education, 
1055, 464-473) 

Patbclpants also spoke about the importance of inculcating an 

interdiSCiplinary lnsUnct as part of the normal way of doing business. One 

PBrbcipant referred to making the "interdisciplinary instinct ... parl of the basic 
loot lot of any healing professional. (Policy, 1014, 90-9

7
) 
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WOiking as part of an interdisciplinary team and improving the relationships 

between the professionals and other disciplines is an essential ingredient In 

improving the patient's journey, the quality of care. Participants wno referred 

to the concept of "the patient's journeY also belieVed that where 

·multidisciplinar/
5 team worl<Jng worl<ed really well . . . it did improve the 

patient's journey. (Director NMPDU, 1041, 319 ... 378) 

Within the services, nurses are generally seen as being well disposed to inter

disciplinary team worl<ing. There is also ample evidence from within this 

research that clinicians are positively disposed towards worl<ing in teams, with 

one medical Consultant participant describing multidisciplinary worl<ing as 

'col8". The same participant went on to identify one of the problems of 

working in teams where "doctors are more asserlive, nurses are more 

assertive, physiotherapists, occupational therapists are more assertive; 

everybody is more assertive and more certain that their view is righr (Medical 

Consultant, 1060, 232-245). The participant believed that this makes worl<ing 

1n teams more challenging. 

The creation of the HSE and the potential that it presents for a more 

integrated approach across the whole healthcare system is somelh1ng that 

was seen as potentially contributing greatly towards the development of this 

culture of cross-discipline team working. Some respondents felt that 

interdisciplinary team worl<ing would significantly influence the way we 

organise the development and delivery of services. For example: 

The antique nature of our out-patient systems. so that 

80% of those attending out patients are still repeal visitors 

who largely have limited or no interventions camed out 

and are in the system simply because they are m the 

system and it seems to me that tf we were to f8dlca0y 

lie t from those systems, 

reduce the recurrent stable pa n 

11 T"- · are consl(leled as ,ynooymous 

'"" terms "mterdisdplinary' and ·multldlscapltnary 

lhroughout this worll and are, therefore, considered to be lltefdllngelbll 
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and if we were to ensure that outpatients were to be used 
for specialist advice on difficult problems or new 
presentations and if were to have systems in place to 
control the patients with diabetes, hyperlension, epilepsy, 
asthma, all of the other problems that cause our chronic 
disease problems at the moment, if those patients were 
better managed by interdisciplinary approach we would 
have better organisation all around and I think nursing has 
a profound role to play in all of that (Regulatory, 1051, 131-
155) 

Interdisciplinary worl<ing is also an essential ingredient of the hospital 
accreditation process that has become so valued in recent years. One 
participant remari<ed that "The concept of accreditation is an interdisciplinary 
approach to the evaluation•. Accreditation therefore, looks at the interaction of 
all the disciplines in a hospital setting, including clinical and non clinical staff 
(SeNice, 1062, 188-208). 

From all of the categories involved in this research a consistent clear 
message emerges: 

We are moving towards a multidisciplinary method of 
service delivery I think more of an emphasis on 
collaborative working, more of an awareness of what other 
professions can do, less emphasis on demarcation and as 
I say more of a move towards common decision making 
as well. (Service 1054, 394-402) 

5.10 Conclusion 

It is possible to identify a number of key conclusions from this research abOUt 
the partiCipants' view of what the health services of the future will be like in 
Ireland. These can be summarised in the following points: 
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1. The health services of the future will be delivered to a population that will 

be wealthier, with higher expectations about what they can expect from 

public services. This affluence will generate a culture where patients and 

clients expect services to be delivered without the need to wait and to a 

high standard of quality and personal service. 

2. Consumers of health services will place a large emphasis on value for 

money from the services. They will be more informed about what 

constitutes 'good service' and will demand a higher quality of servtce. This 

will change radically the relationship between the consumer and the 

service provider and between the consumer and clinical professionals. 

The leaders of the services of the Mure will need to give consideration to 

the changes In expectations of consumers in the development of service 

infrastructure. 'More of the same' will not be acceptable. 

3. Ireland's population will continue to grow at a fast rate and the b1rth rate 

will continue to increase. This means that there will be a higher demand 

for health services that are adapted to the profile of the population. 

4. Health service consumers are concerned about how older people will be 

treated within the health services of the future. This IS further exacert>ated 

by changes in the structure of the family and the disappearance of 

traditional support structures. This has significant implications for the 

health services and the nature of support that can be provided to carers 

and to people in their own homes. 

5· The population of the future will be working more, with a higher level of 

f 
Th' will lead to further 

emale participation in the workforce. ts 

fragmentation in the nature of family relationships and the support 

structures that are there. 

6 . . lifestyle dtseases such as 
· Increased wealth will bring with 1t an tncrease tn 

obesity, diabetes and alcohol and drug-related illnesses. 
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1. The population of Ireland will continue to become more ethnically and 
culturally diverse. This has significant implications for the delivery of 
services and in particular the need for sensitivity to cultural differences 
and communications issues. It also raises significant questions for the 
recruitment practices within the services and the need for increased 
training for professionals and administrators in dealing with a more diverse 
population and consumer base. 

8. The health services of the Mure will be delivered by a single unitary 
accountable entity. It will lead to a greater degree of accountability within 
the system. The creation of the HSE should lead to greater equality of 
access to services and to the development of higher standards in the 
delivery of services. The HSE is likely to face pressure for increased 
integration of services and administrative structures and, in particular, to 
revise the division between the two pillars PCCC and NHO (Appendix 1 
and 2) The structures as they are currently configured are more suitable 
for bureaucratic control and distribution of funding resources than for 
service delivery management. They are also not conducive to the clinical 
management of services•. 

9. In order to make progress in the integration of services, there is a need to 
review the involvement of clinical leaders at all levels of the health service 
delivery structures. This may require the creation of posts at national and 
regional level for clinical coordination, involving hospitals and primary care 
teams. A clustenng system may be appropriate with a view to bringing 
together pnmary care and hospital structures within regional and local 
geographic areas 

10· Th•s entails SIQnlficant changes for the role of the DoHC and will drive 
cultural changes •n areas such as political accountability. 

M See d1$0•«aon ot !his In chapw 1 (1 3 2 and 1.5) 
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11. The creation of the HSE should lead to greater equality of access to 

services and to the development of higher standards in the delivery of 

services. 

12. The health services of the future will see acute hospitals focus entirely on 

major acute interventions. Service delivery will shift to the primary care 

setting in the community, with an increase in initiatives such as the 

Hospital in the Home (HITH) and Community Intervention Teams (CIT}. 

13. The shift of emphasis towards primary care settings has significant 

implications for health care professionals. They will follow the patient into 

the community and most of them will be working in community bases 

rather than acute hospital settings. This has significant implications for the 

education and training of professionals. 

14. Patients, consumers of health care services can expect to receive more 

services within their own homes and within their own communities. 

delivered by professionals who are based in the community. Many 

services will be nurse-led. There will be a system of primary care based 

interdisciplinary and multidisciplinary teams, including and sometimes led 

by the GP. 

15. Nurses and midwives within the community will be expected to link 

together better and to link With other professionals as part of 

multidisciplinary primary care teams. 

16· There will be an increase in the number and nature of ·ne{W()r1(ed' 

h 
. . . . ous hospitals and academic 

ospitals, tnvolvtng close links between van 

institutions. 

17 · There will be an increase in the availability of diagnostic and assessment 
. . . h pitals Length of stay in 

servtces that do not require admtsston to os · 

hospital will be shorter and there will be more protocol based early 

d
. ' 1o Is will follow up With the 
tscharge arrangements in place. Pro.ess na 

Patient in the community. 
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18. There will be an increase in the provision of private health services 
Consumers will be offered and will avail of greater choice. 

19. The health services of the future will be delivered with a very high 
emphas1s on personal and professional accountability within the system. 
This has significant implications for managers and clinical professionals 
within the system, who will expect to be accountable for their area of 
service delivery and be called to account for the value for money of their 
services. 

20. Standards in both private and public health care provision will be driven by 
HIQA and the respective regulatory bodies of the different professions. 
This will mean a significant increase in the quantity and intensity of aud~ 
wrthin the system, with consequences for the way professionals account 
for their wori(. 

21. Political pressure will increase for evidence of value for money in the 
provision of public finances for health services. 

22. The health services of the future will be delivered in an environment where 
the client. consumer, patient is more empowered. He/she will be in 
possession of more information, of a higher quality and will expect to be 
treated as an equal in discussing the services they require. This has 
stgnificant implications for the relationships between patient or consumer 
and health care professionals and administrators. It also has significant 
Implications for the quality of services that will be expected. 

23. The services of the future will be driven by a greater and more wide 
spread use of technology, in particular information and communications 
technology. This will lead to an increase in the level of technology-driven 
services, the availability of e-health options and the networi(ing of 
profeSSionals and systems across institutional boundaries. It will underpin 
the InCreased emphas1s on community-based services and remote consultation 
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2'. Nursing and midwifery will have an important role in continuing to act as 

an advocate for the patient in what will become a patient centred health 

service with emphasis on integrated care pathways and the patient's 

journey. 

25. The development of the health services of the Mure will require a 

transformation of the culture of the professions. In particular it will demand 

a multidisciplinary method of service delivery, a greater emphasis on 

collaborative working, a greater awareness of what other professions can 

do, less emphasis on demarcation and a move towards common decision

making. 
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Chapter 6 - Results and Discussion 2 - The Changing Role of Nursing and Midwifery in Ireland 

6.1 Introduction 

The interview schedule for the semi-structured interviews (Appendix 18) 
( 4. 7.1) devised as part of the methodology for the research, included a 
number of questions and probes to be used in the interviews. Five of the 
twelve questions referred to the changing role of nursing and midwifery in 
Ireland. The questions and probes used are reproduced here for convenience: 

Questions 3 - Do you think the role of nurses and midwives will change 
signifiCantly over the next 10 years? (If no - explain why not; if yes - In what 
way will it change?) 

Question 4 -In What way do you think the new role will differ from the current 
role? 

Probes for Questions 3 and 4: 
Nurse I midwife-led services? 

Proactive in change initiative? 

Proactive adaptation to service needs? 
Interdisciplinary teams? 

Relations between acute and primary care settings? 
Prescribing? 

Education? 

Specialisation? 

Involvement in management? 
Accountability? 

Question 5 - Do you think General Managers and Nurse 1 Midwife Managers 
understand the way in which the role of nurses and midwives will change? 

Probes for Question 5: 

Preparedness for change? 
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If no- why do you think that Is and what should be done to change it? 

If yes - how do you think this was achieved and how is it 

demonstrated? 

Depth of understanding of the problems and issues within the existing 

structures? 

Question 6 - In what way will the relationships between the various 

professions and grades involved in the delivery of the health services change 

in the future? 

Probes for Question 6 : 

Common education? 

Team working? 

The management and cultural implications? 

Question 1 0 - What are your opinions of the current level of preparedness of 

nurses and midwives for the challenges ahead? 

Probes for Question 1 0: 

Recent changes 

Impact of Commission on Nursing 

Quality or lack of quality of CPO? 

These frve questions combined to provide a picture of the opinion of the 

interviewee on the changing role for nursing and midwifery in Ireland - the 

second of the themes to be identified (RC). 

Wiith
. . le for nurses and midwives in 
an the general theme of the chang1ng ro 

1 Ia . ifiied b ed on the comments of the 
re nd, the following categories were ident as 

interviewees: 

Clinical career pathways (CW) 

Leadership (LE) 

Nurse I midwife-led services (NL) 

Interdisciplinary teams (IT) 

Relationships between primary and acute care services (PA) 
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Adaptation to role Change (AD} 

These categories provide convenient headings under which we can analyse the individual codes that emerged under each of the categories. This chapter provides an analysis of the comments made by the interviewees under the theme and categories listed above. 

6.2 Clinical Career Pathways 

The first category identified under the theme 'The Changing Role for Nurses and Midwives in Ireland', was clinical career pathways (CW). A total of six codes were included under the category CW. The following table provides a definition of the codes used and an indication of the frequency of the occurrence of the code within the texts. 

Table 6.1 

Code 

RCCWMS 

RCCWDS 

RCCWAP 

RCC\\CO 

RCCWNC 

RCCWSN 

Codes, Definitions, Frequencies 
Pathways 

Clinical Career 

Definitio n Frequency 
~ Is a -.! for mort specialist nurses in future health 75 services. 

Increased specialisation in nuning has some inherent 18 disadvamages. 

ANPs and AMPs are an imponarn dimension of specialisation 46 ll1d role change for nurses and midwives. 
Specialist nurses will need to develop new reladooships wilh 2 \iedical Consultants. 

The existence of more specialist nurses and midwives will 13 
require an examination of the changes in the relationships with NCHOs. 

It is lmponam to pro• ide $1affnurscs and staff midwives with 9 access to a meaningful clinical career pathway. 

Total 163 
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[ 

A total of 163 segments were singled out from the interviews during the 

coding exercise. Some samples of the comments made are included in the 

texts provided
27

• 

There is universal agreement among all participants in this research exercise 

!hat increased specialisation is both necessary and good for nursing. It is also 

seen as following best practice intematlonally and service managers comment 

that new Medical Consultants arriving Will frequently expect to be allocated a 

CNS or ANP. In some cases they even express a preference for specialist 

nurses over junior doctors: 

I have noticed In recent years if a new Medical Consultant 

comes the first thing they look for is a CNS .. . I have 

noticed that when Medical Consultants have their 

shopping list and that is a clear indication to me that CNS 

play an absolutely vital role In service provision. This will 

become even more important going forward with the 

European Working Time Directive. (Servlc~t, 1001, 539-

568) 

In areas of the country where ANPs had not yet been introduced, the demand 

was frequently created by new incoming Medical Consultants, particularly 

those who had worked abroad. 

Participants in the research raise the question aboUt the impact of the clinical 

career pathway for nurses and midwives on the implementation of the EWTO 
- . iti resented by the 

provtstons28• They raise questions aboUt the opportun es P 

development of the role of nurses and midwives 

l7 Th th lntetViewS and focUS groups They 
e quotations proVlded are taken from the texts of e 

co otv d 1 the semi-SI)"UCtU(ed intervlewl 
ntatn reference to the category of Interviewee mv e n 

(
p . NMPDU Tradi! Union, RegulatiOn), 

oltcy, Service Medical Consultant, Education. Otrector ' 
' d tJIJdWlfery) the number or the 

or participant in the focus groups (OirectOI'S of Nurslng en ' 
lnt · , th transcnbed I coded teJCI. 

e!Vlew 1 focus group and the line numbers Wtthtn e 
l1l 

See discussion on this in chapter 1 (1 .3.4) 
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Medical consultants are clear about the advantages of more specialists and the role they can fulfil in relation to the implementation of the working time directive. In addition to the benefits of having nurse specialists "with nurse specialists now taking over roles to a degree were fulfilled by doctors before, particularly junior doctors . . . but here now . . . nurses would run clinics and there Is actually huge advantages to it because you have continuity you can work within an agreed pathway of protocols (Medical Consultant 1011, 295-316). The same is true in areas such as midwifery, where Medical consultants spoke about the benefits of having clinical midwifery specialists (Medical Consultan~ 1033, 154-158). 

The role of the ANP is seen by Medical consultants as a welcome expansion of the role of the nurse, which does not replace the role of the medical practitioner but enables it more and has become increasingly indispensable in certain areas of service provision. As one of the participants put it: "we couldn't survive without ANPs . . . we have nurse practitioners here or CNS and they actually are all the time involved with the patients explaining the use of the drug, the usa of the syringa, how to give it, if there ara any problems to contact them, and all of that. So it enables a service that would not other wise be as effectJva. (Medical Consultant 1065, 207 .. .281). 

So it is clear from that text that nurse I midwife specialists (CNS/CMS) and advanced practice nurses and midwives (ANP/AMP) enable services to be provided that would otherwise not be provided and add significantly to the overall effectiveness of the clinical team, to the decision making process and to the delivery of services 

PartiCipants in the research with a nursing background were generally very favourably disposed towards the idea of increased specialisation within the profession and were very much in favour of the role of CNSs and ANPs Nurtes also feel that as the specialist roles develop into other areas and, in particular, once aud1ts or their work are done, the real benefrts of thiS approach Will become apparent 
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The Directors of the NMPDUs also raise the potential for nurse specialists to 

provide support to nurses in more generalist roles. A number of participants 

lett that there is a need for balance, and that the role of the generalist nurse in 

the clinical area is one that is very important 

Specialisation is important, I accept that and that goes 

without saying but there is a need for someone who as a 

generalist knows who to call or when to call. (SeNice, 

1063, 202-206) 

The directors of nursing and midwifery who participated in the focus groups 

also emphasised the great contribution nurse specialists were making to the 

overall quality of clinical services and would welcome their wider involvement 

outside their specialist clinics and in the general areas to lead nursing care: 

I think we will see Increased specialization though. We 

have already seen the advantages of having specialist 

nurses. They bring a huge change in the quality of care 

that is delivered to patients and the specialist knowledge 

that is brought to the wards has changed so much as a 

result of having specialist nurses on the ground and I 

would really like to see it beCOme more involved in clinical 

practica out thare with the generalist nursa as opposed to 

being isolated in their own clinic and thetr own $p9Cialty 

area and that wa t1y and bring them out there to enhance 

care more becausa thay are really good. (Directors of 

N&M, FG01) 

The directors of nursing and midwifery related thiS idea to the Idea of PatriCia 

Benner- novice to expert (Benner, 1984). where the speCialist nurses plays 

the role of the expert helping the novice along the pathwaY arid using her 

judgment to address the many critical Issues nurses and midwiVes face on a 

daily basis within the clinical area. Benner also introduced the idea of Clinical 
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Wisdom and Clinical Judgement as part of the characteristics of an expert nurse in her book Clinical Wisdom and Interventions in Critical Care: A Thinking in Action Approach (Benner et al, 1999). The participants 
commented: 

1 suppose the novice to expert model is a very good one, 
that they have the skills depending on what level they are 
at. I think one of the mistakes we make Is that we are not 
looking at the years of qualification that nurses have out 
there but that we do have novices out there but there is a 
reluctance on the more experienced nurses to actually 
develop those novices and bring them along and I think 
we have to focus on that much more in the future. 
(Directors of N&M, FG01) 

Participants with a nursing background however predominantly saw the move towards specialisation as evidence of nurses taking a greater leadership role in the clinical area: 

In looking at CNS and ANP development, I am seeing very 
much more in nurses taking on responsibility and 
contributing within the service areas and really looking at 
taking on leadership roles. (Education, 1055, 204-211) 

The move towards increased specialisation within nursing raises the important question of measurement of impact and effectiveness29: 

:It 

Once people are specialists they need to be constantly 
monitored as well and that is going to be important 
because people are going to be judged by outcomes and 
again how is all this achieving a better service for the 
public? How is it contributing to greater accessibility for 

See diSCUSSIOn of evaluation of roles by National Coundt in chapter 2 (2.3 2) 
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patients? And that really will be the final arbiter in deciding 

whether or not nurses can meet the challenges and 

whether or not any changes that have been proposed 

have been effective. (Service, 1064, 354-367) 

6.3 Adaptation to Role Change 

The second category ldentifted under the theme 'The Changing Role for 

Nurses and Midwives in Ireland', was adaptation to role change in the health 

services (AD). A total of eight codes were included under the category AD. 

The following table provides a definition of the codes used and an indication 

of the frequency of the occurrence of the code within the texts. 

Table 6.2 Codes, Definitions, Frequencies - Adaptation to Role 

Change 

Code Definition 
Frequency 

RCADPA Nurses and midwives need to be proactive in adapting to role 24 

ch1111ges. 

RCADCW The clinical career pathway is an important element of 11 

adapring 10 change in role changes for nurses and midwiYes. 

RCADPS There is a need for nurses and midwives 10 become involved 
51 

in prescribing as pan of the future role cbange for nurses and 

midwi•es. 

RCADPX A~ nurses and midwhes prepared for !he cbanges ahead" 
14 

RCADUX Do nurse managers ha'e a good Widerstandin& of !he way the 
~8 

role of nurses and midw i•-es "ill cbangt? 

RCADGM Do general managers ha•e a good ~g of !he ""D)' in 
'47 

which the role of nurses and midwi•-es will change? 

RCADRX There is a problem of ~i5Uince to cb3tlge w•lhin nursing and 
11 

mid\1-ifery, panicularly in relation to changeS of role. 
37 

RCADTU . . hafl&e from within !he 
There IS a problem of resistance 10 c 

Trade Unions that ~presenl nursing and l!lid .. ifery. 
Total 313 
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A total of 323 segments were singled out from the interviews during the 
coding exercise. Some samples of the comments made are included in the 
texts provided. 

Participants reaction to the probes contained in the questions (6.1) focused on 
a number of issues which were reflected in the segments. A good number of 
participants expressed the view that nursing and midwifery would need to be 
proactive in adapting to change (24); a similar number (21) mentioned the 
clin1cal career pathway as a good indication of the way in which nursing and 
midwifery was adapting to change and commented on the additional potential 
that this offers. A significant number (51) responded to the probe on nurse 
and midwife prescribing by commenting on the importance of this as a 
practical demonstration of nurses and midwives adapting to change. The 
interviews and focus groups also provided the opportunity of sounding out 
participants on their views of the degree to which nurses and midwives were 
actually prepared for change (74) and whether nurses and midwife managers 
understood the change that was necessary (48) and whether general 
managers understood the kind of changes that lay ahead for nursing and 
midwifery (47). Finally, participants also chose to comment, without being 
probed, on what was termed 'resistance to change' within nursing and 
midwifery (21) and from within the trade unions (37). It is clear from the 
volume of segments that emerged from the coding exercise that participants 
found the topic of change to be an important and wide ranging subject. 

As we have already discussed in relation to the clinical carer pathways (6.2). 
this was seen as a very positive outcome for nursing from the work of the 
Commission on Nurs1ng. A number of participants felt however that it would 
be important to provide nurses and midwives w1th some career guidance. 
counselling or support services in order to encourage them to reflect on the 
career pathway that would suit them best. This would, from an economic 
perspecbve, ensure better value for money from the investment in their 
tralnmg and development. trymg to ensure that they did not spend a long time 
in 8 career path that did not suit them. One such suggestion for example stated that· 
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After about 2 years in practice, [nurses and midwives} 

should be encouraged to devise a career pathway for 

themselves. (Service, 1006, 726-729) 

Such an approach will also ensure that nurses who are particularly suited to 

management or clinical career pathways, or who might be better involved in 

education, professional development or research, will have an opportunity to 

find out sooner rather than later in their careers and be facilitated to take that 

path. This discussion raised the possibility of career pathways other than 

clinical career pathways to be Identified within the profession. Mention was 

made of the opportunities that existed within management, education, 

research and professional development. In order to ensure that nursing and 

midwifery adapts to change in a proactive manner, career advice and support 

on these issues was seen by participants as important, especially early in 

the1r career. 

Participants also referred to the need for nurses and m•dwives to take 

advantage of opportunities presented under the emerging strategies for the 

development of primary care services and extension of the roles of nurses 

and midwives to proactively adapt and lead the change in these areas This IS 

a topic that has already emerged In other sections within this chapter and 

elsewhere (5.5) when discussing changes in nurs1ng roles. 

Wrth regard to the comments made by participants on the question of nurses 

and midwives prescribing, it is important to remember that the inclusion of this 

probe in question 4 of the research (6.1), was related to the fact that a 

national study was being conducted at the time on the Involvement of nurses 

a d · . .. 30 As a result of the national 
n m1dw1ves In the prescribing of med1c1nes · . 

11'1"'~ . ·-"·-· there already existed a h.gh 
""'trve on prescribing for nurses and m"' .... es, 

deg 
· s of thiS ISSUe II is not 

ree of awareness within the healthcare seMce 

• .,_ . c;haplef 2 (2 3 4) 

"""discussion on nurses and midwives prescnbong ll1 
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surprising therefore that 51 segments were identified that referred directly to 
the topic. 

There was universal agreement between participants in this research that the 
involvement of nurses and midwives in prescribing was both desirable and 
inevitable. At a policy level, it was pointed out that this is already happening in 
other areas of the medical services, and that therefore it made no sense not 
to do something similar in nursing and midwifery: 

Progress has already been made . . . on the medical 
technicians where a Statutory Instrument is being 
prepared to allow certain drugs to be given in emergency 
situations. (Policy, 1005, 329 .. . 334) 

Many of the participants referred to the need for proper training and education 
in order for nurse and midwife prescribing to provide the service with the 
required degree of confidence that a particular person is a competent 
practitioner to prescribe. Participants also considered whether it should be 
confined to a limited number of medications (the list method) and in general 
the feeling was that it should not be. 

I mean people talk about minor things like panadols and 
whatever but I see it as a lot more; in a Jot of cases there 
is no reason why psychiatric nurses cannot prescribe 
appropriate medication, in a lot of cases they would have 
a lot more experience with psychiatric patients out of 
hours than some of the junior doctors; the same in 
paediatrics, the same in /CU. (Service, 1006, 355-365) 

Sim•larty Medical consultants in areas such as midwifery and care of the 
elderly support the idea of nurses and midwives having a wide role in 
prescribing provided they have had the appropriate education, training and certifiCation. 
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Participants also considered the pros and cons of limiting prescribing to 

CNSICMS and ANP/AMP. This is something that has been an important part 

of the debate that has been conducted at national level on the question of 

prescribing, and there was not total uniformity on this. Thus for example one 

of the participants felt that •you are looking at your ANP level being involved in 

the prescribing process. (Director NMPDU, 1009, 383-386). Similarly, another 

participant saw it as •a perfectly logical extension of a specialist role. (Medical 

Consultant, 1011, 472-473). On the other hand, one of the trade union 

representatives in the research expressed the hope that the development of 

these skills and competencies would not be confined to an elitist group of 

nurses and that it would be done in a way that empowered the staff nurse. 

This view found an echo in a number of other participants as well. 

The issue of prescription of medication raises the further question of the 

involvement of nurses and midwives in ordering radiology and laboratory 

services. A number of interventions from poficy, service and Medical 

Consultant categories of participants tn the research saw this as a logical 

extension. 

Finally, one participant from the services summed up the overall view on this 

issue in a succinct manner by saying "I donY think nursing will move vel}' far 

unless they move into areas of prescribing and they are central to the new 

ways of working. (Service, 1052, 280-283). 

The involvement of nurses and midwives in prescribing therefore is seen as a 

logical extension of all of the other changes in the delivery of services that are 

. 1 th 1 nurses and midwives are 
emergtng within this research and of the roe a 

expected to play within it. 

0 • ~ tal of 74 segments were 
n the question of 'preparedness for change • a 0 

· . cod' xercise The 74 segments 
Slng(ed out from the interviews dunng the tng e · 

·d · ~ th rtictpants tn the interviewS 
1 entified represent almost 100% coverage oo epa 

(7 
. vited rtietpants to elaborate on 

S). The probes used in the question (6.1) tn pa 

th nd to comment on how they 
e reasons for their position, whether yes or no, a 
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thought this had come about and on the depth of understanding of the 
problems and issues that existed within nursing and midwifery on the issues. 

In the member checking exercise that was conducted as part of the exercise 
in checking the validity and reliability of the analysis of data (4.4), the 
respondents were split 60140 against the statement that nurses and midwives 
were prepared for change. Of course in the member checking exercise, 
respondents were asked to state whether the agreed or disagreed with a 
particular statement. In the interviews and focus groups participants had an 
opportunity to expand more, and as a result a slightly less clear cut picture 
emerged, as one would expect As one participant from the service category 
put it "the vast majority are sheep following the shepherd and that is your 
normal frequency distribution; most of them in the centre; there are a few out 
there. (Service, 1053, 395-399). 

While the particapants used expressions like 'patchy', and 'somewhat', and 
'don't know for sure', overall the impression from each of the category of 
interviews is quite positive. Thus for example: 

Nursing has probably been the area where people have 
become most aware of the need for change and it is still a 
long way behind what we require but I think they are a 
long way ahead of other therapies than medicine in terms 
of understanding that their role is going to change. I think 
that the whole CNS and advanced practitioner model is 
now vety well understood. (Service, 1075, 759-771) 

That text summarises well what the service participants in general are saying 
about the preparedness of nurses and midwives is like. Many mentions are 
made of the impact of the work of the Commission on Nursing and the work of 
the Nabonal Council •n implementing the clinical career pathways, of the value 
and impact of the introductaon of the degree programme in education, of the 
likely impact that changes in educataon will have on the levels of awareness of 
nurses and midwives progressively as the new qualified staff come on stream. 
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Sinilarty, the point is made that those members of the profession who have 

participated in continuing professional development activities, which are seen 

generally as beginning to have an impact, are much more aware and have a 

greater understanding of the role changes that are happentng. The value of 

post graduate training is also mentioned as a significant contributor to this 

incfeased level of awareness, particularly the fact that a larger number of 

nurse managers increasingly have Masters Degrees, MBAs and other similar 

qualifications. 

Medical consultants who participated in the research share the same degree 

of realism about the spread of the level of preparedness. However they spoke 

also about a cohort of nurses and midwives who •are not heavily Into the 

academic side of nursing and they are vel)' frightened - no frightened is the 

wrong word, but they are disappointed. They feel marginalised". (Medical 

Consultant, 1060, 621-631). 

That same note of realism is also present in the comments made by the 

nursing participants in the research. They speak about some concerns they 

have about the extent of the awareness within the profession, about 'cohorts' 

that are prepared for change, but uncertain about just how big that cohort is It 

is also related to the extent to which professional nurses and midwives 

engage in continuing professional development activities or post graduate 

education. 

It Is worrying sometimes because we are in the m1ddle of 

the biggest change ever in the State. It is exciting .. 

(Director NMPDU, 1049, 281-283) 

Those involved in education are perhaps closer to the cohort that is more 

fk 1y . also contain that note of 
1 e to be prepared. Their interventions however 

cauuon and realism: 

j_ 
We are partially there but at the same time 1 think you 

know that nurses are a funny group because 
1 

think 
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sometimes we are so rigid and so reactionary and yet look 
at what we have coped with over the last 20 or 30 years. 
(Education, 1044, 2062-2069) 

Overall therefore. what emerges is a realistic picture of a large group of 
professionals within the system in transition through a period of significant and 
far-reaching change that will take time. The levels of awareness that exist 
within the profession are perhaps what one would expect and contingent on 
factors such as levels of involvement in education, professional development 
and the specific roles in which they are engaged. 

The segments identified under the codes dealing with nurses and midwives' 
and general managers' understanding of change confinned the picture that 
has emerged from the code on preparedness for change. Many of the 
participants spoke about initiatives that were in place to infonn the profession 
about the changes that were emerging: 

We would meet up with the Directors here 3 or 4 times a 
year end they are fully briefed and I know our own practice 
development people are working very closely with the 
assistant directors, divisional nurse managers, and 
CNM2s. (Director NMPDU, 1009, 630-637) 

The Directors of the NMPDUs also speak about the work they do with the 
general managers, including for example encouraging them to participate in 
bnefing sess1ons, attend national conferences organised by the National 
Counal This Inclusion and proactive briefing is seen as an important 
dimension of building understanding and buy-in. The level of understanding 
that exists withm general management is accepted by the directors of the 
NMPDUs as a challenge to them: 

For general managers, whether or not they understand will 
depend largely upon us as nurse leaders in how we 
lllfluence them (Difector NMPDU, 1049, 266-269) 
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Smtlarly educators within nursing, speak of the opportunity for leadership 

within the profession (administrative, managerial, professional, education) to 

develop understanding within nursing and within general management 

(Education, 1052, 357 -363). 

Directors of NMPDUs, however, also make the point that there is still a lack of 

understanding about how the relationship between nurse management and 

general management needs to change. There is a lack of clarity about the 

sharing of responsibility and the complementarity of their roles. This is a fault 

of both sides and is evidence of confusion within nursing itself about its overall 

role in management (Director NMPDU, 1026, 281 ... ) One of the directors 

spoke about an experience of interviewing a very competent and highly skilled 

nurse, with experience in a system where she had budgetary control and was 

used to making decisions as a key player within a directorate system. She 

tumed to the general manager who was interviewing with her and asked 'are 

~u ready for her? If you don't embrace what she has she Wl11 be gone' 

(Director NMPDU, 1041, 1065 .. .). 

Medical consultants who have already developed good working relations with 

their general management and nursing and midwifery colleagues speak 

enthusiastically about the degree of understanding that exists of the changes 

that need to take place (Medical Consultant 1024, 243-246). Other Medtcal 

consultants however speak about their frustration at the lacK of understandtng 

of change that is needed at both general management and nurstng 

management levels (Medical Consultant, 1066. 275 ... ). 

Finally, from a service management point of view it was pointed out that tt ts 

only when one sees something working that real understanding occurs and for 

that . ttl tht·ngs movtng, not wailing for 
reason the emphasts has to be on ge ng 

everybOdy to understand (SeNice, 1075, 488 ... ). 

0 1 f sa segments were singled 
n the question of resistance to change, a tota 0 

out f · se The comments emerged 
rom the interviews during the codtng exerct · 
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from a consideration of the probes dealing with preparedness for change and proactive adaptation to change. There were however no direct probes on the topic of resistance to change and should therefore be considered as having largely emerged spontaneously from unsolicited comments made by the participants. The two codes Involved picked up on comments made by participants on the topic of resistance to change from within the profession of nursing and midwifery Itself (21) and as a result of the involvement of Trade 
Unions (37). 

A number of participants in the research reflected on the role of the trade unions at the time of the Commission on Nursing. The Commission on Nursing Reporl (Government of Ireland, 1998) was launched in 1998. In 1999, the Government had not Implemented the Commission's recommendations and nurses voted again for strike action. In October 1999 nurses and midwives engaged in industrial action. The strike lasted from 19 October to 27 October 1999. At the time, many nurses expressed dissatisfaction with the way the strike had been handled, including the initiation, management and outcome of the strike; many felt that a different approach could have achieved more. A number of the participants in this research expressed the view that the strike emphasised the power of the unions and resulted in a marginalising of the role of the Director of Nursing. 

A number of participants spoke about the pressure from trade unions on senior nurse and midwife managers. As a result of this pressure, many D1rectors of Nursing and Assistant Directors of Nursing resisted the Introduction of change because of the fear of falling foul of the unions. Partic1pants in th1s research also stated that the trade unions had too much influence on the wider nursing profession and were not a beneficial influence: they held the profession back and resisted change. One participant referred to bemg dictated to by s lot of males, who are looking at their own [trade union) careers rather than the totality of the profession (Service, 1015, 451-454). 

Participants also spoke of the cohort of nursing and midwifery who were trying to implement and lead change. The overwhelming picture that emerges 
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however is of a profession that has become too preoccupied with industrial 

relations agendas, is dominated by trade unions, is fearful of change and too 

ready to row back progress and change that has already been made. These 

views were expressed by all categories of interviewees, and should be 

balanced by the more positive views expressed by participants when talking 

about nursing and midwifery's general ability to adapt to change as discussed 

at the beginning of this section. 

The reality of continued industrial disputes and complaints created bitterness 

111 some quarters: 

The hope I had of changes arising from the commission 

are not obvious and I don't see signs either that thars 

going to happen and that is a perception from a distance 

but it would also be a perception that I would hear talked 

about. (Service, 1008, 300-315) 

Another Policy participant makes reference to the industrial dispute that 

followed on from the publication of the Report of the Commission on Nursing 

in 1998 but however recognises that huge change has happened since then: 

So 1998 was the Commission on Nursing and 98199 was 

the industrial relations problem; nothing moved. Effectively 

things started rolling towards the end of 9912000 .. the 

profession itself is still coming to terms with that. .maybe 

at some stage we need to step back ... and have a look 

critically at where we are going; have we done it right, are 

there changes needed? (Policy, 1031, 562-587) 

1 ·dw~ lamented the slow 
n the focus groups, the directors of nursing and ml ery 

Pace of implementation and the negative effect the industrial relations Issues 

had . of th commiSSIOn on Nurs1ng 
on this. The overwhelming impressiOn e 

tv..... . . .. · Ireland onto a new level, 
'"'WtlVer IS that it lifted nursing and midwnery In 
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however nursing and midwifery is also aware that not enough has changed in 
the style of management within nursing: 

I'd like to say that the impact of the Commission on 
Nursing has been huge but the 'command and control' 
style of management still exists in some areas particularly 
mental health nursing and community nursing.(Director 
NMPDU, 1054, 230-235) 

The reference in this text to the 'command and control' style of nursing raises 
memories of the very harsh criticisms that were made of nurse management 
in the Interim Report of the Commission on Nursing (Government of Ireland, 
1997c; 3.1). At the time nurse management was characterised as being 
predominantly old style, with a lot of bullying in evidence within the services: 
"Many nurses 1n discussions at the consultative for a and in written 
submissions complamed of bullying in the workplace . . . It appeared that 
bullying may be taking place at a variety of levels within nursing. Complaints 
were made of students being bullied by nurses, nurses being bullied by other 
nurses and professionals, nurses being bullied by nurse management and 
nurse management being bullied by general management. • The vision of 
management for nursing provided in the Report of the Commission on 
Nursing was intended to move beyond that. When commenting on issues in 
senior nurse management, the report said: •tt was suggested that senior 
nursing and midwifery management operated on the basis of command and 
control rather than consultation and the delegation of responsibility. • (Government of Ireland, 1998) 

Some service managers tn particular express considerable frustration with the 
focus on industrial relations issues within the profession: 

Nursing is much too industrial relations focused and the 
profession IS hampered by that obsession with industrial 
relations. (SeMCe, 1008, 224-228) 
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That participant also spoke about the lack of confidence within the system in 

nursing's ability to tackle these issues. It was felt that whenever an industrial 

relations issue arose the first thing that suffered were the professional 

development advances that had already been achieved. They were used as 

tools in the Industrial relations negotiation process. Nurses stopped doing 

what their professional development advances had introduced. This frequently 

a!so led to legalistic interpretation of guidelines, which made rt in some cases 

Impossible to deal with practical issues on the ground for the benefrt of 

patients. 

This led to service managers expressing frustration at the slow pace of 

professional development: 

The development and evolution of nursing as a 

profession ... wi/1 not be addressed by the industrial 

relations ann of the profession ... they have a vested 

interest in blocking the candid development that would 

allow nursing as a profession to be of the highly skilled 

kind. (Service, 1008, 356 ... 366) 

The issue comes back to leadership in nursing (6.5; 6.6) and the lack of 11
31

• 

Participants commented on the leadership that is given on the industrial 

relations side of nursing and lamented the fact that the same energy and 

leadership is frequently not evident in the development of the scope and 

Cti 
• h dominated the professional 

pra ce of the profession. The trade umons ave 

development debate in the past and used it for industrial relations purposes 
· Th' · because 

rather than for the benefit of the profession as a profession. IS 
15 

the leadership was not available within the profession. the leadership 

competencies were not there. There was a recognition that thiS had changed 

W1th the arrival of the National Council: 

a. t t11e empowtrmenl study (DoHC. 
MUCh of the matenal raised here echoes the findu~gs 0 ... _ 

7nn•- . that matena1 as a contex1 11:1 ~-
-"""\~) diSCUssed in chapter 2 (2 4 2) It 1s worth re-V1SibnQ 

diSCussion. 
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In the absence of a body like the [Nationaij Council here in 
the past the unions or interest like trade unions saw en 
opportunity. (Service, 1012, 223-226) 

Nursing participants also recognised this problem. There is a strong union influence at local level that is impairing change and progress: "We do have a strong culture of militancy and unions within the seNice ... That needs to be addressed. (Director NMPDU, 1009, 22~229). 

A number of service managers spoke about the difficulty of getting nurses to cooperate during a strike to cover genuine emergency cases: 

It came home to me in the last negotiation I had around 
the A&E strike, when 1 almost had to beg to get 
emergency cover for the patients. (Service, 1043, 383-387) 

The example of introducing health care assistants was mentioned by one service manager who commented on nurses 'holding onto their territory' and 'protecting old boundaries' (Service, 1067, 283 ... 287). 

Frustration was also expressed by service managers at the inability of nurse management to identify themselves with management in Industrial relations disputes. The nursing unions constantly criticise 'the management' for all of the problems that they see, but do not take account of the fact that nurses and midwives are a large cohort of 'the management'. Nursing management in tum tS cowered by the power of the unions and fearful of stepping up to the line to tackle tndustrial relations issues from a management perspective. 

It IS as though it is not their responsibility; they don't see 
their managerial role as having any particular relevance or 
11 IS as though they are playing down their managerial role. 
(Service, 1067, 414-420) 
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some participants linked the pressure that is on nurse managers in this area 

with the difficulty that is experienced in attracting applicants for some senior 

nursing management posts: "People are not going into management roles or 

taking on other roles because of the sheer pressure that comas on them and 

demand coming on them•. {Service, 1022, 607-611) 

Nurses are deterred from applying for nursing management posts and nurse 

managers are reluctant to take on the management role because of the 

culture that exists beneath them and that rises up against them. Service 

managers speak about the need for this culture to change but express 

frustration at the ability to change, with some of them saying that they do not 

detect an ability to change it within the profession Those who do speak about 

how to change it refer to the need to do it through education and mobvabonal 

feedback. 

At a policy level, comments made included references to 'the voice of nursing' 

in public. It was said that this 'voice' has become a 'constant whine' about 

monetary and status issues (Policy, 1014, 48D-485). Policy participants 1n this 

research also spoke about the dearth of leadership in nursing management, 

commenting that "Nurse management at the moment is poorly orgamsed •·· 

the best organised element of nursing at the moment is the /NO and SIPTU 

and the PNA32 .•. but 1 would see from my desk that they have adopted a very 

negative role. {Policy, 1025, 420-425). This could be contrasted with the ideas 

expressed by Buresh and Gordon on the importance of The Voice of Nursing 

in their book From Silence to Voice - What Nurses Know and Must 

Communicate to the Public (Buresh & Gordon, 2000). 

"ed· · tru tr ti'on at introducing change 
"' leal consultants also speak about their s a 

d • rk" (M-"ical Consultant 1021, 
an bemg suspected of •trying to off-load wo .,., ' 

85 ed the fact that nursing Is 
l-862). Medical consultants also comment on 

ll ld'Miery are The IriSh Nur5es 

The three principal Unions representing nursing and m _ _. ... _ 

n.... . and rec;hniCal UnoOn (SIPTU) .,.., u .. 

~!fdmsatJOn {INO), Service lndustnes Profes$10031 

P$yclljatrlc Nurses Association (PNA) 
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frequently 'driven by union concerns' and that this was not helping the 
profess1on. 

Nursing and midwifery will be facing increased demands to adapt to change as a result of the recommendations made on the resolution of the industrial dispute that took place in 2007. The dispute, which lasted 7 weeks, was pnncipally about the reduction of the working week for nurses and midwives from the current 39 hours per week to 35 hours per week. The dispute concluded with a recommendation that a phased approach would be taken to the reduction in working hours (HSE Health Matters, 2007g). Phase 1 entailed the reduction in hours to 37.5 by 111 June 2008. Phase 2 involved the setting up of a Commission, composed of two international experts, with specific expertise in nursing management, and two representatives to be appointed following consultation with the HSE and the Trade Unions. The Commission would examine the feasibility of reducing the working week to 35 hours. Both Phase 1 and Phase 2 will entail changes in roles and working practices fOl' nurses and midwives. For Phase 1, local discussions are to be held to identify ways of achieving efficiencies through the introduction of more efficient roster arrangements, relocation I redeployment 1 replacement and achieving effiCiencies through skill mix. For Phase 2, the Commission will examine international experience of best practice in the activities and deployment of nurses and midwives and the type of flexibilities and changes that would be necessary to achieve a 35 hour week. In the meantime the HSE is to conduct its own feasibirrty study, wh1ch will be submitted to the Commission fOl' consideration It is clear therefore that the move towards a 35 hour week will entad signifiCant changes 1n work practices for nurses and midwives. 

6.4 Leadership 

The th1rd category identified under the theme 'The Changing Role for Nurses and MidWives in Ireland', was leadership (LE). A total of three codes were Included under the category LE. The follOWing table provides a definition of the codes used and an indication of the frequency of the occurrence of the code W1th1n the texts 
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Table 6.3 Codes, Definitions, Frequencies_ Leaden~hip 

Code Definition F.-.quency 

RCLENL There is a great need for leaden to emerge from wlthm 125 

nursing and mid\\ifc:ry. 

RCLEEI\1 Empo,.erment is an imponant dimension in role change. 20 

RCLEAS Nurses need w learn to be more assemve in their relationships SJ 

with Medical Consultants and othen "ithin the sen lets. 

RCLENM There are a number of issues arising in relation to the 52 

involvement of nurses and mid"i''CS in man3gCIIIent. 

including the general management of services and the 

management of nursing and midwifery. 

ToW 24& 

A total of 248 segments were singled out from the Interviews dunng the 

coding exercise . Some samples of the comments made are included in the 

texts provided. 

The code RCLENL, which captures participants' comments on the need for 

leadership within nursing33, was the second most frequently used code 

throughout the whole of this research34• That in itself is a testament to the 

importance that participants gave to this issue. It is perhaps even more 

interesting given that there was no probe used in Question 4 (6 1) on thts 

issue. It was raised spontaneously by participants m the research The other 

segments relate to the issue of empowemnent of nurses and midwives (20). 

the need for nurses and midwives to be more assertive in thetr relationships 

with Medical Consultants and other professionals and admtmstrators within 

lhe services (51) and the need for nursing and midwifery to exert a greater 

leadership role in the general management of the serv10es (52) 

1) 
See discussion on leadership In nurstng In Ireland Ill chapter 3 (3 8 3) 

~ The most frequently used code was FHACAL - I()OOIIntabildyll al levels wll be a miJCif 

1 
feature of the future of health services In Ireland (57) Wllh !35 oc:currenc-
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Both policy and service participants in this research express the opinion that nursing management has not stepped up to the mark in the way that it was hoped they would after the Commission on Nursing. There is also evidence that nurse managers themselves feel let down by the outcome of the recommendations of the Commission, ending up more isolated in their role as managers and still not Integrated into the key decision making mechanisms.
35 

From the service point of view, nurses are seen as not being assertive enough: 

Nurse managers need to be pushing their way in 
management and putting their hand up and saying 'look 
we have experience of the business that nobody else can 
match' ... I think to a large extent that nurses aren't as 
assertive in those areas of management as they should be 
and as befits their experience. (Policy, 1002, 1110 ... 
1146) 

There appears still to be confusion about the role of the Director of nursing -Is it strategic? What about the operational side? What is the role of the Assistant Director of Nursing (ADON) and CNM Ill? There appears to be a lack of understanding and of support for, in particular, the important role of the Assistant Director of Nursing and CNMIII. As a result there is confusion about applying for such posts and there is a lack of support for those who hold thel1l and those who aspire to them (Service, 1006, 406-436). 

Participants frequently made reference to the management structure for nursing and midwifery that has been In place since the Commission on Nursrng, wrth many of them voicing concerns about the lack of clarity of the roles and the increasing complexity of management structures that have emerged For that reason it might be useful at this stage to consider what it was that the Commission on Nursing actually said about this important point. 

• See d1SCUSS1011 of leadership and empowennent in chapter 3 (3.3) 
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In relation to the role of the Director of Nursing, the Report of the commission 

on Nursing was quite explicit: •The responsibilities of senior nursmg and 

midwifery management should Include providing strategic and clinical 

leadership and direction for nursing and midwifery and related services which 

results in the delivery of effective, efficient, quality assured and patient 

centred nursing and midwifery care• (Government of Ireland, 1998). 1t1s clear 

from this statement therefore that the intention of the Commission was that 

the role should be strategic and should extend beyond nursing into related 

services. It was for that reason that it recommended that all Matrons in large 

acute hospitals and chief nursing officers in the psychiatric services should be 

entitled Directors of Nursing. In relation to the role of the Matron in smaller 

hospitals (Bands 3, 4 and 5) no recommendation was made on a change of 

title. II was recommended however that these Matrons need to combine a 

professional leadership role with delailed general management 

responsibilities (Government of Ireland, 1998). In recognition of the fact that 

Matrons of smaller hospitals had traditionally not been mvolved m the 

budgetary process, it was recommended that in order to discharge the1r 

general management functions more effectively, they should be given more 

explicit input into the determination of the budget and greater control and 

responsibility over its utilisation. 

In relation to the role of middle management in nursing, i.e mcludlng what 

had been referred to as Assistant Director of Nursing, D.rectorate Nurse 

Manager, Unit I Divisional Nurse Manager, Night Superintendent, Assistant 

Matrons, the Commission on Nursing also made a senes of 

........__ . . · recommended that these 

.• ....,,mendat1ons. In particular the Comm1ss10n 

g d 
nt role in the absence of 

ra es should have a clearly defined manageme · 

Which they become limited to carrying out merely admlmstralive duties 

( f 
· f ctions") which bear little 

re erred to by the Commission as •gatekeeplng un 

Ia . . . ,......... . The commission also 
re bonsh1p to professional nursmg or m ......... ry 

~ ld be provided for m areas that 
ecommended that greater nursing input shou 
""~ 1 dry catenng and cleamng 
-·..-act directly on the quality of care, such as aun • 

d d cussions on the award of 
and nursing management should be involve 10 15 
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contracts for such services (Government of Ireland, 1998). The Commission also recognised that a lot of work had already taken place in this area with the development of Directorate or Service Management models, involving clinicians, including nurses, directly in the management of services. In the Directorate system nursing and midwifery managers have devolved authority in relation to the leadership and development of nursing and midwifery personnel within the Directorate. 

In relation to front line management, the Commission on Nursing was very explicit about the role of the Ward Sister, which was referred to as "the lynchpin" in the services. The recommendations of the Commission on front line management included their involvement in professional f clinical leadership, staffing and staff development, resource management and facilitating communication. These roles imply that they should have greater budget responsibility in relation to the utilisation of resources at unit level. The Commission recommended that that front line management should consist of three grades of Clinical Nurse Manager. It recommended that the Ward Sister should be referred to as Clinical Nurse Manager 2 (CNM2) and the junior ward sister should be referred to as CNM1. The Commission recognised the need for the CNM1 post in ward conditions that were particularly complex. The CNM1 should take charge in the absence of the CNM2 (Ward Sister). The Commission also recommended that in particularly complex institutional settings there might be a need for a grade of CNM3, above that of CNM2 -examples of this include A&E in a large tertiary acute hospital where there would be a requirement for a number of CNM2s and the CNM3 would be designated as being in charge of the unit (Government of Ireland, 1998). 

Participants in this research spoke about the important role that educators can have in influencing thinking within nursing about the meaning and implications of leadership I accountability I responsibility. Participants felt that educators should be influencing the career development of students as they come •nto the system, but they should also be working with more senior personnel in preparing them for their roles as innovative accountable leaders (Service. 1006, 436-463). 
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All important function of nurse leaders is acting as advocates for nursing staff. 

In the absence of good leadership from nurse management, nurses and 

midwives are turning to their staff associations 1 unions for leadership and 

advocacy on their behalf (Service, 1006, 463-476). The lack of leadership in 

nursing is articulated by service managers as a lack of advocacy on behalf of 

nursing, making strong statements about how nursing should position itself 

within the services. 

I do not see leaders in the nursing profession in the way 

that you do in the medical profession for example. I think 

there is an issue there. I don't know what the reason for 

that is .. . II seems to me that nursing is quite passive in 

terms of setting the vision for nursing for the future .. that 

nursing leadership are not setting out the vision for nursing 

into the future .. . It seems to me that nursing leadership in 

this country should be taking that debate forward in the 

interests of the nursing profession .. . (Service, 1012, 

Extracts: 185 .. .441) 

The same participant went on to express the hope that nursing and midwifery 

would produce leaders who would analyse the environment, understand the 

changes and make strong statements about how nursing and midwifery 

should be positioned within it, in cooperation with but not defemng to the 

l!ledical profession and not waiting for the leadership to come from the unions 

(Service, 1012, Extracts: 185 .. .441). This gives rise to the Situation that the 

only leadership that is prominent in nursing is frequently industrial relations 

orientated, leaving a major gap in the development of the profession. Th1s 

echoes the views already discussed (6.4) about resistance to change 

The kind of leadership that is needed must emerge from within nursing itself 

and it should be coordinated between nursing management, nursing 

academics and other nurse leaders, and linked to other functions. This kind of 

integrated planning for leadership is not happening at present 
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1 think it needs to fundamentally begin with nurses and I 
think that leadership of nursing needs to be given by 
nurses. 1 have no doubt at all about that and there needs 
to be close linkages between the academic units and the 
senior management units and that there needs to be 
collaboration at the academic units between the nursing 
schools and medical schools and between the 
management side. (Service, 1008, 420-430) 

This idea is echoed by the Directors of Nursing and Midwifery who participated in the focus groups. They spoke about the need for nurs1ng management to change and become more strategic and that if this change did not happen they would be left in 'little pockets': 

I think nursing will not develop unless we lead the change 
and I think it will remain stagnant unless we are looking at 
very innovative ways of trying to create that seamless 
service that we feel is going to be missing in the new 
structures. I think we have to look and see how we can 
develop specialization on maybe a shared basis between 
acute and community services so that we are looking at 
ANP going out maybe for example, looking at the elderly, 
that they ara not hospital based, they are not community 
based but they are a shared responsibility, that they are 
looking at a specialist service throughout at region as 
opposed to just focused in a hospital, that maybe they can 
look at on a population basis what the needs are as 
opposed to just on the actual acute or community service 
basTs so I think unless we are looking at that strategically, 
and In a much broader basis than what we are doing 
currently, we will be just left in the little pockets we are in 
(Directors N&M, FG01) 
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When meetings are being organised by one part of the nursing profession, 

very often it is done without adequately informing or involving the other. One 

participant in education said "I find it amazing that for example the d1rectors 

of the NMPDUs would be having meetings with the directors of nursing end 

not automatically include the HEis•. The same participant tried to explain why 

that might be: • part of the reason for that is that . . . nursing in universities is 

still seen as . . . puNeyors of courses rather than people who understand 

anything about the health seNice or who can feed into it in tenns of research 

or ideas or a think-tank kind of set up• (1044, Education, 2166-2205). 

There is an idea in this text of a 'think tank for nursing', involving all of the key 

stakeholders and providing the opportunity for inputs from the various nursing 

areas (clinical, management, education, professional development. 

regulation) into the formulation of a vision for nursing - taking the lead in 

providing the leadership that is being called for. This is required despite the 

fact that frequently there is a sense that people feel 'swamped'. Th1s IS the 

case for example in educational circles where all of the effort in recent years 

has been directed towards setting up the degree programmes and post 

graduate programmes that have been needed to Implement the 

recommendations of the Commission on Nursing. 

This raises the question about the relationships between the different 

elements involved in nursing throughout the service. Relationships are not 

always easy and in the case of the relationships between the Directors of 

Nursing and the NMPDUs there is work to be done in clarifying the way in 

which they work together: 

The relationship between the NMPDUs and the directors 

. d I thl·nk that '' we can 
of nursing is a difficult one an 

manage to resolve that that we can help to empower them 

a little bit more. (SeNice, 1076, 732-737) 

It . . between the drfferent groups of 
aJso raises questions about the relationshrps 

l 
. ·n Band 1 Hospitals through 

nurse managers, between the directors of nursing 1 
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to Band 5 Hospitals, and between the various levels of nurse management, 
i.e. between Directors of Nursing and other nursing management grades 
(CNMI, CNMII, CNMIII and assistant directors of nursing). There is evidence 
to suggest that divisions exist between the Bands and the grades that are not 
serving the purposes of the profession well. Participants spoke about an 
elitism and a hierarchy within nursing, whereby directors of Band 1 hospitals 
saw themselves as being at the top of the pyramid and would occasionally 
involve directors of nursing from Band 2 hospitals, but would never have 
anything to do with directors of nursing from Bands 3, 4 and 5. Similar1y, 
directors of nursing and their associations35 will not engage directly with the 
associations of other nurse managers. This was expressed by one participant 
as: 

There is no unifying structure even where they could come 
together as a federation of nurse managers and say look 
we as nurse managers play a huge role in keeping this 
show on the road we are not always listened to we donY 
get our hands on lots of the budgets and we should draw 
up an agenda to make sure that we are in there at the 
table. (Policy, 1025, 505-532). 

The suggestion Is that there is a need for a more united front, more strategic 
coordination, from nursing management that is different from the industrial 
relations based negotiations that take place. The creation of a unif.ed 
approach on behalf of nurse management as a negotiation force is something 
that will require the breaking down of silos within the profession (Policy, 1025, 564-569). 

An opimon expressed by some of the service managers who participated in 
thl$ research was that the Commission on Nursing left nursing management 8 

• 
The Association of 11"\Sh Nurse Managers (AJNM). now known as The lnsh Associa!IOII d o.r.a.n ol Nursing and Mldwrfery (IADNAM) ENTRUST Is the association of clinical nurse rnanagers at CNMI. CNMII, CNMIII 

279 



btl isolated within the services. It did not tackle the question of integrating 11 

into the wider decision making structures within the services. A more 

concerted, coordinated approach to articulating the 'nursing voice' in a 

manner that lifts it beyond just the nursing dimension and takes account of the 

wider issues within the services, is one way in which this could be tackled 

(Service, 1036, 277·312). 

The strategic voice of nursing is not being heard in the way that rt was 

envisaged that It should by the Commission on Nursing, across a multJ. 

disciplinary range of areas. This was articulated by one participant as 

I don't see a strategic sense of influence within the 

department. I see an awful lot of excellent good worlc 

done ... but I don't see a very strong policy influence in 

terms of the multi-disciplinary health service as opposed 

to the nursing one . .. they have not played their part as I 

think was envisaged that they would almost be part of the 

broader influencing of a strategic approach to the health 

services from a multi-disciplinary point of view. Now 

maybe they were not allowed to do it or maybe there was 

not an acceptance again by virtue of where it came from in 

terms of the idea being put into place. I am not sure that 

they are at the table other than at the IR area of nursing 

(Service, 1036, 355-383) 

The previous text reflects a view from within the participants in th1s research 

that the strategic role of the policy unit within the OoHC is not being felt wrthln 

the profession or within the health services generally. There does however 

appear to be a commitment to the continued role of for a nursing policy unit 

Within the Department of Health (Policy, 1031, 739-774). The role of the ChJef 

Nurse Within the Department of Health reqwes, according to a number of the 

participants to be re-defined particularly in the light of the changes that have 

lak ' HC nd the recent creation or a 
en Place within the HSE, the role of the Do • a 

n · Th · also 1n the op1mon of 
urs,ng unit within the HR division of the HSE. ere 15 • 
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a number of participants, a need to agree what role, if any, nursing advisors 
should have within this structure. 

It is worth mentioning in this context a European Delphi Study (WHO, 2001), 
which identified the ideal attributes of a Chief Nurse. These include: 
communication, team working, strategic thinking, professional credibility, 
leadership, political astuteness, decency I integrity, innovation, decision 
making I problem solving, personal qualities, promotion of nursing, good 
management and conflict resolution, information handling, research skills and 
physical characteristics. The study was conducted as part of an initiative to 
advance the role of the Chief Nurse in member countries of the WHO Europe. 
It concluded that in order to advance the role it is necessary to engage in a 
systematic selection of suitable and recruitment of suitable post holders and introduce a critical pathway for development both of new recruits and existing 
personnel. The identification of the key attributes was intended to support this process (WHO, 2001). 

There is a broader concern about the level of clinical representation at the 
highest level within the HSE. It just so happens that the current Chief 
Executive of the HSE is a clinical person, but there are no provisions with the 
structures that are envisaged within the Prospectus Report (DoHC, 2003b) for 
a clinical person at the highest level (Education, 1044, 722-754). Participants 
spoke about the need for a clinical voice at the top decision making table and 
regretted that it was not a requirement that this should be the case in the new structures. 

In relation to the broader role of nurses in the management of the services. a 
number of participants expressed the view that it was difficult to Identify nurse 
managers who are capable of moving beyond the bounds of nursing Itself and 
taking on board the broader demands of executive functions across the whole 
hospital. There are some good examples of this but not enough, and it is often 8 question of preparing them for that role, a preparation that does not exist at 
the moment One of the participants spoke about the need for directors of nursing to consider their broader corporate presence within the organisation: 
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\Nhen I look at a Director of Nursing she is the Director of 

Nursing but when you are directing a hospital/ike this you 

really are a senior executive of a hospital at a board level 

and at evety level. • (SeNice, 1022, 501-540). 

There is an idea of an 'executive nurse' rather than just a 'director of nursing' 

that says something about the wider role that nursing needs to have within the 

services: 

To me it is about moving to a situation whereby we 

develop executive nurses rather than directors of nursing 

and it is that executive leadership that nurses must 

become more proactively involved in. (Director NMPDU. 

1050, 418-423) 

~ is not enough that nurse managers are good at managing nursing; they 

need to be able to expand beyond the borders of the profession to present the 

nursing voice at the wider executive table: 

They can perform very effectively in their own arena and I 

would suggest that their own arena does not provide 

enough of a challenge for them once they get to that point. 

I think we need to face some of our nurse leaders with the 

fact that that simply is not enough. That is simply not 

enough that is not what you are doing your MBA for. It is 

not what you are doing your doctorate for. It is not why you 

get to be director of nursing in the big large teaching 

hospitals. You are there because you have to be 

sufficiently confident to know that you can perform well 

beyond that arena. (Education, 1044, 1019-1 045) 
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This failure to reach out beyond the immediate boundaries of nursing may be due to an in-built culture of passivity within the profession that needs to be named and tackled (Education, 1044, 847-872). 

Ultimately this is about positioning Directors of Nursing within the decision making structures in the services. It differs from one hospital to another and from one setting to another, but it is an integral part of the clinicians in leadership approach that is being developed within the HSE and that in tum bu11ds on the clinicians in management initiative (OHM, 1998 & 2003d) that has been developed over the last number of years (SeiVice, 1076, 751-761). 

The directors of nursing who participated in the focus groups spoke about the difficulty of making the voice of nursing heard at the decision making table Within the executive structure in the hospital (Directors N&M, FG01) and commented on the need for them to be involved in developing and shaping the services of the future, otherwise they will be left behind. This will involve positioning the role of the director of nursing more clearly within the system and ensuring that reporting relationships and duties are clearly understood. One participant spoke about a director of nursing being asked to report to a much lower administrative grade and that there was evidence within the system that this was not unique (Service, 1076, 769-781). 

The directors of nursing and midwifery who participated in this research, however. were very clear about the ability, competence and levels of education that existed Within their group to enable them to take their place 'at the table'. Nurses are a very experienCed, versatile and, increasingly. well educated group, with many of them now possessing post graduate qualifiCabons in a wide range of management disciplines: 

but we ... need to get that recognised in some way in this 
new structure . . and get those nurses into the different 
change management teams that will be out there leading 
the change. (Directors N&M, FG01). 
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01rectors of the NMPDUs who participated in this research pointed to the 

difficulty that many institutions are experiencing in recruiting senior nurse 

managers. This is something that is leaving significant gaps at semor level 

within the profession and is evidence that there is an unwillingness to take on 

these challenges. They spoke also about the possibility of introducing 

mentoring services to encourage the development and advancement of the 

leaders of the future (Director NMPDU, 1026, 922-944). Nursing is seen as not 

investing in its own future, mentoring and bring on the next batch of senior 

managers because of its preoccupation with micro management of services. 

and it is not surprising, therefore, that people are not applying for senior posts 

as they become vacant. This is a theme that is taken up by more than one 

director of NMPDU (Director NMPDU, 1041, 845-875). 

As newer opportunities have emerged because of the opening up of a wider 

range of career pathways, there are more and more attractive clinical options 

open to nurses and midwives than there were before. It had always been the 

lament of nurses and midwives that the only paths forward for them lay in 

either management or education. That is not the case anymore and 1t has 

created a challenge in the area of nurse management that had not been 

anticipated. Nurse educators also voiced this opinion: "/ am concerned in 

those very senior posts that people are not compet1ng for them, that there 

really are issues about bringing people into management". (Educalion, 1055, 

315-332). Participants felt that the role is not seen as attractive and that the 

problem is also related to a lack of identity for the grade of nurse management 

below that of Director of Nursing. It seems clear that people at assastant 

director of nursing level have a crisis of identrty about their role and their 

future. 

. . . . very energ1sed very well 
It 1s d1sappomtmg to hear young 

. . tmg out of the1r jObs 
educated asststant dtrectors wan 

port "ties are or should I 
and ... asking you where the oP um 

1 Wh h you could see as 
go for this or should I go for that· 1C 

1 ing applymg for 
a sideline move ... but they ars no see 
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the top job as being as attractive as it should be. 

(Education, 1045, 418-434) 

This raises the important question about support for nurse managers, nurse 

leaders and echoes points raised in some of the earlier texts about clarity of 

role for the assistant directors and support for them in that role. It raises the 

whole question of management development and succession planning within 

the profession and in particular within the management structures of the 
profession (DirectorNMPDU, 1009, 1099-1109). 

6.5 Nurse I Midwife-Led Services 

The fourth category identified under the theme 'The Changing Role for Nurses 

and Midwrves in Ireland', was Nurse I Midwife-Led services (NL). Two codes 

were included under the category NL. The following table provides a definition 

of the COdes used and an Indication of the frequency of the occurrence of the 
cOde within the texts. 

Table 6.4 
Codes, Definitions, Frequencies - Nurse I Midwife Led 
Services 

COde Definition Frequency 
rRR;o.iS.~LCl:CJRf'""""-t"liit li'is'l;;im;;;;po;;;;rtan;;;;;;r~lhati;;;';th;i;e;:c;:oord::::;;:in;:a~tin:::g;:-:ro::;:le7of;;::n:::urse=s:-:an:-d:;----f-;-;14;-

RC\LC 

midwi•es in cllnical.stttinJ:S is understood and appreciated 
mtn. 

Tbore "ill bt an increase in the amounr ofNune Midwife 
Ud clinical services. 

56 

Total 70 

A total of 70 segments were singled out from the interviews during the coding 

exercise Some samples of the comments made are included in the texts 
provided 
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The role of the nurse as coordinator7 of both clinical and management 1 

logistics services within the clinical setting was one that was highlighted by a 

good number of participants in the research (14) without any prompting by the 

interviewer. The concept was not included as part of the probes used for 

Question 4 (6.1 ) . Most of the participants (56) chose to comment on the issue 

of Nurse I Midwife Led services, which was one of the probes used for 

Question 4 (6.1 ), and there was universal agreement on both the need for 

increased Nurse I Midwife Led services and the fact that they Will increasingly 

become a feature of future health services. 

In relation to the coordinating role of nurses and midwives one simple 

statement encapsulates the views of most of the participants on thrs: 

I think nurses have a lot of skills and are eminently good 

coordinators. They spend at least 50% of their time 

coordinating. They spend an awful lot of their time liaising 

with other people. (Education, 1044, 1952-1960) 

Additional comments referred to the fact that within clinical settings, nurses 

are there all the time. Doctors, physiotherapists, occupational theraprsts, 

dieticians and other service providers come and go, but nurses provide a 

twenty-four-hours-a-day, seven-days-a-week service in the area. The shrft 

system. and the 'Unit Nursing Officer' 1 Ward Sister I CNM role makes them 

eminently suitable for this role of coordination of the rnputs and serviceS of all 

other service providers. They are also intimately involved in managing the 

logistics of the clinical setting and are therefore well suited to a broader 

. 0 rtlcipant expressed this ln 
Qeneral management role within the settrng. ne pa 

an interesting way: 

They are kind of the glue and I am just a bit womed that 

. 1. lion the" may not be the 
because there is such spec1a tsa • " 

glue anymore. (Service, 1022, 832-836) 

" See discussion on nurse led setvices in chapter 3 (3 3 5> 
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This concern that the move towards Increased specialisation of roles within nursing, with CNSICMS and ANPIAMP, could detract from this overall coordinating role of the nurse Is one that found echo in a number of participants. The earlier discussion about clinical career pathways (6.3) covered some of these concerns and emphasised the need for continued support for the generalist role of the nurse, as someone within the clinical area who, at the end of the day, knows who to call in when a crisis arises (6.3). It was pointed out in the earlier discussion that the role of the CNS/CMS and ANPIAMP does provide the general nurse I midwife with significant additional support. 

This coordinating role however is particularly important when one looks at the role of the ward sister or CNM2: 

They are strong on things like clinical audit, team work. 
You look at ward sisters and their main role is to 
coordinate the functions on a medical or surgical ward .. . 
so thay are used to dealing with the different disciplines .. . 
I would see the CNM2s as being the most skilled people 
on wards because they organise care. (Director NMPDU, 
Extracts 181 ... 552) 

What is emerging from these texts is the concept of the general nurse/m1dwife, and in particular the unit 1 ward manager - ward sister, CNM2 - as the coordinator of a wide range of services within the clinical setting and the organiser of care. This is a role that requires a complex range of skills and understanding and the ability to deal with all of the disciplines. This is a vision of nursing that permeates many of the responses from participants in this research and is to be found underlying many of the comments that are made on a wide range of topics. It Is therefore a central concept in the role of the nurse/midwife It is also something that is distmct from the role of the specialist nurse/midwife d · . the • an one that 1s emmently complimented by specialist role. s,..,.;alist sf . . • . 'de .. ~- nurse midWIVes are 1n a position to prov1de a WI 
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ranging support to general nurses/midwives in clinical areas along with the 

many other advantages we have already discussed (6.4) 

The idea of nurses/midwives as coordinator of services and the emergence of 

1naeased specialisation of services naturally leads on to the idea of Nurse 1 

Midwife Led services. This was a topic that attracted a large number of 

comments (56) with very little probing. There was universal agreement that it 

was Inevitable that there would be a significant increase in the amount and 

variety of Nurse I Midwife Led services in the future and that this was also 

desirable. 

Medical consultants who participated in this research showed no hesitation in 

advocating an increase in the range of nurse I midwrfe-led services. 

Frequently the reference to the role of the CNSs I CMSs and ANPs I AMPs 

included also a reference to the importance of the wor1< of the National 

Council in facilitating and encouraging the development of these roles within 

frameworks of practice. 

Midwifery has In fact played quite a lead role in the provision of nurse I 

midwife-led services. This was referred to a number of times by partiCipants. 

The following comment by a medical consultant sums up the views of many: 

Already in this institution for example we have set up a ... 

home birth service which is run totally by the midwives and 

indeed we have had direCtly led midwifery services and 

midwife clinics now for 20 years. (Medical Consultant, 

1024, 149-158) 

0 . . f '"" lvement of normal healthy 
ne medical consultant referred to the 1dea o uevo 

. I t 1024 157-158) This 
pregnant women to midwives' (Med1cal consu tan • • 

. nd idWiveS as a feature of 
raises the general idea of referrals to nurses a m 

th t raised by a number of 
nurse I midwife-led services. This was an Idea a was 

. . . . ....... that would appear to be 
Participants 1n this research. It IS somc:u•lng 

. 1 ettmgs for a Wide range of 
Particularly attractive In both primary and acu e s 
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health Issues and across all of the divisions of nursing (SeNice, 1057, 174-
184). 

The idea of nurses acting autonomously within primary care settings, taking 
referrals from GPs and referring on to medical consultants and other 
professionals where necessary, or acute services generally is one that sat 
quite comfortably with participants in this research, and one that emerged with 
no prompting. One participant referred to the emergence of "a general nurse 
practitioner in the same way that you have a general practitioner in medicine". 
The participant went on to comment that "they would have their own clinics; 
they would have their own surgeries; they would have their own service day 
units and so on ... (Director NMPDU, 1050, 405-413). 

The concept of nurse/midwife led services is one that arises also in the next 
sections of this chapter on interdisciplinary teams (6.6) and the development 
of relationships between primary and acute care settings (6.7). It is worth 
reflecting however on the fact that it is not a new concept in healthcare38

• 

6.6 Interdisciplinary Teams 

The fifth category identified under the theme 'The Changing Role for Nurses 
and Midwives in Ireland', was interdisciplinary teams (IT). One code was 
included under the category IT. The following table provides a definition of the 
COde used and an indication of the frequency of the occurrence of the code within the texts. 

Codes, Definitions, Frequencies - Interdisciplinary Teams 

Total S4 ---
•s.edrscu · 

SSIOn on .,. NHS Plan: A Plan for Investment, A Ptan for Reform (DoH. 2000) In chapter 1 {l 3 2) 
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A total of 54 segments were singled out from the interviews during the coding 

exercise. Some samples of the comments made are included in the texts 

provided. 

The desirability of nurses/midwives to work as part of interdisciplinary teams 

was a topic that came up under a number of different themes and categories. 

We have already made reference to it in the section on clinical career 

pathways (6.3), leadership (6.5), and Nurse I Midwife Led services (6.6). We 

also made reference to it under a number of the categories within the theme 

'The Future of the Health Services' (Chapter 5). The issue was raised in those 

questions without any probing by the interviewer. Participants chose to link 

the question of interdisciplinary team working to the issues raised under those 

categories and codes. 

The question of interdisciplinary team working was one of the probes in 

question 4, and most of the participants chose to address it (54). All of the 

participants who chose to address the topic agreed that it was both desirable 

and inevitable that nurses and midwives would find themselves in the future 

worlling more and more in multidisciplinary and interdisciplinary teams. 

In many of the interventions the comments centred on the importance of 

nursing developing the confidence to participate in these teams and to assert 

the nursing voice as an equal member of the team. Many of them referred to 

the fact that there was still a lack of confidence in this area: 

It's getting better but they almost felt they had to be 

spoken to rather than speaking out themselves and they 

th · the mu/tJ
didn't see themselves as equal even WI tn 

disciplinary teams. (Service, 1015, 780-786) 

R • · through education and practice. 
eoerence was made to the fact that nursing, 

ng as the prafessiOil that 
was becoming more self-confident. They are emergl 
· . . ch 'th the realities of pet/ants 
IS With the clienr, 'at the front line and tn tou WI 

. . ssary sJaRs to assess and 

and cltents' needs', and 'in possesston of the nece 
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address these needs'. The value of education in increasing this confidence 
and ability to take part as an equal in these teams was a point that was raised 
by many participants. In acute settings involved in the hospital accreditation 
process, it was commented that 'Where you are seeing the change is in 
places with the accreditation where there are multi disciplinary teams - the 
nursing voice is starting to rise. (Service, 1043, 1050-1053). 

The discussion on primary services and the likelihood of nurses and midwives 
providing a wider range of nurse and midwife midwifery led services in 
primary settings usually drew comments about the importance of multi
disciplinary team working. The reality of multi-disciplinary working is seen as a 
natural corollary of nurses and midwives providing more Nurse I Midwife Led 
services. 

Participants commented that nursing and midwifery should not see itself as 
the 'Cinderella' of the multi-disciplinary team but as having a vital and central 
role to play in it. There were comments from nurse leaders that they had a 
responsibility to go out and promote this concept: 

There is an onus on us all as nurse leaders to go out there 
and support mechanisms to help that to happen. (Director 
NMPDU, 1049, 168-171). 

This need to promote the role of nursing and midwifery within the team is 
related to the fact that traditionally medical consultants have seen themselves 
as the natural leaders of the interdisciplinary team. That Is something that 
participants see as chang~ng over time, but it will require a change of culture. 
This change of culture is something that will be greatly helped by changes an 
the education and training of nurses and midwives over time. This will 
however requare nurses and midwives to move outside of their traditional comfort zone: 

I see a problem of nurse leadership of leading other 
professions. I think they can lead within their own 
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discipline but I think they can feel out of their own comfort 

zone when it is with other disciplines, so 1 think now with 

better education they can take an equal place at the table. 

(SeNice, 1056, 290-298). 

The challenge of interdisciplinarity is not an easy one, as professionals are 

becoming more assertive in their own disciplines, mcluding nurs1ng and 

midwifery. This is something that was recognised by the Medical Consultants 

Mlo participated in this research. 

6.7 Relationships between Primary and Acute Care Services 

The sixth category identified under the theme 'The Changing Role for Nurses 

and Midwives in Ireland', was relationships between primary and acute care 

services (PA). A total of two codes were included under the category PA. The 

following table provides a definition of the codes used and an indication of the 

frequency of the occurrence of the code within the texts. 

Table 6.6 Codes, Definitions, Frequencin - Rellllionahips between 

Primary and Acute Services 

r-~co~d~e---r------:_----~De~fln.n~n"-Jo~n------------.-~FNqNG!~;mC1y;-l 

RaAAC~--~N~~---~~m-.-~-te-~--~i~~~~ill~~~~~~~.h.~~~~t~m,~~~~,~=rr.m~lhl22--------j 

follow-through services to clients in the community on lhelf 

discharge ~m the ICU~ services. 

RCPANC::---kTh:;:e:re::=is~li;_kc_:ly:ro=-be:a:n~in=creas:_::e~in~t:;::he::-:n::::um::;bers=;;;of:;nurses;;;:;;::;:-;and;;;;riJJTJ ----~ 

mid~ ives active in the community. 
Total 4S 

A total of 45 segments for this category, with the majority of them refemng to 

an increase in the numbers of nurses and midwives who wiD be active 1n the 

. . lted from the probe used In 
community, primary care settings (33). resu 

question 4. The wider question of relations between primary and a~ 

settings however has already arisen, without probeS. under other categones 

ith. d It th when we spoke about 
w In this research. The topic has been ea WI 

. . of the Mure (5.5), about 
organisational changes within the health servtees 
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systems pressure within Mure health services (5.6), and in a number of 
categories within this chapter. It must be seen therefore as a central issue 
within this research. It is of course of particular relevance to the 
Transformation Programme (HSE, 2006b) that is at the core of the 
development priorities of the HSE for the period 2007 to 2010 and as 
discussed in chapter 5 (5.5). In addijion, in 2006 the National Counol 
produced a report entitled Improving the Patient Journey: Understanding 
Integrated Care Pathways (National Council, 2006f). This report emphasises 
the importance of integrated care pathways and provides guidance for nurses 
and midwives in implementing integrated care pathways. An essential feature 
of the implementation of integrated care pathways is the development of 
partnership and collaboration arrangements with the interdisciplinary teams 
across the continuum of care facilities. 

There is evidence in this research that there is a commitment both at the 
policy level and at the executive level to build the services of the future around 
this central concept of a shift from acute to primary care services (5.5). It is 
also clear that nursing will have a central role to play in this. The policy 
commitment is to development in areas across the board. lntemational best 
practice in this area is quoted by some of the participants in this research: 

I understand in Paris there are over a thousand hospital 
nurses who work in the community on early discharge 
arrangements and I would like to see something like that 
happening in Dublin. (Policy, 1025, 446-451) 

The approach is frequently associated wnh managing occupancy rates and 
early discharges that are made more feasible when nurses and midwives 
follow through with direct support to clients 1 patients in their own community 
settings. This is not without ns diff'lculties, as the issue of industrial relations 
and the cooperation of the unions for changes such as these is not 
underestimated, as one participant said "they can contribute hugely in the 
community If we can get around the logistical and /R issues. But that is going to take time. (Policy, 1058, 136-139) 
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Trade Union representatives who took part in this research did state their 

commitment to the value of this approach, referring to the value it had in tenns 

of job satisfaction and in the value it brought to the quality of patient care 

0068 and 1073). According to one of the participants, the experience, 

however, of the recent initiative Nursing and Midwives in the Community 

(NAMIC), would seem to suggest that 10 practice there is a lot of union 

opposition to the necessary changes that will be required to make it happen 

(Service, 1076, 474-483). 

Wrthin service management, as we have already seen when discussing 

organisational structures of future health services (5.5), the commitment is 

quite clear: 

The first change we are going to see is that services are 

going to be moved out of hospitals so there is no point in 

nurses and doctors being left in hospitals to the degree 

that they presently are. They have got to follow where the 

patients are. (Service, 1075, 211-216) 

Service managers are also clear that nurses and midwives have a clear role 

in this shift from primary to acute and in the creation of bridges between the 

two sides of the services. It has already been said (5.5) that the example of 

What has happened in the North Easfi is a model that wiD be made more 

widely the norm throughout the country This model is based on a central role 

for ANP/AMPs and CNS/CMSs, worl<ing in the community and linking back 
· t . ...... GP and other members of 
10 o the acute services, wori<JOQ closely w•u• s 
· te . . . . nd the hope is that nurses 
10 rd1Sc1phnary teams. Indeed the expectatiOn a 

and 
'd . . . ch to service delivery. Th1s may 

m1 WIVes should lead this shift 1n approa 
h . . 1 1 hosprtal services as "that 
ave Implications for the configuratiOn of oca 

d ANPs Now you could tum 
means our local hospital may only have GPs an · 

• WO(k Mallagement SeMCeS Ltd, 
See Review of Health services In the North East (Team 

2006) and discussed In chapter 2 (2.3.1.2) 
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that on its head and say your local hospital will be much better off than It Is at 
the moment. (Service, 1075, 341-346). 

The expectation therefore is that the quality of service provided at a local level should be significantly enhanced by this approach. An important dimension to this approach is the empowering of the patient I client to take responsibility for their own needs within their own setting. This is particularly true for people with chronic conditions such as diabetes for example: 

So much could be done to have people with those 
conditions nursed at home and I don't even want to 
emphasise nursed but empowered to manage their own 
conditions almost in a very proactive way in the 
environment that they wish. (Director NMPDU, 1049, 141-
148) 

Of course it is not possible to talk about nursing in the community without talking about the role of the PHN. This is a role that came in for a good deal of criticism with1n this research. The participants felt that the role was not well defined, either as a generalist role or as a specialist role, and that it was not clear what development prionties had been identified for it. There was also a good dea.l of criticism for the way in which the role of the public health nurse has been managed, with evidence of a considerable amount of resistance to change not be1ng tackled by management Some of the participants alSO referred to an Increasing fragmentation in the way in which nursing and midwifery services are being delivered within the community, with no clear definition of the relative complementarity of the roles of the staff nurse/midwife, the public health nurse and the CNS/CMSs, ANP/AMPs in the communrty One suggestion 1s that the role of the public health nurse should become more policy and educational in focus, with more specialist nurses •n the oommunrty supporting that role (Education, 1016, 44-52). 

This suggestion is perhaps more in line with what was envisaged for this role by the Commission on Nursing (Government of Ireland, 1998), which saw the 
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role of the director of public health nursing as a mt'rror wit' h' th · tn e community of 

!he role of the director of nursing within the acute sector. Each of these roles 

was intended by the Commission to be more strategic in nature, provtding 

leadership to other grades of nursing. 

The reality is that much is happening in primary care without any direct 

involvement of PHNs. Their role will therefore come under increased scrutiny 

as to their relevance: 

If the profession is to suNive in primary care in particular 

they will have to demonstrate that what they are doing is 

viable, that it is visible and is credible and I think that it 

wont be, I mean the public health nurses are a classic 

example at the moment you know I mean primary care Is 

developing without them so then you have to say is what 

they are doing viable credible and is it visible. (SeNice, 

1076, 896-907) 

In September 2006 a report entitled An Exploration of the Core Nursing 

Elements of Care provided by Registered General Nurses within the 

Community Setting was produced by School of Nursing, Oubfin City University 

(Scott et al, 2006). The study focused on identifying the core elements of 

nursing care deemed important for Community Registered General Nurses 

There are at present 430 nurses (INO Database) whose pnmary role IS to 

support the PHN in community care m Ireland (Government of Ireland. 1998). 

The report states that the CommiSSIOn on Nursing had alreadY raiSed 

concerns about the integration of the diVerse range of nurslllQ groups 

providing nursing services in the community and had stated that '7here IS a 
cJifeCtion of 

need for the profession to develop a coherent v1sion for the future 

nursing in the community which reflects the nursing needs of the oommumty 
. ft"""" · · (Government 

rather than the status of individual groups within the ~"~y$SIOil 
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of Ireland, 1998). This is the first substantial study on the role of the Registered General Nurse working in the community within Irish healthcare . .a 

6.8 Conclusion 

One of the central aims identified for this research was: "To identify the futute role for nursing and midwifery within the Irish Health Services as perceived by key stakeholders within the services• (3.2). Based on the primary research and the detailed review that has been conducted in this chapter, it is now possible to identify key elements of the future role of nursing and midwifery in Ireland as perceived by the stakeholders who took part in this research. 

An overarching message that emerged from the primary research about the role is one of integration across the profession and a recognition that it is important to break down barriers between management, education, clinical practice, research and professional development. For that reason, in considering the future role and in identifying the elements that will be part of that role, an integrated approach is adopted. This involves looking at the overall profession and considering the constituent parts of the profession as mutually complementary and reinforcing, dispensing with any indication of hierarchical relationships between the various parts. This is a theme that will be returned to when we consider the strategy for the professional development of nursing and midwifery (i.e. the answer to question 13 in the objectives - (3.2)). With this in mind, the following points represent a summary of the key findings of the research in relation to the future role of nursing and midwifery: 

1. 

.., 

It is time to review the rationale for maintaining fiVe points of entry to the 
profession. The demands of the service and of patients and clients fof increased integration and interdisciplinarity point to the need for the application of these principles to the way in which nurses and midwives are educated . 

See also InformatiOn on the Community Intervention Teams 1n chapter 1 (1 .3.2). 
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2. A Clinical Career Pathway should continue to exist and evolve in line 

with service and professional needs. This should define levels of 

practice. The levels of practice should include: 

a. General Nurse I Midwife 

b. CNS and CMS 

c. ANP and AMP 

3. A Management Career Pathway should continue to exist and evolve in 

line with service and professional needs. This pathway should change 

and adapt to service development requirements. It should include: 

a. Front line management, i.e. Clinical Nurse Managers with a grading 

structure that matches the context of service delivery. 

b. Middle management, i.e. Assistant Directors of Nursing, Divisional 

Nurse Managers, In accordance with the requirements of the 

service delivery context. 

c. Senior management, i.e. Directors of Nursing. 

4. Opportunities for the development of career pathways in other areas 

(education, research, professional development) should also be explored 

in order to provide a richer range of career options for nurses and 

midwives 

5· Nursing and midwifery should operate on the bas1s of a prmary I acute 

care continuum - nurses and midwiVes should move seamlessly 

between acute and primary care settings in line with the needs of the 

patients. The modalities of this should be agreed with health service 

managers and should be conducted •n accordance with agreed 

protocols. 

6. Nurses and midwives should play an active role in primary care teams. 

This should include where necessary, acting as leader of the team or as 

a member of the team with other professionals. 
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7. As part of their role within the primary I acute care continuum, nurses 

and midwives should continue to develop nurse and midwife led clinical 

services. These services should be developed in consultation with health 

service managers and should reflect the levels of practice and the career 

pathway of the individual nurse I midwife. It should include as 
appropriate: 

a. Management of case loads in both acute and community settings in 

accordance with agreed practice protocols and in line with their 
levels of practice 

b. Management of early discharge from acute settings and follow up 

with the patient I client in the community, including where 
appropriate, in their own home. 

c. Diagnosis of conditions in accordance with agreed practice 
protocols 

d. Treating and prescribing in accordance with agreed practice 
protocols 

e. Referring clients I patients to other areas of service delivery and 

other professionals in accordance with the needs of the patient I 
client 

f. Taking referrals from other areas of the services and from other 

professionals in accordance with the needs of the patient I client 

g. Education and empowerment of patients 1 clients in the community 

settings and in their own homes in the management of their own 
health. 

8. 
Nurses and midwives should prescribe medications in accordance with 

the provisions of legislation and after having completed the required 

education and training programmes and achieved registration as a 

Registered Nurse Prescriber I Registered Midwife Prescriber with All 
Bord Altranais. 

9. 
Nurses and midwives should act as members and, where appropriate, 

as leaders of interdisciplinary and multidisciplinary teams within acute 
and primary care settings. 
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10. Nurses and midwives should incorporate the role of healthcare 

assistants, home helps and other support staff into the delivery of their 

services as appropriate in both acute and primary care services, and in 

line with agreed protocols and practice. 

11. Nurses and midwives should continue to develop relationships with 

Medical Consultants, doctors and other health care professionals that 

reflect the development of their roles within their career pathways and in 

line with service needs. This should include identification of 

complementarity, development of an understanding of what each 

professional can bring to a multidisciplinary team, breaking down silos of 

practice and encouraging a culture of common decision making, 

collaborative working and multidisciplinary service delivery. 

12. In acute care settings, nurse and midwife managers should have an 

Input into areas of service management and delivery that affect the 

delivery of nursing and midwifery services. This should include 

involvement in bed management, where the role of nurses and midwives 

and their broad knowledge and understanding of the services, equips 

them to play a distinctive role. It should also include involvement in 

quality development initiatives where nurses and midwives have 

frequently taken a lead role. In addition it should include, Where 

appropriate, control of and management of services of hygiene, laundry, 

catering and other logistical activities that affect the total quality of care 

for the patient 1 client in the acute care setting The Involvement of 

nurses and midwives in these areas shOuld be agreed in acoordance 

with management protocols developed at the local level in accordance 

with service and professional development needs. 

13· Nurses and midwives should play an active role in engaging with the 

Clinicians in Leadership initiative. This initiative should build on the 

experience of models for the involvement of clinicians in management 
• iff 1 care settings and should 

and leadership that have evolved m d eren 
bee developed through these 

lake account of the experience that has n 
300 



models. Nurses and midwives should cooperate as part of a clinical 
management team as either an active member or as leader depending 
on service and professional needs. 

14. Nurses and midwives should play meaningful roles in both the strategic 
planning of health services within the HSE and the development of 
policies and performance management protocols within the DoHC. This 
should require nurses and midwives to demonstrate that they possess 
the competencies that are required to make a meaningful contribution at 
this level. It should also require the HSE and the Department to facilitate 
the involvement of competent nurses and midwives in this role. 

15. The importance of the clinical voice at national level should be examined 
by the HSE, with a view to ensuring that at the level of National Director 
within the services this is guaranteed. 

16. Nurses and midwives should explore with HSE management innovative 
approaches to the resolution of disputes without the need to have 
recourse to industrial action. This should involve maximum use of the 
partnership mechanisms that are already in place. Nurse and midwife 
staff associations and trade unions should continue to fulfil a key role on 
behalf of the profession within these partnership structures and as 
advocates of general conditions for nurses and midwives. The resolution 
of disputes should be conducted on the basis of respect for all parties to 
the dispute and for the role of nursing and midwife managers at local 
and regional level. 

17• Nurses and midwives should incorporate the use of information and 
communications technology (ICT) into their practice within each of the 
career pathway in accordance with service and professional needs. 

18. The role of nurses and midwives should expand in line with agreed 
framewofl(s for scope of practice. This should include a dynamic 
evolution of the role in line with service needs and professional development 
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19. The role of nurses and midwives should evolve and develop in line with 

demographic and epidemiological trends and should respond to the 

need for change in a proactive way, providing leadership within the 

profession in adapting to the needs of patients and clients within the 

services. 

The next chapter in this research will explore the challenges of building the 

necessary skills and competencies that will be required to fulfil this role in the 

Mure health services. 
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Chapter 7 - Results and Discussion 3 - Building Skills 
and Competencies in Nursing and Midwifery to meet 
Future Challenges 

7.1 Introduction 

The interview schedule for the semi-structured interviews (Appendix 18) 
(4.7.1) devised as part of the methodology for the research, included a 
number of questions and probes to be used in the interviews. Five of the 
twelve questions referred to the skills required by nurses and midwives to 
meet the future challenges of the changing health services and on the 
education provisions designed to provide them with the necessary academic 
support in attaining and maintaining those skills. The questions and probes 
used are reproduced here for convenience: 

Question 7 - What do you think are the key skills and competencies that 
nurses and midwives will need to develop to fulfil their role within the future 
health services? 

Question 8 - In what way do these new skills differ from the present range of 
skills? 

Probes for Questions 7 and 8: 
Specialisation 

lnterdisciplinarity 

Wor1<ing in teams 

Boundary spanning 

Management 

Research 

People management 

Communication 

Financial skills 
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Question 9 - Do you believe that on the whole nurses and ·d · 1 m1 W111es a ready 

have these skills? (If no -why? If yes- are there any additional skills that will 

be needed?) 

Probe for Question g; 

Appropriateness of education and training? 

Question 11 - How would you assess the appropriateness of the current 

range of educational provisions for nurses and midwives in view of the 

changes ahead? 

Probes for Question 11: 

Aware of recent changes? 

Pre-registration and post-registration 

CPD? 

Matched to needs? 

Question 12- What changes would you suggest in the provision of education 

and training for nurses and midwives? 

Probes for Question 12: 

Common basic education for clinical professionals? 

Multidisciplinary 

Broader basic education within the degree? 

These five questions combined to provide a picture of the opinion of the 

-interviewee on the skills required by nurses and midwives for the futllre health 

services- the third of the themes to be identified (SK). and on the educational 

requirements needed to prepare nurses and midwives for the challenges 

presented by those skill requirements - the fourth of the themeS to be 

identified (ED). 

These two themes combine to provide a view of the challenge of building 

skills and competencies in nursing and midwifery to meet future challenges. 

Within this general theme, a number of categories emerged based on the 

comments of the interviewees. These include· 
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Current skill levels (SC) 

Differences from Mure skills requirements (SO) 

Future skills required (SF) 

Skill mix (SM) 

Pre-registration education (PR) 

Post-registration education (PE) 

Common education (CD) 

Continuing professional development (CP) 
Joint appointments (JA) 

These categories provide convenient headings under which we can analyse 
the individual codes that emerged under each of the categories. This chapter 
provides an analysis of the comments made by the interviewees under the 
theme and categories listed above. 

7.2 Cu"ent Skill Levels 

The first category discussed under the theme 'Building Skills and 
Competencies in Nursing and Midwifery', was current skill levels (SC). A total 
of two codes were included under the category SC. The following table 
provides a definition of the codes used and an indication of the frequency of 
the occurrence of the code within the texts. 

Table 7.1 Codes, Definitions, Frequencies - Current Skill Levels 
Code 

Definition Frequency I SKSCNN Nurses and midwives cumntly possess the necessary skills to 29 
face the future challenges of a changing health service. 

SI\.SCBC A chan~ in the sl.iU Je,·el> of a small number of nurses and 36 
midwives can have a significant impact on the quality of care 
1"0\!idtd in a clinical setlln'-

Total 65 
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A total of 65 segments were singled out from the tnterviews during the cochng 

exercise. Some samples of the comments made are included in the texts 

provided41
• 

It is worth pointing out that in the member checking exercise conducted as 

part of the verification of validity of the data (4.4), 60% of the respondents 

disagreed with the statement that nurses and midwives currently possessed 

the skills to face the future challenges of a changing health service. Despite 

this negative message from those who took part in the member checkmg 

exercise, it would be wrong to say that the overall tone of respondents to the 

levels of skills in nursing and midwifery was negative. Many were very positive 

and most recognised that things were changing fast and that everybody, not 

just nurses and midwives, had a lot of work to do to adapt and learn what was 

needed. 

Almost all of those involved in the member checking exercise however (90%) 

agreed that a change in skill levels of a small number of nurses and midwives 

can have a significant impact on the quality of care provided in a clinical 

setting. This latter statement refers to what we called the bell-curve (BC) 

Phenomenon, i.e. shifting some members of the group to the right of the 

probability distribution curve for skill levels wrthin a clinical setttng, resulting '" 

a shift of the curve and a dramatic improvement in skill levels and in quality 

and safety~2• This idea was suggested by one of the parttcipants as follows 

1 suppose .. . any group of people's skills are probably 

distributed according to the bell shape curve and you've 

got . . . the vast majority of people here in the middle 

' The quotations provided are taken from the texts of the ll'lti!MIWS and focus gtOUPS The)' 

......... 1 •• .-. n the sem,.sttiJC(ured ll'lte!Vl8WS 

-'"'In reference to the category of Interv1ewee nvuo•~ 1 

(Policy, Service, Medical Consuttant, EducabOn. Director NMPDU. Trade lJ!uDI'I. Regulation). 
nd Mldw11efy) the number of the 

or patbcjpant tn the focus groups ([)!rectOrS of Nurs~ng 1 . · 

lnterv1ew I focus group and the line numbers Within the lranscnbed 1 coded I8JC1 

<1,...,_ not tended ID hl\'8 lfiY st.Jllllic:all Vlhd•ty 

' "" use or the temn 'bell curve' in thiS oontexlts 111 

In terms distribubon patterns of skill levels but simply to Illustrate the tml*l of cNngel...tlhin 

a group 



and the whole thrust of what we should be doing now in 
terms of the reform programme ... is simply to move the 
bell curve to the right so that if you get a little bit of 
improvement in all of these people, things improve 
dramatically. (Policy, /002, 1450 ... 1468) 

This idea found echo In quite a number of participants in the research, who 
spoke about the impact that education and training can have on the overal 
level of skills and on the quality of care that is delivered In a clinical setting. 
One participant, who felt that nurses and midwives in general did not possess 
the skills to equip them for the challenges of the future, referred to the 
importance of constantly assessing and evaluating the roles of nurses and 
midwives within the clinical setting as a complement to what is done in terms 
of education and training. This idea of 'looking at your own role', critically 
assessing and evaluating your own role, is something that was perceived by 
this participant as a new and welcome phenomenon in nursing and midwifery, 
something that had not been happening in the past: 

No they don't have them but we are getting there, through 
education and the fact that they have looked at their own 
role, but they have got to more critically look at it, they 
have all the time got to look at their role on an evolving 
basis, and that's what they weren't doing, you have to 
constantly look, and we all have to look at our roles. 
(Service, 1015, 919-928) 

A number of participants spoke about the impact that education was having 
on the profession but also pointed out that there was still a very large cohort 
of nurses and midwives who have been in the system for a long time and 
have probably had very little development. These represent the large bulk of 
nurses and midwives who 'gravitate towards hands-on patients' concerns 
(Service, I053, 376), who 'focus on individual patients and individual clinical 
skill ' 'R l · 5 1' egu atJon, 1061, 290), who 'have worked in county hospitals .. .busr 

307 



taking care of the elderly ... haven't got the time off (Education, 1016, 

955 ... 962). 

A number of participants praised the work that the National Council, the 

NMPDUs and the CNEs were doing, but spoke about the need for scale 

mterventions to make a greater impact and about the need for nursing and 

midwifery to be more 'aggressive in forcing training and demanding time and 

/ocums for people to be developed and skilled' (SeNice, 1053, 399-412). 

Participants spoke about the need to build an understanding that we are 

moving away from a delivery system that 'focuses on individual patients and 

individual clinical skills to a community or family based set of skills 

(Regulation, 1061, 290), and that these skills were emerging and beg10ning to 

be developed well. This idea was expressed by another participant like this: 

These skills need to be nurtured more, and I think there 

needs to be a realisation that we are moving away from an 

autonomous delivery to a more collaborative approach tn 

terms of service delivery and that is where our challenge 

will be. (Service, 1064, 300-307) 

This means that, as another participant put it, 'the hierarchical system may 

have been diluted' and managers and clinicians 'have different relationships 

with each other and wfth the people that they are managing', but that 'II ts still 

hard for people to step outside of that because it takes a long ttme' 

(Education, 1072, 610 ... 619). It is this idea of a new set of relationships 

between everybody involved in service management and service delivery that 

emerges as a key characteristic of the services of the Mure and therefore a 

key determinant of the skill sets that are required. 

""- f pie to team by exposure to 

vUJer participants spoke about the need or peo 
• 1 l'k for example to WOI1< 1n a 

900d practice, by experiencing what it fees 1 e, • 

multi-disciplinary team environment: 
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1 believe they don't actually understand what it means and 
in fact the only way you may educate people ultimately 
may be to arrange placements of students into teams that 
function well even for a week or two because I think that 
unless you actually see how a multidisciplinary team 
works well you can't actually understand it. (Service, 1075, 
738-746) 

There is therefore in all of this a core idea of the need for linkages between 
the clinical setting and education providers, including all those involved in the 
planning, accreditation, delivery and financing of professional development. 
continuing professional development and In-service education. Building skills 
for the future, building an understanding of what is needed for the future, and 
making an impact on a large cohort of nurses and midwives within the 
profession will be a collaborative venture across a range of different 
stakeholders and institutional settings. 

7.3 Differences from Future Skills Requirements 

The second category identified under the theme 'Building Skills and 
Competencies in Nursing and Midwifery', was differences from future skills 
requirements (SO). A total of two codes were included under the category SO. 
The following table provides a definition of the codes used and an indication 
of the frequency of the occurrence of the code within the texts. 

Table 7.2 

Code 
I SKSDCP 

' SKSDS.' 

Codes, Definitions, Frequencies - Differences trom 
Future Skills Requirements 

Definition Frequency 
Tbere is a need for · · · con~nuoty wotb the present coupled wi1b 
lht lbolil) 10 lftPare for and adapt to change. 

48 

There ere some specific skills lhat will be needed ln the ftuure. 77 

Total 125 -
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A total of 125 segments were singled out from the interviews during the 

coding exercise. Some samples of the comments made are included In the 

texts provided. 

When asked if they agreed that there was a difference between the levels of 

sllills required now and those that will be required in the future (SO), 100% of 

those involved in the member checking exercise (4.10.4.2) said that they did 

agree. They all also agreed that there was a need for continuity wrth the 

present coupled with the ability to prepare for arid adapt to change (CP). This 

idea is echoed in the 48 segments that emerged from the coding exercise. In 

addition, 77 segments emerged where, in response to some of the probes 

that were used, respondents chose to indicate what specific skills would be 

needed in the future. 

When expressing themselves about the difference between the skills of today 

and those of the future, participants constantly came back to terms like ' taking 

more responsibility', 'being more accountable', 'more autonomy', 'more 

decision making'. They also constantly refer to the fact that there will be more 

multidisciplinary and interdisciplinary working, more community based 

services with consequent implications for educational and training 

programmes. Another topic that comes up very frequently is that of 

confidence - the importance of nursing and midwifery having the confidence 

to lake its place as an equal member of the team. to lead the team where 

needed and to articulate its opinion. ensure that it is heard. 

The growing importance of primary care as a central theme in looking at the 

health services of the future has reverberated throughout all of this research 

It is articulated in the context of the skills arid competencies needed for the 

fut k._.. f programmes we develop: 

ure arid the implications this has for the hiU o 

We are producing nurses now that m 5 to 10 years lime. 

80 or 75% of them in fact are going to b6 commundy roles 

] _____ 
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. . . our educational focus should be shifting to take that 
into account (Education, 1044, 495-500) 

This means breaking down what has been referred to on a number of 
occasions throughout this research as 'the silo approach' to seNice delivery, 
moving towards a more outward looking interdisciplinary approach and 'a 
willingness to take on board the attitudes and the skills that are necessary to 
accommodate that way of doing work' (Policy, 1002, 1414 ... 1425). This idea, 
along with the importance of a shift to primary care and community based 
services, are two of the key mantras throughout this research. 

Participants spoke about the new role being 'more proactive, with greater 
degree of autonomy, which will also bring with it increased expectations' 
(Policy, 1004, 142 ... 146). One participant said that the current role 'is w~ry 
much about defivering and doing. I think the next generation of nursing .. · is 
about leading, about autonomous practice' (Education, 1051, 173 ... 183). This 
Implies taking on more responsibility, particularly, for example, in the area of 
nurse led clinics and in leading teams of seNice delivery (SeNice, 1062, 230. 
243). The same participant went on to comment that the implication of this is 
that nurses and midwives will need a more rounded education and training for 
that role, one that encompasses training in skills that have not traditionally 
been part of the nurse education curriculum. 

Some participants referred to the potential for nursing to occupy a central role 
in managing caseloads and case teams because of the versatility and 
flexibility of their experience. Medical consultants who participated in this 
research in particular expressed the view that nurses were ideally placed 
because of the breadth of their role. Many other roles within the clinical area 
(e.g. physiotherapists, occupational therapists, dieticians) had a very narrow 
focus, whereas nursing takes a greater degree of ownership of the overaU clinical situation. 

A related Idea to this is the concept of the nurse in the community being 
capable of developing relationships with patients and clients to educate thern 
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and to empower them to manage their own health. This requires the credibility 

'to educate, negotiate, bargain, worl< With people in a way that no other 

professional can do• (Education, 1055, 363-377). This encourages a much 

more proactive approach from nursing to develop one-to-one relationships 

with patients in a way that no other professional can do, and this will become 

even more pronounced with the introduction of nurse prescribing (Service, 

1070, 152-159).This is a new way of working for nursing· 

I think that in some ways nursing will be decision making, 

final port of call but with a lot of ANPs and not ... having to 

have decisions signed off by other therapists or doctors. 

(Service, 1075, 435-442) 

Many participants spoke of the need for nursing and midwifery to develop 

more confidence rather than more competence. They felt that the educatiOnal 

system that has been put in place and the opportunities for professional 

development that had been developed since the Commission on Nursing 

were the envy of many other countries and would produce very competent 

nurses: 

In many ways we are the envy of a number of countries; 

we are the envy of the States, we are the envy of parts of 

the UK in tenns of actually getting our degree programma. 

So we have come a long way in a very short time. after a 

long period of pretty much not a lot. (EducaUon, 1044, 927-

935) 

The same participant however, went on to say that it is lime to move beyond 

lhe Commission on Nursing now, have the confidence to move on: 

I think the commission has done 8 lot m terms of a 

t but If we are actually 
blueprint and ideas for the future e c 

going to move this profession. we have got to stand up 

and be counted and be Willing to take the rough with the 
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smooth, not rather hiding behind whoever and it is nice to 
have someone else to blame when it does not happen. 
(Education, 1044, 917-927) 

In addition, as the hierarchical nature of the health services changes radically, 
one Medical Consultant stated: 

The power base is shifting and we are becoming more and 
more advocates, advisors, facilitators and less and less 
are we in a power relationship really . . . That is calling for 
different skills. It is calling for advisory 
skills ... communicatlons skills ... It is calling for people to 
be better able to explain their judgements and their 
decisions. (Medica1Consultant, l021, 1746 .. . 1757) 

A number of the participants referred to a study carried out in 2000 on behalf 
of the OHM (OHM, 2000) which listed the competencies that would be 
required by senior nurse managers (Education, 1045, 687-699). That study 
proVIdes a useful point of reference when considering the competencies and 
slolls that will be needed in the present and future. 

7.4 Future Skills Required 

The third category identified under the theme 'Building Skills and 
Competencies in Nursing and Midwifery', was future skills required (SF). A 
total of seven codes were included under the category SF. The following table 
provides 8 definition of the codes used and an indication of the frequency of 
the occurrence of the code Within the texts. 
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I 
Table 7.3 Codes, Definitions, Frequencies Future Skills R - equired 

Code Definition Frequency 

SKSFCO Nurses and midwives will need commijnicarions skills 10 the 47 

future. 

SKSFFS Nurses and midwives will need greater ~ers!Andin& of and 48 

training in financial skills for health care professionals •n the 

future. 

SKSFID The ability to work in an interdisciplinary environment will be 32 

an important dimension of the future s~ills ~uired of nurses 

and midwives. 

SKSFMG Management skills will be very important for nurses and 24 

midwives in the future. 

SKSFP!\1 People management skills wiD be YO!) impotUni for nurses 44 

and midwives in the furure. 

SKSfR£ Nur5es and midwives will need more highly ~loped 49 

research skills io the future. 

SKSF'SP Nur5es aod midwives will be more specialised in future helllth 13 

services. 
Total 257 

A total of 257 segments were singled out from the 1nterv~ews during the 

coding exercise. Some samples of the comments made are included ln the 

texts provided. 

This section of this chapter gives us an opportunity to take a closer look at 

some of the more specific skills that participants in the research choSe to 

highlight as being of importance to the future role of nurses and midwives •n 

the health services. The table provided above refers to 7 sk•Rs In the member 

checking exercise (4.10.4.2) there was 100% agreement wrth the statements 

made about the need for these skills, With the exception of finanaal slolls, for 

which there was 90% agreement 

Participants used the list of probes in the questiOns (7 •1) as • spur to 

comment on the range of skills, or the skill-sets that nurses and midWives 

USed. They also engaged in a rank•nQ exercise. Most of them placed 
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communication and people management skills at the top of the list Quite a 
number of them spoke about the complementarity of many of the skills and 
spoke more about the kind of person that was needed, well rounded, broadly 
educated, with a strong sense of professional identity and accountability. 

One of the participants (Education, 1044, 1815 ... ) spoke about 'a fundamental 
skill ... a human interaction skiff'. Included in this is the idea of respect for 
persons, colleagues, patients and clients. This 'fundamental skill' provides a 
platform, a context on which to build skills like communication, working in 
teams, interdisciplinarity, people management, general management This 
'fundamental skill' also provides the basis for an ability to speak out 
courageously on issues that are important. It provides the basis for the self. 
confidence that nurses and midwives need to intervene and make their voices 
heard in public debates and private discussions on how the services should 
be developed and delivered, and on issues of importance to staff and 
patients. 

Many of the participants highlighted people management as a problem within 
nursing: 

We have seen a lot of problems in relation to people 
management within nursing .. . management have to 
intervene a lot more than they should have to in people 
management areas within nursing. (Service, 1047, 
522 ... 532) 

A number of participants commented that there continued to be a lot of 
bullying and destructive behaviour within the profession of nursing (e.g 
Policy, IDOl; Director NMPDU, 1054; Service, 1047; Education, 1044)43• In one 

q Secbon 6 2 111 Chapter 6 contarns reference to the treatment of the theme of bullying wflhrn nurslng end midwifery by th Comm' ot e ISSIOn on Nursing. The points raised there are 
relevance 

10 
!his topec. Also of relevance are rssues discussed In section 6.4 on leadershrp. In ~Ilion, chapter 3 sectk>ns 3 3 2 _ -·-........t • · · Bnd 3.3 3 address issues on leadership and eml""'"" ... -

that are llso ol dQc:t relevance to the PDints ratsed here. 
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I 
situation. reference was made to a quality of life survey among health 

services staff in a wide geographic area (Service, 1047, 521-574). One of the 

results of the survey showed that nursing emerged as the area where bullying 

was most prevalent. Most of the bullying was coming from within the 

profession, but also from patients and across the disciplines of mediCine and 

administration. The main problem, according to the survey, appears to be how 

nurses feel they are being managed or disempowered within thelf own 

profession. Participants in the survey spoke about individual nurses and 

midwives feeling that they were being 'got at' by their nurse managers, that 

the interpretation of rules was being used in a very unfair way to indlviduals at 

ward level. Participants in the survey identified problems such as these at 

ward level and at more senior levels within nursing and midWifery. Some also 

spoke about the problem of a Director of Nursing's span of control being too 

wide to enable him or her to detect problems such as these at lower levels 

within the system. 

Part of the problem, according to a number of participants, IS that we expect 

people to slot immediately into management roles without any adequate 

preparation, without serious thought being given to the 'people management' 

skills that are needed and the support managers need en dealing with this very 

complex area of management 

People management is the most drfficuff bit of 

management ... It is the subtlety in how you managtJ 

people ... and it is not fair to ask somebody to go out there 

day one, somebody who has never, and ask them to 

supeNise maybe 10 or 20 of thelf colleagues without them 

having thought or without having had an opportunity to 

wof1( through the skills that a/8 involved m that (Service. 

1048, 981 ... 995) 

f lack of the fundamental 
Bullying and treating colleagues badly stems rom a 

. , . th skill that 15 at the heart of 
Skill . the human interaction skill, the sympa Y erred 

of the other skills ref to 

communication, people management and many 
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by participants. Related to this is the ability to handle stress, which is an 

essential skill in situations where we are dealing with 'either a vulnerable 

public or a demanding public', which is what nurses and midwives usual~ 

have to deal with. One participant referred also to the 'gentleness required 

with our own staff and with patients, particularly in difficult situations'. This IS 

particularly important in determining the borderline between being 'assertive 

and being 'aggressive'. Knowing the difference between both of these and 

being aware of how one comes across is a skill, and a level of awareness that 

is frequentJy lacking in nursing and midwifery (Education, 1044, 1815 •.. ). 

People management ... I don't think we do half enough in 

terms of training our future managers of any kind in the 

health services. It is all hit and miss and grabbing the odd 

course hera and relying on people's own skills, but 

compared to the NHS we are still not at the races. 

(Service, 1059, 441 .. .449) 

The message therefore is that we are dealing with a complex set of interacting 

human competencies rather than a list of self-contained, isolated, unilateral 

skills. What is required is an approach to developing the whole person. Much 

of this can be done through education and there is a need to take a hard look 

at the approach we have to education, both pre-registration and post 

graduate, in the development of the people who work as nurses and 
midwives. 

One of the participants chose to emphasise the 'ability to destroy' people thai 

exists Within the profession, and the lack of awareness that people can have 

of the fact that they are doing it. People who do this and are not aware of the 

fact that they do it need help. Something needs to be done to 'dissipate the 

ability to destroy people'. One of the participants provided more evidence of 

the destructive force within nursing and midwifery in situations where 
individual nurses and m·d · . . f om 

' wrves experrenced considerable res1stance r 
senior managers when they sought to improve themselves through education 
and training People bein bl k · as 

· g oc ed from becoming specialists in the1r are ' 
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introduction of advanced nurse and midwife practitioners, and being forced to 

give up their jobs to take on further education. This was described as 'some 

pockets of unbelievable resistance and ignorance and lack of willingness to 

support staff in the system, particularly in the acute hospital sector, 1 would 

say they are not desperately vel)' visible. ' (Education, 1044, 1255 ... 1259). The 

destrvctive force therefore is not always visible - it is latent but very potent. 

Another participant described thrs in even more graphic terms: 

Nurses are not a/ways kind to one another as people 

managers ... they crucify one another. (Policy, 1007, 657-

659) 

It raises the question about what can be done to protect nursing and individual 

nurses and midwives from being destroyed by those who have this power and 

ability to destroy within nursing. If nursing and midwifery can dissipate the 

most destructive elements within the profession: 

Then I would say we are well on the way. I think we 

certainly have the capacity. I think there is awareness, but 

I think there is a fear. 1 think the fear can be somehow 

dissipated part/a tty by ... getting more infonnation into the 

system . . . not being afraid to say you do not have (lhe 

information]. .. (Education, 1044, 2088 ... 2092). 

This participant went on to say that nurses and midwives need to be prepared 

I ch 
· 'itiV way wrth a constructive 

0 allenge each other at every level an a pos e ' 

ch II 
· . •:.... doinn a lot more lh111king 

a enge. Thrs means askang a lot more quesuvns, •. , 
· ff · ys that 
rnto staff support in various ways. It requires support for sta rn wa 

. d helpmg them to live wrth 
encourages a lot of talk, sharing the uncertarnty an 

the uncertainty. 

0 th difflC\Jity in the recrurtment of 
ne of the service managers spoke about e 

D' r1 nee base of many of the 
rrectors of nursing posed by the narrow expe e 

h people coming through the 
candidates and the fact that there are not enoug 
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system at the level of management competence that is required (Service, 

1022, 485-492). Another participant commented that arriving at the interview 

with an MBA is valuable but it is not enough to prepare someone to manage 

up to 1,000 staff in a large acute tertiary referral hospital (Service, 1043, 834-

848). The narrowness of their management skill and experience base present 

challenges for the training and education of senior managers within nursing 

and midwifery". This is particularty exacerbated in what one service manager 

participant referred to as Yhe paralysed environment' (Service, 1043, 767-n'1) 

that has emerged within some large acute hospitals because of bitter 

industrial relations disputes. It is impossible to expect someone to land into a 

situation like that and expect them to manage without adequate preparation 

and training. This training for senior managers was referred to earlier when 

we spoke about leadership within nursing and midwifery (6.5). It emphasises 

the need for specific, multidisciplinary training for senior managers within 

nursing and midwifery that equips them to work within the complexity of the 

environment of the health services. 

Participants also spoke about areas of management that they considered to 

be included in the list of competencies referred to in the probes but whic/1 
needed to be articulated: 

Empowering patients, problem solving, project 

management focus, engagement with parlnership, 

reflection, quality assurance audit, evidence based, 

protocols and guidelines, and what 1 call real accountable 

management like appraisal and dealing with IR and giving 

and laking feedback and leadership ... So 1 suppose all of 

those can be elements of these. (Sef\lice, 1036, 657 ... 669) 

.. This contrlsts w.th what . of 
many P&rtlc1pants referred to as the broad based competence 

nurses and midwives In cllnlc:IIJ settings and their overall understanding of hospitals and the 
health system See discussion on this In chapter e. 
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Wrth regard to specialisation, a discussion took place in one of the Focus 

Groups for Band 1 and 2 directors of nursing and midwifery (Directors of 

N&M, FG01), on the use of increasing numbers of CNSs and ANPs. One of 

the participants expressed reservations about their use, referring to the fact 

that every Medical Consultant in the hospital is looking for CNSs. The same 

participant also made reference to what was described as the danger of 

becoming dependent on one individual - as an ANP for example, buflds up a 

clinical practice within the hospital; a problem arises when there is no locum 

to replace them for periods of extended leave such as maternity leave. This 

was not a view that was supported by the other members of the group. It does 

provide evidence, however, that not all senior nurse managers of acute 

hospitals are of the same mind in relation to the increased specialisation of 

nurses and midwives, and the role they can play within acute and community 

hospital settings. Within the same group, other participants spoke in glowing 

terms about the roles they can play and about the need to ensure that they 

also had the opportunity to follow up their patients into the community 

Wrth regard to research, participants commented on the importance of 

building within nursing a research competence to underpm the mcreased 

emphasis on evidence based practice. Participants spoke about the need to 

educate nurses and midwives in research skills and to examme opportunities 

for increased involvement of nurses and midwives in dedicated research 

activities. One participant (Service, 1059, 429-439) suggested that 

consideration should be given to the development of opportunitieS wrthln 

nursing and midwifery for a small number of people whose mam contnbution 

would be in research. This should mirror the cfmician scientist posts that eXISt 

•1 • • • • • • 1 d within the clinical area but 
n med1cme, where a chntc1an carnes a case oa 

Spends most of their time involved in research. 

Finally, many of the participants wished to emphaSIS8 the posdJYtiS abOUt 

. th a nursing and midwifery 
nurs1ng and midwifery in Ireland. Those WI 

b 
wh 1 they saw as an excrtJng 

ackground were particularly keen to emphasise a 
. . nd an exCiting tune to be 

P81l0d in the development of the professl0/1 a 
. eed for concerted actJOI'I from 
Involved. Great emphasis was placed on the n 
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within the profession itself in order to get things done. The point was made by 

many that people at the most senior level within the profession need to 
engage and provide leadership: 

We have a lot of work to do and we have a lot of hard 

thinking to do and if we do not do it, we will miss the boat 

and that is irresponsible for anyone in our kinds of 

positions in terms of the future of the profession in the 

country. (Education, 1044, 2340-2346) 

7.5 Skill Mix 

The fourth category identified under the theme 'Building Skills and 

Competencies in Nursing and Midwifery', was skill mix (SM). A total of frve 

codes were included under the category SM. The following table provides a 

definition of the codes used and an indication of the frequency of the 

occurrence of the code within the texts. 

Table 7.4 Codes, Definitions, Frequencies- Skill Mix 
Code Definition Frequency 

SKSMBS 
As lhe scope of nut$ing and midwifery practice expands, 72 
nurses and midwives will require the slcill to span the 

boundaries between professions. 
SKSMCJ 

Then: i5 • need 10 a more structured approach 10 skill mix 34 
within the clinical setting and to ~ that professionals are 

freed up to tonetnuatt on their eore job rather than eauglu up 
in a lol of administra~h'e duties. 

-SKS\UiA 
Then: "ill be a need 10 train and utilise 10 the full heahh care 20 
assistants as pan of the skill mix in the nursing and midwifery 
settinp. 

SKS\1,\R 
h Is impon:ant 10 monitor the o\·trall ratio of nurses and II 
mid10i•es10 patients m Ireland. 

I SKS~1R£ 
Then: will continue to be significant retention and recruitmem 18 
iuues in nursin& and mid,.ifery in Ireland and the resultant 

need to rely on nurses from other countries (e.g. India, 
Philippines ... ) 

-Total 155 -
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A total of 155 segments were singled out from the Interviews during the 

coding exercise. Some samples of the comments made are included in the 

texts provided. 

Boundary spanning was one of the probes used in the questions (7.1), but it 

attracted a lot of comments from the participants in this research and as a 

result 72 segments emerged from the coding exercise, accounting for almost 

half the total number of segments in this category. The other popular topic 

under this category, and one that was not the subject of a probe C7.1) was the 

one that referred to freeing up nurses and midwives from administrative duties 

and other non-clinical duties, in order to enable them to concentrate on thetr 

core job (32). Participants also raised of their own accord, without the need for 

a probe, the issue of recruitment and retention within the profession (18), 

including the question of dependence on foreign nurses within the serv1ces. 

Related to this was the question of monitoring and ma1ntaming the ratio of 

nurses and midwives to patients, which was also raised by participants 

without the use of a probe (11). Finally, the issue of the increasing importance 

of healthcare assistants within the profession was also raised by the 

participants unprompted (20). 

A number of participants raised the question about the ratio of nurses 1n 

Ireland, stating that they believed that Ireland had the highest ratio 1n the 

OECD. This point is frequently made as an argument agatnst recruiting more 

. be45 
nurses or when discussions are held regarding staffing num rs 

When speaking about boundary spanmng as a factor in skill mix, participants 

W 
• - t, with perhaps two indiVIdual 

ere almost unrversally 1n favour of the conoep 

Participants thinking that it was not a good th1ng · Partlelpants spoke about 
le 'n the 

nurses and midwives coming bacl< from haVIng wori<ed. for examp · 
1 

U · . at not being able to do things they 

nited States, and experiencing frustratiOn 

.. 
""'ymelll In 1ht "-1:11 MtVCes 11'1 

See discussion on this in the section dealing wrth em..-

lreland in chapter 1 (1 .2 2) 
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took for granted over there (Service, 1001. 268-274). They also spoke about~ 

in the context of nurse led services within the community or in smaller 

hospitals where, for example, there is a low requirement for X-rays and ~ 

makes sense therefore for nurses to be trained and empowered to do them 

when necessary. The example of the emergency medical technicians was 
quoted by a number of participants, whose role has expanded in recent years 

to areas of prescribing, giving injections and other elements of emergency 
care. 

One of the Directors of the NMPDUs spoke about their intention to conduct an 

audit of the expansion of practice in their area to take stock of the skills that 

nurses and midwives have developed as part of their expanded practice and 

to assess whether or not they are still competent in those areas. (Director 

NMPDU, 1009, 566-575). One of the participants expressed the move in this 
direction as follows: 

There is a reach upwards end there is a letting go of tasks 

end functions ... and I think that is something that has high 

value in e quality focused health service. (Policy, 1014, 
687 ... 691) 

Many practical examples of this emerged in the contributions of the 

participants. One example from midwifery describes how duties that were 

once the responsibility of the doctor are now being performed by the midWife: 

{ln) other aspects of intrapartum care historically ... 

midwives have been the main prime care givers but they 

have often expressed an interest about the possibility of 

doing ventouse deliveries or possibly foetal blood 

sampling in labour.. . again duties that in the past have 

been duties of the doctor. (Medical Consultant, 1024, 191-
201) 
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The same participant went on to comment that this was more a case of 

midwives seeking and developing more autonomy and keen to take on these 

roles rather than a case of doctors looking to hand them over. This participant 

expressed the view that this was something that was likely to increase in the 

Mure. a view that was echoed by many other participants. 

The idea of expansion of practice (An Bord Altranais, 2000a) and of boundary 

spanning was also frequently mentioned in the context of the EWTD (6.3) 

which was expected to have an impact on the availability of medical 

manpower and create pressure for nurses and midwives to take on roles that 

traditionally were done by doctors. Many participants felt that this was not a 

good basis for role development. There is a need for a more strategic 

assessment of what the role of the nurse and midwife should be within the 

services rather than looking for them to fill gaps left by others (Service, 104 7, 

179 ... 185). 

Some participants, however, did talk about some of the difficulties within the 

services in relation to role expansion. In a move to modernise the service by 

expanding the role of nurses and midwives, some resistance was being 

experienced from medical unions, and some doctors who are 

'precious ... protective ... and defensive' about their territory, and some nurses 

'holding onto their territory as well with the care assistants aspiring to move 

into some of their patch' (Service, 1067, 269 ... 288). The participant referred to 

it as 'a lot of protection of old boundaries and slifl a lot of the demarcatJon 

mentality around'. 

As the profession progresses to more community based nurse and midwife 

led services, this will become more prominent and more important. and 
11 

has 
an · - 1 1 the patients and clients of the 

1mportant message to communtca e o 

services: 

Boundary spanning . . . it has got to be · • across these 
t t get to a stage where that 

boundaries... We have go o tient 
stroke patient . . . and that familY of that strol<e p8 
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should find that among his multidisciplinary team there is 
one person who no matter what the problem is will take 
responsibility. (SeNice, 1075, 622 ... 631) 

Many participants referred to the need for nursing and midwifery to spend 
time reflecting on what its core functions would be. As the role expands and 
as health care assistants take on more responsibilities and clerical and 
administrative staff take on functions that nurses and midwives previously did, 
it is necessary for the profession to reflect on what its core is ( SeNice, 1012. 
152-158)4ll. This was articulated by one participant in relation to midwifery, in 
a setting where there were already five or six clinical midwife specialists in 
areas such as cancer, urodynamics, diabetes, as follows: 

Whether midwives should go totally specialised in that 
they only worl< on the labour ward and don't worl< on the 
post natal and ante natal or whether they fulfil all the 
duties of the midwives and rotate between the wards, that 
is a question that has never been decided in the 
profession as to what is the best way to go. (Medical 
Consultant, 1024, 340-349) 

Another medical consultant participant in this research spoke about the 
importance of 'the totality of care' which is at the heart of nursing, including 
relationship nursing involving spending time to talk to the patients about their 
home circumstances, their family, their grandchildren, and the danger that this 
will disappear because they are so busy doing so many other things in the 
clinical area: 'the human dimension of health care delivery and service to 
patients must encapsulate that totality and we are becoming very clinical and 
that would wony me a little bit (Medical Consultant, 1060, 299 ... 311). This is a 
point of view that was artJculated by a number of participants . 

.,. See discussion on the essence of nursing in chapter 2 (2 7) and lnfonnatlon on the use of 
healthcare assistants in chapter 3 (3.2) 
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Quite a number of participants also chose to comment on the question of 

recruitment and retention within nursing and midwifery47
• Most of those who 

commented made reference to our increased dependency on foreign nurses 

as part of the workforce and wondered about the sustainability of this as a 

strategy. Others spoke about the difficulties of retaining nurses and midwives 

in the clinical area due to inflexible work practices and an increase in the 

medical I legal climate (especially in obstetrics). A number of participants 

concluded that there is a need for nurse and midwife leaders to put work into 

making it attractive for nurses and midwives to stay in nursing and midwifery, 

especially the young educated ones that need to become the leaders of the 

Mure. 

This would include, for example, making it easy for people to have access to 

development opportunities and proactively to support people with more 

flexible work practices. One participant said that she was 'absolutely horrified' 

when she discovered that some Bachelor of Nursing Studies (BNS) students 

had to give up their jobs at the height of a retention crisis in order to do the 

BNS: 

There are still some pockets of unbelievable resistance 

and ignorance and lack of willingness to support staff in 

the system. (Education, 1044, 1250 ... 1258) 

Another participant spoke about the 'unbelievable arohaic structures in place 
· · • eferring to practJoes 
Ul the mental health services, and they are pervaSNe • r 

. · nd !her outdated HR and 
such as central rostering, holidays by semonty a 

0 

Y with partJcUiarly in the 
management practices that have been done awa • 

I 
. ny years ago None of these 

vo untary sector of the mental health serv.ces, rna · 

approaches are conducive towards retaining and encouragtng staff withtn the 
d 1 pment of strategtes for 

profession. A number of approaches to the eve 
0 

d h e already been discussed 
recruitment and retention in Ireland and abroa av 

in chapter 3 (3. 7). 

•1 n and mldwlfe!Y In chapter 3 (3 2) 
See discussion on recru~ment and retentfon In nunst g 
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7.6 Pre-Registration Education 

The flfth category that emerged under the theme 'Building Skills and 
Competencies in Nursing and Midwifery' was pre-registration education (PR). 
One code was included under the category PR. The following table provides a 
definition of the code used and an indication of the frequency of the 
occurrence of the code within the texts. 

Table 7.5 

Code 

EDPREV 

Codes, Definitions, Frequenc ies - Pre-Registration 
Education 

Definition Frequency 
There is a need to e\'3luate lbe effectiveness of the pre- 84 
registration education for nurses and midwives. 

Total 84 

A total of 84 segments were singled out from the interviews during the coding 
exercise. Some samples of the comments made are Included in the texts 
provided~. 

Participants in the research were anxious to make comments about the move 
to a degree programme for nurse education. One of the participants referred 
to it as 'the biggest single change in nursing in the last 50 years' (ServiCe 
1018, 355-358). As a result. this code was the fourth most frequently used 
dunng the coding exercise (84). 

The vast majority of participants saw the move to a degree based educational 
system for pre-registration nursing and midwifery as very positive. In general 
they saw 11 as giving nursing an equal footing with other professions and feK 
that it would enhance nurses' knowledge and understanding and make fhelll 
more confident in asking questions and demanding standards within the 
system. They also commented that nurses emerging from a degree 
programme would have a different view of themselves than in the past and • See also diSCUssiOn on • Pre-regtstratlon education in chapter 2 (2.4.1) 
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would have higher expectations about their role, its positioning within the 

system and their own professional identity. All of this was seen as positive. 

On the negative side, participants spoke about the dangers of removing 

nurses more and more from the bedside. Medical consultant participants in 

particular expressed concern at some aspects of these developments. 

One Medical consultant participant spoke about the fact that in the education 

of doctors there has been a trend towards more integration into the clinical 

area, with more of an emphasis on skills rather than academic knowledge. 

and that this was mirroring what nursing education and training used to be: 

Nursing has gone hugely in a single generation in the 

opposite direction and I don't think, that's ultimately not 

going to work out well. (Medical Consultant, 1011. 1085-

1090) 

The participant spoke about the 'unpicking of academic orientation in medics/ 

training' and an increased emphasis on 'more integrated 1nto the clinical area 

more skills focus, like nursing was .. : Another participant. also a medical 

consultant, spoke about the danger of producing a theOretical nurse and not a 

practical nurse. The participant questioned whether 'the new order had gone 

too academic and not retained the 1mportant part beCBUS8 ultimately nursmg 

is very practical and it must be practical' (MediCal ConsUltant, 1060. 

717 ... 727). 

This is not a view that was supported by all mediCal consultants whO 

participated in this research. One medteal consultant in partiCUlar saw it 
85 1 

positive development that should lead to more nurse-led developments in the 

role of nursing: 

There is still a hankering for the good old days and when 

you actually go back and took at them they were not that 

good. The concem Is that some of the sort of canng ethOs 
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could be lost in the academic model but I think that that is 
a reasonable concern but I do not see any evidence to 
justify it. (Medical Consultant, 1035, 183-193) 

The participant went on to speak about nurse specialists in areas like diabetes 
and cystic fibrosis that have made a huge impact on the quality of care that 
patients get and on the continuity of care they get The participant felt thai 
nursing was seriously under-utilised, an important consideration when one 
thinks about the Hanley Report (DoHC, 2003c). According to this partiClpant. 
the move of nursing towards more university based education at pre and post
registration should contribute to the development of a more sophtsticated 
range of nurse led role developments. 

Participants also made some comments about the shape of the degree 
programme itself. Some participants felt that there should be a common point 
of entry to all branches of the profession (Service, 1048, 1133-1141). This 
would reflect what happens in the UK and most other countries with a degree 
programme for nurse education. The common point of entry would entail all 
nurse and midwife students sharing a common first year or 18 months at 
University and then choosing which branch they would take. The advantages 
of such a system would be the creation of greater interdisciplinary solidarity 
within the professions and the development of common standards across all 
the branches of the profession. As it stands, Ireland is the only country that 
has five separate degree programmes (General Nursing. Psychiatry, 
Midwifery, Children's Nursing, Intellectual Disability). Other partictpants 
however, emphasised the advantages of developing individual degree 
programmes, with different points of entry, in order to ensure that the specifiC 
demands of each branch of the profession received sufficient attention (Trade 
Union, I068, 628-637). There was general agreement that the "five points of 
entry is now here to stay• (Trade Union, 1073, 568-571). 

Some participants also commented about the clinical year and expressed the 
desire that it h . edjcal s ould be replaCed with an internship similar to that of m 
students. A number of Participants from the policy and education categories 
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commented that by 2010 the Bologna Declaration {European Ministers of 

Education, 1999) would take effect and that would involve a change to a three 

year degree programme, followed by a year of internship (Appendix 20). 

Many of the participants would agree with the comment from one service 

manager that "there could be more of an emphasis on clinical placements• 

{Service, 1064, 31 ~318) . In general, rt was felt that the organisation of the 

clinical placement experience was something that would need to be re

examined 

It is clear therefore that changes will happen in the coming years in the 

degree programme for nurses and mtdwives. A number of the participants in 

this research suggested that it was time now to conduct an evaluation of the 

degree programme experience to date, to review what changes needed to be 

made and what lessons had been teamed. The implementation of the 

Bologna Process and European Higher Education Area {Appendix 20) will 

have significant implications for clinical placements and other elements of the 

current four year degree programme. Participants who commented on this 

suggested therefore that it is an opportune time now to conduct an evaluation 

of the whole programme. Such a review would present the opportunity to 

examine again options such as single point of entry to nursing and midwifery, 

shared common basic education for nurse and midwife students. and the 

advisability or otherwise of sharing some education wrth other university 

baSed students in areas such as science, medicine and other health 

diSciplines. 

Many participants in this research would be of the vieW that It is probably time 

to conduct a review of the Degree Programme for nursing and midwifery. 

So 
. bout th advtSabn"" of conducting 

me concern has been votced however a e ""' 

a full scale value for money review just one year after the first cohort ci 

degree students have graduated {O'Brien, 2007) There is also eVldence from 

research conducted in the United States that education in nurstng and 

midwifery has a positive impact on patient outcomes {Aiken et at. 2003) 



Participants in this research were of the view that the changes in education for 
nurses and midwives would have a lasting and fundamental impact on the 
quality of nursing and midwifery. It was generally recognised that these 
changes were among the most important legacies of the Commission on 
Nursing: 

The impact of the commission on nursing; I think that it 
has been huge and I don't think we will really be able to 
see that impact for quite a while . . . the commission on 
nursing has . . . tiffed nursing out of a system of training 
which belonged at the beginning of the last century ... and 
locating nursing within the higher education sector... I 
think people will look back and it will be /Ike the nurses 
that were first being registered, 1 think that is the 
equivalent of it, it will be of that impact. (Education, 1072, 
678 ... 729) 

7. 7 Post-Registration Education 

The sixth category that emerged under the theme 'Building Skills and 
Competencies in Nursing and Midwifery' was post-registration education (PO). 
One code was included under the category PD. The following table provides a 
definition of the code used and an indication of the frequency of the 
occurrence of the code within the texts. 

Table 7.6 

Code 

EDPDEV 

Codes, Definitions, Frequencies - Post-Registration 
Education 

-Definition Frequency 
Th • 

ere 151 need 10 evaluate the effectiveness of the posl· 91 
re&Jsuation educa1ion for nurses and midwives. 

Total 91 J 
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A total of 91 segments were singled out from the interviews during the coding 

exercise. Some samples of the comments made are included in the texts 

provided49
• 

The topic of post-registration education is closely linked to that of CPO A 

separate code exists in this research exerclse on the topic of CPO (7.8). Post

registration is one way in which the broader question of CPO is addressed 

within the service. It provides the vehicle for the proviSion of formal 

educational programmes at Post Graduate Higher Diploma level, at Masters 

level and relates to the development of educational interventions that match 

the needs of the service. CPO on the other hand refers to the broader 

challenge that every professional faces of engaging in a lifelong process of 

continual refreshment of their knowledge and skills. CPO Is an integral part of 

what it means to be a professional. Post-registration education is an important 

element of that, a vehicle through which It can be attained. We will return 1n 

more detail to the question of CPO in the next section of thiS chapter fT 8). 

Here we are dealing with the provision of educational opportunities at post 

graduate level and the broad question of post-registration education 

opportunities for nurses and midwives. 

Participants spoke about the need to ensure that the provision of post· 

registration education matched the needs of the service and of practice In 

general, there was agreement that much progress had already been made in 

this: "right around the country we have triad to create programmes. both the 

service people and the university or educational peop/8. to match the needs. 
1 

do think we have done 8 good job• (£Education. 1045. 836-841). 

A participant from the Institutes of Technology spoke about the mportance of 

d 
· proYider of educational 

eveloping partnership relationship between the ma)OI' 

. . !'sed centres of expertise. rather 

5ei'Vlces, towards the development of reg1ona 1 

th 
. rythlng 1n each indMdual 

an Individual colleges looking to provide eve 

• . . chaPW2 (2 .. 2) 

See also discussion on post reg1Stnll1011 educ<~!JOII 11 
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college. This gave rise to a comment from the same participant about the 
differences between Institutes of Technology and Universities, which was 
described as Institutes of Technology are regionally based and focus on the 
needs of the region (Education, 1077). 

Participants spoke about the need to differentiate between needs analysis at 
local level and at national level. One participant spoke about an initiative in 
their area where •proper needs analysis tools are being develop9d regionally 
here and are being given to all local managers" (Director NMPDU, 1041, 77J. 
776). The participant spoke about the importance of doing proper needs 
analysis at unit level and developing local strategies that complemented 
national strategies. 

The discipline of conducting needs analysis on a regular basis, updating it in 
line with changing and evolving agendas was also mentioned by a number ci 
participants. One service manager commented: •matching to needs is 
something that would have to be kept very closely under review ... on an 
ongoing basis" (Service, 1046, 788-794). One participant spoke about the 
need for a proactive approach rather than a reactive approach. A reactive 
approach seeks to "address immediate situations• whereas what is required is 
a ·a more proactive approach, long term... what has been absent is the 
visionary 10 or 20 year plan of where nurses will be, what will they be doing, 
who will their client population be?" (Education, 1069, 239-247). 

The ongoing assessment of relevance to need was described by one 
parbcipant as: 

We need to remember that the agenda is evolving and 

therefore we need to be able to look honestly at our 
provision and drop parts of it when it is not appropriate 

and work in areas where it becomes necessary. 
(Education, 1044, 2302-2309) 
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One of the emerging areas of need identified by the previous participant. and 

one that is not adequately addressed at present is "the shift in the community 

agenda" (Education, 1044, 2315). This is a topic that was picked up by a 

number of participants. There was a feeling that post-registration educational 

opportunities need to be tailored to meet the emerging needs of professionals 

worlling in the community. As we have seen elsewhere in this research 

(chapters 5 and 6), there is an unstoppable shift in emphasis from acute 

settings to a population health model based on health education and 

promotion at community level and at providing services to patients in their 

own settings in the community. Post-registration educational opportunities 

need to be developed that reflect this shift. One participant expressed it as 

follows: 

Population health ... 1 think we need to reassess what we 

need to do within nurse education .. undergraduate and 

post graduate level .. . we need to examine where we are 

going with education now that we knOw what the new 

developments are going to be. (Director NMPDU, 1050, 

856-864) 

Another issue raised by a number of participants was the question of access. 

accessibility and flexibility. Participants spoke about the need for post 

graduate education programmes to be •more accessible and flexible to 

nursing and midwifery students". The participant expressed this desire for 

flexibility in terms of •greater variety programmes · · flexibtJily m entJy 

• • it the needs of the serv1ces and 
requtrements ... in modular programmes to su 

of nurses and midwives in a wide variety of service settings and personal 

circumstances (Director NMPDU, 1041 778-794). 

p . eed to programmes to demonstrate 
art1cipants also spoke about the n r 

be f partietpants referred to the 
relevance to practice. In this context a num r 0 

of deterrn&t'tlng releVance 
concept of "learning contracts• and the Importance . 

tud being undertaken and being 

to Practice in the workplace in advance of s Y . 
n then be converted 1nto 

approved. This kind of prior analysis of relevance ca 
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a leaming contract, under which the student contracts to achieve a level of 
skill and knowledge that is directly relevant to the needs of the unit at a local 
level. Allied to this is the concept of education provision having an impact on 
service. The previous participant commented in this regard: 'one thing we at& 

attempting to address . . . now is having an impact on service because 
sometimes you can run an awful lot of education and you are wondering is It 
really impacting on the service" (Director NMPDU, 1041, 718-724). Another 
participant expressed concem about "how relevant it is to corporete needs' 
stating that frequently educational interventions did not match those needs. 
quoting as an example 'training doctors to be more specialists when what we 
want is more generalists ... and we don't train them to work in teams' 
(Service, 1036, 747-758). Closely linked to the concept of learning contracts IS 

the idea of 'personal development planning• (Service, /034, 462). A number of 
participants spoke about the importance of this from a personal, a 
professional and an organisation point of view. This is something that we wil 
retum to when we speak about continuing professional development {7.8). 

Relevance to corporate and service needs and effectiveness was also raised 
in the context of combining knowledge base with skills. One participant spoke 
about the need to ensure that education is not focused solely on the 
acquisition of knowledge but it should also include the acquisition of skills that 
are relevant (Service, 1036, 896-913). One participant called this "purposeful 
investment education and training ... so that the people who come back with 
those skills are immediately put into a position where they can use tham' 
(Trade Union, 1068, 886-891). 

Talk of investment in education raises the question of budgets for training 
One service manager spoke about the importance of protecting these 
budgets: "{education] is as critical as trying to provide seNice needs but it hSS 
tended· th ' m e past to be one of the areas that suffers once there are cutbaCkS 
the participant commented: 'managers and nurse managers . . . have to try 
and protect these resources• (Service, 1047, 738-743). 
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A number of participants made reference to a recent HSE initiative to examine 

Post-registration Education (e.g. Service, /076, 1165-1198)50. The review 

concluded with a series of recommendations in the areas of practice, 

education, policy and research (Appendix 13). 

7.8 Continuing Professional Development 

The seventh category identified under the theme 'Building Skills and 

Competencies in Nursing and Midwifery', was continuing professional 

development (CP). Two codes were included under the category CP The 

following table provides a definition of the code used and an indication of the 

frequency of the occurrence of the code within the texts. 

Table 7.7 Codes, Definitions, Frequencies Continuing 

Professional Development 

Code Definition Frequency 

EDCPE~Y--~hTh=-e~~is_a_n-ee~d~to-e-~-.l~~~~e~th~e--e~ff~="-iv=~=~=s~«~o~~~~i~~o~f~h6~5--------1 

CPO as a way of addressing sltills deficiencies in nw-ses llld 

midwives. 
EDCPJA;----hTh;;;ere~is:a:_need--;~to=-use-::-more=:-:tb:;::e:-:opJlOftWII==::;.-,:;;:ies;;to;;;-;;;rnal;~eJ;;;oJ;;incr--hsi------~ 

clinical/ educational appointment.!. 

Tollll 70 

· · d nng the coding 
A total of 70 segments were singled out from the intervieWS u 

exercise, the vast majority of which (65) related to the need to evaluate the 

ff · - - · · • ss'1onal development for 
e activeness of the prov1S1on of continuing prooe 

nurses and midwives. Some samples of the comments made are included 
111 

the texts provided5 1• 

P . . . porta ce and value of continuing 

art1e1pants universally endorsed the 1m n 
. ssed the v1ew that rt should 

professional development. Many particlpants expre 

be 
. fr sh their skills and knowledge 

a requirement of professionals to re e 

::--
10 See discussion on PRERG in chapter 2 12.4.2) ...__,_ In --... 2 

ao 1 fQ( Nursing and M ......... ' -....--

See also discussion on Professional Oevelopmen 

(2 5) 
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periodically and this is best done through a modular system of continuing 

professional development. 

Among the practical difficulties associated with participation in CPO, 
participants referred to access at a local level and staff release. The 
combination of difficulties In obtaining release for staff to attend courses and 
the need for staff to travel distances to attend militated against regular 
attendance by staff members who were very busy. Some participants 
commented that the failure to address these issues resulted In the wrong 
people attending CPO: •people that are in the middle of their careers that are 
contributing the most are the ones that are parlicipating the least• (Policy, 
1004, 496-501). People who are in the middle of their career and working in 
very busy units are the ones who would benefit most from participation in 
meaningful CPO courses. 

A number of participants also referred to the fact that provision of CPO 
opportunities needs to reflect the circumstances of the people who need it 

Predominantly female, higher numbers of flexible working, 

higher numbers of job sharing, people not available for full 

time education as they are in full time employment ... we 

have to have e more flexible friendly approach to how we 
deliver educational packages. (Policy, 1007, 989-998) 

Participants also spoke about •getting staff released . . . we are having huge 

difficulties · · · getting steff released to undertake training• and as a result this 
participant called for "much more localised based training ... within the sites. 

e-leaming ··· and probably distance learning programmes for people ··· to 
Bval1 of education without necessarily impacting negatively on the serviCe "' 
terms of steff release• (Director of NMPDU, 1009, 989-998). 

Some participants also spoke about the need to make it obligatory fOI' 
professionals to demonstrate that they are undertaking professional 
development at regular intervals. A small number called for the introduction of 

337 



• mos o commented compulsory CPO as a condition of re-registration but t wh 

leS aSSOCiated with on this recognised the practical and resource difficult' · 

, en y gu ehnes introducing this and called instead for a voluntary system dn'v b id · 

based on the principle that: 

If you are going to be competent, you are going to have to 

provide evidence that in fact you are attending courses 

that are appropriate. (Service, 1012, 489-493) 

This was seen as an important part of building a culture of personal 

professional accountability: 

I see it as part of a cycle that once people are clear of their 

own accountability and what they need to keep up to 

speed with (Director NMPDU, 1026, 814-818) 

The participant went on to link this with the role that clinical audit could fulfil in 

this regard: "if you have clinical audit or continuous quality initiatives, that will 

inform teams, including nurses, what skills people need. but that is an area 

that I see as being something to be developed" (Director, NMPDU. 818-823). 

There is a link therefore between professional accountability, quality and 

clinical audit, and an important potential role for clinical audit at a team level 

that considers the skill mix within the overall team. 

Participants also commented on the lack of proper evaluation of thoSe 

programmes that are on offer and the lack of an overaU analysiS of the CPO 

needs of the profession that could form the baSIS for the deve\oplllE!Ot of a 

coordinated strategy. This lack of evaluation makes it very difficUlt to assess 

Whether those courses that are on offer are offenng value for money or haVIng 

an impact on the skill levels of those who attend Part!Clpants spoke abOUt the 

need to make sure that the provis1on of CPO was 
1
" line wrth what was 

needed: 
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There has to be a regular sampling of programmes that 
the taxpayer is paying for to see if that is what is required 
out there. (SeNice, 1006, 1010-1013) 

Some participants linked the development of a coordinated strategy for CPO 
to the wider question of professional development, performance appraisal and 
review. It should be an integral part of the HR systems that exist within the 
profession that people are given proper feedback on their performance 
through an appraisal system and an opportunity to discuss a development 
programme that meets their own professional needs and the needs of the 
service within which they are working. Such a system would also contribute 
towards the development of more practice relevant CPO opportunities as the 
nature of the needs of the professionals and of the service would become 
clearer and feed into the development of educational interventions (Director 
NMPDU, 1041, 727-738; Education, 1055, 633-647). 

Some participants referred to the publication by the National Council of 
guidelines portfolio development for nurses and midwives (National Council, 
2003b and 2006d) (Regulation, 1030, 1200-1203). The use of the portfolio 
increases awareness Within the profession of needs and opportunities and 
provides professional nurses and midwives with a practical mechanism for 
planning and tracking their development needs. It is also useful in assessing 
the levels of competence of professionals and tracking the extent to which 
skill sets are being renewed and refreshed. Portfolio development is also seen 
as a useful tool in the wider education and development of the individual as d 
provides a stimulus to examine wider educational opportunities and needs 
(Director NMPDU, 1050, 822-837). Portfolio development and management 15 

also seen as a practical way of integrating professional development into the 
clinical area and lake account of the development that is happening through 
experience (Medical Consultant, 1066, 505-517). 

Participants also commented on the opportunities presented by CPO 
Interventions for interdisciplinary and multidisciplinary educational 
opportunities. 
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Multidisciplinary, now that is where continuing professional 

development comes in and that should be more 

multidisciplinary . . . we have to talk to one another ... 

everyone being in their own silos . . it is still there ... we 

have not done a great deal to break down those walls. 

(Trade Union, 1073, 665-674). 

The National Council provides continuing professional development support to 

nurses and midwives in the fonn of career progression advice, open days, site 

visits, assistance with job descriptions, management advice and support. Th1s 

includes regular regional meetings organised in collaboration with the 

NMPDUs for directors of nursing and other senior manager and stakeholders 

for the purposes of keeping them informed about development opportumties 

and providing advice on professional development issues. 

A small number of participants chose to comment unprompted on the value of 

Joint appointments. Despite the small number of comments, because of the 

fact that the comments were unprompted, it seems worthWhile just briefly 

drawing attention to the points that were made. 

The directors of CNEs who took part in the focus groups for this research 

commented on the disappointment they felt about the lack of integratiOn 

between the clinical and third revel setting: 

In some Instance a lot of people coordinating the under

graduate programmes at the Universities are not peop/6 

who ever had any experience in the area. In fact quite the 

opposite... and (with regard to) the lack of integration 
,. · 1 selling we were 

between the University and the c,1mca ·• 

told there would be shared leammg and lecture-

. "" """""" rarely vrstt (the 
practitioners . . . the Unrvers .. , ,_.,,.. 

·t l social visit and that 
clinical setting) and if they do. I s a 



is poor integration of theory and practice (Directors of 

CNEs, FG04). 

Medical consultant participants in particular commented on what they saw as 
the consolidation of a divide between the clinical setting and the academic 
setting by the lack of involvement of senior lecturers and professors of nursing 
in clinical setting. They commented that, despite the many criticisms that are 
made of 'the medical model', this is one aspect that the profession of 
medicine valued very highly. With the exception of basic education at the very 
beginning of their careers, medical students are taught by practising 
clinicians. The profession has resisted attempts to shift towards the academic 
paradigm of pure research and pure teaching, because of what they perceive 
as the immense value of maintaining those close links between academia, 
clinical practice and research (Medical Consultant, 1011, 405-419). The 
participant added that there was •no reason why there should not be lecturers, 
senior lecturers and professors of nursing worl<ing on the wards". 52 

One of the participants also referred to the potential that existed for the 
creation of a nursing equivalent of the 'clinician scientisr (Service, 1059, 429-
438), whereby an individual works within the clinical area, with a clinical 
caseload but whose main focus is the development of research. 

7.9 Common Education 

The eighth category identified under the theme 'Building Skills and 
Competencies in Nursing and Midwifery', was common education (CD). A 
total of seven Codes were included under the category CD. The following table 
prov•des a definition of the codes used and an indication of the frequency of 
the occurrence of the Code within the texts. 

USee eli 
IStUSSion on Joint Appointments in chapter 2 (2.6) 
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Table 7.8 Codes, Definitions, Frequencies - Common Eduu tion 

Code Definition Frequency 

EDCDAD There are advantages associated with the development of 121 

common education opponunities for clinical prof~ional$ 

from different disciplines. 

EDCDOI There are disadvantages associated "ith the de'elopment of 4 

common educational opportunities for clinical professionals 

from different disciplines 

rococo Common training in communication slillls should be Included 34 

as pan of a common education curriculum. 

£0CDFS Training in financial skills should be included as part of a s 

common education curriculum. 

EOCDHE A general introduction to health economics should be tncloded 2 

as pan of a common education curriculum. 

EOCOMG Training in management and administr8lion systems should be ~0 

included as pan of a common tduca1ion curriculum. 

EDCDTW A common education curriculum should include uauung m ~ 

1t.1111 working skills. 
Total 201 

A total of 208 segments were singled out from the interviews during the 

coding exercise. Some samples of the comments made are included tn the 

texts provided. 

The vast majority of the segments for consideration tn thiS secbOn (121 -

60%) of the chapter refer to what participants saw as the advantages of 

developing common education opportunities for clinical professiOnals from 

different disciplines. This code was the third most frequently used code 

throughout all of this research Very few participants (4) saw any 

disadvantages. 

So · 1 r ·--"""" baSIC educatiOn 
me of the participants spoke about the va ue o ''""N·-· 

for clinical professionals" (Policy 1005. 748-749) . Another partiCipant 

COmmented: 
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When we educate all disciplines together we will break 
down these silos . . . and that each see how the other 
profession fits in. (Director NMPDU, 1041, 836-840) 

Participants felt that in addition to developing shared educational opportunities 
In some areas of the clinical curriculum, students should also be offered 
common courses in areas such as communications, team working and 
management (Policy, 1005,768-772; Service, 1006, 642-660). As one 
participant put it: 

If we are going to be working as a team, then we should 
be training as a team. (Medical Consultant, 1035, 421-423) 

The advantages of such a system included the creation of opportunities for 
clinical professionals to understand each other better and the contribution that 
the1r discipline made to the health services. It would create the opportunity for 
improved communication between the disciplines, building greater mutual 
respect and fostering a spirit of teamwork as a basis for enhanced 
multidisciplinary cooperation in the clinical setting. The directors of the CNEs 
who took part in the focus groups for this research commented: 

Common education will help. You see very diverse 
professionals there ... and if they can actually manage to 
get together, then there certainly is hope for the future with 
regards to team-working (Directors of CNEs, FG04) 

Many of the participants suggested that this approach would introduce a 
radical transformation of the culture of the professions. In nursing and 
midwifery • one of the participants described the hierarchy of the branches as 
'general nursing is number 1, psychiatry falls in at number 2 and then thef'8 iS 
midwifery and the rest .. : (Service, 1015, 711.. .717). The same is true of 1118 
relations between the f · · m'•"" pro ess•ons, where a definite hierarchy ex1sts. Lea '"' 
and working together in college would help to eradicate this mentality and 
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generate a greater respect for the respective roles of each profession and the 

branches within the professions. 

Some examples exist within the educational system of moves in this direction. 

Participants (Director NMPDU, 1027; Education, 1045) spoke about a pilot 

project that Involved the development of a Higher Diploma in Neonatal 

Intensive Care, using funding provided by the National Council. The course is 

muHidisciplinary in nature and is being delivered to mixed groups of nurses, 

midwives and doctors. 

The development of common education opportunities is likely to lead to an 

increase in the modular approach to course design (Service. 1028, 883-892). 

with an increase in the amount of interchange that would be possible between 

disciplines and between colleges (SeNice, 1029, 832-844). This is m line with 

the spirit of the EHEA referred to earlier, where interchange between colleges 

and courses increases opportunities for students to build their competence 

and education around targeted needs and their own strengths
53

. 

7.10 Conclusion 

Two aims were identified at the outset for this research. The first was: "To 

identify the future role for nursing and midwifery within the Irish Health 

SeNices as perceived by key stakeholders within the seNices· (3.2). In the 

conclusion to chapter 6 (6.8) a description was given of the key elements of 

the future role of nursing and midwrfery in Ireland as perceived by the 

stakeholders who took part in this research. The second aim was· "To identify 

the Professional development implications for this role" (3.2). 

It · . . f th key professional develOpment 
Is now possible to provide a descnpt1on o e 

• . . 1 k holders Who took part in this 

Implications for this role as perceiVed by the s a e 

research. These can be summarised as follOWS' 

'"See <fisCI.Ission on interdiSCipfinary educalJOI1 111 chapter 2
 (

2 4 1
) 
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1. A single point of entry to the profession of nursing and midwifery should 
be provided, based on a common initial year in which the core elements 
of nursing and midwifery practice are emphasised. Subsequent division 
into specialised areas of practice should also include as much as 
possible elements of integrated, interdisciplinary education. This is an 
important element in developing and promoting a strong professional 
identity within the profession. This recommendation also anticipates the 
implications of the Bologna agreement (appendix 11 ). 

2. A comprehensive and rich career pathway for nurses and midwives in 
clinical. management, education, research and professional 
development should exist, supported by the provision of a 
comprehensive range of educational, training and development 
opportunities at pre-registration and post-registration levels. 

3. Joint appointments, in line with agreed frameworks and protocols, should 
be encouraged and available across all the career pathways. 

4. A detailed description of the competencies required for each career 
pathway in nursing and midwifery should be provided. 

5. The role of nurses and midwives should be developed in accordance 
with agreed frameworks for the expansion of practice, practice 
development, accreditation of education and training provision, and 
approval of posts, registration requirements, and professional 
development provisions. 

6· The development of the role of nurses and midwives, including the 
determination of the numbers that will be required within each pathWaY 
and at each level of practice I management grade, should be determined 
based on a strategic assessment of service needs. 
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7. The direct entry degree programmes should include some elements of 

common basic education, through the development of modules within 

the degree programmes that are common. 

8. Direct entry degree programmes should explore possibilities for 

multidisciplinary educational opportunities where this is feasible, through 

the development of modules targeted at healthcare professionals from 

other disciplines. 

9. Opportunities should continue to be developed for access to registration 

in the other branches of the profession for registered nurses and 

midwives, through post-registration education programmes. 

10. A comprehensive professional career development sei'VIC8 should be 

provided for all nurses and midwives. 

11. Continuing professional development should be incorporated into HR 

Management practices, including a comprehensive system of 

performance appraisal, personal development plans and peer review. 

12. In recruitment practices, particular attention should be given to the 

possibility of joint appointments across the various career pathways The 

potential for joint appointments should be explored and promoted 

wherever possible. 

13. HR managers should work with nurse and midwife managers in all 

career pathways to increase the attractiveness of the professiOfl for 

potential entrants. 

14 R · , .. · hould be """Uired to produce 
• eg1stered nurses and mouWives s .~., 

evidence of professional development activities in floe wrth guidetines to 

be agreed. These guidelines will include a descnphon of the 

responsibilities of individual nurses and midwives and of managers In 

this area. 
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15. A comprehensive institutional framework should continue to exist and to 
be developed for the provision of post-registration educational and 

training. 

16. National and regional support agencies should continue to exist, 

responsible for the strategic planning and development of the profession 
in line with the needs of the services and the evolving role of nurses and 

midwives within the services. 

17. Universal access to professional development opportunities should be a 
key principle in the development of programmes. 

18. Post-registration educational and training provision should continue to be 

developed in a manner that reflects the evolving needs of the service 
and the profession and, in particular, the career pathways within the 
profess tOn. 

19. The development and prov1S1on of professional development post· 

registration opportunities should be done with an emphasis on 

supporting nurses and midwives in the expansion of their practice in line 
with the framework for scope of practice and the needs of the services. 

20. PartiCUlar attention should be paid to the development of professional 

development opportunities in the area of primary care where a lack of 
provision has been identified. 

21. Post-registration educational opportunities should develop where 

appropriate on a multidisciplinary basis, integrating education for nurses 

and midwives in specialist areas with the provision of education for other 
health care professionals. 

22
· Nurses and midwives in all career pathways and at all levels of practiCe 

should be encouraged and supported in the development of suocessiol1 
planning and fast tracking initiatives, aimed at enhancing the 
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competence profile of nurses and midwives in all areas and at ensuring 

that a pipeline of competent professionals exists capable of filling roles 

and posts as they become available in line with the needs of the services 

and of patients and clients. 

23. Professional development opportunities should be made available for the 

development of management and leadership competencies In all career 

pathways. 

24. Professional development opportunities should be made available for the 

development of expertise in the use and integration of ICT into the 

delivery of health care services by nurses and midwives. 

25. Nurses and midwives should be provided wrth regular tnformation and 

educational opportunities that build an understanding of the health care 

services, the public sector, standards of public accountabthty, 

governance, risk management and health economics, publiC pnvate 

partnerships and other themes that enhance their understanding of the 

context within which services are provided. 

26. Continuing professional development should mclude education and 

training on cultural issues in the delivery of services, including an 

appreciation of the multi-ethnic nature of Irish society and the mportance 

of sensitivity and understanding of cultural differences. 

27. Nurses and midwives should be provided wrth access to post-regiStration 

training and educational opportunities on a multld,sophnary basiS 111 

areas that enhance their ability to make a contnbubOn to the effiCiency 

and effectiveness of the services. 

28· Programmes in interprofessional educatiOil shOUld be encouraged With 
8 

. . . the rogramrnes an evaluatJon of 
renewed emphasis on butldmg 1nto se P 

their effectiveness. 



29. Local and regional providers of services in the area of post-registrat1011 

professional development should collaborate with user of these services 

to assess local need and effectiveness. 

30. A comprehensive professional development strategy should include the 

development of opportunities to prepare nurses and midwives to deliver 

meaningful inputs into the strategic planning of the executive functions of 

the health services, the development of healthcare policy and the 

development of performance management and monitoring 

arrangements. This will be aimed at ensuring that the profession of 

nursing and midwifery is capable of providing both the DoHC and the 

HSE with competent professionals capable of having a meaningful input 

at the highest levels. 
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Chapter 8 
Development 
2008 to 2017 

A Strategy for the Professional 

of Nursing and Midwifery in Ireland _ 

8.1 Introduction 

The aim of this chapter is to propose a strategy for the professional 

development of nursing and midwifery, based on the research described in 

this thesis, for the ten year period 2008 to 2017, in fulfilment of objective 13 of 

the research aims and objectives as outlined in chapter 4 (4.2). 

The choice of a ten year period for the strategy is a pragmatic one. It Is based 

on good practice in business and organisational strategic plann1ng to set a 

realistic timescale within which the effectiveness of a sbategy can be 

measured. It is also predicated on the basis of a rolling review each year, wrth 

substantial reviews in years 5 and 9. The strategy therefore, is not 1ntended as 

a static plan but as a dynamic planning and development instrument that 

should change to meet changes in the environment 

The ten year period can also be related to the last ten years. since the 

publication of the Report of the Commission on Nursing (Government of 

Ireland, 1998). During those ten years much has changed in nurs1ng and 

midwifery in Ireland. Almost all of the recommendations of the CommiSSIOn on 

Nursing have been implemented. One notable exception is the pass1ng of a 

new Nurses Act to replace the Nurses Act 1985 (Government of Ireland, 1985) 

but at the time of writing plans are well underway to remedy thiS gap The 

legacy of the Commission on Nursing, therefore, is there to be seen. The 

question now is what is the next step? What Will nursing and midwifery feel 

and look like in ten years from now? These are questJons that thiS strategy WIU 

attempt to answer. 

The structure of the strategy as outlined m thiS chaPter is based on the 

ex · h .___ developed in the National 

PE!nence of strategic planning that as """'" 
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council during the years 2001 to 2007. It follows standard business planning 

templates but is adapted to the specific circumstances of nursing and 

midwifery. The elements of the strategy can be summarised as follows: 

1. Analysis of the strengths, weaknesses, opportunities and threats (SWOT) 

facing the professions of nursing and midwifery in Ireland today- This is 

an essential preamble to the development of strategies to take 

advantage of the strengths, resolve the weaknesses, exploit the 

opportunities and avoid the threats. 

2. Vision - This will state what nursing and midwifery should look and feel 

like in the health services of the future, and in particular in ten years time, 

at the end of the period of this strategy. 

3. Mission statement - This will address the question what is the central 

role and purpose of nursing and midwifery in the health services? 

4. Values - This suggests what the core values of the professions of 

nursing and midwifery should be, based on an understanding of the 

essence of nursing and midwifery54 and their mission within the services. 

5. 

6. 

Objectives - This will state what the long term objectives of the strategy 

should be in line With the expectations and requirements of all the maJor 

stakeholders. These objectives should reflect the underlying reasons for 

being involved in the delivery of professional nursing and midwifery 

services and should be related to the outputs and the outcomes thai 

nurses and midwives seek to deliver. 

Key Strategies - These are the rules and guidelines by which the mJSsiOil 

and ObJectives may be achieved. The identification of the key strategieS 

will be baSed on the SWOT analysis and will seek to build on the 

strengths, resolve the weaknesses, exploit the opportunities and avod 
the threats. 

S4 
See chapter 2 (2 7) 
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1. Strategic Action Programmes - This provides an outline action plan that 

sets out how the key strategies will be implemented. It will cover issues 

such as objectives, resources. time-scales, deadlines, and performance 

indicators. 

8. Conclusion - Next Steps - This provides a brief outline of the next steps 

involved in generating ownership of the strategy at a national level and 

the importance of the negotiation and development process that wlll be 

required to implement it. 

8.2 Strengths & Weaknesses, Opportunities and Threats 
(SW01J 

Based on the outcomes of the research, including the comments made by 

interviewees and participants in focus groups, the follOWing is a summary of 

the principal strengths, weaknesses, opportunities and threats that are 

relevant for the development of a strategy for the professional development of 

nursing and midwifery (Table 8.1): 

Table 8.1 - SWOT Analysis of Nursing and Midwifery In Ireland 

Strengths WeakniPM 

1. Structures and polacies 1. LeadeBhP 

2. ProfesSIOnal development 2. SKI Mot 

3. Education 3. lnlegr.ltJOI'I 

c· 
Cfin.cal credibilrty •• SefVICe De'<~ 

s. WOI1don::e 5. CapaCIIY rtllle (;oiM\UN!Y 

Opportunities Tllrtatl 

1. Structures and poliCies 
1. kjentoty 

2. Professional development 2. ProfesiiONII ()eveiCIIliT*ll ~ 

3. Education 3. 
RecnJIIII*Il8nd ,..niJOft 

4. leg1slat10n 
4. CapaaiY lllllle eomrnuMY 

s. WOI1<force 
5. 

Cflllicel ,nYI)Ivelllent 

'-
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Strengths 

The research in this thesis points to many significant strengths in nursing and 

midwifery in Ireland today. The principle strengths that emerged in the 

research can be summarised under the following headings: 

1. Structures and Policies: The existence of a single structure for the 

management and delivery of healthcare in Ireland was seen as a very 

positive development by participants in this research (5.4; 5.5)ss, 

notwithstanding the criticisms that are made of some of the aspects of the 

delivery system and the way in which it was introduced. Overall, the 

HSRP and the reports and policy documents that underpin it, were 

welcomed and identified as a significant step forward for Irish health 

services (5.4; 5.5). For nursing and midwifery, a particular strength over 

the last ten years was the implementation of the recommendations of the 

Commission on Nursing (evidenced by many comments throughout 

chapter 6 and 7). This has been Instrumental In revolutionising nursing 

and midwifery in Ireland, not least by the provision of a clear clinical 

career pathway, the role of the National Council, the creation of 

institutional frameworks for the development of the profession, the 

creatJon of the Nursing Policy Unit within the Department of Health and 

the reform and investment in education and professional development 

(6.4; 6.5). The creation of HIQA was also welcomed as an important 

dimens10n m the accountability structures for the services (5. 7; 5.8). 

2. Professional development The profile and provision of professional 

development for nursing and midwifery emerged from this research as 8 

great strength for the profession. In particular the structures and 

frameworks that are in place and the expertise that has been built up <6·3) 

in the National Council (6.3; 7.2) and in the NMPDUs (6.3). This has 

• Numbers In tnckets throughout this cl'lapter point to sectlons in this thesis where evidence 
lof the statements are to be .... d . rce of 

ouun · Thts does not mean that these are the only sou 
evidence lof the statement Within the research. 
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resulted in clinical career pathways being clearly defined and 

implemented (6.3). The progress that has been made 1n professional 

development has been complemented by the development of a portfolio 

approach to career planning (7.8). The recent wo!l( 10 professional 

development has built on the Scope of practice frarnewonc that was put 10 

place in 2000 (6.6; 7.5). This framewo!l( has provided the professions With 

a solid platform upon which to expand their practice whrle still retaining 

their identity. The research also highlighted evidence of expanding 

practice for nursing and midwifery (6.6). In addition to rnltiatives rn the 

expansion of practice, specialisation and advanced practice in nursing 

and midwifery has developed and is being implemented proactively 

throughout the service (6.3). Finally, the research also highlighted the 

important benefits that will be derived from the introduction of legrslation 

providing for the involvement of nurses and midWives in the prescnpbon of 

medical preparations (6.4) and the creation of the structures necessary to 

make this happen (6.4). 

3. Education: The substantial investment that has been made in education for 

nurses and midwives in recent years was identified by thrs research as a 

major strength for the professions. In particular the introduction of the pre

registration degree programme tor all the branches of the profession (7 6} 

and the development of enriched post-regrstration educabon opportunllleS 

(7.7). The research also pointed to the value of the development work that rs 

currently underway in the area of post registration education (7.7}. In additiOn 

to the formal education structures. there 15 rn place now a wide range of 

opportunities for CPO (7.8) to support professronal development. The 

research also identified the creation of the Centres for Nurse Educa!Jon (7 8) 

. . · · of important skills development 
as bemg of great importance rn the prOVISIOn 

and training. 

4 · ided evidence of the oonttnued 
· Cltnical credibility: The research prov 

credibility that the professions of nursrng and midwlfery enroY within the 

hea 7. 7 2) ThiS IS evidenced by the good 
lth services in Ireland (6.6, 6. · 

----~---~----~3~ ------------------



working relationships that exist between nursing and midwifery and medical 

consultants (6.6) and the predominantly positive image of the professKn 

that is held by many service managers (6.3; 6.5; 7.2; 7.3; 7.4) The expans~ 

of nursing and midwifery practice, the development of specialists 3l'ld 

advanced practice and the increase in the number and variety ci 

nurse/midwife led services being developed in acute and primary settJngs 

(6.6) are all reasons why the professions enjoy an enhanced reputation 3l'ld 

credibirrty with the health services. This is a strength that is pervasl'le 

throughout all of the research, notwithstanding the weaknesses and threats 
that are also identified. 

5. Workforce: In addition to having achieved a considerable degree of 

respect and credibility as a clinical profession, nursing and midwifery are 

also seen by participants in this research as a committed, flexible and 

adaptive workforce (6.5; 7.2). This comes through in many instances 

within the research, notwithstanding some of the difficulties that are also 

identified. On the whole, the professions are regarded as being populated 
by a caring, committed workforce. 

Weaknesses 

The research also identified a number of important weaknesses for the 

professions. The most important of these can be summarised as follows: 

1. Leadership: Ten years after the publication of the Report of the 

Commission on Nursing, this research echoes its findings on the question 

of leadership in nursing and midwifery (3.3). The research points to 3 

clear dearth of leadership in the professions (6.5; 7.2; 7.3; 7.4). This lack 

of leadershtp manifests itself in many ways but perhaps most importantly 

as a laCk of communication, ooordination and integration in nursing and 

midwifery across divisions, institutional settings and grades (6.5; 7.4)· 

One of the results of this lack of leadership is a lack of professional 

identity and of clear direction in nursing and midwifery (6.5; 7.2; 7.3; 7.4) 

and a lack of voice and credibility at the decision making table (6.5). The 
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research also highlighted that there continues to ex'1st with' • 1n nurs1ng and 

midwifery a negative, destructive culture of bullying and divisiveness (7.4). 

The research also showed that because of this lack of leadership and 

professional identity, there continued to be a low level of participation in 

and availability of CPO opportunities for staff nurses and midwives 

(National Council, 2004d) (7.8), and this is so in spite of the significant 

increase in provision. Lack of professional identity and leadership also 

manifests itself in a lack of research capacity and competence within the 

professions (7.3; 7.4), although progress IS being made in this area 

though the implementation of the Research Strategy (DoHC, 2003f). The 

research also pointed to a slow uptake of opportunities for joint 

appointments (6.3), the development of which will require strong 

leadership across the academic I clinical divide. The research also 

pointed to the negative influence of trade unions within the profession, 

promoting resistance to change and creating bitter divisions between 

nursing and midwifery management and staff and undermining the role of 

the Director of Nursing (6.3). Finally, while the research welcomed the fact 

that there existed a post of Chief Nursing Officer with a team of nursing 

advisors within the OoHC, their role and function remained unclear and 

undefined in the context of the HSRP (6.5). The impact of this role has yet 

to be felt. 

2. Skill Mix - The research emphasised the importance of skill mix 
10 

the 

context of the recruitment and retentiOn of nurses and midwiVes (3.3: 1 5) 

Experience from the United States. Canada and the United Kingdom 

pointed to the importance of creating attractive WOf'king environments that 

act as magnets to staff to work. Th1s requ1res mvestmenl 
10 

skll at aD 

levels and across all grades and the developm8nl of comptementanty 

Within and between roles. The question of skill mix IS partietJiarly Jl1lPOrlant 
. . . . . t ms in acute and pnmary care 
1n the development of multldtse~pllnary ea 

. 1 d mands for the tntrocfuctJon 
settmgs (6.5; 6.6; 6.7; 7.3; 7.4, 7 5). Recen e of 

of a 35 hour week for nurses and midwiveS and the creabon a 

k h ve ra1sed the .mportance of 
Commission to review the 35 hour wee • a 
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and the need for skill mix developments (6.3). This is therefore an 

unresolved issue in nursing and midwifery. 

3. Integration - The results of this research emphasised the importance c~ 

integration as a key theme in developing health services for the future. In 

particular, the research highlighted that one of the weaknesses of the new 

organisational structures was the creation of separate pillars (appendiX 1 

and 2) for primary, continuing and community care (PCCC) and acu1e 

care (NHO) (5.4; 5.5; 5.6). This only served to emphasise lack al 

integration within the structures of the HSE itself and makes it difficult to 

achieve the objectives of the Transformation Programme (HSE, 20061:1), 

which has at its centre the concept of a shift towards community based 

services and the creation of an acute I primary care continuum. The 

research also pointed to the lack of integration across the professtens 

(6.3; 6.4; 6.5;) as has been already highlighted as part of the weakness in 

leadership. Finally, the research also pointed to the confusion that exists 

about the nature of the changes in the role of the DoHC (5.4 ). This 

confusion does not serve well the need for an integrated approach to 
planning and delivery. 

4. Service Development - This research emphasised the importance of 

service development as an important part of the changes in organisational 

structures in the future (5.5). In particular it emphasised the need to put 

the patient I client at the centre of service development (5.8). The 

research emphasiSed the need for an integrated service development 

framework (2.3 3; 6.3; 6.4) for nurse and midwife led services and the 

provision of support and training in service development for nurses and 
midWives (2.5). Thts is an essential corollary to the roll-out of the 

Transformation Programme (HSE, 2006b). 

5
· Capacity In the Community - One of the national goals of the health 
se~ . . ~ 

tees •s to ensure the system has the capacity to deliver timely a 

effective healthcare services (1 .3.1 ). However, the primary research 
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revealed concerns about capacity problems creating pressures within the 

system (5.6). Given the emphasis on integration of services and the shift 

to the community, concerns have been raised about nursing and 

midwifery capacity within the community. In the area of mental health 

services, the document Vision for Change (Government of Ireland. 2006) 

pointed to the fact that there were not enough psychiatric nurses tn the 

community to meet the needs arising from a continued shift of services 

away from institutional settings (1.4). The report also potnted to the need 

to build up Community Mental Health Teams in the Communrty, whtch WID 

require the creation of multidisciplinary communrty based capac:rty (2-2). 

The Transformation Programme (HSE, 2006b) emphasises the 

importance of the Primary Care Teams (PCTs). If these are to funcbon 

correctly they will also require capacity building in the community (1 3 2) 

A mapping exercise conducted by the HSE estimated that a total of 500 

PCTs would be required and that the minimum core team members would 

include: GPs, practice nurses, occupational therapists. PHNs 

physiotherapists, speech and language therapists, social woriters and 

home help (1 .3.2). Also included in this team should be general nurses 

and midwives, nurse and midwife specialists and advanced nurse and 

advanced midwife practitioners and other support woriters The intentiOn 

is that these teams would be linked by SOCial care networits A total of 130 

such networks would be required, linking 3-5 teams for population bases 

of 30,000 to 50,000 people (1 3.2). Nurses and midWIVeS are mponant 

elements of PCTs (5.10; 6 8) and the challenge of buildtng capaaty to 

meet this need is very greal The research also recogniSed that In order to 

meet capacity requirements, rt is likely that there wil be a need to 

increase the capacity of prtvate sector proVISIOn (5.6) 

Opportunities 

The research highlighted a number of opportunitieS that present ~ 
for the profession of nursing and midwifery in the futUre TheSe inclUde 
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1. Structures and Policies - The HSE Transformation Programme (HSE, 
2006b) presents nursing and midwifery with a significant opportunity to 
have a major impact on shaping the health services of the future (5.6; 5.8; 
6.2; 6.8). This provides an Ideal opportunity for the development of 
innovative nurse and midwife led services (6.5) and playing a central role 
in setting up and ensuring the effectiveness of the PCTs (6.8). The 
existence of the Nursing Policy Division in DoHC (6.5) and the Nursing 
Unit within the HSE (6.4; 6.5) also provide nursing and midwifery with the 
potential to have access to policy formulation and service planning at the 
highest level. The introduction of prescribing for nurses and midwives 
(6.4) also presents an opportunity for the profession to add an important 
new dimension to its practice in a way that meets the needs of patients 
and clients. The Commission set up to review the possibility of introducing 
a 35 hour week (6.4) will also present an opportunity for nurses and 
midwives to look at their work practices and the skill mix issues in their 
work settings to provide innovative solutions to achieving the target of a 
35 hour week without significant additions to cost in terms of whole time 
equivalents. The emergence of active representative patient and 
consumer groups (5.8; 5.9) also present the profession with the 
opportunity to engage with them in a manner that emphasises the patient 
centred nature of nursing and midwifery care. The emergence of the 
National Treatment Purchase Fund and other Public Private Partnership 
initiatives within the services (5.6) provide nursing and midwifery with an 
opportunity to ensure that professional development extends beyond the 
public sector to encompass all of the profession, regardless of work 
settings. 

2· Professional Development- The research highlighted the progress that 
has been made to date in the development of a wide range of 
professional development opportunities for the profession (2.5; 6.2; 7.8) 
The research also highlighted the importance of the role of the National 
Council. The National Council was set up to promote the role of nursing 
and midwifery in line with service need in public, voluntary and private 
settings. This emphasis on service need has been a hallmark of the wor1< 
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of the National Council. The continuance of this work presents 

opportunities to continue to provide leadership in the development of 

nursing and midwifery in a manner that is responsive to the needs of the 

service and of patients and clients. The research also emphasised the 

importance of the emergence of Integrated Care Pathways (5.8; 6.8) as a 

basis for both professional and service development Another significant 

opportunity for the professions was identified as the emerging increased 

volume of multidisciplinary cooperation (6.7) in service and in education 

The research emphasised the importance and value of Joint 

appointments (7 .8) as significant opportunities for the profession to 

develop a strong sense of professional identity and a strong culture of 

academic and evidence based clinical practice. This opportunity is 

enhanced by the evidence of increasing Integration of universities and 

hospitals networks (5.5). Finally, the research also emphasised the 

important opportunities that presented themselves as a result of the 

ongoing implementation of the Research Strategy (DoHC, 2003f) (7.4). 

3. Education - The research highlighted many opportunities for the 

profession of nursing and midwifery as a result of the major investment 

that has taken place in education for nurses and midwives over the last 

ten years. The growth in education activity in Universities and Institutes of 

Technology (7.6; 7.7: 7.8; 7.9) and in the Centres for Nurse Education 

(7.8) provide a rich vein of development potential for the professJOn, not 

least of all in the development of academiC competence and research 

capacity. The potential for multidiSCIPlinary education (7 6; 7 
7 

· 
7 

8 ; 7 9) 
. . tr tiOn educatiOn pi'OVISJOn (7 7) 

and the emerg1ng volume of post-regiS a 

also provides a wide range of opportumties 

4· Legislation - The Government is expected to introduce a new Nursing 

T
h. resents an opportunity to 

and Midwifery Act in the near tuture. 
15 

P 

provide for the regulation and development of the professtOil 
111 

a manner 
that has been made s1nce 

that capitalises on the strengths of the progress 
t of Ireland 1998) (2.1, 2 3 1) 

the Commission on Nursing (Govemmen • nd 
t the need for enabling a 

International best practice in this area points 
0 
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flexible legislation that creates the conditions for the professions to 
develop in a manner that is responsive to the needs of the service and of 

patients and clients (3.4.1; 3.4.2). One of the principle aims of the 

legislation will be to provide for the protection of the public through strong 

regulatory structures and processes. It is important however that the 

legislation should also distinguish between this function (which is the remit 

of the Regulatory Body) and the proactive development of the profession 

(which is the remit of the services). Legislation should not hamper the 

ability of the professions to develop in line with the needs of the service. 

5. Workforce - The profession of nursing and midwifery enjoys a very good 

reputation within the profession and the workforce is highly regarded. The 

research identified a great deal of good will within the profession and 

willingness to adapt to meet the challenges of the future (6.5; 7.2). This 

presents a major opportunity to the leaders of the profession to take 

advantage of this good will as a force for development. 

Threats 

The research identified a number of potential threats that could undennine the 

potential of the professions to fulfil their destiny within the health services of 
the Mure. These include: 

1. Identity - One of the biggest threats to the professions is the potential for 

a loss of professional identity in the health services of the future. The 

research pointed to the importance of nursing and midwifery remaining 

true to itself as it develoPed along the clinical career pathway and the 

development of nursing and midwifery led services (6.2- 6.7). This raises 

the importance of nursing and midwifery maintaining contact with the 

essence of nursing (2.7) as it develops. Another significant threat to the 

protection of the identity of the professions comes from within the 

professions in the fonn of divisiveness within nursing and midwifery (6·5; 
7
·
4
>· This can come about because of a lack of leadership and 

empowerment (3.3) or as a result of industrial unrest not managed 
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properly. The research also pointed to the capacity that exists within the 

profession to be destructive, negative and litigious (7.4). This is something 

that had already been highlighted by the Commission on Nursing 

(Government of Ireland, 1998) and, based on this research, it still persists. 

The research also pointed to the negative impact of trade unions that 

have promoted an industrial relations culture to the detriment of a 

professional identity for nurses and midwives (6.3). The lack of 

professional identity is frequently expressed and manifested in 

disempowennent of nurses and midwives. Research indicateS that nurses 

and midwives continue to experience significant disempowerment within 

the services (2.4.2; 7.4). The continuance of this will amount to a 

significant threat to the development of an empowered workforce, 

confident and clear about its key role as central players in the 

development and delivery of the services of the Mure. Tackling these 

threats wlll need to be part of the development strategy that is put in 

place. 

2. Recruitment and Retention - The professions face significant threats 

from the challenge to recruit and retain staff into the future (3.2; 6.4; 7 .5). 

International research (3.2) confirms that this is not just a threat in Ireland 

It is a major challenge to policy makers, service planners and service 

managers however to ensure that the capacity exists to meet the service 

needs of the future by recruiting and retaining a cohort of competent 

nursing and midwife professionals. The continued development and 

implementation of strategies in this area will be important 

3 
. 0 f the recommendations of 

• Professional Development Capacity - ne 
0 

function of the 
the Prospectus Report (DoHC, 2003b) was that the s 

National Council should be divided and transferred to the HSE and An 

Bord Attranais. In effect this amounts to dissolution of the National Council 
rgamsations This presents a 

and a division of its activities between two 
0 

. bl' voluntary and private care 
threat to nursing and midwifery 1n pu IC, 

. t th a"""'rtise in professional 
settings, in that there is the potent•al tha e .,..,.-

. It also presents a threat to 
development could be lost to the profess•ons. 
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the development of appropriate services in line with the evolving needs of 
the service, of patients and clients. The research highlighted in many 
ways the invaluable contribution that the National Council has made to the 
development of the professions and the services in a manner that is 
highly responsive to service, patient and client needs. Thus for example in 
encouraging the professions to adapt to role change (6.3); in providing 
leadership to the professions (6.3); in facilitating the development of roles 
within frameworks of practice (6.5); in promoting the integration of 
services (6.7; National Council, 2006f); in the development of new skills 
that are required (7 .2); in building opportunities for and participation in 
CPO (7.8) and in promoting opportunities for interdisciplinary education 
(7.9). 

4. Capacity in the Community - Because of the central importance of 
building community based services, encouraging a shift away from acute 
services and developing a service continuum between acute and primary 
care, the lack of community based capacity within the profession is a 
significant threat (1 .3.1; 1.3.2; 5.6; 5.8; 5.1 0). 

5. Clinical Involvement - As the process of health service reform 
progresses, it is important that the decision-making is not driven solely by 
economic based efficiency considerations. This can result in cuts and 
changes being made that are not in the best interests of patients and 
clients and of the services. As service managers come under increased 
pressure to deliver accountable and budget-conscious services, there is a 
threat that the axe will be wielded without full possession of the facts 
about the impact of certain decisions. It is essential that clinical 
involvement in decision making about resource allocation is further 
developed and extended at national, regional and local levels (5.5: 5.S. 5· 7). This includes also decision making about the structures and 
processes that will be in place within the services of the future for the 
professional development of nursing and midwifery. As organisatiOn 
change and structural reform develops pressure has built up for the 
Nurses and Midwives Act to define the role of regulation, which is 
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fundamentally about the protection of the public. Regulation by its nature 

is legalistic and works in a culture that is very different from the 

developmental, innovative culture of professional development The 

important regulatory role should not impede the dynamic development of 

the professions that is reqUired. Careful consideration needs to be given 

to the involvement of the clinical expertise that has been built up over the 

last ten years in the development of the profession (3.4; 6 .8; 7.8; 7.10). 

That concludes the SWOT analysis of the profession of nursing and midwifery 

based on the results of the research presented in this thesis. These 

considerations provide the material for the development of appropriate 

responses in the form of strategies and action plans to build on the strengths, 

tackle the weaknesses, exploit the opportunities and avoid the threats 

As we look into the future of the health services from the perspective of this 

SWOT analysis, it is time now to reflect on what nursing and midwifery should 

be like in 10 years time as a result of implementing a strategic development 

plan. This is the purpose of the next section of this chapter. 

8.3 Vision 

This section of this chapter will address the questions - what should nursing 

and midwifery in Ireland look and feel like in 10 years time? What wiD rt be lilte 

to be a nurse and midwife in Ireland in 10 years time? The answer to these 
. . . . th. trategy for the protessional 

questions wtll provide a VISIOn of what IS s 

development of nursing and midwifery aspires to achieve. 

B ted '" this thesiS. the folloWing 
ased on the results of the research presen 

le 
. f the vtsion for nurs1ng and 

e ments constitute the principal dimensions 
0 

midwifery in the health services in Ireland by the year 
2017

: 

1. 
. 11 en)OV a stronQ professional 

The profession of nursing and midwifery W1 . pol f . t . the fonmulation of 1cy or 
identity. Nurse leaders will be prom1nen 

1
n , nt of service plans to ~mpJement 

the health services and In the developme 
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that policy. Communication and coordination within the profession wt 
create the platform for the generation of credible public positions that 
articulate the contribution of the profession to the health services and act 
as an advocate on behalf of patients and clients of the service. Nursing 
and midwifery will be seen as a desirable career option for individuals 
and will develop a reputation for retaining staff. 

2. Nurses and midwives will enjoy access to rich and rewarding educational 
and professional development opportunities adapted to their area ci 
practice. Educational and development provision will be predominantly 
interdisciplinary in nature, involving interaction with other professions 
and support workers. 

3. Nurses and midwives will work either as leaders or members of care 
teams in every healthcare setting. This will involve an identification of the 
specific contribution that each member of the team makes to the 
achievement of the goals of the service. Increasingly these teams wift 
Involve a wider mix of skills aimed at ensuring that each of the members 
of the team maximises their specifiC contribution. 

4. Nurses and midwives will be highly visible within the community as 
leaders of nursing and midwifery services and as members of primary 
care teams involving other professionals and support services. This wil 
Include the development of nurse and midwife led clinics and home 
based services. This will mclude nurses and midwives at every stage of 
the clinical career pathway, from generalist to specialist to advanced 
practice. 

5. 
Nurses and midwives at generalist, specialist and advanced prac;tice 
levels, Will complement and augment the work of GPs in the delivery of 
patient centred services, frequently within the patient's own home and 
famtly setting. The nurse and midwife will be a resource to families and 
communities in addressing all their health needs including referrill!l . ' 
Individuals on to other professional services in primary and acute 
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settings. Nurses and midwives will be the main coordinators of care in 

the community. 

6. Nurses and midwives will occupy a central role in the education of 

individuals, their families and the community in the promotion of good 

health. This will be seen to deliver measurable outcomes in areas such 

as lifestyle diseases. This will complement the emergence of a more 

informed client I patient, interested in being involved in manag1ng the1r 

own health and well-being. 

7. Nurses and midwives will continue to occupy a central role in the 

development of acute hospital services, including the development of 

generalist, specialist and advanced practice in a manner that ensures 

that the patient remains at the centre of acute care provision. The nurse 

and midwife will play a central role in coordinating the inputs of other 

healthcare professionals. The nurse and midwife will also ensure that 

continuity of care Is provided across the acute I primary care divide by 

following up with the patients in their own homes and coordinating with 

community based care services to deliver follow-up care. 

8. There will be a significant increase in the use of joint appointments along 

the career pathway for nurses and midwives. This will involve nurses 

and midwives being involved in research, educatiOn and clinical practice 

increasingly on the basis of shared contracts between different 

institutional settings. 

8.4 Mission Statement 

In this section of this chapter an attempt 1s made to define the central role and 
. h H alth SeMceS - thiS is what 11 

purpose of nursing and midwifery in the Ins e 

understood by the phrase 'Mission Statement' Thts 15 defined based on the 
d the essence of nursing 

needs of the service as defined in this research an 

(2.7). This can be summarised as follows: 
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Nurses and midwives in Ireland provide a comprehensive range of care 
services to individuals and their families, across all institutional settings, Ill 
close cooperation with other healthcare professionals and support workers. 
The provision of this care is inspired by the following considerations: 

1. Person Centred - Nursing and midwifery provide person-centred care to 
individuals and their families based on an understanding of their speafic 
needs. In doing this the nurse and midwife acts at all times in the 
interests of the person. 

2. Relationship baaed - In the provision of patient centred care, nurses 
and midwives build up a relationship of empathy with the individual, 
based on respect and consideration for the individual and animated by 
the values of equality, esteem, meaning, safety and trust. 

3. Holistic - The care provided by the nurse and midwife focuses on the 
totality of the person, physical, psychosocial, emotional. It is also 
sensitive to the cultural circumstances of the individual. It is based on the 
values of respect for diversity. 

4. Education and lnfonnation -The care provided by the nurse or midwife 
is focused on promoting self reliance and independence in the individual. 
This includes providing them with the wherewithal to be able to become 
independent. It extends beyond the individual to their families and 
communities in order to ensure that support mechanisms are empowered 
to assist 

5• Coordination - Nurses and midwives ensure that the individual has 
access to whatever is required to assist them to achieve self-reliance and 
independence. This includes coordinating the inputs of other 
professionals, making technology available as required and takifl9 
charge of environmental management issues that affect the well being of 
the individual. 

367 



6. Continuity - Nurses and midwives will provide care in whatever setting 

best meets the needs of the individual and of the services. This will 

include aoute and primary settings and will involve spanning the 

boundaries of both by following the patient throughout the system. In 

providing this care, the nurse and midwife will act as part of a 

multidisciplinary team. either as member or as leader, as needed. 

7. Knowledge and Skills - Nurses and midwives invest in therr own 

education and development, fully aware that clinical wisdom oomes 

about as a result of experience combined with knowledge and 

understanding. Competence development is an essential ingredient in 

the accountability values that nurses and midwives build into their 

professional practice. Nurses and midwives see themselves as 

professionals who combine science and art in the interests of the 

individual under their care. This will also include the development of 

specialist knowledge aimed at providing an enhanced level of care to 

target groups. 

8.5 Values 

The values that govern the work and conduct of nurses and midwives an !herr 

professional lives are outlined in the Code of Professional (;onduc{ for each 

Nurse and Midwife (An Bord Altranais. 2000c). The Code provides nurses and 

midwives with a framework wrthrn which to make deCisions and is intended 

also to promote high standards of professronal conduct. The values contallled 

in the code reflect the essence of nursrng (2 7) and can be sunvnansed as 

follows: 

1. Accountability - Nurses and midWives are accountable for !herr own 

practice. 

2· Safety - The safety of those in therr care is of paramount impo1130C8. 
3 · d not dJVulge rnformabon abOUt 
· Confidentiality - Nurses and midWives 

0 

those in their care. 
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4. Trust - Nurses and midwives do not betray the trust placed in them by 
patients and clients. 

5. lnfonnation - Nurses and midwives provide patients with information on 
their care in an appropriate manner. 

6. Sexual propriety and respect - Nurses and midwives do not make 
sexual advances to those in their care. 

7. Competence - Nurses and midwives base their professional judgement 
on their competence, which they have a duty to maintain. They also 
acknowledge when appropriate the limits of their competence. 

8. Conscientious - Nurses and midwives make known any conscientious 
objections they may have to practices. 

9. Shared responsibility - Nurses and midwives share the responsibility 
for care with other colleagues and must ensure that workload pressures 
do not jeopardise that care. 

10. Educate - Nurses and midwives have a duty to educate junior staff and 
to ensure that responsibilities are not delegated beyond levels of 
competence. 

11. Responsible- Nurses and midwives are responsible and accountable 
for the care provided by students under their supervision. 

12. Cooperation - Nurses and midwives cooperate with healthcare 
professionals and others to promote the health of the public. 

13. Life - Nurses and midwives work to preserve human life and, when 
death 1s imminent, to ensure that the patient dies with dignity. 

14. Public statements - Nurses and midwives make it clear when speaking 
In public whether they are expressing a personal or a professional 
opinion. 

15· Non<ommercial - Nurses and midwives do not use professional 
qualifiCations to promote commercial products. 

16· Gifts- Nurses and midwives do not accept gifts or favours that could be 
interpreted as wishing to exert undue influence or obtain preferential 
treatment 

17• Personal Health- Nurses and midwives take precautions to ensure that 
their state of health enables them to be competent in fulfilling thetr 
dulles. Abuse of drugs and alcohol adversely affects that competence. 
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18. Research ethics- Nurses and midwives have a responsibility to adhere 

to high standards of ethical practice in conducting or participating in 

research. 

AD of these values continue to be relevant in the context of this strategy. 

8.6 Objectives 

The long tenm objectives of the professions of nursing and midwifery must be 

to meet the expectations and requirements of all the major stakeholders in the 

health services, i.e. individual patients and clients, the general public. 

professional colleagues and co-workers, employers, policy makers and the 

Government. The objectives therefore. must reflect the reason for the 

existence of the professions and their mission within the health serviceS. The 

following set of objectives seeks to articulate what those expectations and 

reasons for existence are. 

In the context of the current reform of the health serviceS in Ireland. tt IS 

possible to identify three overarching objectives for nursing and midwifery· 

1. Improve the quality of care provided to patients and clients. 

2. Improve access to care for patients and clients 

3. Ensure the capacity to deliver timely and effective healthcare seMCeS 

The achievement of these overarching objectiveS tmplieS a further set d 

objectives for nursing and midwifery tn partiCUlar: 

1. To act as the principal coordtnator of care on behalf of the patient 01' 

client and to ensure that the care provided IS recused on the needs of 

the individual in both primary and acute setltnQS. 

2 f 
. and midwifery tn a manner 

· To expand the scope of practtce o nurstng 
. 1 nd cltents and enhances the 

that is responsive to the needs of patten s a 
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contribution of nursing and midwifery to the achievement of healthcare 
outcomes. This will include the management of patient caseloads and 
the development of nurse I midwife led clinics, involving generalist 
nurses and midwives, CNS/CMS and ANP/AMP as appropriate. 

3. To enhance the levels of cooperation between nursing and midwifery 
and other healthcare professionals and support workers in the context of 
multidisciplinary teams. 

4. To increase the presence of nursing and midwifery in the community 
based on health need. This implies a patient-centred, health focused, 
holistic nursing orientation to practice that is complementary to eKisting 
models of care delivery. It is not based on physician replacement, but on 
health need. It may involve providing alternatives to physician based 
services and may avoid the need for patients and clients to have access 
to physicians or acute services. 

5. To promote a positive understanding of health and approacheS to 
healthy living in patients, clients, their families and communities. This 
involves providing advice, information and education and is focused on 
empowering the individual to manage their own care and wellbeing. 

The achievement of these objectives will serve to meet the expectations and 
requirements of the key stakeholders within the health services and will 
ensure that the specific contribution of nursing and midwifery to the 
development of the healthcare services of the future is maximised. 

In order to achieve these objectives however, it will be necessary to put in 
place a number of strategies. The identification of these key strategies is the 
focus of the next section. 
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8.7 Key Strategies 

This section will identify the key strategies that need to be put in place to 

achieve the objectives of nursing and midwifery within the healthcare services 

while taking advantage of the strengths of the professions, tackling the 

weaknesses, exploiting the opportunities and avoiding the threats. 

The following strategies are proposed: 

1. Provide strategic coordination and leadership for the professions 

of nursing and midwifery- This includes: 

a. Devising ways to fill the leadership gap that exists within the 

professions 
b. Building mechanisms for coordination and communication across 

the professions 

c. Building professional identity of nursing and midwifery 

d. Promoting innovative approaches to professional development 

e. Promoting the use of joint appointments 

f.Devising innovative ways of communicating with staff nurses and 

midwives to promote and deepen their understanding of the 

essence of nursing and midWifery 

2. Contribute to the integration of healthcare services in cooperation 

with other healthcare professionals and supPOrt workers - This 

includes: 
t
. n 1rutiativeS aimed at 

a. Promoting and actiVely coopera eng 
1 

. t naoonal regeonat and tocal 
increasing the integratiOn of serveces a • 

levels 

b 
. wrth the serveces of the role that 

· Promoting an understandeng en 
I 

ch·eVlng greater integratiOn of 
nursing and midwifery can play n a 

1 

services 
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c. Promoting nursing and midwifery participation in multidisciplinary 

teams in acute and primary care settings 

d. Developing posts within service plans for appointments that span 

the boundaries between acute and primary care services. 

3. Devise and implement national, regional and local skill mix 

development plans -This includes: 

a. Building awareness and understanding of how skill mix initiatives 

can contribute to improving the quality and efficiency of care in 
different care settings 

b. Developing channels of communication with regulatory bodies and 

representative association of other healthcare professionals and 
support workers to promote innovative approaches to skill mix 

4. Develop nursing and midwifery services - This includes: 

5. 

a. Identifying priority service development areas in partnership with 

service managers at national, regional and local levels 

b. Promoting an understanding of how nursing and midwifery led 
services can contribute to the quality and efficiency of the services 

c. Supporting initiatives in primary and acute services for the 

development of services, either led by nurses and midwives, or 

with nurse and midwife participation, as appropriate. 

d. Cooperate with other healthcare professionals and support workers 
in the development of appropriate services at national, regional and 
local level. 

Build nursing and midwifery capacity in the community - This 
Includes: 

a. 

b. 

Cooperating with national, regional and local service managers 111 

the identification of health needs that can be met by nurses and 
midwives working in the community 

Engaging with national, regional and local service managers in 
mapping the areas in the community where greatest need tor 
nursing and midwifery presence exists 
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c. Developing nursing and midwifery follow-up services from acute 

healthcare settings, reaching out into the community, following up 

on patient needs 

d. Promoting within nursing and midwifery the concept of the nurse 1 

midwife in the community 

e. Influence the service planning process to ensure priority is given to 

increasing the presence of nurses and midwives in the community 

f.Encouraging a shift away from the provision of services in acute 

settings to the delivery of nurse and midwife led serviceS in the 

community. 

6. Review and renew the strategic plan for the professional 

development of nursing and midwifery - This strategic plan requires 

initial discussion at national level between key stakeholders in order to 

achieve buy in. Thereafter regular reviews of this strategy, including a 

review of the priorities identified within it in the light of changing 

circumstances within the health services and the changing needs of 

patients and clients. 

8.8 Strategic Action Programmes 

In order to implement the strategies outlined 1n the previous section. it WID be 

necessary for concerted action by the key stakeholders 1nvolved in the health 

se!Vices. This will include -

Table 8.2 - Action Programmes, Stakeholders and Indicators 

-
Action Proarammes Stakeholders 

MNSIIIW of S~ 

t Provide strateclc OOHC, HSE, ABA, 
1.. ,ACtiOn plans IR II\ plate tD I!IIIN !pdershlp 

.~p thai t>USU """""1M pn>faaloftf 
coordination and National counc•l, 1 Medi.,.sml lot cooni!NtiOII M'd 
leadership for the Education • cornmun~UtiOIIICfOSS tile pn!fessiO"J.,.. 
professions of Institutions, drveloped 
nurslncand NMPOUs, Directors 

3 
Proft>SIOMI ldent•tYol nutso"' M'd 

midWifery of Nurslnl and • midWtfetY IS promoted ~ • serid of 
Midwifery stratKIC lntefVti'tiON 
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Action Programmes Stllkeholders Measure of Success 
4. Professional development for nurses and 

mldwiv~s Is prlorltlsed in service plannfnc 
and policy 

s. Joint appointments are evident throuahout 
the professions. 

6. The essence of nursing and midwifery Is 
promoted throu&h a series of strategic 
communications exercised with the 
professions. 

2. Contribute to tho HSE, National 1. Strategic action plans are agreed to promote 
inteJratlon of Council, NMPDUs, the int~gration of s~rvices at national, 
healthcane services Directors of Nursing regional and local levels 
In cooperation and Midwifery 2. Communications plans are In place 
with other throu&hout the services to promote the role 
hulthcare that nursing and midwifery can play in professionals and achieving greater Integration of servlcts support workers 3. Nationwide plans are In place to build the 

participation fy nursing and midwifery 
participation in multidisciplinary teams In 
acute and primary care settings 

4. ~Nice plans make provision for makina 
appointments that span the boundaries 
between acute and primary care services. 

3. Devise and DoHC, HSE, National 1. Communications, training and development Imp foment Council, NMPDUs, plans are in place aimed at building n.~tional, rqjonal Directors of Nursing awareness and understanding of how sl<•ll and local skill mbc and Midwifery mix initiatives can contribute to improvlns development plans the quality and efficiency of care in different 
care settings 

2. Detailed discussions take place with 
regulatory bodies and representative 
association of other healthcare professionals 
and support workers to promote innovatwe 
approaches to skill mix 

4. Develop nuninc HSE, National 1. Priority service development area~ are and midwifery Council, Education identified in partnership with service services Institutions, managers at national, regional and local NMPDUs, Olnectors levels 
of Nursing and 2. Communications, training and developmenr Midwifery Initiatives are in place aimed at promotl"i an 

understanding of how nursing and midwde<Y 
led services can contribute to the qualitY and 
efficiency of the services 

3. ~ice plans provide for the support of 
Initiatives In primary and acute services for 
the development of services, either led bV 
nurses and midwives, or with nurse and 
midwife participation, as appropriate. 

4. Cooperate with other healthcare 
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Action Programmes SU.keholders Measure of Succ-
professionals and support work<!rs in the 
d~lopment of appropriate services at 
national, regionlll and local level. 

5. Bulkl nursinc and HSE, Nattonal 1. Coope,.IIOII medw1isms enst with national 

midwifery eotpaclty Council, Edueottton regional and local service manasers in Ute ' 

in the community lnstitutoons, idenllfation of hWth needs that can be 

NMPOUS, Olrectocs met by nurses lind midwives woRirC in the 

of Nurslns and communtty 

Midwifery 2. Nurses •nd midwives ~with l1lltioMI, 
regional and local seM<e mllfi.,S ., 

mappons the areas In the commuNIV where 

srutest need for nurslns lind midwife1v 
presence ex~stS 

3. Nursinl and mtdwiferv fol!ow-up servltes 
from I(Uio healthcire settitlgS, reachlns out 
Into the community, followins up on patient 
noeds, are developed. 

•• 
St,.tegjc communications and promotion 
exertlses exist t promote W1thin nurslnl and 
midwifory tho concept of the nurse I midwife 

in the community 
s. service plans s1ve priority to increastns the 

presence of nurses and midwiveS In the 

community 
6. Incentives e~ISI to encourage a shift .wov 

from tho provision of services tn acute 
settings to the dobvery of nurso and midwofe 
~d services in the community. 

6. Review and renew DoHC, HSE, ABA. 
This strategic plan reqU>res Initial dJSlll~ at 

the strategic plan National Council, 
national level between keY stalttholciets ., ordet 

for the Education 
to achieve buY in. Thereafter,......... ..-ws of 

professional Institutions, 
thls svateCY is reqwed. tndud•nc • -of the 

development of NMPDUs, DirectOrs 
pnonties ideftulled wtthln 11 ;n the lil"t of 

nursincand of Nursonc and 
chans•ns QIUimsunces Wlthin the hell-.ll 

midwffery Midwifery 
semces and tho dlanli"C needs of pat.ents and 

dlents. 
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8.9 Conclusion - Next Steps 

The next steps in this process involve the generation of ownership of the 
outcomes of the research. This will require detailed engagement with the 
leaders of the services, at executive and policy level, and the creation of 
structures for coordination and communication within the professions. It wil 
also require the dissemination of the messages of the research throughout the 
profession through the means of publications, seminars, wornshops and 
conferences. The adoption of this strategy will require further detailed 
negotiation and development 

An important dimension of strategic planning is that of timing. It is important to 
have a clear time frame for a strategy as this will provide a sense of purpose 
and will define the urgency with which tasks need to be tackled. Wrth this in 
mind, the strategy for the professional development of nursing and midwifery 
should be implemented over a 1 0 year time frame with review points 
throughout the period. The detailed indicators for each year need to be 
negotiated with the individual stakeholders. At the end of year three, it should 
be reviSed and a new five year strategy should be devised. This should 
provide the opportunity for a rolling dynamic strategic development process to 
be introduced into the planning and development of the profession in Ireland. 
This dynamic approach to strategic planning for the profession is required in 
order to adapt to the changes that will occur at a fast pace within the health 
services of the future. Details of the timing of specific elements of the strategy 
win be the subject of the negotiation and development involved in the ne.xl 
steps. 

This research does not pretend to be complete; by its very nature it needs 10 
be constantly refreshed and updated. It is, however, an important step along 
the way to buikllng a future for the professions of nursing and midwifery withill 
a changing health service that takes advantage of the richness of the role the 
professions can play. But it should not remain cast in stone; it should evolVe 
and develop, adapt and change. 
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Appendix 1 - HSE Ins titutional Map of Functions-
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Appendix 2 - Health and Social Personal Services -
Institutional Map of Functions57 
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This chart has been developed based on infonnatlon contained on the website of the HSE 

btto !twww hse ielen/AbouUheHSEIOurStruclurel (accessed In September 2007). 
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Appendix 3- Commission on Nuf'SI'ng S - ummary of Progresa 

1. Regulation of the Profession _ 

~ The recommendations in Chapter 4 - Regulation of the 

Profession are being addressed in ..._ conte of u... xt the Nurses 

(Amendment) Bill 2007 

The Healthcare assistants Programme was rolled out in 2003. 

2. Preparation for the Profession _ 

3. 

>- Nursing degree in General, Psychiatric and lntelle dual Disability 

Nursing was introduced in 2002 

18 Centres for Nurse Education have been established. 

The Nursing career Centre was established to promote nursing 

as a career. 

40 sponsorships for mature student applications ava•lable 

annually. 

Professional Development-

) The National Council for the Professional Development of 

Nursing and Midwifery was established in 1999. 

Clinical career pathway framework of generalist. speaalist and 

advanced practice has been established 

Frameworks for the establishment of Clinical Nurse I Midwife 

Specialist posts and Advanced Nurse I Midwife PractitiOner posts 

Roles including core concepts haVe been defined 

Eight Nursing and Midwifery Planning and DeveJopment UnitS 

(NMPDUs) have been established 

Part of the role of the NMPDU inCludes OY8fS88ing the prov.s10n 

of continuing nursing and midwiferY ecluc;ation for • health area 

Joint appointment between Health Research Board and NatiOnal 

Council established for the promolion of research Wllhll1 nut'SIIlg 

. bliShed in 2003 and research 

Nurs.ng Research Strategy pu 

committee established. 
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4. The Role of Nurses and Midwives in the Management of Services-
J> A Chief Nursing Officer was appointed in 1998 to the DoHC. 

J> The role of the Chief Nursing Officer includes playing a crucial 
role in the central planning and strategic development of nursing 
and midwifery and strengthening the workforce planning, 

professional leadership and quality assurance functions in the 

DoH C. 

}> The Nursing and Midwifery Resource: Final Report of the 
Steering Group Towards Workforce Planning was published in 

2002. 

J> Two supporting texts relating to the study: Guidance for Best 
Practice on the Recruitment of Overseas Nurses and Midwives was 
published in December 2001 , and The Report of the National Study 

of Turnover in Nursing and Midwifery was published in 2002. 

Jo> Nursing and Midwifery planning and Development Units 

> 

(NMPDU) established in each health area, with a strategic planning 

and policy development role. It was intended that the Directors of 
NMPDUs should operate at a strategic planning level. 

The Commission defined the role of senior nursing and 

midwifery management as being to provide strategic and clinical 

leadership and direction for nursing and midwifery and related 

services. In order to emphasise this role, the title of all Matrons in 
large acute hospitals and Chief Nursing Officers in psychiatric 

services was changed to Director of Nursing. 

Matrons of smaller hospitals (bands 3, 4 and 5) were to combine 

a professional development role with detailed management 

responsibilities and should be given more explicit involvement in 

the determination of the budget and greater control and 

responsibility over its utilisation. The implementation of thiS 

recommendation varies throughout the country. 

The Commission recommended that middle nursing and 

midwifery management should have a defined management role 
and not merely a 'gatekeeping' administrative function. The 
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implementation of this recommendation varies throughout the 

country. 

The Commission recommended that first line nursing n 

midwifery management should fulfil the following functions: 

professional clinical leadership; staffing and staff development; 

resource management facilitating convnunicalion. Management 

skills training was to be given. In recognition of these roles n ot 

the differences in institutional settings in which first line nursing n 

midwifery management works, a new grading structure and title 

changes have been introduced: - Clinical Nurse Manager 1 Of 

clinical Midwife Manager 1 (reporting to a clinical Nurse or Midwife 

Manager 2 ); Clinical Nurse Manager 2 Of Clinical Midwife Manager 

2 (in charge of a ward ~r unit area); Clinical Nurse Manager 3 Of 

Clinical Midwife Manager 3 (in charge of a department) 

5. Nursing in the Community-

"> National Strategy for Nursing and Mldwifefy in the COfnmunlty 

' , 

> 

(NAMIC) - Steering Group overseeing the dewllopment of the 

strategy met on thirteen occasions beMeen November 2001 and 

October 2003. A final draft which included template and adiOn plan 

was discussed. The report has not been published 

In 2004, the requirement for rnidwifety qualification fOf entJy to 

the Public Health Nurse DiplOfM was removed and substrtUted by 

a module in maternity and child care 

The title Superintendent Public Health Nurse has been changed 

to Director of Public Health Nursing; the title SeniOI' Public Health 

Nurse has been changed to Assistant [)ir8Ctor PubliC Health 

Nursing. 

Registered general nurses as part of the communi!)' nursii'IQ 

team are in place, with on going dewelopm8nll 

To enhance the delivery of intetJedU&l diSibdlty nui'Sing I8IV10H 

b Ltv Cbn.cal Nurse ~11$11 ere 

- 23 Community Intellectual 0188 '"'' 

in place with more in development. 



~ To ensure an enhanced community mental health nursing 
service - 252 Community Mental Health Clinical Nurse Specialists 
and 1 Advanced Nurse Practitioner are in place with more in 
development. 

~ Practice Nurse coordinators have been established in each 
health area and are attached to the NMPOU, to assist in supporting 
the development needs of practice nurses. 

6. Nursing in Care of the Elderly -

7. 

8. 

>- Nurse Advisor/Palliative Care post was established in DoHC in 
2002. 

>- Regional Practice Development coordinators in care of older 
persons are attached to the NMPOU, responsible for the 
development of guidelines, and policies for acute, community and 
nursing homes. 

:.- 46 Clinical Nurse Specialists and 1 Advanced Nurse Practitioner 
in Care of Older Person have been established. 

,.. Centres of Nurse Education have completed a needs analysis of 
training needs for nurses working in care of the older person. Short 
education programmes are in place. 

Midwifery 

>- A direct entry degree programme in Midwifery commenced in 
2006. 

Children's Nursing -

' In 2004 the title Sick Children's Nurse was replaced with the 
title Registered Children's Nurse (RCN). 

A direct entry degree programme in Registered Children's 
Nursing I General Nursing commenced in 2006. 
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Appendix 4- Extract from a Speech by Minister for Health d 

Childr~n, .Mr. Brian C~wen, at the launch of the Report 0,S~e 
Comm1ss1on on Nursmg 

Extract from a speech by the Minister for Health and Children. Mr Bnan 

Cowen, on the publication of the Report of the Commission on Nursing at 

Dublin Castle on the 161
h September 1998 (OoHC, 1998}: 

As the Commission's Report says, the nursing profession 

is e cornerstone of the health seNices. I therefore view the 

publication of this report as a vety significant event in 

tenns of the 31,000 nurses who worlc within the public 

health service and for the future of the health services. I 

am also very aware that there had been a vacuum in the 

area of nursing over the last number of years. and that the 

absence of a major review of nursing In itseff contributed 

to the feeling that nursing needed to move in a partiCular 

direction but that this direction had not been fully mapped 

out. This reporl being published today fills that void, and 

allows us to chart e steady course for the future 

development of nursing and midWifety wtthin the health 

services. The aim of the 'Report of the ComfTIIssion on 

Nursing, A Blueprint for the Future: is to develOp the 

profession of nursing. Its recommendations are designed 

to free the profession from contiOis, practiCes and 

attitudes that have held nursing and midwrfe/Y 
111 check. 

and which heve prevented it achi8Wifl its full potenltel 
111 

the health services end in sociely. 
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Appendix 5 - Policy Initiatives, Reports and Publications of 
the National Council- 2001 to 2006 

Year llnitiaUvel Report 1 Publication 

2001 

Criteria and Process for the allocation of 
additional funding for continuing 
education (February) 

Clinical Nurae l Midwife Specialists
Intermediate Pathway (April) 

Framewort< for the establishment of 
Advanced Nurae Practitioner 1nd 
Advanced Midwife Practitioner Posts 
(May) 

National Council Newsletter, Issue 1 to 4 

2002 

Guidelines on the Development of 
Courses Preparing Nul'lles and Midwives 
as Clinical Nurae I Midwife Specialists 
and Advanced Nul'lle 1 Midwife 
Practitionera (MIY) 

National Council Newsletter, Issues 5 to 8 

2003 

Agenda for the Future Professional 
Development of Nursing and Mldwif (May) ery 

Summary 

Th1s document outlines the criteria and processes 1 

involved in the allocation of additional funding lor 
continuing professional development and educationb 
nurses and midwives 

This document outlines the process for establis."r"c'
1 

of CNS/CMS posts and the cnteria that nurses n 
midwives must meet In order to become CNSs/CI!Sl 

This document provides a definition of the role of Ali 
I AMP and defines the criteria that nurses re 
midwives must meet to in order to bealr'l 
AN Psi AMPs. 

The newsletter of the National Council was introdUCIId 
In 2001 and was Intended as a platform for the 
dissemination of Information and analysis of iswes rJ 
relevance to nurses and midwives in Ireland. 

This document was produced to assist providers ol 
continuing I post-registration education pr~rammes 
for CNS I CMS and for ANP I AMPs. It provideS 
guidelines in relation to development design and 
evaluation of programmes. 

I 

The Newsletter continued to provide inform~~,!, I 
developments of relevance to nursing and [lliU"";: 
Ireland. In this year a detailed senes of analySeS 
the Implications of the Health ServiCe Re~ ', 
Programme was introduced aimed at fam~fa11Sl09 
nurses and midwives with the detans and im~ I 
of the reform programme 1 

_.; 

tfonally~ A consultation process was earned out oa held.,.; 
March 2002 to March 2003. Workshops ~ rJ f:t 
Directors of Nursing and Midwifery. Otr ~ 
Nurstng and Midwifery Ptanmng and De~ d 
Units, and nurses and midwiVes trom al !OSwfl 
the register. Submissions were called for and

10
- b' 

received. The report benchmart<s progress ell~' 
aeneral m1dwife_r:y" mental healltl 
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I Year / Initiative I Report I Publication ......., 
Intellectual dllabilily and older 1*1011lllnlng IIIII MIS 

the agenda for a debate on options, direction 11111 

actJons . for the fubn. CPO emetgn a the 

predom1118111 issue in this report for ..... of nullllg 

lo SUppolt dewllopillg 11U1'110Q and llliltwllel y prKIICe 10 

modem health &IIUdl.viS 

These guidellles ... amed lllldMduai nursM and 

Guidelines for Portfolio Development for midwives worlling 11 the lute~clid of~ 

Nul'lttl and Midwives (September) delivefy, for the IIUfPOS8 of -!Jtllg them lo ldenllfy 1 

rafted upon and record the contrt1u11on they 11111<e 10 I 

dnd and nli'ecl c:ara. IOCOUI"Iging them lo IIDre 

r&COida of their de~~elopmetd 10 a cohel•rtand 

structured -llld providing~ and 

information on achiiYIOII thw indMdual pr oflra'OMI 

goals Wllhll the oontexl of the needl of the hNIIh 

service 

Thla documenl- produced ID allltiTIINIIII'S of 

Guidelines for Health Service Providera health lllfYicls rn the se' r ;;to; rn of rndMduall Mllcrlg 

for the Selection of Nurses and MidwiYee financial support 1o pursue fur1her educ:lbon and 

who might apply for financial support In professronal denl~ment 

lilting opportunities to pursue further 

ldueation (November) 

The NewsietiW conbnU8d to---and~ 
National Council New.letter, Issues II to informabon of relevlnce to the prolan ~ on l*l'CU• 

12 
detailed eXjAII 18b01rllld IOiflylll of the Hedh S...U 

Reform Progrlmllll- fellured 

2004 

Ar1 Evaluation of the Effectiveness of the 
Thrs report benChmarb the progreSI a( ~ 

Role of the Clinical Nurse I Midwife 
specialism 10 nunrng ll1d nl!dwrllly 11 lreWd ID llle 

~ lime ltellnd • 11 an Nf1Y ~~age of 

Specialist (January) develOP enl of ~ roleS wiN! I b D Ill I 1 

m out by the Repon d The 

~~ron:,~ (GcMfiW'IIOC of lrelan4 tiM); 

: c;oholts of CN$5/CWSI II polt hl'vt dfNI!f 
braCed the core coocepts of the role and hftt t1e111 

em ed lo rrnpiOit the QUIICy d care lot 

~nls there • o.oeMtreiiMIIII IU;lPIIIt b lilt 

. of the rc11 of the CNSICMS h Ill CINt 

~real po!en!lll for the toll 1D de\llcP i'la 

11111 there IS g lo serva need Thll repolt outiiMf 

~progress ll1d delo'tlell ~ lo 
cniJ(:alllr&8l bell region~~ 

Mure de<ei:Jil"*"' of roleS II ~ 
netJonll levels The report rneMt ofiiJOI'f 

rding roll de'>l'41!111'1l ~ pr 
regl • a( po&ll and .ml:l 

delleloprr.U. ~ .. l'lgClflllltld natJonf 
revrews d poliS on a 

baSIS 
~ of llle ntld ID !WI CPO 

Report on the Continuing Profeeaionll There • ~ Thrl f'IPOI1""*''*• CPO U. 

:!::lopment of Steff Nuraee end Staff 
orgarutafiOIIII=II nut181 and atrrlf ~ I 
retevanl 10 - of J!.tf ...,..-... ., .... 

ives (May) revle'IMg CPO lldN 
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Year /InitiatiVe / Report I Publication 

Framework for the Establishment of 
Advance Nurse and Advanced Midwife 
Practitioner Posts, 2"" Edition (July) 

Framework for the Establishment of 
Clinical Nurse I Midwife Specialist Posta, 
200 Edition (November) 

National Council Newsletter Issues 13 to 15 ' 

NCNM Quarterly Review, Issue 16 

2005 

An Evaluation of the Extent and Nature of 
Nurse Led I Midwife Led Servlcee In 
Ireland (April) 

Summary I 
competency achievement and maintenance reoevn~ 
serviCe need and personal profesSlOilal deve~ 
of staff nurses and staff midwives and career clioce 
relevant to CPO and competency of staff nurRS R 
staff midwives. In preparation for tins ~t;m 
methodology Included: a literature reView, w 
groups and questionnaire. Staff nurses from ~ 
mental health, ID and children's nursing <rod s:a1 
midwives were invited to partlclpate. Nurles and 
midwives from cities, towns and rural areas wn 
represented, as were those working m cornmtJI'Ay I'll 
in-patient sett1ngs. Recommendabons are maoe 
concerning the development of structures Ill ~ 
CPO for staff nurses and staff midwives 

This document. building on the framework outllnld J 
the first edition outlines the baCkground 10 et 
development of ANP/AMP posts in Ireland. It defiles 
ANP/AMP roles and ouUines the criteria ll1at nu!lel 
and midwives must meet to in order to b«:a"! 
ANPs/AMPs. It also provides guidance for manager\ 
nurses and midwives who are working throogh lt.t, 
processes. Templates are provided to assiSt Ill tf 
application processes. 

Th1s document. building on the 2001 edition, ~ 
the process for establishment of CNS/CMS posts~ , 
the criteria that nurses and midwives must meet: 
order to become CNSs/CMSs Core oompeteooes 
CNS posts are provided. 

The National Council Newsletter continued to be;~ 
as j:)latforms for the dissemination and analy . , 
information relevant to the development of n~!' 
m1dw1fery Within the Health ServiCeS. in .-~ 
detailed analysis of the HSRP continued. 

1 is 11131 ' 31 The nature of the informatK>fl and ana ys lla:l 
been provided in the National Council News'::'~ --as 
developed to such an extent at this pall1t lh a-6 1 cons1der appropriate to re-brand the Newsletter 
is now referred to as the NCNM Quarterly RevlfW 

- ,1 

e#"' I 
The terms of reference for the study were: to~ 
the literature pertaining to the nurse-I~:VmJd'o"!e
care services, identJfy the extent of nurs to ,ria 
led care services in Ireland and pmen:tt 
recommendations on future areas for develo tll()Cio109Y 
nurse-led/midwife-led care in Ireland. The~ 
employed consisted of focuS 9'?"ps. q uliJPIP1 d and a literature review. The diVersity and m 
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Yur /Initiative I Report I Publication 

Clnlc&l Nurse Specialist and Advanced 

Nine Practitioner Rolea In Emergency 

Dtpartments: A Position Paper (April) 

Agenda for the Future Professional 

Development of Public Health Nursing 

(June) 

A Study to Identify the Research Priorities 

lor Nursing and Midwifery In Ireland 
(June) 

Review of Nurses and Midwives In the 

Prescribing and Administration of 

:a-cllclnal Products -Final Report {June, 

olntly with An Bord Altranala) 

Review of Nurses and Midwives In the 

ThiS polltion P11* reviews PID!II- ol ape al=' 8lld 

advanced practice In 8IT1IIgiJIICY del)ll1mela 10 ~. 

idet11ffies key compoueuta ol roll da'uelcp~~~~d for 

specialist and advanced nUlling practice Wllhon an 

emergency context 8lld oudinellht - hi requn 

further development in Older fD enhance &IIVICI. A 

focused needs ISS II liiOl for nwllgll'l. p!OIIided 

This document • 
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Year /Initiative/ Report I Publication 

Prescribing and Administration of 
Medicinal Producta- Summary (June, 
jointly with An Bord Altranala) 

The Development of Joint Appolntmenta: 
A Framework for lriah Nursing and 
Midwifery (September) 

Service Needs Analyais for Clinical Nurse 
I Midwife Speciallata and Advanced Nurse 
I Mldwit. Practitioner Posta (September) 

Preliminary Evaluation of the Role of the 
Advanced Nurse Practitioner (September) 

NCNM Quarterly Review, luue 17 to 20 

2006 

Guidellnea for Portfolio Development for 
Nuraea and Mldwlvea, 2nd Edition 
{February) 

Report on the Buellne Survey of 
Research Activity In lriah Nuraing and 
Mldwit.ry (February) 

Summary I 

This document provides guidance m the bm rJ , 1 

trameworl< for institutions and Individuals lnvo~Yed, 
making joint appointments between services, voiUII!ar) 
organisations, educational Institutions and I 01 ol!ie 
organisabons. The report provides an ovetvft d 
national and international literature and expenetUS 
The need for clear structures and suppons ;n 
identified as critical success factors. The Nabcni 
Council has created a frameworl< asslsbng tw 
Involved in planning such roles. 

This paper identifies factors necessary for a seMCe II! 
conduct a needs analysis to determine w11e118 
Specialist or Advanced Practice levels of NUIV9 .. , 
Midwifery Practice are required to deliver a hogh Cll'ili4 
service. A business case template is prov1ded 

This report shows that the roles have been wc:ceWJ 
where they have been introduced. The roles r. 
spread over a wide variety of care areas. llldol:*9 
that roles have developed in response to Ilea:> 
service need. The strong clinical focus of the ANP role 
Identified In the study suggests that one of the ~ 
aims of the Commission on Nursing {~ 
Ireland, 1998), namely, the retention of expel! raMi 
in direct patient care. I 

·' The Quarterly Review continues to_ be used as; 
platform for the analysis and dJSsernonatol 
information of relevance to the professiOn Ill ;re 
context of developments within the Health ServiCeS· 

These guidelines are aimed at indMdual nu~~ 
midwives working at the forefront of hea 
delivery, for the purpose of assisbng them to.:;~ 
reflect upon and record the comnbuboll theY ~ 
direct and Indirect care, encourag1ng them 10

1 
r'll 

records of their development In a coheren a:id 
structured manner and pro111dlng gul~~a'd 
information on achieving their Individual~ 
goals W1th1n the context of the needs of the Oil .., . 
se.rviCe. This publication provides an _updsteourd 11 onglnal document published by the National C lll)ll\l 
2003 The document prov1des 14 sam~ 
sheets and is accompanied by a CO .,-.d ~ 
MICtosoft Word versions of the record she&ll 
Adobe Acrobat pdf version of the Guidelines 

This report provides a picture of nur51119 and ;::;J, 
resean;h activity 1n Ireland tor the peood ~ 
2002 to 2004. A number of recommended 
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r Year /Initiative I Report I Publication 

I A Guide to Sharing Practice and Quality 

Developments with Other Colleagues 

!June) 

lltaaurement of Nursing and Midwifery 

lrUrventlons: Guidance and Resource 

I Pack (September) 

!Improving the Patient Journey
Understsnding Integrated Care Pathways 

{September) 

NCNII Quarterly Review, Issues 21 to 24 

support the recommendations at the Na1Jona1 

Research stralegy for Nursing and Mlclwlrely 11lrellnd 

(OoHC, p 9). Other recommendations .. Mt cut for 

building upon 1he baseline established by thll pmJeC:t 

This publiCation is lntanded to help nur1e1 ancs 

midwives prepare deta•ls af p!8Cbce n QUillty 

developments for inclusoon on tile Nlbonal CoYrd's 

all-Ireland on-line practice and qualiy d8labaM 

This is a two-part document Pelt one coiliiilll "'JJf' 

on a study af nul5lng end l11ldiMfel y llltierYei 11101 11 lnd 

lhe measwement at IIlii' outcome~ tlbig pllr:e In 

Ireland. Part two conta111 1he Guidance n Rnoua 

Pack, which - to ISSl5t -· ~ and 
services to select and - nil!'llng n ~ 
1nterven1Jons as part af a quality ~ in4Jallft 

The document IS accoupiilied by I CO CUIIIWWIJI 

Adobe AGroblll pdf versions af tile IYiO boOics 

This publlcabon 11111S 1o piCI1l04II tile 11M af HWyi..S 

care pathways by nurses and rndwlves '" order to 

Improve the patient's PJfftf!t 

The Quarterty R8'/ie'W conllnueS to be UNCI • I 

platform for the ;wlylos end diuemonllbon d 

•nformabon af reJevar1Ce 1D 11W pel& II ~, _, N 

context of develOpments Within lhe ......, 5eM:el 
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Appendix 6 - List of Approved ANP I AMP Posts (October, 
2007) 

AMP Posts approved 
AMP (Women's Health) x I 
ANP Posts approved 
ANP ~reast Care) x I 
ANP Cardiology) x 2 
ANP Cardiothoracic) x 3 
ANP Care of the Older Person) x 1 
ANP Child &. Adolescent Mental Health &. Psychotherapy) x I 
ANP Clu ldren' s Emergency) x 2 
ANP Children's Renal)x I 
ANP Col!llitive Behavioural Therapy) x 2 
ANP Community Older AdultS) x I 
ANl' :Diabetes) x 3 
ANP (Emer~tencv) x 39 
ANP (Em~ene}' cardiology) x I 
ANP (Gastroenterolo~tv) x I 
ANP Cliaematology) x 2 
ANP Haematology Oncology) x I 
ANP Heart Failure) x I 
ANP NeonatololtY) x 3 
ANP Older Person with Dementia) x 2 
ANP (Oncology) x 3 
ANP Pain Management) x I 
ANP Palliative Care) x I 
ANP Care)x2 
Al\'P Rheumatology) x I 
ANP (Sexual Health) x I 
ANP (Stroke Care) x I 
ANP (Urology) x 1 
ANP (Women's Health) x 2 
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Appendix 7 - Lis t of Approved CNS I CMS Posts (October, 

2007) 

TITLE AND NUMBER OF POSTS 

Acute Mental Health 1 

Acute Mental Health Care 1 

Aarte Pain Management 2 

Addiction CounsellinR 24 

Addiction Counsellor 24 

AddictiOns 1 

Addictions I Detoxification 2 

Adoltscent Mental Health 1 

Adu~ Physical Disabilities and Rehabil•tattan 1 

Adults with Autistic Soectrum Disorder 1 

Adults with Chronic Phvslcal Disabilities 1 

Affective Disorders 5 

lABelllJ Related Care 
1 

! Ntwrvs ManaRement 
1 

Airways(Tracheostomy 
1 

Alcohol Addiction Counselling 
1 

AkcltOI Counselling 
2 

Alternative and AuRmentatlve Communication 2 

Alzl1elmer/Dementia Care 
1 
1 

Anaesthetic Support 1 
Anticoagulant 2 
Aphtresfs 1 
Assertive Outreach Mental Health 

' A.stJuna 1 
~um Seeker Health Assessment 1 
Attention Deficit/Hyperactive Disorder 1 
Autism Hype~ve Disorder 2 
Autism Therapist 1 
Autistic Spectrum Disorders 3 
Autotransfuslon a 
Behaviour Management 1 

~ur Nurse Chal~nging Behaviour Unit 1 

Behaviour Nurse Psychotherapist 2 

Se~avlour Nurse Therapist 2S 

~rTherapy I 

Behavioural Nurse Psychotherapist ' 
Behavioural Psychotherapy 2 

Behavioural Therapist 1 

Behavioural Therapy 1 

-~•vement 13 

Se.eavement Counselling ' 
Bone Bank Co-ordinator 1 

~Marrow Registrv Co-ordination 1 

Bone Marrow Transplant Co-ordinator 1 

~Tumour 1 

._BralttWave Communltv, Epilepsy 
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TmE AND NUMBER OF POSTS 
S..east C..re 23 
Breastfeedlng 1 
C..ncerC..re 2 
C..ncer Co-ordinator 3 
CAPO 2 
Cardiac Disease 1 
C..rdlac Disease Management 2 
C..rdlac Rehabilitation 27 
C..rdiac Services 4 
Cardiolotlv 10 
C..rdiology/Olest Pain 1 
C..rdlo-Pulmonary Resuscitation 10 
C..rdlo-Pulmonary Resusdtation • Neonatal 1 
C..re of the Elderly 1 
C..re of the Elderly·leamlng Disabilities 1 
C..re of the Older Person 1 
Olallen&lng Behaviour 4 
Olallenl!ln11 Behaviour SUppon 1 
Clemo therapy 3 
Chtsl Pain 7 
Chtsl Pain Assessment 5 
Oltld & Adolescent Mental Health 3 
Child & Adolescent Psychiatry 5 
Child & Adolescent Psychiatry liaison 1 
Child & Family Counselling 1 
Child Psvchlatry 

1 
Chronic Kidney Disease (Pre Renal) 1 
ChroniC R~l Failure 

1 I Co!rnltlve Behaviour Therapy 
1 

I Colnltlve Behavioural PsvchotheraDist 1 
I ColnltiW Behavioural Therapy 

4 
Coloproctolo&v 

2 Coloreaal 
2 Colposcopy 
4 

Community Child & Adolescent Psvchlatry 36 -Community Early Services 
1 Communltv Gt!rontoloBY 
1 Community lnteRectual Otsabihty 4 

Community lnteUeaualllisabW.ty Nursin& 5 Communoty Mental Handicap 
16 -Community Mental Health 
24 -Communltv Mental Health Nurse 
207 -Community Mental Health..Oider Person 
1 Community Paediatrics 
1 Community Psychiatry of Old Ail 
9 Community Rehabilitation of the Older Person 
1 -Com_ptementary Therapies 
1 -Com~mentary Therapy 
4 -ComDiementary/SUpi>OftM Therapies 
1 -ComDiementarvtsu · The~es (Older Persons) 1 Consutration Uaison Psvchlatry 
1 Continence Advice 
4 Continence Advisor 
1 -
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nTL£ AND NUMBER Of POSTS 

Continence Management Elderly Care Services 2 

Continence Promotion 9 

Contine~ Promotion In Learning Disabilities 2 

Continence/Urodynamlcs 1 

Cootinuous Amlxllatory Peritoneal Dialysis 3 

COtJnselllng 
10 

Counselling & Psychotherapy 4 

Counsellor 
3 

CtN!Ne, Dillf!rslonal & Recrutional Activation 10 

Crisis Intervention 
3 

Crisis Intervention Ualson 1 

Crisis Outreach Response 
3 

Critlcal Care 
1 

Cystic Fibrosis 
16 

I Cystic Fibrosis Ualson 
2 

Deliberate Self Harm 
1 

Dementia 
3 

Dementia care 
6 

Dermatology 
23 

Oi1betes 
62 

Ol.lbetes ·Community 
1 

Diabetes· Primary Care 
1 

Diabetes I Endocrine 
2 

!Mberes and Obesity 
1 

Diabetes Liaison 
I 

DYbetes Uaison • Primary~Care 
1 

Diabetes Nurse Education 
I 

DYbetlc care 
I 

Disabilities 
3 

Oove:sional & Recreational Activation 
1 

Dlverslonal & Recreational Activation for the Older Person 
1 

Olversional Therapy 
2 

Divisional Therapy/Health Promotion 
1 

DOMINO Early Discharge Team 
2 
I 

Drama Therapy I 

~Court 3 

DI\Jgs Ualson I 

a 16 

Eat1y Intervention 1 

~ Intervention • Autism 2 

Early Intervention. Disabilities ) 

Eatlng Disorders I 

Elderly Assessment 1 

E~enveare 
, 

Emergency Practice I 

Endocrine Ualson I 

Endocrine Nurse Specialist I 

Enduring Mental Illness 1 

EHT I 

ENT Assessment • Emergency OeDt 
2 

EHTfHead and Neck 
I 

~ermolysis Bullosa Ualson I' 
Ep;~ 

428 



TITlE AND NUMBER OF POSTS 
Epilepsy & Health Promotion 1 
Falls/ Osteoporosis 2 
Falls/BlackoUtS 2 
Family & Marital Therapist 2 
Family Therapist 8 
Famllv Therapy 8 
Fam1lv Therapy Nurse 1 
FeedinB & Nutrition 1 
foetal Assessment 7 
Foetal Assessment & Ultrasonosraphy 1 
Functional Gerontolosv 1 
GastroenteroloBY 3 
General Practice 202 
Genetics 1 
Gerontolotlcal Assessment 1 
GerontoloBital Rehabilitation 1 
Gerontal~ 5 
HaematoloBY 13 
Haematology/lnherrted disorders or toaBUlation 1 
Haematolo!!v/OncoloBY 3 
HaematoloBY/Oncology In Parent Education 1 
Haemosloblnopathy 

2 HaemophiUa 
2 Haemophilla & Related Disorders 
2 Haemovlallance 
15 

Haemovlallance •nd Blood Transfusion 1 
Haemovl&iJ•nce/Transluslon Surveillance 1 Head & Neck Oncolosv 

2 Health & Well Being 
1 Health Advisor 
4 

Health Assessment and Promotion In the older adult 1 Health Promot!on 
1 Health Promotion & Intervention 
4 

Health Promotion & Intervention - Intellectual Disability Nursing 1 Health PromOtion (Forensic) 
2 Health Promotion and Intervention 
1 Health Promotoon lor Ageing Adults with Intellectual Disability 1 Health Promotion In Intellectual Disabilities 
1 Hean Effodency 
1 Hean failure 
9 Hepatltls C 
1 -Hepatitis C Uason 
3 Hepatitis C Research 
1 H~.!!J!c>ly 
8 Hepatololv, HepautJs C 
1 HIV/AIOS Ualson 
2 -HIV/Inlectlous Dlseases 
2 -Home llued Mental Health Treatment 
1 Home Based Treatment-Acute PsYthlatry 
8 -Homelessness Lillson 
1 -llirarov Method 
2 -lmmunototY 
1 -lnlect100 Control 
53 -
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TITlE AND NUMBER OF POSTS 

WfC1ion ControVOcwpatlonal Hulth 1 

rlnfectlous Disease Ualson 1 

f IPfectioUS Diseases 2 

itlterratlve Counselllna 3 

f 1nterventional Radiolotv 1 

IIIVaslve Cardioloav 1 

loin! Replacement 1 

LIKtation 
u 

r Las« Therapy 
1 

Liaison (Self-Harm) 
1 

Uilson Mental Health 
1 

Ualson Psychiatry 
s 

UthotrlpSv 
1 

liver Transclant Coordinator 
3 

wnrcancer 
1 

lung Cancer Nursing 
1 

Wnf Transplant Co-ordinator 
1 

Lvmphodema 
2 

Male Genlto - Urlnarv Cancer 
1 

~mmoarachv 
1 

Mental Health Education 
I 

Mental Health In Adults with an lntellecrual ~bilily 
2 
I 

Mental Health Liaison I 
Mental Health Promotion I 
Mental Health Promotion & Intervention 1 

Mental Health Rehabilitation I 

Metabolic Disorder I 

Milrane/Headaclle 3 

Minor InJuries I 

~ lind Therapeutic Interventions I 

Motor Neuron Disease Uaison 3 

Multiple Sclerosis I 

Multiple Sclerosls/Neuro-lmmunoloav 3 

Neonatal I 

Neonatal & Paediatric Neurology I 

Neonatal Resuscitation 1 

Ne011atal Transition Home Service 1 

Neonatotoav 3 

N~roloi!V 7 
1 Neuro~ I 

Neuroloi!V liaison I 

Nlllrition 1 

Nutrition Support l3 

Oc:a.patlonaJ Health 2 

Old Age Psvcl11atry 2 

Older Peocle Nursing 
1 

Older Person Learning Disabilities &S 

Oncology 
13 

OncoioaV Uaison 
1 

OnooloRV"/ereast Care 
I 

Oncoio«vtPalllative Care 
12 

~thalmoloi!V 
2 

~lrnfc Assessment - Emer1e11CY Dept 
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TITLE AND NUMBER OF POSTS 
Ortho--.;a;crlc castlna & Splinting 6 
orthc).la~oa 2 
Ost~oorosls 1 
Paediatric Castlna 1 
Paediatric Diabetes 4 
Paedi;mic Ear Nose & Throat 1 
Paediatric EndocrinoiOIY 1 
Paediatric HaemodlatVsis 1 
Paedlttrlc Uaison 3 
Paed~tric Unk Nurse 1 
Paedoatrlc NeurolOIY 1 
Paediatric Oncology 1 
Paediatric Oncology Ualson 2 
Paedi<ltric OpthalmoiOI!V 1 
Paedi<ltric Orthopaedlts 1 
Paediatric Pain 1 
Paediatric Pain Management 1 
Paedlatr~c Radiology 1 
Paedi<ltric Renal 

1 
Paediatric Respiratory 

2 
Pain Control s 
Pain Manaaernent 

9 Pain Medici~ 
1 Palliative care 
75 

Palliative care ·leamlng Disabilities 1 Palliative care Inpatient Unit 
1 

P~li<ltlve Home Care 
137 

Parasuiclde I Deliberate Self Harm 1 Parent Educator 
1 ParklnJOns Disease 
1 ParklnJOn's Disease/AsPen 
1 Peri-ANesthesi;a 
1 Perrtoneal Dialysis 
2 PerJOnal Development Proarammes 
3 Phvsic.al & Mobility Habilitation 
1 Disabifrty With ~al Needs 
2 Plaster Care -Paediatric 
1 Pre Asswment 
1 Pre ~alive Assessment 
1 Pre-Khoolleamuw Dlsallllity & Autism 
1 Pnmarveare 
1 Primary Care (Mental Health) 
1 PSYthi<ltric Consultation Ualson 
2 ~,.;,-of Old Ale 
1 _Psyduatrv of Old Ale· Dementia Care 
1 ~o Oncolol!Y 
1 PsVChOsls 
1 lnterwn~ 
1 I Psvchothmlgy 
1 PsYChotic DiJOrders 
2 Rehabllnatlon • Mental Health 
2 RehabilltabOn Care of the Older PerJOn 
1 Rehab<lltlbOn Nurs.na 
1 
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TTTU AHD NUMIEII Of POSTS 

Re~l 
5 

r Rtnal· Pre Transplant 1 

1 ~~en.t Anaemia 1 

Rt~l Transplantation Services 1 

· ~tt~~toductive Health Care 2 

1 R!sp;ratory 29 

1 R!spi(atory I Asthma 1 

Rtspimory Care ' 
Respiratory Care, Sleep Disorders 2 

I Respiratory Medidne 1 

R!splratory Nursing 1 

Resuscltatlon 
5 

hlmatolo&Y 
16 

School children with !11_eclal needs 1 

Sensory Integration & Therapeutic Pr~rammes 1 

I Serious and Endurin& Mental Illness 1 

I SeKual Hulth Promotion 
1 

SeKual Health/AIDS Ualson 
1 

Smoking Cessation ' 
Sm..,ng Cessation/Health Promotion 

1 

SocW & Vocational Rehabilitation 
1 

L Spinal Cord Injury- Liaison Nursing Service 
I 

LStm ee11 
1 

StOtN and Breast care 
1 

.Stoma Care 
20 

Stomatherapy 
2 

Stress Management/Bio-Feedback 
I 

Stroke Care 
l 

Stroke Management 1 Rehabilitation 
1 

Stroke Rehabilitation 
1 

Subsunce Misuse 
2 
1 

Substance Misuse Counsellor 1 

~rtedUving I 

~I liaison 1 

~at Pre-Assessment Clinic 2 
SYstemic family Theraj)y_ 1 

Therapeutic Apheresls 1 

Therapeutic Interventions in Elderly Care ll 

Therapeutic P~mmes 1 

Therapies, Mental Health Care for Older Peo£_1e 23 

nssue V~ability 1 

l~ I Haemovi_&ilance ID 

Transfusion Surveillance 1 

Tran_splant Liaison I 

Trauma and Minor InJuries I 

lrutment of Alcohol & Drug Use Disorders I 

lrutment Resistive Schizophrenia 1 

Ullrasonography 1 

Ultraso!"ography & Early Pregnancy Assessment ' 
~SOUnd ' 
Ultrasound and Foetal Assessment I 

~ G.t. Cancer 
7 

Y~mics 
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TITU AND NUMBER OF POSTS 
Urodyrlamics & Continence Promotion 1 
Urodvnamics/Rectal Manometry 1 
Urology 8 
Vascular 1 
Vocational Rehabilitation s 
Wound care s 
Wound care I TISsue Vlabilitv 1 
Young Persons Substance Misuse 1 
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Appendix 8 - Type of Nurse-Jed I Midwife-led Service end 

Numbers of Years Established 

Type of service Yean 
atablsllled 

Adult tissue viability clinic 7 

Adult me-assessment day-care 4 

Adult renal transplantation services 2 

Adult baemocromatosis services 2 

Adult ore-admission elective orthopaedics 2 

Admission/dischar~te plannin~ 
3-4 

Advanced nurse practitioner Accident & Emergence sen.ice I 

Alzheimer unit 
3 

Assessment and case manal!ement in day hoSDital 3 

Asylum seekers 
2 

Btbavioural therapy 
10 

Blood collection clinics ' 

Bone densitometry estimation 
3 

Cll!diac rehabilitation 
s 

Care of older person 
34 

Case mana~ement 
4 

Ci!Se manall:er home subvention 
1-10 

Child bealth screeninl! 
20-34 

j:ognltive behavioural therapy 
5-i 

ColPOscopy services . 
10 

Ccmmunity alcohol & substance misuse counsellinl! sel'\1ces 
7-8 
6 

CommunitY midwiferv 18 
CommunitY pro e (mental health) 4-28'" 
Continence assessment and management Not S~~«ificd 

Contiouin2 care 3-IS 

Convalescence care 8-20 
l>ay care services 2 
Deliberate self-harm liaison nurse 6 

Dementia care services " Dt\elooinR care plans 3 
Diabetes "" l>isability service - assessment of needs s 
~ inil!atioo ' 
~"transfer home scheme 20 

t!xtended care 4 

FilllliJv therapy services 4 

..f..oetaJ assessment 
......... ltul cart ... ta"Qt d 

• servtC8t ...... --
Whete the years are in mulbples more than one 

\'tall establiShed are given. 
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Generic counsellor: day services - 3 
Haemodialysis treatment 9 
Heart failure 2-3 
Home care 15 
Hospice dav care II 
Lactation 5 
Le11. ulcer clinic 1-4 
Lymphoedema clinic 7 
Midwife-led clinic 6 
Midwifen -led unit 6 months 
Midwives' clinics 15 
Minor injuries A & E 3 
Occuoational health 5 
Oncolo11.v senices 3 
Outreach clinics 3 
Paediatric cystic fibrosis clinic 14 
Paediatric/Adult diabetes services 14/5 
Paediatric endocrinolo2Y 9 Paediatric reSPiratory services 7 
Paediatric/adult dermatology 7/2 
Paediatric urolol!v 7 Palliative care 1-14 Parent craft classes 6-25 Patient assessment 4 Postnatal care 

IS 
care wound clinic 5 Rehabilitation services 2 Residential services 50 ReSDiratorv nurse clinic 

3 Resoite care 
3-10 ReSDite care (crisis) 
8 Respite c~ (olanned) 
8 School screening 
34 School service 
20-30 Substance abuse service 
Not suonlied Tberaneutic apbaeresis service 8months Tra"ellers' service 
10 Urodvnamics 
3 Wound care includinll.leg ulcer ement · oractice nursing 1-6 Women· s health - pmctice nursing 1-6 

435 



Appendix 9 - Type of Service that Directors of Nursing 1 

Midwifery are intending to introduce in the future 

I R~IY and cognitive behavioural sessions with self-referral to a n~-led community 

!tMCC 

j (}ay care service for older people 

Rheumatoloi!.Y 
A. 'II' in cain management 

rOut oatient cataract nurse-led clinic 

,Incontinence care in the older oerso-n 

fHeaJth promotion in the elderly 

Nurse-led ore-admission assessment service 

Challenstinlt behaviour 
Holistic assessment of clients in the community who may require elder!,· care 

'\urse-led clinic for clients "·ith endurinl! mental health difficulties 

Nurse-led liaison service (Mental healthl 

\urse-led community detoxification oro e 

Diabetic ANP 
Nurse-led colposcopy clinic 

Midwife-led early miscarriage clinic 

1 Mid\\ife-led admissions and dischaf"es 

Tissue viability 
Nurse-led oain management 

Midwiferv-led clinics 
Pre-foost-HIV testing sessions 

Nurse-led oalliative c.are via ANP oosts 

Nurse-led care and case management (c.ommunity cait) 

'>urse-led falls clinic 
Nurse-led therapeutic day hospital 

~lidwiferv-led ultrasonography service 

Midwiferv-led postnatal clinics 

Mid\\oiferv-led breast-feeding sunoort l!roUDS 

~llrse-led mental health promotion 

Nurse-led mental health rehabilitation 

Nurse-Jed cognitive behavioural nsvchotheranv 

Review of home birth services 

EatiD~t. drinkin2 and swallowin2 nurse-led clinic 

Nurse-led glaucoma clinic 

~..;'\urse.Jed theraoeutic apheresis 

Nurse-led platelet apheresis 

-A..~l' radiation induced toxicities . ave a normal ~ &lid 

J Midwifery-led services for healthy women likely to h 

~labour 
Nurse. Jed child health primarY screenin11 

t 'iurse.Jed cervical cytology clinics 

~urse-led community leg ulcer clinics 

/urse-led enuresis treatment clinic 

)>urse-ted child health service 
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Appendix 10- Recommendations from the Five Points Study 

In June 2004, An Bord Altranais commissioned a team of researchers from 
the Nursing and Midwifery Research Unit, School of Nursing, Midwifery and 
Health Systems, University College Dublin, to undertake a study into the 
points of entry into Irish Nursing. This study became known as the Five Points 
Project5' and was concluded In November 2005. The terms of reference of the 
study included the requirement to examine the rationale for and impact of 
maintaining the points of entry in respect of general nursing, psychiatric 
nursing, intellectual disability nursing, children's nursing and midwifery. 

The study concluded with a series of recommendations that summarise the 
overall approach to pre--registration entry to nursing and midwifery education 
tnat prevails in Ireland today. These were: 

1. Dlstinct registration education programmes should be retained in each 
of the five divisions of the Register. This recommendation permits the 
nurse or midwife to develop the knowledge and the competencies to 
undertake the discipline specific role for the division. This 
recommendation recognises the existence of unique client groups with 
unique needs and further recognises that there are various aspects of 
the health of the population, which need to be addressed by nurses 
and midwives with specialist training. 

2. The report endorsed the proposal to introduce pre-registration 
midwifery education and training60• The report concluded that the 
expanding role of midwifery, especially in relation to midwifery-led 
services, would best be met through the expansion of pre-registration 
midwifery programmes. 

• Available to download t hltD J•······ · a ,..,... nursrnoboaf!! te/enlsoon·five oomts aS!)l! • Ouec:t entry rrudwlf W'f programmes were subsequenuy Introduced in 2006. 
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3. The pre-registration midwifery programme of education and training 

should not be the only route of entry into midwifery education and 

training, and a post-registration entry option should be retained. 

4. The report also endorsed the proposal to introduce an integrated 

general and children's nursing degree programme
61

. 

5. The post-registration option for entry into children's nursing should be 

retained. 

6. Intellectual disability nursing should remain as a distinct division of the 

register. 

7. The post-registration option for entry into general nursing. psychiatne 

nursing and intellectual disability nursing should be re-lntroduced for 

nurses wishing to practice in these discipllnesel. 

" · n ree p!O!llllfft(lle ,_ ~ 
The combined children's and general pre-regJStratiO de9 

lltroduced in 2006. ~ 11 1:*'11 
tl . 007) h(l'118'i81 P'l' 

Th•s has not yet been Introduced (August 2 • 

given to the Introduction of this option for psychiatriC nursing 
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Appendix 11-lnformation on the Bologna Declaration 

The Bologna Declaration63 was signed by 31 representatives of 29 EU 
member states and accession candidates. It declares that by 2010 the 
following aims shall be reachedll-4: 

1. A system of easily readable and comparable degrees shall be 
Introduced, supported by the implementation of the Diploma 
Supplement 

2. Higher education course systems shall be based on two consecutive 
cycles: the undergraduate cycle, lasting three years, shall qualify 
students for employment, whereas the graduate cycle shall lead to 
Master's and! or doctorate degrees. 

3. In order to ensure student mobility through the transferability of their 
achievements, a credit system similar to ECTS shall be launched; 
credits shall also be obtainable in non-HE contexts such as life-long 
teaming. 

4. Student mobility and free movement shall be promoted. 
5. European co-operation in quality assurance shall be established. 
6. The European dimension shall be promoted in HE through curricula, 

inter-institutional co-operation and mobility schemes for both students 
and teachers/researchers. 

The Ministers for Education participating in the Bologna Process met in 
London in May 2007'5 and reaffirmed their commitment to the process. They 
stated that the aim is to replace the Bologna Process with the European 
Higher Educabon Area (EHEA) by 2010 and that by then there would be a 
single three year degree programme at undergraduate level throughout the 

10 
European Higher Educetlon Area - Joint Declarabon of tne European Ministers of 

Educa110n convened In Bologna on 19 June 1999 
" http /fwww Mfct ac ulllpanners/wg!!s!Jhnlt .. 

http 1/www diM goy ukl!ondonboloana/ 
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area. with mutually recognised standards and accreditation. The purpose of 

IllS is to increase mobility and employability through the area. 
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Appendix 12 - PRERG Terms of Reference 

The terms of reference for the group include: 

1. To prepare a comprehensive strategy for the development. delivery and 
evaluation of post-registration nursing and midwifery education. 

Preparation of the strategy will include reference to the following: 
a. Service requirements 

b. Professional requirements 

c. Relationship between professional competence and quality of 
patient care and safety 

d. Core principles of the Health Service Reform Programme 

e. Value for Money including sponsorship arrangements and 
monitoring service commitments 

f. Availability of clinical placements 

g. Access 

h. Geographical spread of educational provision 
i. Modes of delivery. 

l Existing partnerships between health service providers and Higher 
Education Institutions 

k. Potential for multi-professional education 

I. Existing related national and international legislation, policies and 
strategies, e.g. NQAI framework 

m Progresston and Transferability issues 

2 The Strategy will be informed by: 

a A baseline study which clearly details the existing scale of provision 

of post-registration nursing and midwifery education programmes 
and takes account of arrangements for and amount of health 
service funding. 

b An exam1nation of the need for the provision of post-registration 
programmes leading to registration with An Bord Altranais. 
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;. The strategy will result in the publication of an overarching framework for 

the development of future post-registration programmes including a 

preferred model for procuring and financing the dew:lopment and 

delivery of these programmes. 
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Appendix 13- PRERG Recommendations 

The PRERG commissioned a literature review to support and infonn its 
deliberations and recommendations. This review was carried out by a team of 
researchers at the Catherine McCauley School of Nursing and Midwifery. 
University College Cork. An interim report was produced in May 2007 and a 
final report was produced in July 2007. 

The review concluded with a series of recommendations in the areas of 
practice, education, policy and research: 

Practice 

• Consider the personal, professional and employment histories of staff 
wishing to pursue courses 

• Ensure that the burden for balancing personal and employment 
concerns are shared between nurses and midwives and their 
organisations 

• Ensure that nurses and midwives work in an environment in which 
new, innovatrve, relevant and appropriate practices are fostered and 
developed 

• Ensure services are developed to absorb nurses and midwives with 
newly acquired skills and knowledge 

• Recognise that nurses and midwives require additional support and 
supervision to apply their newly acquired knowledge and skills 

• Adopt a rigorous micro-level training needs analysis in organisations, 
and use a model to evaluate the effectiveness of the process and 
outcomes of future training needs analysis initiatives 

Education 

• Greater collaboration between universities and health service providers 
to detennine local and regional needs, and to foster a more 
coordanated approach to programme design and delivery 
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, Changes in educational methods, approaches to meet the diverse and 

complex needs of future students 

, Develop more creative approaches in course design and delivery 

, Ensure that courses are up to date, relevant, contemponwy and 

responsive to current and future health service needs 

• Include modules/courses which focus on directing the implementation 

of change rather than on the implementation of change itself 

• Improve availability of and access to courses in various areas of 

practice, such as child and adolescent mental health care 

• Consider interprofessional education programmes, for example 11 a 

work based learning fonmat to local interprofessional tecwns to ensure 

maximum impact on personal participation, effective team work and 

change in service delivery 

• Consider and agree robust and systematic evaluation frameworks. 

such as developed by Barr (1999), Carpenter et al (2006) and Brooltef 

and Curran (2005) at a national level to guide course develOpment, 

implementation, monitoring and evaluation 

• Consider the use of Accreditation of Prior and Expenentlal Leamll19 

(AP(E)l) 

• Recognise that course content can be taught at different levels 
. . doctoral educabOn 

• Consider the development of protess10naVpractx:e 

• Consider the needs of lecturers responsible for develoPfl!l and 

delivering post-registration and postgraduate programmes 

• Consider employment of consumer as academic staff member 

Policy 
rent post-regrstrati0f1 

• Provide a comprehensive, creative and transpa rramework whiCh 15 

and postgraduate educatiOn strategy and needS of al 
· · h t kes into CI(XX)Unt lhe 

equrtable, well resourced, and whrc a 

the sta.ke holders tgraduate needs 

' Undertake a comprehensive post-registration and pos 

analysis 



• Provide funding to develop reliable measures to evaluate skill 

development and implementation 

• Facilitate the development and subsequent research of the benefit of 

interprofessional education and practice 

• Disseminate guidance on adopting a systematic approach to course 

and programme evaluation 

• Consider the development of post-registration and postgraduate 

education programmes for midwives and intellectual disability nurses 

as a matter of urgency 

• Consider the development of a comprehensive national doctoral 

education strategy 

Research 

• Set up appropriate research designs to capture all elements of the 

impact of programmes on practice, preferably longitudinal studies, and 

well controlled trials, and studies which focus on particular on 

organisational and service delivery changes, and on patient and carer 

outcomes. 

• Ensure the evaluation of midwifery and intellectual disability nursing 

programmes 

• Consider comparative studies, to compare the impact of different 

educational approaches on aspects of practice 

• Evaluate the impact of nurses and midwives taking non-nursing or non

midwifery postgraduate programmes 



Appendix 14 - The SWTRHA Career Development and 

P1111nlng System 

Key Competencies for Nursing Directors. 

1. Sees the organisation as a total system: takes a helicopter view d the 

trust as a whole, within a bigger healthcare system. 

1 Challenges the status quo: thinks innovatlvely and creatively about new 

ways of doing things to improve organisational practice. 

3. Employs personal networks to promote change: gains the respect .00 

credibility of others. 

c. Builds constructive relationships with non-nurse management builds 

teams; is diplomatic and receptive to otherS' points d view; poeaesaes 

clarity about own and others' roles. 

5. Articulates what constitutes effective patient care: dernonllrlll8l • 

commitment to healthcare and the impOrtance of the patient 81 8 

customer deserving of the highest quality d care. 

6. Motivates nurses to bring about change: displayS strong leadetlhip tkilll: 

employs, effective communication sk~ls; recogniseS the impOrtanC8 d 

encouraging feedback from the wor1<force. 

7• Champions the human consequences of change: undefSiandt the need 

for people to have time to acclimatise to change: aulicip 111 the iT.,.ct d 
......;""' stePSID addllll it; 

change on the organisation and takes app ....... --

recognises the importance of people to the de<elopnenl d the 

organisation . . undef'll*'dl the 

8· Influences planning and management of change. 
. acmevec~· establiSh8S golil fot Its 

Importance of clarity about what IS to be ' In 

h. . .-.. -nds the value d projedl 

ac 1evement and monitors progress; ur....,. .. - ..,......., 
~dthe ... -..-

promoting involvement in change and deVelOPS 

process. 
UJ'I(IeiSt8ndl the 

1· Uses basic concepts of business management ~ 
. a succ:essful • 

fundamental elements and processes d runnlflll 

business enterprise. 



10. Understands the evoMng role of the nursing director: identifies the 

development needs of self and others; assesses and judges people's 

potential for career advanoement. 

11. Effectively delegates decision making to others: understands the 

importance of supporting others' development; involve them directly in 

activities for which they will assume authority; Is tolerant of their mistakes 

as part of the learning prooess and progressively releases control. (South 

West Thames Regional Health Authority, 1992, A competency framework 

for trust nursing directors}. 
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Appendix 15 - Letter to Participants in Interviews 

I)R .............. . 

;'O.-Nome 
Wtss 1 
,\dotm2 
Aa.nssl 
uttss4 

Dear Name ..• 

An tumlnatlon of tbt Stra~e&lc Cha~Jta&t$ Fadq "i_,.. ... Mitailor) ila 

Changtd Htalth St~lct 

lam currently enrolltd as a Research Student at the F~ulty of Health Scieo<os in Triail) CoDest Dui11i11. Ill 
'Jllilment of the re$elll'(:h requirements, I am undenal.ing resean:b into tilt .OO.e dleme· 

The aim of this study is to identify the professional devetopment cballengcs that nunill& IIIII ~ • 
~Land will face within a changed health service and to formulalt a stralt&Y to filce those cballeo&OS-

Since the publication of the Health Strat.egy Qt~ollry and Fairness- A H~lllrh 5)11<111 /111' l'ou, orxl the 111C1'C 

rmm Health Service Reform Pro$romme, in particular the Prospectus Report. the Br<Mift Repall orxl diC llao~ R~PQrt (Report of the National TllSk[orce on Medical Staffing), h has ~ clear that .the bcsllll 
semc;s '" Ireland are about to undergo major organisational and cultural change. NilS~& and audwtfa)' mMc 
up ~S~ of the total health care workforce and ~ the largest single group of professionalS .,.,lhia the talm 

semces. 

~ ~tral question to be addressed through tbe research w!U be - Wbll is the l'1lnn rvlc fOr ..nllla orxl 

mid~lfery within the Irish Health Services? 

1 wnuld like to i.nvite .you to part.icipate in tbis research. In ~cu\lr 1 would like to 111'~-u:; ::dill:,. 
llml-structured mtervJew that wi11 address tbe centnl qucsnoo of the_ roseardL. Tbe ':""..u i5 il!.oh..S IIIII• :r ~· I am attaching an information shee1 th.at contains a~ dewlcd deKJipDOII 

guide 10 the tOpics 1 would like to discusS" itb )OU II the mtCf\'IC\\ • 

lf)'Oa __ _, ·u .... ~-" .. llh eampldt .-M wlil) ' 
~ 10 take pan, )Our contribution to this~ ... " 1 

"",_... iadi•idaiL 
tLLpa " 1" be aggregattd to that of the othel' participants and 001 rt'ulcd to Ill}-
lllill •-·- 'tab'!' _.. •--"•"' 10 CJtc I ,....D) 
ti!tt. -~·your office b) telephone to cheek )OIIf aat 1 LIY ,....111'!"·-•• 

lank >.ou ror your cooperation. 1 am sure you llf1(!crstSid ~ ~.;";:;!:::::: ~ 
~ at this time of ch.ange "ithin the health .cnoec.' 

and add significantly to the value of tbe 11ndil1P· 

YIIIUS si=ly, 

YVOnne O'Shea 
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Appendix 16- Letter to Participants in Focus Groups 

Date .... ..... ..... . 

Title-Name 
Address I 
Addtess2 
Address 3 
Adcnss4 

Re: 

Dear Name ... 

An Examination or the Strategic Challenges Fadng Nunlng and Midwifery in a 
Changtd Health ~rvke 

I am curm~tly enrolled as a Research Student at the Faculty of Health Sciences in Trinity Collese Dublin. ill fUlfilment of 1M r=m requirements. I am undenaking research into the above theme. 

The aim of this study is to identify the professional development challenges that nursing and midwifery in Ireland will f8Ce within a changtd htaltb service and to fonnulate a strategy to face those challenges. 

Since the publication of the Health Strategy Quality and Fairness - A Health System for You, and the mort recent Health Service Reform Programme, in particular the Prospectus Report, the Brennan Report and the Hanly Repon (Report of the National Taskforce on Medical Staffing), it has become clear that ~ "?lth rervices in Ireland are about to lllldugo major organisational and culrural chaoge. Nursmg and michnfuy make up 3S•> of the total health care workforce and are the largest single group of professionals within the health services. 

The cenual question to be addressed through the research will be - What is the future role for nursin& and mi~ifery "ithin 1M Irish Health Services? 

I w~d Ilk~ tO invite you 10 participate in this research. In particular I would like to invite you to ~ to p8lt1Clp81.e m a focus &JOUP that "ill address 1M cerural question of the research. The focus group "'llllk< about one hour. I am anaching an infonnmion sheet that contains a more detailed description of "hat 15 
tnvolved. 

~r )ou l8l'tt to take pan. your conmoulion 10 this research ,.;u be treattd with complete confidentiality. , .,. 
tnpUl wtll be aggreptted to thai of!M other participants and not revealed to any other individual. 

I will contaCt your office by teleph~ to check your availability and, hopefully, to a~ a mutually agreeablt umc. 

Thank ~ou for YOUf cooperation. l am sure you undcn;tand the importance of the theme being a?dre~ ~ appropnatc~ at thtS ume of chan~ within the ntaltb service. Your particular contribution wtll be high•; >-.Iutd lnd tldd signifteantly to the \1llue of!M fandings. 

Yours sincerely, 

Yvonne O'Shea 
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Appendix 17- Information Sheet for Participant. 

You ba\'e been invited to panicipate in a research exercise into issues of direct 

rde\'an~ to th7 future ~f nursing and midwifery in Ireland. The followiJI& 

infonnauon proVIdes you With a summary the key information you will oeed. Sbould 

you require any clarification or additional infonnation, please CAlll1llcl tbe resc:acbet 

directly. 

1. The research is being conducted by Yvonne O'Sbea and is pan fulfilment of 

the research requirements of her studies at the Faculty of Htaltb Sciences ia 

Trinity College Dublin. 

2. The title of the research study is An Examilllllion of the Strllegic Challenges 

Facing Nursing and Midwifery in a Changed Htaltb Service. The lim of tbe 

research is to identify the professional development cba!Jenacs facing IIIII'Sias 

and midwifery within a changed health service and to formullle a Sll'llqy to 

face those challenges. 

3. The primary research consists of a number of face-to-face semi-5lrUCIUI'ed 

interviews with selected individuals in policy making, service rr-s !!1l'J!! 

and clinical service within the Health Services. In addition aiJIDber of focus 

groups will be held with a targeted number of health care professionals. 

4. The face-to-face interviews "ill be conducted ala localion of the ~~·s 

choosing. The identity of interviewees wm not be revealed: The findinp .or 

these interviews will be aggregated for the purpose ofthemllie c:odcd lllllysts. 

5. The venue for the focus groups v.ill be discussed y,ith ~ participan..;::,:s 
likely to be at a hotel convenient to participants in a~~ ,.;% 
the purpose. The ground rules for the focus. groups WI • • 11 

participantS at the outset. These wiU be destgncd 1o guarantee partJC1PIII 

privacy and confidentiality. 

6 
. and coding. the intef'\ie\\~ and focus 

· In order to facilitate accuracy of anai)'SJS • f 'bed intel'ie\\'S and 

groups will be taped and tranSCribed:- Coptes 0 =iale participants y,)lo 

focus group findings can be made avrulabl.e to the tbird J*Ues. 

request them. Copies will not be made available 10 art} 

. . 1~ You rna) "itb.1rP 111 

7. Your participation in this re~arch ts '?tall) 'v0 ~ion. The matrtbcr 

any moment ~-i~out need1~g to 81'e ridene:ity II. all suscs of lhe 

8\Jal'aniees your nght ro pn~11C) and con 1 

research. 

Thank you for your cooperation. 

Yvonne O'Shea. 
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Appendix 18 - Interview Schedule for Semi-structured 
Interviews and for Focus Groups 

INTRODUCTION -

> Personal Introduction and background (3 minutes) > Purpose of the research (5 minutes) 

1. 

2. 

3. 

4. 

• Impact of HSRP on Nursing and Midwifery 
• Role of Nursing and Midwifery into the future (5 -10 years) 
• Six years since Commission on Nursing - changed context; 

time to review 
• Professional Development implications of changes ahead. 
• Plan for development strategy for Nursing and Midwifery > Ptnnissiona- sign conaent fonn; agree to taping (1 minute) > Agree on follow-up if nesded 

Questions Probe For 

What do you tht11k w~l be the major > Changing soc1o-economic 
contelctual changes lor the health services of environment the future? > Future direction of policy 

> Economic impacts 
> Pofitlcal impacts 
> Social changes 
> Other? 

How would you describe the most fikely > Separation of Po hey and 
future shape of the Irish health services? Executive functions 

> Changes in organisational 
structures? 

> Changes in delivery 
mechanisms? 

> Acute vs. primary? 
> Changes in accountability? 
> Changes 1n culture? 
> Changes 1n role? 
> Changes in size? 
> Changes In epidemiology? 

Do you th1nk the ro4e of nurses and midwives > Nurse led services Will change s~gmranUy over the next 1 o > Proactive in change initiative • years? (If no- explain Why not, if yes- In > Proactive adaptatiOn to serviCe What way will ~ change?) 
needs 

> lnterd1sciplmary teams 
In What way do you lhlnk lhe new role will > Relations between acute and di1rer from lhe curnent role? 

primary settings 
> Prescribing 
> Education 
> Soecialisatlon 
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) Involvement 1n management 
) Accountability 

5. Do you think that General Managers and ) PTeparedness lor cllange? 

Nurse Managers understand the way •n ) If no - why do you lllnk 111a1 11 

wtuch the role of nurses and midwiVes Will and wllal should be done 10 

change? change ll? 
) If yes - how do you think thls wat 

ach~ and '- is ~ 

demonstrated? 
) OepCh d Ulldelltalldlug d IN 

pnbei!IS and - 'fttm IN 
eXISting slniCIUtll? 

I. In what way will the relationShipS between ) Common eciiiCiboll? 

lhe various professions and grades InVOlved ) T earn wortung? 

In the dehvety of health serviceS change in ) The managemenl and culllnl 

the future? implications 

7. What do you think are the key skills and ) Speciafcsation 

competencies that nurses and mtdwrves Wll ) I~ 

need to develop to fulfil their role Wllh1n the ) WoiU1g ., lelmS 

future health services? 
) BoundarY spiiVWig 
) Management 
) Research 

a. In what way do these new skills differ from ) people management 

I lhe present range of sllills? 
) communiC8tlOII 
) F ll'l8llCial skiS 

Appl up ..,... rl. eduCaiJOIIIIId 
9. Do you believe that on the whole nurses and )> 

midwives already have these skills? (If no-
training? 

I why? If yes -are there any additional skills 
that will be needed?) 

.. 
1 What are your opinions on the current level 

) Recent chaf1llel 
) Impact of <:omm11$1011 on NUIWIII 

of preparedness of nurses and midwives for QualitY or lad< of qualit)' of CPO? 

the challenges ahead? 
)> 

1 How would you assess the appropnateness 
)> Ao:e of receot~1 post-

of the current range of educational provisions 
) J>re-!e9istrab00 and 

l 
egiStra!IOO 

lor nurses and midwives in view of the ) CPO? needS' 
Changes ahead? )> Mate!!!!! 10 

IJIIICtd'rC'ftClft lor 

1 What changes would you suggest 1n the 
) ~~? 

Provision of education and training for nurses ) M--educaccn Wllhi1 
and midwives? )> 

:=ree? 

'-
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Appendix 19- Thank You Letter to Participants 

Letter to all interviewees and panicipantS in research 

Name 

Address 

Date 

Dear ... 

This is jttSt a note to thank you for your valuable contribution to the research An 
Examination oft he Strategic Challenges Facing Nursing and Midwifery in a Changed 
Health Service. 

I appreciate very much the time you took out for the interview and the consideration 
you gave to your replies to the questions in the semi-strucrured interview. 

Yours sincerely, 

Yvonne O'Shea 
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Appendix 20 - Informed Consent Form 

Project: An Examination of the Strategic Challenges Facing Nursing and Midwifery in 8 

ChMged Health Service 

Principal ln•·estigators: Yvonne O'Shea 

Background: 

!he aim of ~is study _Is !o identify the professio~al development challenges that nursing and mid111fery 

10 Ireland Will face wnbm a changed health semce and 10 fonnulate a strategy 10 face lhooe ehallen1.s. 

Since the publication of the Health Strategy Quality and Fa/mess - A Health S>'stem [01' rou, and the 

more recent Health Sevice Rtfurm Programme, in particular the Prospe<111$ Rq>on. the 8I'Cimn 

Report and the as yet unpublished Hanly Report (Report ofrhe National Tmiforc. on Medical 

Staffing), it bas become clear thai the health <etVices in Ireland are abouiiO undergo major 

organisational and cultural change. Nursing and midwifery male up 3S% of the IXlC&I bealtb aR 

workforce and are the largest single sroup of professionals within the bealth services. 

The central question to be addressed through the research will be- What is the 1'unn role for aun••l 

IDd midwifery witbin the Irish Health Services? 

Proadu res: The study will consist of a series of semi-structured interviews and foaus lli'O<IJl5 wuh 

senior personnel responsible for the dcvelopmeot and impkmcolalicla of polkies and 

the mnnagemem of the health services. Participants •n the nesnrch hl•e bcalidee1ed 

based oo their involvement in areas of the health servic. that are likely 10 import on the 

future role of nu~es and midwives. 

Dtdaration: 

This stud) and this consent form ha•e been explained to me. 1br investigatons) hli'havt wwm:d all 

my questions to my satisfuetion. 1 underst811d "'bat wiU happen if I ap lobe Ja1 of this 5lllty. · 

I have read, or had read to me, this consent ~onn._l hl\•e hid rbt opporwrut) w ask quetaom~ :': 
my questions have been answered to my sausfacuon. I metr and. •olunranl) ~ :be Ja1 r tl!IJ 

~h Study, tbougb without ~judice to Ill). legal and elhic.al nr:Jtts. I have recti\ 
1 ~ 0 

agreement. 

I undemand 1 may withdraw from the stud) 11811) time • 

PARTICIPANTS NAI\1£: 
............................................................... -

CONTACT DETAILS: 
. ······· ..... ······ ········· ......................... . ···-

PARTICIPANT'S S IGNAT URE: ............... '······················ ...... . ······· 

Date: ............................... . 
• . . billed rbt natiiR llld prrpos or &an ~ 

Statement of investigator's responsobthty: I ha~-e exp be m>Ohed liD•~ ~to II!SMf 

!.llldy, rile procedures to be undertaken and any nsks that may . pant ~ Ill) 

any questions and fully ansvoered •uch questions I belle•• thai the paruc:• 

explanation and has freely given informed consen~ ............. 
INVESTIGATOR'S SIGNA TVRE: ................................................ . 

Date: ... ............................ . 
. . m · -e ooe COl') to rtoc ponidplltLI 

(Keep the original of this form in the inn-suptor 5 •·ll' 
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• ·~J<# u••-u• • • - --.. .-u .. II V II lU '-1111 \,.~ " UIIIIIIIttt::t:J 

RESEARCH Ethics application CHECKLIST 

To process your application form efficiently yo u are required to fi ll in tbe cbecklisl below. Do not leave any blanks. !'lease note tbat your 
ap plication will be returned to you on receinl if I be a nswer to a ny of the following is NO or N/A, without a dequa te justification. 
If your proposa l has been a pproved by tbe ST J AMES'S IIOSP ITAL AND FEDERATED DU.BLJN VOLUNT ARY HOSPITALS JOLNT 
RESEARCH ET IIICS COMM ITrEE (.JREq, since Ibis body includes representat ion from T rinity College there is no requirement to seek 
approvnl from the F11culty E thics Couuuittee. 

I. 

2. study in your 

you propose 

access to a site outside your horne 
depattmeni/School. ha•e you auached the Jeuer(s) seeking access to 

as a 

as a 

9. If the study requires access to subjects "'hose 
responsibilily of somebody else, have you nUached the lener seeking this 

size selected fO£ 

Study~~ not rtquire acces.s to any 
NIA I lme"iewi and Focus groups will be held an neulrlll lorotions. 

N/A 

any other ethics 

Yes 
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• KINI-.--v < 0 1 .L£C::_; I ... 

Fa•c uUy o r llcullh Sciences 

RESEARCJI ETIIICS Af•PLICATION FORM 

CONFIDENTIAL 

Please complete all information relevant to your application 

SECflON 1- APPLJCANTS' DETAILS 

1.1. Name, qualification anl.l position or each person associalel.l with litis research project. 

List details of all personnel involved with the research (excluding participams) 

ln\'estisr.ator l'rlmary EmpiO)er Prore:nloual Addreu Tel No 8 .... p/1' aJ< 

Tille / l'ln<t name I (HospiUII / U nlversUy I QuaiiOeatlons Work / 

Surn•me Other\ 
HoDie 

Mn Yvoone O'Shea "National Council l()r the RON. RM, RNT, Oi\ 6n Manor Strec1 Ousiness 01.8825310 01.8680366 

Profcssionnl Development (lleullh Management), l'ork, 

of Nuroin& and Midwifery MSc:.Econ. ManorSUUI 

(NCNM) Dublin 7 

<,u11<nloor (If Print.,.) EIMplo)•r Profeuionat Addr..., T el No Dleep/l'at 

la•eotlptor IJ a (ltoophal l l. ai• tnh) I QaalllkatloAJ Worl< I 

thodtftll Otlltr) 
Homo 

Pro£. Ctdl) ~It)' S.:lloolol NUl'\ in& I RUN, KM, l'bO .School ufNurslu& I 01.6082693 

MioJ.,,I"') Mldwif<ry 

fiOCUity ofll<ahll Sc:~"'"'• 
Faculty on lealth Seien= 

'I rinily Collr~e Dublin 
Dubhn2 

~u:. 

ErnaUaddress Tille or Role In 

Posflfuu ~•rrh 

):S!!l~irindu1Uit .ie Chief Pnncipnl 
Lxe.;utlve 

' 

Enoall address Til.le or Role Ia 
Posillo• ruan-.b 

tr:~gls;X!L,\1~9~~ l'roressor Supervisor 

I 



SECTION 2 - DETAILS OF RESEARCH STUDY 

2.1 Title of study (Please enter thefolltitle of the sh1dy) 
An Examination of the Strategic Challenges Facing Nursing and Midwifery in a Changed Hu!t• 
Service 

2.2 Dates & Duration of Stu.;:.::.dY~--,,_..,-:-:~---, 
Proposed Start Date: I October 2003 I Proposed End Date: I Septe mber 2006 1 

2.3 List the primary location(s) where this study will take place 
Semi-structured interviews will bt held in the Focus Groups will be held in newral venues 
offices of the participants (i.e. Health Service owside the place of work of those involved (mosJ 
Policy Makers and those responsible for the likely in rooms rented for the purpose) with 
implememation of policy, Health Service Clinical Managers (Directors of Nursing and 
Managers and in particular Clinical Managers, Midwifery Planning and Development Units). 
Medical consultanJS and Nurst Managers). Directors of Nursing, Educators in Third lew/ 

institutions. 

2.4 Research aim(s) and objective(s). research question hypothesis (as appropriate) 
The central question to be addressed by this research is- What is the future role for nurs.ing aad 
midwifery within the l rish health services? The context within which this question is asked is the 
ongoing refonn of the health services and the fact that it is envisaged that this role should change (!hi> 
is made clear in the review of literature, in particular the review of recent policy documentS in I.relan4 

The central question is intended to generate iofonnation that will help us to-

1) ld~ and analyse the contexts (policy, economic, organisational, institutional) l\i1bil 
which the health services of the future will be delivered. 

2) Describe the likely future shape of the Irish health services .. 
3) Describe as clearly as possible the new role that is intended for nurses and midwives "1tbill 

the services 
4) Describe in what way this role differs from the current role • 
5) Assess the degree of clarity and certainty (or of confusion and uncertainty) and 01 

awareness and understanding that exists among key Stakeholders in relation to !be 
definition of this role 

6) Understand the nature of the relationships that will need to be developed 

A substantive supplementary question 10 be addressed is- What are the professional de•·eloplll(lli 
Implications of this future role? i 

There nre two ass?mptions underlying the supplementary question-The first assumption is that . is 
changes of role wtll ~uire ~ development of new skills and competencies; the second assUI!lpllDII 
that c~~es of role will reqwre the forging of new relationships within policy. institutionaJilJl(l I 

orgarusouonal contextS. 
1

• 

The supplementn..v q · · · -; uesuon IS mtended to generate information that will belp us to -

7) 
8) Identify the skills and competencies that will be required to fulfil the new role If( 

Assess whether or not these skills and competencies are different from those lb3l 
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currently required 

9) Assess ~ptioos as to whether or not nurses and midwives currently possess the 

necessary skills and competencies 

Ibis info!lllation will then be used to-

10) Assess the level of preparedness of nurses and midwives to wodc within the dy1111nics of 

the new relationship and contexts 

11) Assess the ad~~Y of the curr~t ~vision of professional developmeut oppor1UDities for 

nurses and m1d\\wes (at pn:-regJstratJon and post-registration levels) to pepue them for 

the challenges inherent in the new role that is envisaged for tbem 

12) Identify what changes would be required to the provision of professiollal developmeut 

opportunities to ensure that in the future nurses and mid\\ives are adequalely Jfti*'Cd for 

their role. 
13) To fonnulate a professional development strategy for nursing and midwifery edtp'Cd 10 the 

likely pace of change within the health senices and capable oflddressillg the needs of the 

profession. 

The central question and the supplementary question provide us \\itb the overall aims of the research. 

I The thirteen points outlined above provide us \\ith the specific objectives of the research. 

l'micle brief outline of tbe project (maximum 300 words to include background. resean:b appiOkh. 

design, data collection methods, sampling etc.) 

Since the publication of the Health Strategy Qualiry and Fairness - A Health System for rou. aod the 

IIIOie recent Health Service Reform Programme, in panicular the ProspectuS Report. the Brenlllll 

!Report and the Hanly Report (Report of the National Taslr[orce on .\fedi~al ~affing). it has become 

clear that the health services in Ireland are about to undergo major orgamsatJonal aod cui~ cbuJir 

!Nursing and midwifery make up 35% of the total health care "odcforce aod are the l8fFSI sm&)e group 

of professionals within the health services. 

I,.._ . . fi L. Fiut t (Swi""""' Office. 1998) 

""'Report of the Commission on Nursmg- A Blueprrnt or Inc W' ;--:~ ....... ~ 

co· . fthe r. 'onofnursingandnud\\ueryuuu,...,t\er 

nlained the most comprehensive revie\\ o pro ess• . .fi tl . vi thin the 1.st fi1~ 

I been conducted in Ireland. The environment bas however chang~ s•gru •can } f~ the fewon 

Years. PoliticaL economic institutional. professional and educauonal ~lengtes nsol•' da~ the 

I DOW th • · d 'd 'fen• need leadershiP 110\\ 0 co 

at were not present then. Nursmg an nu wt :' that · · tlost \\ithin the~ 

JliOgless made as a result of the Commission on N~~g, to ens~ in ~~~ :_ tai.e account of the 

~es. and to influence the direction of change "1.tbin the ~=stated goals of equil) and flltiiCSS 

I COntnbution that the profession can make to the aclllevement h' h this Jeadenhip can~ aod 

for all. This research bas the potential to provide the platform on " •c 

I thrive. 
• . · b amons ke} $Ul.chokkn " ilhln 

1 The research is a qualitative study and wi~ c~ns1st of pnmary researc fthe health !!Cf\i«t mel the rnk 

lhe health services involved in the detennlllAUOn of the ~.shape 
0 

research \\ill consist of semi-

'

of nursing and midwifery within these ~ices. Thequ&!Jtab~e :S implicit intheot;ecti'-csthal 

llluctured ~nterviews and focus groups 8111led_at ~~:~ fo~). A description of the ~pbn& ~ 

I 
bale ~n Identified for tbe research(~ ~uon -:.4 °

3 1 1 
The data will be anal) ltd USUII tbcmiiiC 

selecuon procedures to be used is pro' 1ded m seeuon · • · 

COntent analysis (see section 3.1.4). 
~ 

f the :-.13tional Council for the Pntfo 

The research will be carried out b Y\oMe O'Shea 0 ' 
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De,elopment of Nursing and Midwifery (NCNM). A small number of the pan.icipams in lhelt!trth 
would have an ongoing professional relationship with the NCNM in the area of professional 
development for nursing and midwifery, however they are all autonomous professionals whodooot 
have a reporting relationship to the NCNM. Over the last two years, a number of research exermesor 
this nature have been carried o~t.by the staffofth~ N~ wi.th .the partici~tion ofthese~14 the evaluation of the role ofChmcal Nurse and M1dW1fe Spectahsts, evaluanon of the professiool) 
developments needs of Staff Nurses and Midwives ... ). With this ongoing relationship, there is a sli!i 
possibility of additional bias being introduced because of the role of the principal researcher. The 
highest standards of Data Protection and confidentiality have always been exercised by the NO.'M 
Confidentiality '>ViU be assured by the aggregation of data and the use of numbers in the coding of 
transcripts (see section 3.3). In the past participants have expressed their opinions on these kinds of 
issues without apparent concerns regarding their confidentiality. 

2.6 Have the researchers the required competence to employ the proposed enluative mnuns 
correctly? 

YES I Yes I NOD If NO, please explain how you propose to become 
competent 

ACn 



SECTION 3- ETHICAL CONSIDERATIONS 

Recruitment and Participation 

How will participants be recruited? 

fDeto/1 all criteria to be used in selecting participants, including exclusion criteria) 

Panicipants are selected based on their involvement in the fonnulation of health service policy the 

implementation of thls policy at senior management level, the management and deli vet) ofthe'sen ices 

affected by this policy, their involvement at a senior level in determining the development of the role of 

aunts and midwives in the delivery of these services. 

It is possible to identify the following categories of relevant key stakeholders who could be considered 

subjects for the research to be conducted. These are as follows: 

9) Policy Makers 
10) Service Managers 

11) Medical Consultants 

12) Educators 
13) Directors of the Nursing and Midwifery Planning and Development \;nits (NMPDIJs) 

14) Directors of Nursing and Mid·.vifery 

National strategy in nursing and midwifery will be driven principal!) by the members of these 

categories. For that reason they constitute the most important targets for the primary research to be 

conducted as part of this study. 

Other important categories include -

15) Assistant Directors of Nursing 

16) Clinica!NurseManagers(CNMs-grades J.2and3) . 

17) Specialist nurses (including Clinical Nurse I Midwife SpeciruistS - O:S CMS. and 

Advanced Nurse I Midwife Practitioners (ANP I AMP) 

18) StaffNurses I Midwives 

For the purpose of defLOing institutions and individuals for inclusion in the s:unple to I-.e used in the 

research, the following general criteria "'ill be applied -

7) Policy Maken - It is possible to identify a core group of indh idusls In I>~ ~ i~'ohed 

in detcnnining the shape of health senices in the future and the role ofnur5tna \\lthin tho$c 

services. These include -
a. Secretary General DoHC (DoHC); , 

b. Assistant Secretary responsible for Strate&} Jmplemcnmuon. Dol JC; 

c. Head of Project Strategy lmplemenllltion. DoHC; 

d. Director of Personnel Section, DoHC; 

e. ChiefNurse, DoHC; 
f. Chief Medical Officer. DoHC; . . , • • . 

g. Principal Officer responsible for 1\W"IDS Pohc~ Dn tSlon. DoHC, 

h. Chief Phannacist. DoHC; ediQJ s&Affi DoUC 

i. Principal Officer responsible for NBtionnl Ta.~k force on \f 
1
111-

n•9 

460 



8) Sen ·ice Managers -This category can be divided into two sub-groups: 
a. Group 1 - A limited group of key targeted individuals with O\traD ••Ill 

for the implementation of policy, the refonn of the services and the delhel) ~IIIIi:! 

1. Chief Executive ofHSE; 
n. Head of Change Management Team within HSE; 
iii. Two Members of Board of HSE (Nurse Representative and Authoro(h! 

Report); 
iv. National Directors ofHSE (3); 
v. Director of HeBE; 
vi. Health Board Chief Executives (II); 
vii. Chief Executives of Major Academic Teaching Hospitals ( 12) 

VIU. Directors of Public Health (2). 
In total this amounts to 33. 

b. Group 2- A wider group of service managers with responsibility for • ..., 
services in speci fie geographic areas and care settings selected randomly &. 
stratified list. Institutions for inclusion on this stratified list will include Jepl...,. 
of acute and primary care settings where there is a significant nursing compcllllllfl 
of a total population of approximately 400 for this category, a stratified !8illbiJII!I 
"ill be chosen of I 0. 

n = 43 

9) Medical Consultants - Out of a total population of I, 731 Consultants in the co-..• 
research will concentrate on those Consultants who were members of tbe Ntlill 
Taskforce on Medical Staffmg and in clinical areas with nursing relevance. 
n = 10 

10) NMPDUs - There are 8 Directors of these Units in the country. All of tbell dl 
included in the research. 
n = 8 

11) Educators.-lt is ~ssible to divide this category into three, each ofwhicb ~~ 
developed m very different ways and reflects a different culture and profesSJoOII 

a. Group 1- Professors ofNursing and Heads of Schools ofNursing in Uni~! 
spe_cific characteriStics of this group is that not alone are they. respoOSI ~ 
delivery of essential services in the areas of pre-registration education. posl il 
academic education and continuing professional developrnenl biD . theY ,rf) 
~ed !O take a lead in the promotion and development of research iD .... )illil 
SJz.e of this population is 7, however, in two institutions the role of Prof~~ 
and Head of School has been divided, where, as a general rule, the former 15 ckfiiCO 1 
for th7 development of research and the latter is responsible for ~ ~ ~ 
~u.c~tJOnal services. ln both these cases it would be important to id 
mdiV!dual. Therefore the population and sample size in this case is 9. ** 

b. ~roup _2 :-Heads of _Schools of Nursing in the Institutes of_TecbnOI~ ~
mphas~s IS _on the d~h\'ery of pre and post-registration educa~onal ~ 

populanon s1ze for th1s group is 7. all of whom will be included ID the. ]o(illiir* 
c. G~up 3 - !Jirectors of the newly formed Centres for Nurse Educa~~ ~ 

maJor teaching hospitals and with a specific role in the area of con~~uiPS ~ ~ 
development. and development of links between education and clm~cal the~ 
total population size for this group is 10 all of whom will be included 10 --~ / n = 26 • __......... 
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12) Directors of Nursing and Mid~ilery -The total population size of this calegor} b :!68 A 

random weighted stratified sample will be chosen of 40 to be included in the pri!IW) 

research. The criteria for stratification and weighting \\ill be Band. Geographic location 

and area of service delivery (Acute. Primary) 

n = 40 

Categories I to 6 constitute the principal group involved in the determination of the future role for 

nursing and midwifery in the Health Services. For !hat reason they will be !he main target for pri11131) 

research. For the additional categories (7 to 10) !here exist a number of secondar) rese:areh mo~s 

published in 2003 and 2004 that report on primary research conducted and that can 5er'e ~ a basis for 

analysis of the issues from !he perspective of these categories. It should be remembered in !his con tAt 

that the qualitative research data from the other categories "ill be collected during :!004 and early 

2005. 

For categories I to 4. and for category 5, Group I. !he principal instrument for dam collection "iU be 

semi-strucrured interviews. For category 5 Groups 2 and 3, and for cotegor} 6 focus groups \\Ill be 

used. For categories 7 to 1 0 secondary research sources will be used. 

This implies that a total of 76 semi-structured interviews will be conducted !IS part of !his research 

broken down as follows-

6) Policy Makers- 9 

7) Service Matlagers - 40 

8) Medical Consultants- I 0 

9) NMPOUs - 8 

10) Educators, Group 1 - 9 

In addition, 9 focus groups will be held with 57 individuals, in di~lributed ~'~four~· Tht ~ 
structured inteniews will be conducted face· to-face. A more dew led descnpuon of the izll;lnmleDIS 

be used and the approach to be adopted is provided in section 6 Research lnsttwnaus 

11.2 In order to access the wget population is there • requirement for an~ olher pcnon(S) to be IJ\CD 

details. 

Yes D No INo I If ~e:.. please pro•ide dcuils of "bo lllld 1M informD11011 

thut \\ill be lP'en to the penon~pt't'Pie) 



3.1.3 Ho\\ many participants will be included? 

A total of76 semi-structured face-to-face interviews will be conducted; focus groups will be beld 11ilh 
an additional 57 in four groups. 

3.1.3 Give a brief justification of your choice of sample size 

There is a limited number of persons in the country who can influence the developmem and 
implementation of pol icy that affects the role of nursing and midwifery within the health services in 
Ireland. It is possible therefore to achieve a very wide coverage of the population involved. 

In the case of sub groups within the chosen targets for research, random stratified sampling is used 
(e.g. in the case of category 2 Service Manager$), using criteria such as geographic, demographic and 
area of health care being provided. 

3.1.4 b Give a brief justification of your choice of statistical analysis to be performed 

The research is a qualitative study. Statistical analysis will not be performed. The principal steps in the data analysis will include the following-

1) The taped interviews and focus group discussions will be transcribed and coded using thC11U!k content analysis. 

2) Preliminary computer analysis of the data \viii be undertaken using a proprietary sof\wart 
package designed for qualitative data analysis (Ethnograph) 

3) Part~cular anention will be paid to issues raised in all or most of the focus group discussions am 
the ISSUes that were most discussed. This will result in the compilation of a list of the 111011 frequently assigned codes. 

4) The intensity of the discussion and views expressed on the issues raised will be analysed beStd on the list of most frequent codes. 

5) In addition to computer-assisted analysis, further manual content analysis will be und-CII 
because of the complex nature of the data and of the concepts being researched. 

6) T1_1e .analysis of content and the coding of the data will facilitate the identification ~f th(!I)C$ \\lthm and across focus groups and individual interviews. This will provide the bastS for !be 
development of a thematic framework, sho\\ing the interrelationship between emerging ~ 

Will ~ study lno~ingl) in\"OI\'e participants and I or require consent from perSOns in any of the groups hSted belo"? 
l.l.S 

co~ F.."U INVOLVEMENT 
YES NO \'ES '\0.-i I Particit>:mts for "hom En~tlish is not a first lani!Ual!c :.J No 
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Qildrtn ( < 16 years of age) 
l"iiW!e with intellectual disabilities 
r~e with a chronic mental health problem 

1~ experiencinl! an acute mental health problem 
1erlonS unconscious or severely physicallv ill 

P!s!Ons with communication difficulties 

TII!IC!l of child-bearing potential 

Olhet groups who may be considered vulnerable 
l'rPiease specify below) 

No 
No 
No 
No 
No 
No 

No 
No 

If JtlU answered YES to any of the above, please describe for each group what specific strattgies ~\'Ill 

~putting in place to ensure that the) are full) informed about the nat~ of their im~ 

md if consent is required that it is truly informed consent? 

~ !pplicable 

lf11~men of childbearing potential are to be involved, do the study design and the subject infOIIIIIIKlll 

illeetaddress the 9 essential points listed in the accompanying checklist? 

f" I NO I ~:: I IF NO,"''"''"''""' "'" 

Colllent 

!lot.· \\ill consent be obtained from the participants (,erbaJ/..,.Titten I visual>' 

11ft111t a/tach a copy of ferrer, consent form, information leaflet etc.) 

1 ~· • 

• nJi • g them of the purpose and 
. rc~pants will in the first instance be contacted by letter 1 onnm basis. This Jetter ..,.;u be 

~hes of the research and inviting them to ~e part_ 0•0 8 ~~1111~ lime of the i.Dtm;c,.. 
~ed up by a telephone call to arrange for the~r ~:IpaD ·the . have tal. en pen \'OIIlliWih. md 

lllntelpants will be asked to sign a consent form, rndrcaung ~t y fin\itation, an infOI1'QllliOII 

CIJnseru to the results being used in the analysis. A copy of the ener 0 

~~~~co::nse::n~tf<:o:nn~is~a:ttn::ch:~~------------------------------------~ 
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3.2.2 When will consent be obtained from the participants (and in whai context)? 

lnitial consent will be obtained by telephone and subsequent written confirmation of consent will be 
obtained at the time of the interview I focus group discussion. 

3.2.3 How long will the participants have to decide whether to take part in the study? 
(/J is recommended that a period of seven days be provided for rejlecrion. ~f less than this, please justify) 

Written invitations will be sent to participants one week before they are contacted by pbone. This will 
provide them with ample time to reflect before written consent is obtained. 

3.3 Confidentiality 

3.3.1 How will confidentiality of participant identities be maintained throughout the study and after the 
study is completed with regard to data collected and patient I client records? 

Participants vo.ill not be identified in the analysis of the results. Data will be aggregated, with numbers 
used to code transcripts. 

3.3.2 Is there any potential confidentiality issue through identification of the study location? 

No. 

3.3.3 Row will confidentiality of other information be maintained throughout and after the study is 
completed? 

No information about individual participation will be divulged or identified in any way. At the stan of 
the focus groups ground rules will be agreed requiring each individual participant to respect the 
confidentiality of the others. All transcripts will be coded with numbers. 

3.3.4 Will the study data be held on a computer? 

YES I Yes I NOD 

3.3.6 If you answered YES to question 3.3.4, how will you provide data protection? 

All data '~ill be stored in a manner that is compliant with the Data Protection Act. 

Oat~ will ~ ~t~red on C~. None of the data will be capable of being idenrified as corning from a 
~rucular md1v1dual. Codmg of c~ntributions and data blocks will be anonymous. Access to aU Iiles 
wdl be password protected and \\1ll be stored in a secure location. No data will be stored on servers 
that can be ~ccessed by persons noi involved in the research. The COs will be stored in a private IIJl(l 
secure locauon known only to the principal investigator. 
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else will have access to the s rudy data other than the lead investigator? 

IIIJICf'isor of the srudy. 

clerical assistant. 

confidentiality of the study data ace ~ssed by lhisltbe!e pcr.ms? 

tift cation of indi\idual (lllticiplais. A system of codes will be 

ipal investigator. The supervisor aod c:lerical •ni•IDI will be data will not contain any iden 

~ a\'ailable only to the princ 

ibmed of a need of confidential 

illlaspects of the srudy. 
ity and will be asked 10 sign a declaration apeiDa to~ 

How "ill study data I specimens b e stored during and after the study? 

d and coded. Manuscripts wiD also be coded. The codes will be 
ilniews v.ill be taped, numbere 

llllftdseparately and accessed onl y by the lead investigator. 

ting involved in the proposed project? 
Are there elements of genetic tes 

f ru I~ I NIA I '""" ... £EXPLAiN 

cted will information I data I materials be retaioed? 
· Bow long after the study is com pi 

labtD8iion, data and material ·will 

l(ttor- data within the National C 
be stored for 7 Y~· This.is in line with~ W: ~ 

ouncil for example. IS required to be stored 

If · · the study is completed. is it !UII:d 011 the 

• . •dennfiable data or material will be retamed after maserial ill 001 be used in filaR wac~ 

ifooned consent form that this will be done and that " 

!ludies without further specific permission being obtained? 

~ 
1 
NrT"·· ......... LA~- 1 

~[lbitaJ Rights 
. fthe .-lei-(self~ 

~ . ethical ngbts o ..-- ~ 

fl!r In detail how you propose to uphold the . etc)" 

lreannent, protection from hann and discomfort. pnvacy, · · paniciJG1S 

r 
. -'ly b11r111less. II lillY~ .-..!---

ror ex · · usuallY pb)'S1""' some pn« ...... .,.,_.. 

ample, although conducting inten1ews IS • 'eW itsdf C'\vLes 

;:: psychological distress, if unwittingly the 101ef\
1 

ence for the person. 
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Participants will at all times be free to withdraw their consent without penalty. Interviews will be 
conducted in a sensitive manner and will deal only with the issues covered by the objectives of the 
research. 

The researcher will at all times ensure that there is no pressure on the participants because of the role 
of the principal investigator (see section 2.5). 

3.5 Funding and Payment 

3.5 .I Outline sources of funding for the study. 

The researcher has made provision for the funding of the study. 

3.5.2 Is this study funded in a way that may produce a conflict of interest? 

No. 

3.5.3 Will payment be made to research participants? 

Yes D "None, other than minimal D No ["NOl 
expenses to cover taxi fares etc". L__j 

3.5.4 If you answered n:s. to question 3.5.3, please specify for what purpose the payment will be made and 
the amount per paruc1pant. 

N/A 

3.6 Other Eth i~aJ Considerntions 

3.6.1 Please outline other ethical issues that you perceive to be associated with the study. 

My role (see Section 3.4.1 and 2.5) 

3.6.2 Discuss how you will address each of the issues identified. 

NIA 
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SECTION 4- ETHICAL APPROVAL FROM OTHER COMIImEES 

'tl from the Faculty Ethics Committee, if voted, dees lilt 111penedt _, "f'lllllfllilllire-111 

bodies may have that similar applkatioas be IUde to loal etklcal~pprevlll bodJea 1a 

tfiM study commencing • 

.. c~Walapproval been sought from any other orgulsatioa(s) Ia wllidl die lbdy will lib .! 
(If you answer YES go to question 4.2) 

(If you answer NO go to question 4.3) 

(lfN/ A lease ex lain .::.w!!.hY1...:' be~lo:.:w:L·) ---------------, 

The study is not being carried out in any one institution. lndhidual pllticipiiiiS like.., 

in their own right and not as representati\'es of their iDsritutioa. 

• un aaswered YES to question 4. 1, has etbicalappi'Ol'BI ben pve.! 

A \\Uiting NO Nl A IF NO OR NIA, PLEASE EXPLAIN WHY 

ReI 

~yoa have answered NO to question 4.1, is it your illttatiotl tueek etDclllapprvwlll rr- dlt 

IJ!Iisation(s) in which the study will take place? 

~I NO I N/A I" NO OR ~VC-EA_S_E_E_"'_~_ .. _"_11_" __________ ___. 
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SECTION 5- RISKS AND SAFEGUARDS 

5.1 d ? 

N 
m 

Gh e details of any risks to subjects or to controls from investigative proce ures. 
OTE: for the protection of both the investigator and the subject, this list must be comprebensi\'e and 
ust also appear in fuU in the subject infonnation leaflei. 

Not applicable. 

5.2 Indicate bow advene events are to be notified and evaluated: 

Not applicable 

Vbat is the nature and extent of the medical examination that participants are to undergo ~fort 
artil:ipating in tbu project? 

5.3 ~ 

p 

' None 

Vill there be ongoing medical supervision of the subjects by a duly insured medical practiiioaer 
uring the s tudy? 

5.4 " 
d 

YES NO N/A IF NO OR NIA, PLEASE EXPLAIN WHY 
NIA There are no medical implications in this study. 

bat arrangements ~Ito ~u•r;:ntee compensation to any pa rticipant who may suffer injury or 
5.5W 

lo s as a resull oftbu proJeel. 

None - this is not applicable to this study. 

-
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SECTION 6- DRUGS AND OTHER THERAPEUTIC SUBSTANCES: 

aiM object of this project to assess the effect of a drug or therapeutic aubstanc:e? 

YES (lf you answer YES, a full application must be made for Clinical Trial appn>\"11 10 !he 

Irish Medicines Board and this ethics approval should be directed to !he St J1111es' 

Hospital and Federated Dublin Voluntary Hospitals Joint Research Ethics Commince 

(JREC)) 
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SECTION 7 -SIGNATURE OF APPLICANT 

7.1: The lead investigator must sign that he or she: 
• Affirms that the information in this application is true 
• Is not aware of any other ethical issue not addressed \\ithin this form 
• Understands !he obligations to and the rights of the participants, particularly in giving of infollDlllioow 

obtaining of consent, and confidentiality 
I confinn that the information provided in this protocol is correct. I also undertake to provide an annual !!pia on the anniversary of Research Ethics Comminee approval with details of the number of subjects \\bo lilt been recruited, the number who have completed the study and details of any adverse effects. Any SMOII! adverse effects will be reported immediately to the Ethics Comrninee, and, if involving medication thinlD also be reponed to the Irish Medicines Board. 

NAME:(BLOCK CAPITALS} Yvonne O'Shea I STAFF I STUDENT I.D. No. 
I 

SCHOOL / DEPARTMENT: School of Nursing. Faculty of Health Sciences 

COURSE OF STUDY:(lf 
appropriate) PT Research Degree YEAR I 

SIGNATURE: 
DATE: 

Student applicants are reauired to have their Research Supervisor complete this section. 

Name of Supervisor. Prof. Cccily Begley (BLOCI( CAl' IT ALS) 

Position: 
Head of School of Nursing 

:ro thr brst of my knowledge this proposed mcarch study 
IS: 

YES ~ I Rele~vmt 
2 Most appropriately im"t!StigaJed through the chosen design \l:S ~ J As t~e student's supen•isor, I occept responsibility for tire etlrical conduct of tlris \l:S YCI 

proJeCt 

Yci' .J I ha~·e had suj]icient time to review tlris submission yES ·;_:.;;. 

ignature of the Supervisor: -Date: 

----
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Office Use Only: 

Reference number 
Conrnritree Date 

Date 
Aooroved • .... 
To be resubmitted • ..... 

472 



Appendix 22- Themes, Categories, Codes 

Themes Categories Code Descr iption Code 

ED CD Common Education Advantages llDCDAD 
Educational Changes 

Content EDCDCO 
Disadvantages EDCDDI 
Financial Skills EDCDFS 
Health Economics EDCDHE 
M11nagement EDCDMG 
Team working EDCOTW 

CP Continuing Evaluation of Effectiveness EDCPEV 
Professional of CPO 
Develooment (CPO) 

Joint Appointments EDCPJA 

PD Post-Registration Evaluation of effectiveness EDPDEV 
Education of post -registration 

PR Pre-Regjstrat.ion !!valuation of effectiveness EDPREV 
Education of pre-registration 

education 
FH AC Changes in Accountability at all levels FHA CAL 
Future of Health Accountability in the organisation 
Services Critical Incident follow-up FHACCJ 

(tribunals, complaints, 
mistakes, etc,) 
Clinicians in Management FHACCM 

HSE Now accountable - not FOACHS 
Minister 
Increased Audit FHA CIA 
Performance Management PHACJ'M 
(tackling 
underperfonnance) 
Political scrutiny of FHACJ'P 
expenditure of public 
monev 
Value for Money / Inputs I .FfJACVf 
Outputs I Outcomes 

CE Cban.ges in Culture Culture Challenge FHCECC 

lnterdisciplinarity VACEID 

Relations with other PHCEPR 
orofcssionals 
Break down silos FACES I 

Team working FHCETW 
DE Demographics Ageing FBDEAG 

Family FHDEFA 

Lifestyle FHDELI 

Multietbnicity FRDEMEl 
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Themes Categories Code DeKriptioa Code 

OS Chan1es In llllplications for Rospilals FHOSHO 

Of'llllltalloul 
Structum 

Relations "-<en PrirMry 

llld Atule 
FHOSI'A 

Primary Ctre Services FHOSPC 

P£ Separatio• or Policy 
and £untive 

Service Development fBOSSD 

Ach-.ges of Policy 
Executive Sepndon 

FHPEAD 

Comnlisalion ofExec:utivt FHPu:t 

Chanses for O.Piftll- of 
Htlllh 

f1II'£DH 

Disadvantages of Policy fHPEDI 

Executive Sep.llion 

QU Quilty lnoponanu oflnfcrmatioo flfQt:IN 

Patiem Cenued fHQVPC 

SE Soeio-tcoaomlc Expectations FRSEU 

Cha•re.es 
Wtlllh FRSE\\E 

SP Sy51tms Pressu"' Increased IICtivily te.cls FliSPAL 

Prh111C Senicts F1ISPI'R 

RC Role Change AD Ada plio Rok daaa1e ear- palhll'I)'S RCADCW 

General Management's RCADG!Iol 

undemanding of ehanst 

Pro«<i\e odapmioo 10 RCADPA 

change 
Pmcribons as pan of role RCADPS 

ehantt 
Preparedness for chlnse RCAOPX 

RcsiSWICt to ehanst RCADilX 

Resislancle 10 ehanst by RCADTU 

TJ'llde Unions 

Unders!andin& of ehanst by RCADt.X 

1111ne5 llld m ic!1o 1' cs 

CN co ..... Jssio•• E''llualioo ofConuniuioa RCC'IIEV 

,'1/ursi•c on Nurstng 

CW Clillkal Cartt'r Ad\-.xcd PriiCtitioocr RCC\\AP 

Pai ... 'IV 
SpecialiqJ\.nc CocuuiWII RCN CO 

RelodoasbJII' 

DanJOn of 'J"'CilliJIIioo RCC\\DS 

Need for I!IOI'C Specill111 RCN'\" 

!\una 
C:pecialill I"'III'K NCHD RCC\\-I'tC 

RtiiiiOIIIhipo 

Staff Sune C.-.er l'ldo"I~ t RC'C\\ """ 

! RCITIJ 

IT l•rtrdiKlpllury lrx:i c•e d ia\oOI\ C!"'naal Ul 

Ttoas 
lntctdisclpliMI) 1at111 I 



Thtmes Categories Code Description Code 

LE Leadenhip Asseni•eness : RCI.W 
Empowerment RCUDI 
Need for nurse leaders Rct.m 

NL Nurse Led Coordinating Role of RCI\l.CI 
Nurses 
Nurse led clinical services RCNLCS 
Nurses in Management RCNLIIM 

PA Primary Acute Acute nurses foUow on into RCPAAC 
Relations the community 

Nurses in Community RCPANC 

SK I Skills I SC I Currwt Skills BeiiCUf\~ I SKSCIC 
I I I Do nurses have skills now? I SKSOI!I 

I I SO I Oifferen« from now! Continuity with present I SKSDCI' 
I I I New skills needed I SKSDSN 

SF Future Skills Needed Communication SKSFCO 
Finn.nciol Skills SKSF'FS 
Interdisciplinary skills SKSFID 
Mnnagement SKSFMG 
People Management SKSFPM 
Research sKSFU 
Specialisation 1 sKSfSI' 
Teamworidng 1 sKSFJW 

SM Skill Mil Boundary spanning SKsMJS 
Core job sKSMCJ 

Health care Assiswns ~ 
Nurse Ratio sKSMl« 

Recruitment issues sKSMIIE 

-
I Total Number of Codes 190 
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, PHD1106:Code Book-Unked to Femily Tree 17/031200811:25:31 Pege 1 

21!D 

3CD 

Text 

Nona 

level 
2 

Added 

02/11/06 

Modified 

00/00/00 

Rafera to the queationa ~t the educational aya~ for 

nursaa aJ\d aidwivea (Q 11 li 12) 

3 02/11/06 10/0f/07 

Rafera to the poaaibility of developin9 ~n education 

opportunities for clinical profesaionala froa different 

d.iaeiplinea 

CD 02/11/06 28/05/07 

Rafera to the advanta9es of a ~n educational aye~ 

5 EDCDCO CD rES 02/11/06 28/05/07 

6 I!DCDDI 

7 EDCDFS 

B EDCDBE 

!il EDCIJMG 

10 EDCDTW 

11 CP 

Rafera to the content of a c.,_.,n educational curriculua 

(27) . Uao includea instances of reference• to need for 

co..unicationa trainin9 (9) . 

CD YES 07/04/07 28/05/07 

Refers to the d.iaadvantagaa of a c~n educational 

syatea 

CD rES 02/11/06 28/05/07 

Rai'ara to the desirability of providing clinical 

proi'eaaionals with training I education in financial 

skills 

CD rES 02/11/06 28/05/07 

Rai'ara to the desirability of providing clinical 

profeaaionals with education I training in health 

econoaics 

CD rES 02/11/06 28/05/07 

Education for clinical professionals in adainiatration 

ayataaa 

CD rES 02/11/06 28/05/07 

Education I training for cllinical proi' .. aionala in teaa 

working skills 

3 02/11/06 09/04/07 

Raters to -ttara ariain9 under the b .. d.ing of CPO 



PHD1106:Code Book-Linked to Family Tree 17/031200811:25:31 Page 2 

Code Word Parent Text 
YES 

Level 

' 
Added 
07/0,/07 

Modified 
28/05/07 

12 EDCPZV CP 

13 EDCPJA 

U PD 

15 EDPDEV 

16 PR 

17 EDP.REV 

18 FB 

19 AC 

20 FIIACAL 

Re~ers to the need to evaluate the e~fectivenss or otherwise of CPD as a way of addressing stills 
~~iciencies 

CP ' 09/09/07 00/00/00 

There is a need to use aore the opportunities to -k• joint clinical I educational appointaenta. 

3 28/08/07 00/00/00 

Reters to the provision of post registration education and training for nurses and midwives 

PD Yea 28/08/07 28/08/07 

'!'hare is a need to assess and evaJ.uate the appropriateness of the provision of post reqistration training and education for nurses and midwives 

3 22/12/06 

Pre registration education 

PR YEs ' 12/12/06 

Evaluation of effectiveness of pre registration education 

None 2 02/11/06 

00/00/00 

28/05/07 

00/00/00 

Refers to the likely shape of future health services (Q2) 

FB 
3 02/11/06 10/04/07 

FUture health services will be delivered in an enYiro~t where there will be ai.qnificant incr-sad emphasis on accountability 

...... . .. 
YES ' 0'/11/06 28/05/07 

Ensure that accountability ax.i.sta at all levels within the organisation frOIIl the CEO and Financial Director through all clinical qradas (includinq clinie&l a ccountabili ty) and adainistrative gra~s . Clinicians cannot be al~o....S to opt out . 

-·-···· ··-·· ..... -~··· .. 



Pti)1106:Code Book-Linked to Family Tree 171031200811:25:31 Page 3 

Code Word Parent Text 

Y!S 

Level 
4 

Added 
04/11/06 

llodltltd 
28/05/07 21 FBACCI AC 

22 nw:a« 

2.3 rBACBS 

24 FD.CIA 

25 PUCPM 

There is a need tor 110re critical incident analysia with 

reference to the tribunal.& of enquiry, coa;>lainta, 

liUqaUon, pre .. ure groups ate. iD order to enaure that 

lessona are beinq learruod and chanqu aade 

AC YES 4 02/11/06 28/05/07 

c:uniciana will be u;pected to bee.._ 80re itm>l....S in 

the aana~t ot the services and u a ruult will Med 

to beco- more accountable for the services they provide 

AC YES 4 03/11/06 28/05/07 

The CEO ot the BSI is now accountable for the eerYioes -

not the Minister 

HS 4 02/11/06 28/05/07 

There will be an increase in the quantity and i.ntennty 

ot audit activity in future health aarvicas, aU"in>nq 

issues ot qovernance, value tor 80n&Y and 

accountability, and quality 

YES 4 04/11/06 28/05/07 

.. ·······-·~·· ·- 00/00/00 

26 I'KACPP AC 4 09/09/07 

27 FIIACVF 

28 CB 

29 PIICEcc 

. creua in the degrM of 
There will be a ei¢f1 cant in . bea!th to anau.re 
political scrutiny of upanditure 10 

t 
public accountability for the in .... s~ 

02/11/06 
YES 4 

28/05/07 

.-ph.Ui• on the need to 
There will be a qreatar the prodaion of __ .. 
demonstrate value for money in f .iJlpUt& outputs ...... 

services, includinq accountin'il or ' 

OUtCOID8S 
......... - 02/11{06 

3 
O'l/04/07 

health aardOSS will 
~gas in the tutur• shape of tructure• will result 

FB 

ltur• Na• • 
require a chang& in cu · ture 
in the emerqenca of a n•" cul • 

4 
02/02{07 

CE n:s 
ill pr88ent • 

rvic•• " 
The future health sa 
cu1 tural chall&nq& 

28/05/07 
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Code Word Pantnt Text 
YES 

Level 
4 

Added 
02/11/06 

Modified 
28/05/07 30 FBCEID CE 

31 FBCEPR 

32 FBCESI 

33 FBC:Zft 

34 DB 

35 FBDZAG 

36 FBDEFA 

37 FBDBLI 

38 FBDEHB 

The r~r-t for inc~ase intardi.sciplinari ty in 
servi~ d.livery r~res the development of a new 
cu1a.r. 

• ••-·-• •••oou.o•••••••• oooooo-oooo•oo• oooooooooooo · • ••-•••••OOO•Oo.o•ooooooooooo..oooo 

YES 07/04/07 28/05/07 

Rafers to professional relationships as an ~ortant part of the cultural change needed for future health 
servi~s 

4 02/11/06 28/05/07 

The deaanda of future health service delivery will require the brealdng down of the silos in which 
professions have traditionally operated 

YES 4 02/11/06 

'1'he na.d for in=eased teaa worki.nq requires the 
creation and clevel~t of a new culture 

FB 3 02/11/06 

28/05/07 

10/04/07 

Deaoqraphic chanqes will impact on future health service provision 

DE 4 07/04/07 28/05/07 

f'lla.r. Health services will have to contend with the fact that our popul.ation will live lonqer and the 
population will be aade up of more elderly who will require more services 

DE YES 4 02/11/06 28/05/07 

Future health services will have to contend with ch&n<J8' in the structure and nature of family life 

DE 
4 02/11/06 28/05/07 

Future haa.l.tb services will have to contend with ch&n985 
in lif .. tyle and lifestyle related illnesses will become JDOre prevalent 

DE YES 
04/11/06 28/05/07 

The mlltietbnic nature of Iriah society will provide a e i qni f i cant cbanqe of context for future health services 
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Code Word Parent Text Level 
3 

Added 
02/11/06 

Modified 
00/00/00 39 OS I'H 

10 FBOSBO 

II FBOSPA 

12 FHOSPC 

13 I'IIOSSD 

IS I'IIPUD 

The future health services will imrolve aignifi 
changes in orqanisational structure. cant 

OS YES c 02/11/06 28/05/07 

There are many illplicationa for boapitala in tha DeW 

he&l th services including the role of in~ldet 

hoapi tala , aaalgaaation of boapitala, tha un of 

tertiary referral hospitals 

OS YES c 02/11/06 28/05/07 

Future health services will require tha definition of 

new relationships be~ prt.azy aDd acut. aerricea 

OS YES c 02/11/06 28/05/07 

Future health services will need to clefiDe tba nature 

and extent of priaary care sanice pro-<riaion. 

OS YES c 12/12/06 28/05/07 

service developaoant as an iJiportant part of chanve• in 

organisational structures in future health saniCU 

... - ....... -
FH 3 02/11/06 28/08/07 

. ~-' ·~ in s contaxt of 
Future health services w1ll be .-..1 . func:tion& 
separation of policy and executive 

.... -···-
ns c PE 

02/11/06 28/05/07 

0
., policy executi .. aaparation 

Refers to the advantages " 

PE ns c 02/11/06 28/05/07 

-~ in s context of 
. ill be o:WliVU ... 

Future health serv1ces " . function• aDd • 
separation of policy and. ex•~~-:ona in one bodY I~ 
centralisation of executift un 

BSE!) 

__ .............. . c 02/U/06 
28/05/07 

YES 
. ignific&nt ~· 

Future health service• will anta1l ~th - dedicated onlY 

PE 

in the role of the o.part:aent of 
8 

to policy making 

-··--· .. - 28/05/07 

YES 
4 

and .,cecu ti,.. 
uon of poliCl' 

48 ..;;~·············;~ ···••·······•••· 
oc/11/06 

The disadvantages of sep&r• 

functions 
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Code Word Parent Text Level 
3 

Added 
02/11/06 

Modified 
10/04/07 49 QU FB 

50 FBQUI"N 

51 FBQUPC 

52 SE 

53 FBS&EX 

54 FBSEWE 

55 SP 

56 FBSPAL 

57 FBSPPR 

Future health services will be expected to place greater a~phuis on quality 

YES 4 02/11/06 28/05/07 

Future health services wi ll be delivered in a society with increaeed access tc infoz:aation and increased expectation of quality 
h • ·····- •••••• • •••• ... __ _ _. •••••• 

YES 4 0 4/11/06 28/05/07 

There will be an increaaed a~phasie on putting the patient at the centre of service delivery and the .onitcring of the patient's journey through a aeaml.eea service 

..... ···--·· ··-··· -
FB 3 02/11/06 10/04/07 

Future health services will be delivered in a context of significant eoeio-eeon..tc changes 

.....• ..... .. 
SE YES 4 02/11/06 28/05/07 

Future health services will be delivered in a context where the public wHl have increased levels of expectation reqa.rding the quantity and quality of eervic.. provided 

SE YES 4 02/11/06 28/05/07 

Future health services will be delivered in a society where increased wealth ie the nora. Al.eo refers to the correlation between health and wealth. 

FB 
3 02/11/06 10/04/07 

Syst.as pree.ure in future health services 

SP 
4 09/09/07 oo/OO/OO 

Future health services will have to tackle the problof inc.reaeee in activity levels in areas such aa AU , an increase in the numbers of patient& in both acute and c-•wenni ty services , and a ~d for an increase in the nuaber of beds in acute services. 

········· ---· Sl' 
4 02/11/06 28/05/07 

Future health ser;tees are likely to include an increase in private provia1on of services. This e.ay be as a result of political preesuze or as a result of oo~r choice and Availability of new private services 
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7 

51 RC 

59 AD 

61 RCADGN 

62 RCADPA 

63 RCADPS 

6S RCADRX 

..... . ..... 
None 2 02/11/06 00/00/00 

RefeJ:a to the Hkely changea in the rolu of mttMa Uld 

midwives in the future (Q3) 

3 03/11/06 00/00/00 

Adapt to J:ole chanqe 

ns 4 12/12/06 28/05/07 

Career pathway •• an i.llportant el-t of adllpt.illg to 

change in role chanqea for nurau Uld aidri.,.. 

4 Ot/08/07 00/00/00 

Do general aanaqera have a qoocl UIMMrstanding of tbe way 

in wh.ich the role of nurses Uld aidlrhes ri.ll ch•ft9"? 

ns 4 03/11/06 28/05/07 

Need to be proactive in adapti.Dg to role c:b•"9"'• 

ns 4 12/12/06 Ot/Ot/07 

There is a need for nursea and aidri..,.. to bee

involved in prescribing u part of tbe future role 

chanqe for nursea and aidlfi..,... 
·-·· . -

4 09/09/01 00/00/00 

... - -·· 
4 09/09/07 OP/Ot/07 

to cba"9"' 111 thin 

There is a probl- of resia~C8 1 
in relation to 

nursing and aidvife.ry, particular Y 

changes of role. 

AD 
4 

Ot/Ot/07 00/00/00 

to cba"9"' fr<Ja wi th1ft 

There is a probl- of :resiatance , ..,. aDd aidlfifart · 

the Trades Uniona that "'P 
resent nur• ...... 

00/00/00 

4 
Ot/OP/07 

.......,... und&r•ta..cttaq of tbe war 

Do nurse managers have • ..,~ ·11 cba"9"'? 
-'"'-iva• W1 

the role of nurses and ~ ootoo/OO 
68 0. ... ········ 

ooo oooOOO H-~· 09/04/07 
3 

RC 

Refers to the 

___ ccide Wore( .. Parent ··· 

. ion on arurdtl9 
c~•• 

r&"Xt .. -~.evitl Added 
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Code Word Parent Text 
YES 

Level 

• 
Added 
31/01/07 

Modified 
28/05/07 69 RCCNEV CN 

70 cw 

71 RCCOP 

72 accwco 

73 RCCWDS 

7C RCCWMS 

75 RCCWNC 

76 RCCWSN 

77 IT 

ll.efera to the n.-.1 to evaluate the i.JIIpact of the 
Ca.ai.aaion on Nursing 10 years after ita i.JIIplementation 

RC 3 09/0C/07 00/00/00 

ll.efera to the clinical. car-r pathway for nurses and 
llli.dwives and iaauas associated with it in the 
developa~ent and chanqe of role for nurses and llli.dwivea 

cw YES • 02/02/07 28/05/07 

Refers to the need for and the development of the role 
of advanced practitioner as part of the clinical car-r 
path-y for nurses and aidwives. Also ret era to the fact 
that advanced practitioners are an i.JIIportant dimension 
of specialisation and role change tor nurses and 
llli.dwives. 

YES • 02/11/06 28/05/07 

Specialist nurses will n-d to develop new relationships 
with consultants 

cw YES • 02/11/06 28/05/07 

I ncreased specialisation in nursing has some inherent 
disadvantages 

--............ . ....... ···············-·········· cw ns • 02/11/06 28/05/07 

\'here is a need tor aore specialist nuzses tor future health services 

···••· .... .. 
C1f YES • 02/11/06 28/05/07 

The eldat.nce of 110ra apeci.aliat nuzaes will require an 
axa• i nation of the -'"--...... in ~'"-~~w- ~ relationships with NCBDa 

YES • 07/0C/07 28/05/07 

ReEers to the development of the role of the staff nur•• 
within a clinical career pathway 

RC 3 02/11/06 09/0C/07 

Refers to the need for an increase in the use of 
interdisciplinary teams as a basis for service delivery 
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Code Word Parent Text 

T!S 
Level 

4 

Added 
02/11/06 

llodltled 
28/05/07 78 JU;ITII IT 

80 RCLPS 

82 RCLBNL 

IJNL 

as RCNI.cs 

Incre .. .ci i.nvol~t of nunwea and aidlrifta in 

interdisc.iplina.ry work 

RC 3 02/11/06 00/00/00 

Leadership is an ilaportant dl•nsion to the c1w19u in 

roles tor nuraes and llidvives 

n:s 4 02/11/06 28/05/07 

Nurses ne.ci to learn to be 110re usertive in their 

relationships with oonaultanta and otbera within the 

services 

n:s 4 12/12/06 28/05/07 

Ellapo_.._nt u an u.portant ~ion of leadanhiP 1ft 

role c:hanqa 

n:s 4 02/11/06 ?.8/05/07 

There is a need tor leaden to -r98 within nurair>9 and 

aidwitery 

3 02/11/06 00/00/00 
RC 

Refers to an increase 1ft t.ba SIIO\Uit of nur" led 

services 

ns 4 12/12/06 28/05/07 

in nurse led clinical 
'l'he coordinating role of nurs .. 

settings 

ns 4 02/11/06 28/05/07 

. uount of nurse led 
Refers to an increase 1.11 t.ba ealth aarTicas 
clinical services in futur• b 

4 
02/11/06 

28/05/07 

ootoo/OO 
·· ··4~--······ · .......• ·--- ····-· ...... 3 

02/11/06 
87 P), RC 

Refers to 
and acute 

·pba~pr~ 
in the ralationshi 

chanq&S • a tuturS 
services 1.n th 
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Code Word Parent Text 
YES 

Level 
4 

Added 
02/11/06 

Modified 
28/05/07 88 RCPAAC PA 

Nuraea ~roe acute aervicea will be likely to get 
involved in ~ollow through aervicea to clients in the 
cOIIIIIIUtlity on their diacha.rge from the acute services 

89 RCPANC PA YES 4 02/11/06 28/05/07 

90 Sit 

91 sc 

92 SltSCBC 

93 SJtSOQf 

94 SD 

95 SltSDCP 

96 SltSDSN 

There ia likaly to an increaae in the numbera of nuraea 
and midwives active in the COIIIIIIUJlity 

None 2 02/11/06 00/00/00 

R&Lera to isauea related to the akilla need ~or futUJ:e 
beal.th aervicu (Q7, 8 5 9) 

Sit 3 02/11/06 00/00/00 

ReLera to the question about whether nurses and midwives 
currently pos .. a the neceuary skills (Q9) 

sc YES 4 02/11/06 28/05/07 

l!afera to the bellcurve pheno.enon when looking at the 
distribution o~ skills across a qroup of pro~essionals 
and the illpact that a sliqht shift to the right by a 
nUIIIber o~ individuals can have 

sc YES 4 02/11/06 28/05/07 

Do nurses and a.i.dwives have the necessary skills now (Q9) 

·-·-········· ······-··--Slt 3 02/11/06 00/00/00 

Ralates to the queation about the difference between future akills require and current &kills 

SD YES 4 02/11/06 28/05/07 

Refe.ra to the dynaaic nature of the orqanisational 
structur" being developed and the fact that constant 
chanqe will require constant abili.ty to adapt to chang& 
and develop the relevant new skilla - it is difficult 
there~ore to ·~ in what way the akilla will be 
different - need for continuity with the present 

so YES 4 0 4/11/06 28/05/07 

l!afera to the akilla needed in the future - alao co~red 
under role change and f'uture sltilla needed (SJtSF) 
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Code Word Parent Text Level 
3 

Added 
02/11/06 

llodillecl 
00/00/00 

,. surco 

tt SKSITS 

100 SKSFID 

101 SKS!NG 

Sit 

Refers to the skills that will be "llr'ad in tbe tumr. 

health services 

SF YES 02/11/06 28/05/ 07 

Refers to the need for greater ...._!ftioationa llldlla for 

nurses and ai.dwiv.s in the future 

S F YES 02/11/06 28/05/07 

Rltfera to the need for qr .. ter UDdaratencttng Uld 

trai.ni.nq in financial altilla for tbe bealth 

professionals of the future 

S F YES 12/12/06 28/05/07 

Inte rdi.sci.pli nari ty aa an blportant dl-•iOG ~ tutw:e 

a1t.ills naedad for nuraea and aidriftS 

SP 
12/ 12/06 21/05/07 

u,,, t •~rtant ,L, '1 ~ tbe fub&re for: 
._._qemen a. an __.... ~ 

nurses and midwives 

.......... ·········· .... 28/05/07 

102 SKSFPM SF 
02/11/06 

103 SKSFRE 

lOt SKSFSP 

lOS SKSFTW 

106 SIC 

Refers to 
by nurses 

1 .. en nt akilla 
the naed for greater peop s • 

and aaidwivea for futw:e bealth aerriCU 

SF YES 
02/11/06 21/05/07 

.reaear:cb 11< i Ill i.D aun
JU:fera to the need for greater 

and a.i.dwi. ves in the future 

S F 

Specialisation aa 
needed 

S P 

12/ 12/06 28/05/07 

!ES 
f future aUlh 

an i.JipOrtant e1.-nt 0 

YES 
12/12/06 

21/05/07 

ture slr11U 
. t e1.-nt of fu 

Team worltinq aa an i.JipOrtan 
"dwiftS 

needed by nurses and 1&1 
00/00/00 

Sit 

Refers to a range 

3 
02/11/06 

. ted with altill ai• 

of isau•• aaaOC18 
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Code Word Parent Text 
YES 

Level 
.. 

Added 
02/11/06 

Modified 
28/05/07 107 SltSMBS SM 

108 SltSMCJ 

10~ SKSMBA 

110 Slt.SMNR 

111 S1tSHIU! 

Refers to the phenomenon of boundary spanning as roles 
develop and scope of p r actice expands and extends 

SM YES .. 02/11/06 28/05/07 

Re.fers to the probl- of not baing able to focus on the 
core job bec.use of the need for professiot1Us to be 
:involved :in sdministqrative duties and the opport:uni.ties 
presant.d by a more structured approach to skill aix to 
tackle this. 

SM YES .. 02/11/06 28/05/07 

Re.fers to the need to train and utilise Heal. th Care 
Assistants as part of the skill mix in the nursing and 
aidwifary settings 

SM YES .. 02/11/06 28/05/07 

Re.fers to the overal.l ratio of nurses to patien ts in 
Ireland - contention that Ireland has the highest ratio 
among developed countries (check out ... ) 

SM n:s .. 02/11/06 28/05/07 

Refers to recruit:aent and retention issues facing 
nursing and aidwifary and in particular the need to rely 
on nurses froa other countries (India, Phillipines . . . ) 

....... ·····--· ... ·-···-· ............ . ..................................... . 
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Appendix 24 - Sample Extract Transcript from •nt --, -
II ..... 

N070800 
rvos tn relation to the major contextual changes for the Health Servi 

''hat do you think are the major ones in relation to the scnices en. 

themselves? 

RSP I will ~quite stra!ghtfo~'llrd and simple on this. The chao&iog 

econom1c and soc1o-envuonment, by that I presume we mean the fact 

I 
~t as time goes on, ~-e ."ill have more and more patiems comio& 
mto the system and this IS as a result of a number of factors. one is 

the ageing population, people living longer and people are being 

cured of their illness throughout their life with advances in medical 

technology, etc. We certainly are going to bave more palicDis 

looking for hospital services. That is the generalised answer. The 

future direction of policy, I think myself, bas to be pml so-lids 

ensuring that the beds are there for the patients. At the moment there 

is a sbonage of beds within the system and that is in two-. 
number one is the step-down facilities out there, and the community 

services have 10 be bolstered up. We need more acute beds •itbin the 

system and you will find that any economic bench-marking that is 

done would clearly indicate that we have less beds per popu1llion 

than most other counuies in the de,·eloped world. I am DOl goin& to 

talk about spend and health because that can be measured in IDIIIY 

different ways. I am not a hundred per cent certain that the new 

health reforms are actually focused on that particular issue. It seems 

to be all about structure. There is a view that the mooey bas becll 

misspent and that the money has not been utilised for more 

effectively for the patients, so really I think that the~ reform of 

programme bas taken the government's eye otT the~ m = 
wbat the main issues are. I do not think that b) creatiDl! a · . tbll 

Hospital's Office wlille there are advantages in that. no way 15 
• 

going to resolve the underlying problem thai exists. Ou ~Y· ~ 
there are a lot of things you could probably do that woul 11111"?' the 

tbe situation marginally. At the same time the ~,-eraJl ~C: aDd 

lack of beds. I think we can all make our bospl~5 more soh-e the 

we are working on that at the moment but that will~>. polic) bas 

. . . . r cy future du-ectJon 
Situation margmally. So. econom1c JlO 1 • k . the (0111111) is 

to be geared towards making sure that the bed stoC m 

YOS 
uo to International norms. . . ? 

Do you have an · to say in relanon to funding'. . bull think 

RSP We are constantly under pressure in relation to fund~ p'C$SIIC 

~ou wiU find that every health .service i~ the wo:;:,. goes ,..;th the 

m relation to funding and that ts something thai 1 pt 10 P""-idt 

territory because obviously there is not a bon: :unU) would bt 

funding for the health service. If you did thai fallocarin& (laJdinS 

broke. I think that maybe different ~ethods 0 
15 011 

the pmcnt 

could be looked at. There could be 1mpro'emcnmment that no J11111t1' 

system. There is a constant cry from the Go'e theY srill ha'e 

'- how much monev they put into the bealth sector· 



problems. They speak about huge increases in e~enditure ove~ the last ten years or whatever. That is all true but I think that what 1s forgotten is that a lot of that increase h~ ~ot gone towards the development of services or for the proVISIOn of new beds but has. been spent on inflation, on keeping up with tec~ology and mass1ve salary increases which have had to be absorbed mto the system. For instance the nurse's deal of (I think it was the year 2000) put an increase'of25% on the health bill of the country. In my opinion there was no extra productivity arising in that at all. Probably, a catch up situation and that was followed by increases for other areas. Then you have the junior doctors getting all their funding for their overtime. Also, one that is quite forgotten is the cost of introducing the nursing diploma c-ourse, which cost quite a lot of money to the health service in that in the past the service was run by student nurses and now you had a new environment in which you needed qualified nurses to run the service. The DA THS have done exercises where we have proven that the actual real increase in funding made available is quite small. At the same time, all the academic teaching hospitals have significantly increased their throughput of work, while at the same time the increase in expenditure in real terms has not matched that I think it is generally considered that the hospitals are quite efficient in the amount of work that they are putting through. You come in today at the fringes of a very difficult meeting with our Union about our A&E situation. lbat is symptomatic of all the issues that I have spoken to you about. The issue is that there are far too many patients in our A&E Department. You go round the wards in the hospital here and everybody is under pressure. Do you want me to talk about political impacts? 
YOS Yes, the relevance of them? 
RSP I have watched very closely, the way the political side of it responds to these issues. I think there are various aspects of the political situation in the present Government. You have a very strong progressive democrat axis supponed by Charlie McGreevy, which is taking a very hard line on the health service. He is particularly concerned "ith reducing numbers employed within the health service and bas imposed the staff ceiling, which has made it extremely difficult to actually manage the hospitals. The staff ceiling has been a very blunt instrument, which is causing absolute havoc with the sy~t~: Politi~lly you have the OATHS axis, then you have those mLOJStnes wh1ch are concerned with social issues and 1 think that there is an internal battle going on within Government on that one. There is a ,;e" on the Progressive Democrat's side that there should be~ .~ore leaning towards using more private medicine, private fac~~t~es and ~at the p~blic sector should be availing of those fac1hues. I think that Ills true to say that some of those policies have been working and I have to reluctantly admit that the National Tre:ument Purchase ~und is a good concept in that it ensures that P?uents who .need mmor treatments etc., do get looked after and in a d11Terent en~"UOnment than patients comin~t through A&E. 
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Coded Version of I004 17/ 03/ 2008 11 : 24 : 02 

YOS: The role of nurses and.midwives and 
again do you think this w~ll change 
significantly over the next 10 years 
and aqain I have 10 indicators of 
areas tha1: might be e!fected. ...• such as 
(YOS reads them out) 

I004: It see=s to me that all of those 
are changing even as we speak. Over 
the past number of years we have nurse 
managers and we have them in hospitals 
whether their role will vary to that 
extent outside hospitals I don't know 
that ' s something that is there because 
there are an awful lot of other 
professionals ouc there operating in 

1-RCIIDPS 
che community that would have to be 
satisfied in regard to increasing the 
role of nursing for example in the 
prescribing area, that ' s not an easy 
area. In some countries what they 
have lists on which they can operate 
and that is probably the way I can see 
things evolving here would be on the 
basis of lists rather than giving a 
nurse an entitlement to everything. I 
heard t his morning about this morning 
after pill where even pharmacists can 
supply ic 1n certain circumstances and 
that's of course is an anomaly and 
people c an build on anomalies too 
increase a r ole where it was not 
intended at all . So it's inevitable 
that there will be great changes on 
every heading there but in some areas 
it will be more t han others. 

YOS : In relacion to prescribing_would 
you see chis evolving for nurses , and through protocols? 

!004: Yes 

YOS: I know you mentioned lists like they have in OJ< 

1-RCIIDPS 
IOO': Tha~ 's right yes I think it would 

be a mixture of protocols and lists because medicine today is 
exceptionally cocplex and really to 
prescribing of a drug should follow 
diagnosis or clinical examination and 
there is an expectation of that in 
prescribing so in other words it is 
also the bio chemical picture which is 
taken into account across the board as 
well its doubtful whethe r even any one 
profession would be able to prescribe 
c?n!identially and certainly not the 
Wlden range of drugs out chare without some form of a list coupled with 
protocols is the way to go and that in 
fact will probably be the way they 
wil l be able to in the short term to 
medi um tenn that wi l l happen actually 
the - ·. . ...• is one that is desirable. 
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Appendix 26- Member Checking Questionnaire 

The Future of Health Services in Ireland 

Statement 

-..., .... -.... _...., .... -..... 
Future health services will be delivered In a context of 

significant socio-economic changes. (SE) 

The public will h.ve lncrnsed leYels of expec:tatlon reprcllng 

the quality and quantity of urvlces provided. (FHSEEX) 

Future health services will be delivered In a society where 

Increased wealth Is the nonn. Public expectations will 

Increasingly establish a correlation between hHith and wealth. 

(FHSEWE) 

Demographic ch1nges will Impact on future health Hrvice 

provision. (DE) 

Future health serviclts will have to contend with the fKt that 

our population will live longer and the populatlon will be made 

up of more elderly people who will require more Nrvices. 

(FHDEAG) 

Future health services will have to contend with changes In the 

structure and nature of family IW.. (FHOEFA) 

Future health services will have to contand with changes In 

lifestyle and llfntyle related llln- will become -

prevalent. (FHDELI) 

The multiethnlc nature of Irish aociely wtn provide a significant 

change of context for future health services. (FHDEME) 

Future health services will be delivered In a context of 

separation of policy 1nd executive functions. (PE) 

There 1re 1dvantages associated with the separation of poliCY 

and executive functions. (FHPEAD) 

There are disadvantages ..oclated with the separation of 

policy and executive functions. (FHPEDI) 

The separation of policy and executive functions wtH elsO be 

accompanied by 1 centralisation of executive functions In one 

body -the HSE. (FHPECE) 

480 



SII'Oopy Acm Dioolreo 

== Statement Agrtt 

Future health services will be delivered In a context where the 
ro~ of the Department of Health will change significantly -
dedicated only to policy making. (FHPEOH) 
Future health service delivery will entail algnificant changes In 
organisational atructures. (OS) 
There are many Implications for hospitlll in the new health 
services Including the role of Independent hospitals, the 
amalgamation of hospitals, the use of tertiary referral 
hospitals. (FHOSHO) 

I 
Future health services will require the definition of new 
relationships between primary and acute services. (FHOSPA) 
Future health ~ervlces will need to deflne the nature and extent 

I of primary care aervlce provision. (FHOSPC) 
Service development will be an Important part of changes In 
organisational structures In future health services. (FHOSSO) 
There will be algnlficant presaure on all systems within the 
future health servicea. (SP) 

Future health aervk:es will have to tack~ the pressure of 
overcrowding In the A&E services. (FHSPAE) 
Future health aervices will have to tackle the problem of bed 
numbers. (FHSPBN) 

Future health aervices will have to tackle with the problem of 
medical Inflation which requires additional funding in areas 
other than bed numbers. (FHSPMI) _. 
Future health services will have to contend with increase 
numbers of patients In acute and community services. 
(FHSPMP) --Future health servicea will have to deal with the problem of 
staff numbere In the context of ceilings impoaed by policy 
makers. (FHSPSN) -Future health services will have to deal with the fact that 
politicians will be under Increased pressure from their 
constltuenta and there Is likely to an Increase In the level of 
political scrutiny of services. (FHSPPP) L----
Future health servlcea are likely to Include an increase in 
private provision of services. This may be as a result of 
political pressure or as a result of consumer choice and 1--
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Statement 
~ 

"'"' 
availability of new private aerv~. (FHSPPR) 

... ...... .... ........ 

Future health MI"Vicft wll be delh .. ld In an -lro!WiNIIC 

where there .. a algnltlcantly iiiCflllld empt nla 011 

accountability. (AC) 

The CEO of the HSE Is now ac:countablJ lor the HfVIceJ - noe 

the Minister. (FHACHS) 

It wm be nec:naary to ensure 1t1at IICCCIUIICabMy lllilta 11 a1 

levels with the organiNtion, from the CEO end F1naMe 

Director through an clinical ...... (lnclu~l. cllllic8l 

accountability) and aclmlnlardve grldee. Clinicians cannoe be 

au-.d to opt out. (FHACAL) 

Cllnlclana wtH be expected to beca- mare lnwahld In tile 

management of the Jet wlca end • a IWUil w11 neJd to 

-- more accountable for the Mn"lcu IIIey jllovlde. 

(FHACCM) 

There will be an ~ In the quanllly end tnt.nslly of audit 

activity In future health ... nc., examining ...... of 

governance, value for money, ac:counlablllly and qually. 

(FHACIA) 

Performanca management wll become "-1111 .., IIi$ c Wll, I 
managing and tackling underperformance. ((FHACPII) 

There w11 be a grNIIIr empt •• an the liNd to clematwln• l I value for money In the provision of ... •Ices. lnele • • 

accounting for lnputa, outputa and auec - · (FHACVF) 

There wt1 be a liNd for mare ctltlcal IIICIIMnt .....,... will 

reference to the tribunals of enquiry, (,Ofjjf '1' ICil, ll'lg......, 

;weuure g_,., In order to_..,. thai 1111~- being 

lumed and changee made. (FHACCI I 

Future health serv~ wll be upeded to place r ' r 

em an . (QUI 

Future health serv~ wll be d11herld In • eoeiltr w11ere 

clienla' e•pei Wbw .. Ina 111e In nlallllft to the qvally of 

care. (FHQUEX) 

There will be an lnci'IIMCI emphnla an p.illl• the......,. II 

the c:en1re of -•Ice dewelaplllllll end dllt• .. r end .. 

monitoring of the pallent'e Journer ltlraugll a 

eervlce. (FHQW'C 

Future health Jet lflc 11 .. be ~ l wentd In a eaclelr .... 
w 

~ 



Su·nn.:ly Aaro• lliMim 

== Statement A&rtt 

Increased acce .. to Information and Increased expectation of 

quality. (FHQUIN) 

Future health services will generate a greater need for accurate 
and precise Information. (FHQUNI) 

Information technology will become increasingly Important In 
the generation of Information and quality assurance in future 
health services. (FHQUIT) 

Future health services will be driven by increued emphasla on 
research - this will provide the basis for the development of 
more quality services. (FHQUMR) 

Changes In the future shape of health services will require a 
change In culture. New structures will result In the emergence 
of a new culture. (CE) 

The future health services will present a significant cultural 
challenge. (FHCECC) 

The requirement for increased lnterdisclpllnarlty In service 
delivery requlrea the development of a new culture. (FHCEID) -The need for Increased team worldng requires the creation and 
development of a new culture. (FHCETW) 

_.: 
The relationship between the professions Ia an Important part 
of the cultural change need for future health services. 
(FHCEPR) 

The demands of future health service delivery will require the 
- i 

breaking down of the silos In which professions have 
traditionally operated. (FHCESI) 

1.--

The Changing Role of Nursing and Midwifery in 
Ireland 

...--1 

JJ&oll" 
,. 

Slr0ftll7 AI,.. .., Statement 
A crt< v 

The Comml&alon on Nursing has had a major Impact on the 

~. 
development of the role of nurses and midwives. (CN) -The Introduction of a new clinical career pathway for nurses 

and midwives brings with It significant developments in and 

-~ 
change of tha role of nurse11 and midwives. (CW) 

There is a need for more specialist nurses In future health _L---



s tatement 

ervlces. (RCCWMS) 

creased specialisation In nursing h .. some Inherent 

isadvantages. (RCCWOS) 

6 

In 

d 

Th e existence of more specialist nu,... and midwives will 

require an exammatlon of the changes In the re~onshlpa with 

NCHDs. (RCCWNC) 

There will be an Increased Involvement of nu,... and 

midwives In interdisciplinary teams. (RCml) 

It is Important that the coordinating role of nurses and 

midwives In clinical settings is understood and appreciated 

more. (RCNLCR) 

There will be an Increased Involvement of nurses and 

midwives In management, Including the general management 

of services and the management of nursing and midwifery. 

(RCNLNM) 

Nurses from acute services will most likely get Involved In 

follow-through services to clients In the community on their 

discharge from the acute services. (RCPAAC) 

Nurses and midwives will be Involved In the prescribing of 

medications. (PS) 

Leadership Is an Important dimension of the changes in roles 

for nurses and midwives. (LE) 

Empowerment Is an Important dimension in role change. 

(RCLEEM) 

Nurses and midwives need to adapt to role change. (AD) 

Nurses and midwlvH need to be proactive In adapting to role 

changH. (RCADPA) 

Nurses and midwives ara prepared for the chang• ahNd 

(RCPXNP) 

Nurses and midwives are not prapared for the changes ahNd 

(RCPXNP) 

It 1s important to ldentlly mlstance to change within nursing 

S<rooJir ~ ..... 0.0.,... ""-~~) 

A art< Dluvtt 



Soronaly Aj&rtt Dlooano :::! Statement "' .... 
and midwifery and deal with It appropriately. (RCRXNM) 
The level of understanding of the way In which the role of 
nurses and midwives will change varies grutly. (UX) I Nurse managers have a good understanding of the way the 
role of nurses and midwives will change. (RCRXNM) 
Nurse managers do not have a good understanding of the way 

I the role of nurses and midwives will change. (RCRXNM) 
There is a need to evaluate the Impact of the Commission on 
Nursing as we approach the 10"' anniversary of Its publication. 
(RCCNEV) 

It is Important to provide staff nurses and staff midwives with I 
access to a meaningful clinical career pathway. (RCCWSN) 
ANPs and AMPs are an important dimension of specialisation 
and role change for nurses and midwives. (RCCWAP) 
Specialist nurses will need to develop n- relationships with 
consultants. (RCCWCO) 

Future health service delivery will require the creation of more 
interdisciplinary teams. (IT) 

There will be an Increase in the amount of nurse led services. 

J (NL) 

There will be an increase in the amount of nurse led clinical J services. (RCNLCS) 

Future health services will see a change In the relationships II 
between primary and acute services and this will impact on the 
role of nurses and midwives. (PA) -There Is likely to be an Increase In the numbers of nurses and 
mklwlv8$ active in the community. (RCPANC) 

There is a need for nurses and midwives to become involved In -1 
prescribi ng as part of the future role change for nurses and 

I ! midwives. (RCPSNF) 
-, 

There is a great need for leaders to emerge from within nursing 
and midwifery. (RCLENL) 

l----' Nurses need to learn to be more assertive In their relationships 
with consultants and others within the services. (RCLEAS) L----
The clinical career pathway Is an Important element of 
adapting to change In role changes for nurses and midwives. L.---



Statement 
~ ',._ .... .,.,..... ~ .... 

(RCADCW) 

Nurses and mldwivH ars adequ.tety prspaM for change? 

(PX) 

NursH and midwlvH ars not adequmly J"paNCI for dlange? 

(PX) 

There Ia • problem of realablnc:e to change within nursing and 

m idw ifery, partlc:ularly In relation to changea of role. (RX) 

There Ia • problem of raiablnc:e to change tram wiChln the 

Trade Unions that represent nursing and mldwlr.t y. (RCRXTU) 

General managers have a good unclerstancllng of the way In 

whlc:h the role of nuraea and mldwlvH will change. (RCUXGII) 

General managers do not have a good undeatallding ol the 

way In whlc:h the role of nursn and midwhea _. c:hange. 

(RCUXGM) 

Building Skills and Competencies In Nursing and 

Midwifery to meet Future Challenges 

......., ..... ......... 
Statement 

.... 
Nuraea and mldwtvn currently po~~aeaa the nec:eaNrY 11k111 

to face the future challenges of a changing hNith I«YYc4t. 

(SC) 

Nurses and midwlvn do not currently po-• the 

necessary skills to race the future challenge~ of 1 changing 

health service. (SC) 

A change In the akllllevell of 1 small nlll"llbw of,.,... and 

midwivn c:an have 1 algnlflc:ant 1mpac:t on the quality of c:are 

provided In a cllnlc:al eattJng. (SKSCBC) 

There Ia 1 difference betwHn the Ieveii of all* requirad 

now and those that wiH be raqunclln the fubn. (SO) 

There ia a need for continuity wtth the praeent coupled with 

the ability to prepare for and ad8pt to change. (SKIDCP) 

Nuran and mldwlvH wll need communlc:atlonl all* In 1M 

future. (SKSFCO) 

-.... 

,...,., ........ 



._l I StrooctY ... , ... ~ Statement ... , ... ...... 
Nurses and midwives will need greater understanding of and 
training in financial skills for health care professionals In the 
future. {SKSFFS) 

The ability to work in an interdisciplinary environment will be 
an Important dimension of the future skills required of 
nurses and midwives. {SKSFIO) 

l 
Management skills will be very important for nurses and 
midwives In the future. (SKSFMG) 
People management skills will be very Important for nurses 

' and midwives in the future. (SKSFPM) 

Nurses and midwives will need more highly developed 
research skills In the future. (SKSFRE) 

Nurses and midwives will be more apeelallaed in future 
health services. (SKSFSP) 

_.J 

It will be necessary to ensure that the appropriate skill mix In 
health care environments is achieved in the future. (SM) 
AI the scope of nursing and midwifery practice expands, I nurses and midwives will require the skill to span the 
boundaries between profHsions. (SKSMBS) J 
There is a need to a more structured approach to skill mix I 
within the clinical setting and to ensure that professionals 
are freed up to concentrate on their core job rather than 
caught up In a lot of administrative duties. (SKSMCJ) 
There will be a need to train and utilise to the full health care 
asalstants as part of the skill mix in the nursing and 
midwifery settings. {SKSMHA) -It Is important to monitor the overall ratio of nursea and 
midwives to patients In Ireland. (SKSMNR) 

Ireland already has a high ratio of nurses and midwives to 
patients. (SKSMNR) -There will continue to be significant retention and 
recruitment Issues In nursing and midwifery In Ireland and 
the resultant need to rely on nurses from other countries 
(INDIA, Philippines •.. ). (SKSMRE) --There are advantages associated with the development of 
common education opportunities for clinical professionals from different disciplines. (EOCDAO) 

L--
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Statement 
~ "'"" DiNIIm 5lrootiJ 
....... -.... 

There are dlsadvantagn auoclated with the development of 

common educational opportunltln for clinical profeeelonals 

from different disciplines (EDCDDI) 

Common training In communication skills ahould be 

Included as part of a common education curriculum. 

(EOCDCO) 

Training In financial sklils should be Included n part of a 

common education curriculum. (EDCDFS) 

A general Introduction to health economics should be 

Included as part of a common education curriculum. 

(EDCOHE) 

Training In management and administration systems should 

be Included as part of a common education curriculum. 

(EOCOMG) 

A common education curriculum ahould Include training In 

team working skills. (EDCDTW) 

Nuran and mldwlvn requn ecena to a compreheMive 

programme of continuing profnalonal development 

(EDCPEV) 

There is a need to evaluate the effKtiv- or otherwiM of 

CPO n a way of addrnalng akllla deflc:lencln In nuran and 

mldwtvn. (EDCPEV) 

More use lhould be made of the opportunltlee to make joint 

appolnbi-la betwnn academic and praetlee eettingl. 

fEDJACE) 

There II a need to evaluabi the effKtlven- of the pre-

reg11tnt1on education for nuran and mldwlvn. (EOPREV) 



Appendix 27- Letter to Participants in Member Checking 

6• June 2007 

Dear, 

1 am in the process of writing up the results of !he primary research I undertOOk as part of my PhD thesis. You "ill remember !hat you were good enough to take part in this research by allo,.;ng me to interview you. The theme of !he research is An Examination of the StraLegic Challenges Facing Nursing and Midwifery in a Changing Health Service. 

I am attaching a paper that contains some statements that represent the key outcomes of the primary reseMCb. I \\ould be very grateful if you would take !he time to read the statements and to indK:ate whether you agree or disagree with them. By ticking the relevant column, you will be indicating that you either strongly agree, agree, disagree or strongly disagree with the statement. By indicating that you agree or strongly agree with the statement, I will take that to mean that you consider the statement to be a credible position to take, not that it is a position that you yourself would necessarily espouse. By indicating that you disagree or strongly disagree with the statement, I will take that to mean that you do not consider the statement to be a credible position to take. 

Your cooperation in this exercise would be greatly appreciated. It will help me to check the quality and relevance of the outComes of the research. For your coD\enience, I am enclosing a stnmped address envelope for the purposes of returning the questionnaire. 

Once again. I would like to thank you for your assistance to date. 1 will be happy to share with you the final outcomes of the research when they are available. 

Yours sincerely, 

Y•onne O'Shea. 
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