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Preface

Irish health services face the challenge of providing high-quality healthcare that is eqUitable, accessible and

delivered In an efficient and effedlve manner. The ever-changing demographic and epidemiological profile

of the Irish population has implications for both the management and the delivery of healthcare services.

Given that nurses and midwives currently account for 40% of the health services workforce, their role and

scope of pradice within these servICes continues to be of paramount Importance to the success of

healthcare provision in Ireland.

It is timely, therefore, that An Bord Altranais has commenced a review of the scope of nursing and

midwifery pradice. The review consists of a consultative process that will inform a scope of pradice

document. The proJed IS co-ordinated by a projed team consisting of a projed officer and a proJed

assistant. Support and guidance are provided by a steering committee that has widespread representation

from the health services. The project will be completed in April 2000.

This document reflects the consultation phase of the reView. Consultation was widespread on a national

basis. The process was threefold and involved a call for written submissions, organisation of national

workshops, and distribution of a questionnaire. This document therefore represents the views of nurses,

midwives and others that participated in the consultation process.

An Bord Altranais aims to produce a scope of practice document for nurses and midwives by April 2000.

This document will provide a framework to support nurses and midwives in their practice.
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Abbreviations

AlE aCCIdent and emergency

ANP advanced nurse practitioner

CNS clinical nurse speCialist

CSO Central Statistics Office

DOH Department of Health

FIGO International Federation of Gynaecology and Obstetncs

GP general practitioner

ICM International Confederation of Midwives

ICU IntensIve care Unlt
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PHN public health nurse
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RM registered midwife
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RPN registered psychlatnc nurse

RSCN registered sick children's nurse

UK United Kingdom

WHO World Health Organisation

Terms used through sections 3 and 4 of this report were those used by nurses and midwives throughout

the consultative fora.

The female gender IS used regularly IfI the text and where appropriate should be read as also Implying the

male gender.
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SEU/ON 1 /NTRODUUION

Section 1:
Introduction

1.1 Background

In October 1998 An Bord Altranals commenced a comprehensive review of the scope of practice for

nursing and midwifery. This review is being conducted agarnst a background of changrng roles for other

professionals ,n the health service and the changing sOCio-economic environment within which nursing and

midwifery In Ireland are berng practiced.

An Bord Altranals alms to publish a scope of practice document for nurses and midwives ,n April 2000.

This document Will provide a gUiding framework for scope of practice decision-making.

The terms of reference for this project are as follows:

• a review of current practice. Identifying relevant Issues

• a review of appropriate International considerations in relation to scope of practice issues

• a review of the legislation governrng the practice of nursing and midwifery

• a review of the intra-professional boundaries and their implications for practice

• conSideration of the future delegation and supervision role of nurses and midwives

• consideration of the future expansion of the role of nurses and midwives

• consideration of educational developments needed to support expanded roles.

This Interim report reflects the consultative phase of the proJect. This consultative phase was threefold.

involVing written submiSSions. participative workshops. and a survey of all nurses and midwives on the live

register. The aim of the interim report IS to summarise the issues that have been identified and discussed

at each of the consultative fora. It was obvious from the quality of the rnformation received by the project

team that nurses and midWives entered thiS consultation process with energy and enthusiasm.

1.2 Outline of report

ThiS first section of the report endeavours to place the scope of practice project in context by discussing

nursing and midwifery regulation In Ireland. Section 2 of this report will outline each phase of the

consultative fora. proViding details of those who took part. Section 3 describes the current roles of nurses.

difficulties that nurses have with their scope of practice and future development of the scope of nursing

practice. Section 4 describes the current roles of midWives, difficulties that midwives have with their scope

of practice and future development of the scope of midwifery practice.

1.3 Scope of practice for nurses and midwives in Ireland

The scope of nursing practice has been defined as

'the range of roles. functions. responsibilities and activities whICh registered nurses are educated

and authorised to perform'

(ASSOCiation of Registered Nurses of Newfoundland. 1995: p.l)
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SECTION 1. INTRODUCTION

The role of nurses or midwives in the health service structure of a country is determined by national or

subnational legislation on the practice of the health-related professions. Statutes on the practice of

medicine, nursing and pharmacy and regulations pursuant to these statutes, as well as public health laws

and regulations, define what the nurse or midwife can do and under what circumstances. When

determining what a nurse or midwife may legally do, the statutory definitions of nursing and midwifery

practice have to be considered, and also the regulations of the nursing board, of the ministry of health,

the ethical standards set out for the nursing and midwifery professions and also local individual hospital

policy (WHO, 1986)

Nurses and midwives in Ireland are operating within a healthcare environment that is influenced by

legislation, health policy and a changing demographic and epidemiological profile of patients. Work trends

are constantly changing and the healthcare services are striving towards a consumer-responsive service that

is cost-effective. Reference is made to the scope of nursing and midwifery practice in the Report of the

Commission on Nursing (1998, Section 4.14). The commission highlights the need for a framework that

will enable nurses and midwives to develop their practice within safe parameters. It considers that nurses

need to be empowered to a greater extent to make professional decisions, rather than having narrowly

focused prescriptive gUidelines in certain areas.

Scope of practice in Ireland is currently defined by legislation, social policy, national and local guidelines,

education and individual decision-making. International developments, and in particular EEC directives,

contribute to the definition of the scope of practice. Legislation specifically relating to nurses and midwives

is via the Nurses Act (1985), the Misuse of Drugs Regulations (1988) and the Medicinal Products

(Prescription and Control of Supply) Regulations (1996). However, other acts define practice parameters or

have specific implications for nurses and midwives and should be considered when making decisions about

the scope of nursing and midwifery practice. Social policy relates to documents and strategies developed

on a national basis which may have implications for nursing and midwifery practice. Shaping a Healthier

Future (Department of Health, 1994a) and A Plan for Women's Health (Department of Health, 1997) are

examples of such social policy. National guidelines, such as the Department of Health Guidelines for the

Safe Administration of Cytotoxic Medical Preparations in the Treatment of Patients with Cancer (1996) or

An Bard A/tranais's Guidance to Nurses and Midwives on the Administration of Medical Preparations

(1998b) are important when defining the boundary of scope of practice. On a regional basis, locally

defined policies and procedures outline care within a particular setting.

Registration education programmes allow nurses and midwives to register on a particular division of the

An Bord Altranais register and thus practice in that discipline. Post-registration education programmes

provide nurses and midwives with in-depth knowledge or skills for particular practice fields. Nurses and

midwives are advised by An Bord Altranais to practice within the limits of their training and education.

Individually nurses and midwives must consider their own accountability and thus duty of care as they

practice on a day-to-day basis and make decisions with regard to their scope of practice.

3



SECTION 7. INTRODUCTION

1.4 Legislative history of Irish nursing and midwifery

The legislative history of Irish nursing and midwifery dates back to the early 1900s. The first legislation

relatmg to nursmg In Ireland was the Nurse Registration Act. 1919, which established the General Nursing

Council for Ireland. The Act specified that there be a register to consist of general nurses and a

supplementary register for male nurses, nurses trained in the nursing and care of persons suffering from

mental diseases and nurses trained m the nursmg of sick children.

The first legislation relating to midwifery ,n Ireland was the Midwives Act of 1918. Prior to thiS the 1902

Midwives Act (United Kingdom) was an act to secure better training of midwives and to regulate their

practice, but thiS act did not extend to Ireland or Scotland even though both were under Unrted Kmgdom

rule at the time. The 1918 Act established the Central Midwives Board (CMB). ThiS was the first register

for midwives or nurses In Ireland and was called the Roll of Midwives. The next legislation to apply directly

to midwives was the Midwives Act of 1931. ThiS was an act to provide for attendance at childbirth and

midwife badges. This was followed by the 1944 Midwives Act, which was an act to make further and

better provision for the enrolment, certification, control and training of midwives. The rules regarding

training, examination and registration of midwives were contained in thiS act. Regulation regarding a

midwife practising In the district of any local supervising authOrity was provided for. The act stated that a

local supervising authority shall, In accordance With rules made under this Act, exercise general supervision

over the midwives practising in ItS district.

The 1950 Nurses Act brought together the General Nursing Council and the Central Midwives Board and

established An Bord Altranals. The Nurses Act 1961 revoked parts of the 1950 act. The Nurses Act of 1985

replaced all other acts and is the current statutory framework for regulation of nursing in Ireland. It

introduced major changes in the evolution of regulation of nursing and enhanced the role and function of

An Bord Altranais. The act states that 'nurse' means a woman or man whose name is entered on the

register and that 'midwife' means a person whose name is entered in the midwives' division of the register.

In thiS act midwifery has been subsumed under the title 'nurse', statmg that the term 'nurse' mcludes

'midwife'. The Nurses Act (1985) provides for the regulation of nursing and midwifery and this is the act

under which nurses and midwives currently practice. It provides for the establishment of An Bord Altranais

In its current form.

1.5 An Bord Altranais

The functions of An Bord Altranais are to provide for the registration, control and education of nurses and

to provide for other matters relating to the practice of nursing and the persons engaged In such practice

(Nurses Act, 1985). These functions are to promote high standards of education and training for nurses

and midWives.

There are currently seven diVisions to the register: general nurses, psychiatric nurses, Sick children's nurses,

mental handicap nurses, midwives, publiC health nurses and nurse tutors. There were 49,665 nurses

registered on the active' file with An Bord Altranals at the end of July 1999. Many nurses have more than

one qualification registered. Qualifications registered are outlined in Table 1.

The dctlve flle refers to those nurses whO have not deemed them~l ....es to be Inactive

4



SECTION 1: INTRODUCTION

DISCIPLINE TOTAL AGIVE INAGIVE

General 49,538 40,518 9,020

Midwives 15,291 12,639 2,653

Psychiatric 10,490 9,067 1,423

Sick children's 3,892 3,213 679

Public health 2,002 1,737 265

Mental handicap 3,655 3,252 403

Tutors 453 384 69

Other 616 394 222

Table 1. Qualifications registered with An Bard Aftranais end July 7999

An Bord Altranais, via policy and guidance documents, outlines requirements and standards for nursing

and midwifery registration education programmes. The system operates with due regard for the Nurses

Rules 1988 (as amended), 1991, 1994, 1998 and 1999 while fulfilling relevant European Union Directives

(An Bord Altranais, 1999b, 1999c).

The education and training of nurses and midwives is currently undergoing radical change. Currently all

schools of nursing in all three basic disciplines of nursing (general, psychiatric and mental handicap nursing)

offer a registration/diploma programme in a linked third-level institution. In line with the Report of the

Commission on Nursing (1998) it is planned that by the academic year commencing in 2002 nurse

education and training leading to registration in general, psychiatric and mental handicap nursing will

consist of a four-year degree programme. The Nurse Education Forum is currently developing the strategy

far this transition.

Midwifery students, following successful completion of a two-year post-registration higher/postgraduate

diploma programme, qualify for midwifery registration with An Bard Altranais. The Report of the

Commission on Nursing (1998) has recommended the pilot of a direct-entry midwifery course by the Bord.

5uch a programme, it was stated, should initially be provided at diploma level but should move to a degree

programme in 2002. Sick children's nurses qualify for registration following successful completion of an

l8-month third-level programme leading to a Higher Diploma in Paediatric Nursing. Successful completion

of a Higher Diploma in Public Health Nursing qualifies public health nurses for registration.

From time to time An Bord Altranais provides guidelines on various practice issues which provide guidance

and support for nurses and midwives in Ireland. These include:

• An Bard Altranais (1988a) Code of Professional Conduct: provides a framework to assist the nurse

or midwife to make professional decisions, to carry out his/her responsibilities and to promote high

standards of professional conduct.

• An Bard Altranais (1994b) Guidelines for Midwives: outlines notification of intention to practice,

supervision of midwives outside of institutions, requirements of practice, record-keeping and the

midwife's role in relation to a number of issues.
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SECTION 1: INTROOUCTION

• An Bord Altranais (1998b) Guidance to Nurses and Midwives on the Administration of

Medical Preparations: was produced to assist nurses and midwives in relation to the administration

of medical preparations.

An Bord Altranais also provides Guidance for Nurses and Midwives with Serious Contagious/Infectious

Diseases (1997a) and Guidance to Nurses and Midwives on the Management of Violence and Challenging

Behaviour (1997b).

1.6 Summary

The scope of practice for nurses and midwives in Ireland, although not currently defined within a distinct

document, IS contained within contemporary legislation, social policy, national and local gUidelines,

education and individual decision-making. Thus this review of the scope of nursing and midwifery practice

must proceed with due regard for Issues that pertain to the nurse and midWife as an Individual, the nursing

and midWifery professions and the healthcare environment in which nursing and midwifery takes place.
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SECT/ON 2 CONSULTATION PROCESS

Section 2:
Consultation Process

The consultation process which informed this report took place between October 1998 and August 1999

and involved three phases. Firstly, written submissions were called for. Secondly, nurses and midwives were

invited to workshops to discuss issues pertaining to their scope of practice. Thirdly, questionnaires were

sent to every nurse and midwife on the register inviting their views on scope of practice issues. These three

phases Incorporated a variety of data collection methods yielding both quantitative and qualitative data.

The process and methods utilised are deScribed In this section.

2.1 Submissions

Public submissions were called for based on the terms of reference of the project via advertisement in

national newspapers, the An Bord Altranais Newsletter and through personal communication with nurse

managers and professional organisations. To date 159 submissions have been received. The following chart

(Figure 1) outlines the areas of practice addressed in the submissions.

Other 4%

Sick children

Mental handicap

Midwifery

Psychiatry

Public health

All areas

General nurSing

o 5% 10% 15% 20% 25% 30%

Figure 7. Areas of practice addressed in submissions' (n = 159)

Sixty per cent of the submissions were from more than one person, and many represented large groups or

organisations. A list of individuals and groups making submissions is supplied in Appendix I. Content

analysis of the submissions was performed. The key themes relevant to the terms of reference of the

project are presented in Sections 3 and 4 of this report.

2.2 Workshops

A number of workshops were held in April and May 1999. These workshops provided an opportunity for

groups of nurses and midwives to discuss scope of practice and related issues and served to provide data

The sum of these numbers IS more than 100% as some submiSSIOns related to more than one area of praulCe

8



SECTION 2 CONSULTATION PROCESS

for the project team on issues relevant to Irish nurses and midwives. Workshops were held in nine locations

nationally. The venues and locations of the workshops were as follows

15104199

21104199

27104199

28104199

06/05199

12105199

18105199

25105199

26/05199

Tullamore

Limerick

Galway

Sligo

Carrickmacross

Dublin

Dublin

Waterford

Cork

Tullamore Court Hotel

Limerick Inn

Ardilaun Hotel

Sligo Park

Nuremore

Tallaght Plaza

Grand Hotel, Malahide

Jurys Hotel

Fitzpatrick Silversprings

In order to give the participants the opportUnity to participate fully and appropriately, they were offered

a choice of workshop in line with their area of practice. The chOices offered were:

• general • education • midwifery

• mental handicap • psychiatry • specialities

• sick children • public health • management

Where possible, applicants were allocated to their first preference of workshop. There were sufficient

numbers of nurses working in care of the elderly in several locations to justify dedicated workshops. Where

there were not enough applicants to justify a group, mixed groups were organised; these groups were

facilitated In a way that sought to maximise contribution from the partiCipants. Fifty-five workshops

representing all divisions of nurses on the register were held over the nine dates (N = 801). The following

table outlines the workshops held.

Group title Number

Public health 7

General 7

Management 6

MidWifery 6

Specialities 6

Care of the elderly 4

Education 3

Psychiatry 2

Sick children 2

Mental handicap 2

Mental handicap & psychiatry S

General & specialities 2

Specialities and public health 1

General & mental handicap & psychiatry 1

Education & specialities 1

Total 55

Table 2. Number and type of workshops held

9



SECTION 2 CONSULTATION PROCESS

Tickets with the time, date and venue of workshops were sent to all workshop participants. These tickets

included the aim and objectives of the workshops and the project terms of reference.

2.2.1 Workshop methodology

The aim of the workshops was to gather information from nurses and midwives to gUide An Bord Altranals

in Its development of a scope of practice document for nurses and midwives.

The workshop objectives were.

• to outline current nursing and midwifery roles and functions as they pertain to scope

of practice Issues

• to explore the expansion of nurses' and midwives' roles

• to Identify support mechanisms for nurses and midwives In relation to scope of practice Issues.

2.2.2 Organisation of workshops

The workshops were organised at a variety of times in an attempt to facilitate nurses' and midwives' shift

patterns. The format was as follows.

Introduction to workshop (30 minutes)

The project team gave a welcoming address and some background to the project. Participants were then

divided into their appropriate workshop groups. Group size depended on numbers attending. Individual

workshop groups were colour-coded. At registration participants received a name badge with a sticker

indicating a colour corresponding to their workshop.

Group workshop (150 minutes)

Each group was allocated a designated facilitator and a designated writer. The workshops lasted

approximately 21/2 hours. A series of questions were set out on posters for use by the facilitator dUring

the workshop (questions are presented In Appendix II). These questions were developed from the terms of

reference for the project and based on information from the submissions, and were designed to assist the

faCilitator In focusing the diSCUSSion In the workshops. The writer took notes on the main points discussed.

The last half-hour of the workshop was used to sum up what had been said during the workshop using

the writer's notes as a guide. When the group was over the workshop facilitator summarised the workshop

contents uSing a Dictaphone.

Facilitators' workshops

The facilitators of the workshops were chosen from the division on the register which the workshop

participants were representing. In order to prepare them, facilitators' workshops were organised. These

workshops gave a background to the proJect, outlined the workshop process and prepared the facilitator

for the workshop.

10



SECTION 2 CONSULTATION PROCESS

The facilitator was asked to:

• focus the discussion around the questions. but not to d,red the partiCipants to respond In a

particular way

• provide clarification of the questions for the participants

• ensure that each participant had an opportunity to participate

• create an atmosphere in which participants felt comfortable contributing.

Data verification

A number of randomly seleded workshop partiCipants were asked to verify the content of the transCrIpts

of the summation from their workshop. Their reports were examined and concurred with the summation

of the facilitators except on one minor point In one workshop and changes were made accordingly.

Data analysis

Content analysIs of the transcripts was carned out. The key themes relevant to the terms of reference of

the projed are presented In Sections 3 and 4 of thiS report.

2.2.3 Workshop attendance

Figure 2 outlines the areas of practice of the nurses and midwives who attended the workshops.

Mental handicap 7%

Other 2%

Midwifery 9%-~~-

~~

Public health 15%

I
-!~~~~~;;;::-5--- Sick children 6%

Psychiatry 8%

General 53%

Figure 2. Areas of practice of nurses and midwives who attended workshops (n=80 1)
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SECTION 2 CONSULTATION PROCESS

Table 3 details the employment grades of the nurses and midwives who attended the workshops.

Employment grade Frequency (n = 801) %

Staff nurse/midwife 233 29.1

Ward sister 179 22.3

Assistant director of nursing' 70 8.7

Tutor 69 8.6

Public health nurse 64 8.0

Director of nursing' 41 5.1

Postgraduate student 26 3.2

PrinCIpal tutor 16 2.0

Unit nursing officer 12 1.5

College lecturer 10 1.2

Clinical teacher 5 6

Community psychiatric nurse 3 .4

Deputy matron 3 .4

Othe\ 21 2.6

Not given 49 6.1

Total 801 100

Table 3 Employment grades of nurses and mIdwives who attended workshops

2.3 Questionnaire

A survey questionnaire targeting all nurses on the live register was conducted via the Bord Altranais

summer newsletter (Appendix III). The questionnaire was developed based on a review of the literature and

data from the submissions and the workshops. The aim of the questionnaire was to ascertain nurses' and

midWives' views on the scope of nursing and midWifery practice. In addition demographic data was sought

in order to proVide a profile of the respondents.

ThiS grade Includes both JUnior and senlQ( Sisters and nurSing olllC(>rs. deputy nursing ofh(e~. unit heads and clinical placemem co-ordlnato'"

"ThiS grade mcludes assIstant chief nursing officers. ~nlor public health nurses and nurSing prildKe development co-ordlnators

InlS grade Includes chief nurSing officers and supeflnlendenl publiC 11ealth nurses

12



SECTION 2 CONSULTATION PROCESS

2.3.1 Pilot study

A number of checks were performed to ensure the readability and validity of the questionnaire. Firstly the

questionnaire was pre-tested with a panel of experts. Following the pre-test a pilot study was performed

with 180 nurses and midwives (response rate 68%) representing the following groups:

• general nurses

• public health nurses

• mental handicap nurses

• psychiatric nurses

• sick children's nurses

• midWIves

• managers

• educationalists

'speciallst nurses.

A number of alterations were made based on comments received.

2.3.2 Main study

Final date for receipt of returned questionnaires was 30 June 1999. A total of 3,719 questionnaires were

returned by this date, representing a response rate of 8%. Data was analysed using Statistics Package for

Social SCiences (SPSS). The results of the survey are presented in Sections 3 and 4 t0gether with the

diSCUSSion of Issues raised in the submissions and In the workshops. Appendix IV contains the full

demographic data of the respondents; Appendix V contains full details of the results of the survey.

2.3.3 Profile of respondents

The current area of pracltce of the respondents is outlined in Figure 3.

Occ. Health 1%

I
Missing Values 8%

General Practice 3%

Paediatrics 6%

MidWifery 6%-- .-......._.;,;;;::::::::;:§

Mental Handicap 6%

General 38%

Psychiatry 10% Other 13%

Figure 3. Areas of practice of respondents to questionnalfe (n = 3719)
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Table 4 gives details of the employment grades of the respondents.

Employment grade Frequency (n = 3719) %

Staff nurse/midwife 2169 58.3

Ward sister' 495 13.3

Assistant director of nursing' 97 2.6

Tutor 72 1.9

Public health nurse 243 6.5

Director of nursing' 65 1.7

Postgraduate student 58 1.6

Principal tutor 16 0.4

Unit nursing officer 47 1.3

College lecturer 13 0.4

Clinical teacher 19 0.5

Community psychiatric nurse 45 1.2

Deputy director of nursing 10 0.3

Unemployed 74 20

Other 283 7.6

Not given 13 0.4

Total 3719 100

Table 4. Employment grades of respondents to questionnaire

<ThIS grade Includes both JUnior and senIOr sisters. theatre sisters and night sisters and nurSing officers. deputy nursing offICers. unit heads and
clintcal pl<Kement co-ordinator..

1"hls grade Includes assistant chIef nurSing olltcers. senior public health nurses and nurSing practice development co-ordlnato~

"ThiS grade mcludes chief nurSing offlcers and supenntendent publJe health nurses
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Figure 4 gives details of the work settings of the respondents

University 1%

Community 15%-

Hospital &
Community 4%

Other 10%

Missing Values 5%

I

Hospital 65%

Figure 4. Work settings of respondents to questionnaire (n ; 3719)

Respondents were given the opportunity to Identify the main focus of their work. The majority of

respondents worked In clinical practice (74%) Management was the main focus for 17% of the

respondents and education was the main focus for 10%. Two per cent of respondents stated that the main

focus of their work was research'.

Figure 5 gives details of the length of the time the participants have been qualified in the area In which

they are working.

Missing values p... _

21 + yrs

16·20 yrs

11%

12%

25%

11-15 yrs 15%

17%

o 5% 10% 15% 20% 25% 30

Figure 5. Length of time qualified in current of work (n; 3719)

I~ adds up to more than 100% as a small minority of respondents Identified more than one mam focus of work
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Section 3: Nursing

3.1 Introduction

This section presents the views of nurses throughout Ireland on issues pertaining to therr scope of practice,

as presented dunng the consultation process The present scope of nursing practice IS discussed and

changes that are occurnng In varrous disciplines and settings are hlghlrghted. The way In which decIsions

are currently made about scope of practice IS examined and consideration IS given to the way In whICh

these decisions should be made Areas for development of the scope of nurSing practice are suggested.

3.2 The current scope of nursing practice

The scope of nursing practice was recognised as varred and diverse, depending on patient profrle. location

of care and the type of service In whICh the nurse worked. Aspects of the role that were seen as the norm

In some care settings were seen as the exception In others. Nursing was described as a health profession

prrmarrly Involved In carrng. The pnnclpal differences that were highlighted among the different divISions

of the regISter were In relation to the type and focus of care that was delivered to pattents.

The diverSity of the nurse's role was seen as both a strength and a weakness. The strength lay in the ability

of the nurse to provide care In a flexible and responSive manner In many varred Situations. The weakness

related to the general feeling that the role of the nurse was often misunderstood by other profeSSionals

and by the public. Nurses stated that the lack of boundaries in nursing resulted In difficulties for nurses in

deciding what was actually within their remit. This, they felt, was a major cause of stress Within the

profeSSion.

Nurses described their current scope of practice with reference to the following: caring for patients,

education and development, patient advocacy, working Within a team, management and non-nurSing

duties. A common theme that spanned these categorres was the Importance of communication and

communication skills

3.2.1 Caring for patients

Carrng was Sl'en as a core function of nurses The nurse IS concerned With the activities of dally living of

the patient To1ls is addressed through assessment of needs and the development of a plan of care, based

on which car, IS then delivered and evaluated Clinical deCISion-making was Identified as an Important part

of this proces Caring was descrrbed as encompasSing physical, psychological, social and sprrltual aspects

of the persor Incorporating both technical and Interpersonal skills It was felt that nurses strrve to deliver

care that IS holrstic. The nurse's role as a health promoter was identified specifically, though It was noted

that this area of nurSing was not as well developed as It might be and is more developed In some disCiplines

of nurSing than others Nurses Identified that they have responslbllrty for qualrty and standards of patient

care. Nurses felt very strongly that therr clrnlcal role was With the patient giving drrect patient care.

Management of patient medications was frequently mentioned as being an important role for all nurses.
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The focus of care diHered depending on the particular area of nursing pradlce deserrbed.

• General nurses: The focus of general nursing was seen to be patient-centred care facilitated through

a locally interpreted model of nursing to aid clinical deCision-making. General nurses felt that although

they were under an umbrella of 'general nursing' much of the care given by them is in fad very

specific, requiring specialised skills and knowledge. Many diverse areas of practice eXist within general

nursing including medical, surgical, high-dependency and rehabilitation nursing. Care settings for

general nurses are varied, ranging from day wards to long-stay settings to the commuOity. Facets of

the general nurse role include admission and case-management, discharge and integration into

home!community settings. Some general nurses work autonomously managing a caseload, while

others work within a multidisciplinary team.

• Psychiatric nurses: Psychiatric nurses provide nursing care for people with mental health problems

and their families. Certain roles were deemed Integral to psychiatric nursing. These included promoting

independence, providing a therapeutic environment, maintaining a safe environment, dealing with the

Impad of mental illness, recogOlslng the dignity of the person, empowerment of patients and

developing partnerships With patients. The Interpersonal relationship between the nurse and the

patient across the lifespan was deserrbed as a core function. Psychiatric nurses proVide a variety of

services for patients including social skills training, life skills trainrng, errsls Intervention, community

intervention and support.

• Mental handicap nurses: The main focus of mental handicap nursing is in relation to the

developmental education of the person with a learning disability and their everyday living skills such as

walking, language and social skills. Mental handicap nursing, it was felt, meant involvement In every

asped of a person's life and the m••ln focus was enabling the developmental process. Aspects of care

described included promOling Independence, developing interpersonal relationships across the

lifespan, recognising the dign, 'of the person, empowerment of clients, developing a partnership with

clients and confidence building. The role also involves enhanCing the contribution of others to support

the person With a learning disability. Mental handicap nurses saw part of their role as being role

models. Some mental handicap nurses Idenlifled a health promotion asped to their role In relation to

Immunisation and vaccination.

• Sick children's nurses: Sick children's nurses stated that their role involved caring for sick children and

facilitating families in caring for sick children. The education of families, parents and children was

highlighted. Many diverse and complex areas of practice exist within Sick children's nursing. Care is

provided from infancy to adolescence. Settings for care Include medical, surgical, high-dependency and

rehabilitation. Sick children's nurses described being involved with the provIsion of outreach services In

the community and co-ordinatlng community services for children being discharged.

• Nurses caring for the older person: Nurses caring for the older person highlighted the importance

of their role given the current demographic trends. They highlighted that Increasingly elderly people

are being cared for at home, thus Integrating patients Into the communrty was an Important asped of

the role. In particular, physical and social rehabilitation of the elderly was outlined. ThiS involved talking

and listening and providing SOCial activities. Nurses caring for the older person described the proVision

of therapies such as sonas, reminiscence and snoozling.
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58% of nurses stated that their

role involved health education

56% of nurses stated that their

role involved health promotion.

SEalON 3' NURSING

• Public health nurses: Public health nurses stated that their role is currently defined by Circular 27/66

of the Department of Health (1966). PHNs stated that their role extends through the life cycle from

pre-birth to death on a continuum in assigned geographical areas. The PHN role was described as both

preventative and curative PHNs run many clinICS: examples Include child development clinics,

Immunisation cliniCS, incontinence climcs, wound cliniCS, blood pressure cliniCS, breastfeedlng clinics

and mother and toddler groups Some PHNs felt that their primary role should be In health promotion.

• Specialist nurses: It was Identified that there were many areas of practice that had become specialist

Within each diVISion of the register. Specialist roles outlined are diverse, With varYing job deSCriptions.

Specialist nurses described haVing broadened their knowledge and skills In a defined area of practice,

thus becoming expert In that area of practice. A summary of speCialist roles Identified IS provided In

AppendiX VI. It was Identified that the extent to which these speCialist roles have been developed varies

throughout the country and across nursing disciplines. There were varying perceplions of what

constituted a specialist nurse role. There was seen to be a lack of consistency in job titles, educational

preparation and responsibilities

3.2.2 Education and development

Education was described as an Important nursing functIOn,

ranging from education of patients and their families to education

of students and junior staff. Nurses identified the Importance of

keeping informed of new practices and striving towards best

practice. Some nurses were Involved in research. ProfeSSional and

personal development were seen as integral to being a nurse. It

was, however, acknowledged that at times thiS was aspiratlonal

due to the constraints Within which nurses work.

3.2.3 Working within a team

Nurses saw themselves as working as part of a multidiSCiplinary team, although It was acknowledged that

this was not always as an equal player. However, In some Instances nurses were Identified as team leaders.

The nurse as the link person Within the team was seen as Important, given that the nurse proVides 24-hour

care. Nurses described themselves as co-ordlnators of care. Public health nurses, for example, Identified

themselves as co-ordinators of services and a contact link/liaison person to other health care services,

private and voluntary services Part of the nursing role IS to carry out care that is presCflbed by other

members of the team. It was seen, however, that a medically oriented model of care prevails In the

healthcare services.

3.2.4 Management

Nurses deSCribed a broad management function, ranging from ward management to hospital and health

board management. Nurses are Involved In the development and Introduction of new management

systems such as clinical directorates. Management functions outlined included financial management,
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resource allocation, personnel management (including disciplinary issues and grievances), supervision of

staff, IdentifICation of training and development needs of staff (both nursing and non-nursing) and

rostering. Nurses saw themselves as being involved in the development and implementation of policy.

Responsibility for quality of service and strategic planning was described as part of the nursing

management function.

3.2.5 Patient advocacy

Many nurses Identified the need to advocate on behalf of their patients at times. Advocacy was descnbed

as the transfer of power/knowledge to the client so that he/she IS enabled to make more Informed

decIsions. However, nurses stated that at times they felt unprepared for this role and unsure of their

boundaries. Nurses identified that their loyalties are often divided between the doctor, profeSSional

organisations, An Bord Altranais, employers and the patient. Mental handicap and psychlatnc nurses

descnbed a considerable role in the maintenance of rights of patients who are considered vulnerable ,n

sOCiety.

3.2.6 Non-nursing duties

There were aspects of the nurse's work, which were identified as 'non-nursing' duties. These were

identified as clerical, portering and general work that detracted from what was seen as 'core-caring'

nursing functions. Nurses felt that at times they were 'jack of all trades', and that it was expected that they

would do what no one else is willing to do.

3.2.7 Summary statements

• The scope of nursing practice was recognised as vaned and diverse, depending on patient profile,
location of care and the type of service in which the nurse works.

• The current scope of practice of nurses was described with reference to the following: caring for

patients, education and development, patient advocacy, working within a team, management and

non-nursing duties.

• Caring was seen as a core function of nursing. Caring was identified as encompassing physical,

psychological, social and spiritual aspects of the person, incorporating both technical and

interpersonal skills. It was felt that nurses strive to deliver care that is holistic.

• The focus of care differed depending on the particular area of nursing practice described.
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75% of nurses stated that their

scope of practice had changed

since they qualified
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3.3 The changing scope of nursing practice

Nurses Identified themselves as a profession currently In a state of

transition due to the educational, management and practice

changes occurring at present. They felt that In some way these

changes are happening too qUickly to be assimilated, and hence fear

IS being engendered. While It was Identified that nurses are taking

on new roles In a variety of settings, It was also recognised that they

are not shedding old roles at an equivalent rate, hence they are dOing more work than ever In addreSSing

the Issues of the changing scope of nursing practice It IS Important to consider the changes that are

occurring and what IS leading these changes

3.3.1 Influences on the scope of nursing practice

This section outlines the factors that currently dictate nurses' scope of practice. Across all disciplines of

nursing It was felt that up to now, deCISions about nurses' scope of practice have been largely reactive to

changes In the enVIronment and nature of care. This was often without forethought, due consideration or

support This was seen to be undeSirable.

Social change

Demographic and epidemiological changes were seen to Increase the demand on nursing services. The

changing patient profile, which is leading to a change in patients' needs, was identified as a major drive

in changes to the nurse's scope of practice. Changes In population patterns, family structure and roles were

highlighted, identifying that the traditional role of families as carers is changing. International situations

such as war in Europe create new challenges for nursing care In relation to refugees and Immigrants. It was

seen that Increased patient and relative expectations and demands and patients' Increased knowledge of

their rights were leading scope of practice changes It was generally felt that the current trend towards

litigation was aHecting nursing practice In that nurses were often afraid to expand their practice for fear

of being sued or reported to the An Bord Altranals Fitness to Practice Committee

Changes In SOCial and health policy have resulted in development and expansion of the nurse's role. Nurses

stated that the definition of health IS changing, the focus IS broader With an emphaSIS on health and SOCIal

gain. Campaigns such as 'promoting breastfeedlng' and 'no smoking' and documents such as the Years

Ahead report (Report of the Working Party on Services for the Elderly, 1988) and the review of that report

(National Council on Ageing and Older People, 1997) have ,nfluenced practice. The move to a SOCIal model

of psychiatry has meant that psychiatriC nurses have had to expand their roles. Mental handICap nurses

highlighted a philosophical shift towards concepts such as normalisation and SOCial role valourlsatlon that

has resulted In practice changes

The nursing profession

Nurses Identified themselves as leading the development and expansion of practice on both an Individual

and a collective basIs. Nurses deSCrIbed themselves as becoming leaders In healthcare and Initrating

changes In care delivery as a result of being more educated, more questioning and more assertive. Nurses

saw themselves as Increasingly more responsive to research findings. Many nurses outlined experiences of
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working abroad or In other health services. The recommendations from the Commission on Nursing were

seen to be a strong impetus for change. Pre- and post-registration education developments and the

emergence of specialisation and specialist posts were highlighted. It was stated that frequently nurses were

developing their practice in line with the speCialist courses that are available. The extent to which the

development of these courses are based on service need was questioned. Nursing management was also

seen to affect scope of practice decisions. While it was acknowledged that in many cases nursing

management has led scope of practice changes In the Interest of high-quality patient care and

development of the profession, it was perceived that at times decisions are based on cost and resources.

This was seen to conflict with high-quality patient care and development of the profession.

Other groups of healthcare workers

The work practices of other professionals were seen to Influence the scope of practice of the nurse.

Medical consultants were seen as having a strong influence on the scope of nursing practice. When they

pursue a new area of practice or new treatment they reqUire nurses to change their role accordingly. It was

also perceived that when there is a shortage of other healthcare profeSSionals, nurses can fill in and provide

the service. The reduction of junior doctors' hours was mentioned as an example of thiS. Conversely, other

healthcare professionals are perceived to have taken on roles that traditionally were part of nursing and

which nurses are expected to continue to fulfil in the absence of these other professionals.

Nurses felt that their scope of practice was often dictated by deciSions made by general managers and

administrators whose primary concerns are cost and budgetary issues. The introduction of new grades of

staff such as care assistants was seen to have the effect of reducing nursing contact with patients as nurses

seem to be taking on more management and administrative roles. While nurses felt that it is important to

co-operate and work Within the multidiSCiplinary team, they stated that the scope of nursing practice has

been influenced too much in the past by the work practices of other professions or groups of staff and

that this IS no longer appropriate.

Survey results

Nurses whose scope of practice had changed identified
the following as having led scope of practice changes:

Patient needs 72%

Improvement of quality of care 70%

Service need 62%

Advances in nurse education 50%

Introduction of new technology 48%

Introduction of new treatments 48%

Personal initiative 42%

Continuity of care 41 %

Public demand 39%

Cost effectiveness 31 %

Management request 31 %

Medical consultant request 19%
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3.3.2 Changes in the scope of nursing practice

Nurses across the country agreed that the scope of nursing pradlce had changed and was continuing to

do so The changes descrrbed are as follows.

Methods of care delivery

Some nurses felt that care was taking a more holistic approach. It was felt that there IS a general move

away from task-onented care delivery to more patient-centred approaches such as pnmary and team

nursing. However, It was acknowledged that this was not always the case and that there were many

difficulties In changing practice, Including staff shortages. It was seen that there was Increased

Independence in the nurse's role, for example rn the area of care planning. Nurses are more willing and

able to promote choice and Independence, thus patients are now more Involved In their care Nurses

Identified that they are becoming more Involved In health promotion activities. More technology has been

Introduced as part of care delivery

In other areas, however, It was felt that at times nurses were moving away from the patient and the

delivery of direct patient care. In general, thiS was not seen to be a good thing. The current staff shortages,

It was felt, have led to the introduction of more care attendants in the health serVices, who are carrying

out some of the dlred patient care previously delivered by nurses. Public health nurses highlighted the

emergrng skrll mix Within the community. New roles In the community Included RGNs, care aSSistants,

palliative care nurses and other specialist nurses such as stoma care and diabetic nurse specialists. It was

stated that thiS was not uniform nationally and was developing in an ad hoc manner.

Specialisation of roles

It was generally felt that the nurse's role IS continuously expandrng and becoming more specialised. There

was concern that the move towards specialisation within nursing could de-skill the generalist nurse who

may rely on the specialist nurse to fulfil a particular aspect of care. It was felt that unless the development

of specialisation was given due consideration and Integrated into a holistic model of care, there was a

danger that patient care could become fragmented. Concern was also expressed that the specialist nurse,

by virtue of speCialising In one field of practice, can become de-skilled in other areas of practice. It was

acknowledged, however, that nurses could not be experts rn everything.

AccountabJlity

Nurses saw themselves as berng more accountable now than previously. Nurses stated that as a profeSSion

they are now more focused on the quality of patient care, more questioning, more research-aware and

thus practICe IS Increasingly more eVidence-based Nurses felt that documentation IS taking more and more

time.

Survey results

Nurses stated that their role involved:

Referrals to other healthcare professionals 48%

Caseload management 37%

Nurse-led clinics 12%
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Autonomy

Some nurses felt that they had more autonomy.

that they are now seen more as profeSSionals ,n

their own right, not just carrying out doctors'

orders. For example, some speCialist nurses were

taking on their own caseloads. Some nurses saw
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themselves as more assertive, more critical and becoming more Involved in decision-making. Others felt

that little had changed in relation to autonomy and that they remained as 'doctors' hand-maidens'.

Changing patient needs

In general patients have a shorter hospital stay resulting In a higher turnover rate, which has Implications

for both hospital and community-care services. It was seen that the pace of work has changed and become

much faster. The profile of patients is changing and patients in hospital are more acutely III. For example,

some categories of patients who previously were cared for in the intensive care unit are now nursed on the

ward areas. Psychiatric nurses felt they were dealing With patients who were more aggressive in their

responses. Both mental handicap and psychlatnc nurses felt that care IS currently less custodial. SICk

children's nurses Identified that emphaSIS IS now being placed on the nghts and expectations of children

and that there is an increased acknowledgement of the psychological needs of the child.

Location of care

Nurses Identified that the traditional locations where care IS delivered are changing. Care IS becoming more

community-based in line with shifts In health and social policy. This means that nurses are increasingly

working In environments that are different to those In which they trained and previously worked. Examples

of these are practice nurses and occupational health nurses. Nurses are having to function without the

traditional supports that exist in the hospital, and this has implications for their scope of practice.

New roles for nurses

A variety of new roles are emerging for nurses. Dedicated nursing research posts are emerging. Career

pathways in general management are opening up to nurses. Nurses in education now have the option of

working within the university system. There are clinICal placement co-ordinator posts and nurses are

working in dedicated health education and health promotion posts. Nurses, by virtue of specialising and

becoming experts in specific aspects of care, are participating In the education of other healthcare

professionals.

3.3.3 Summary statements

• Scope of practice changes to date have been reactive and unplanned, often without due

consideration and support.

• The scope of nursing practice was seen to have been influenced too much In the past by the work

practices of other professions or groups of staff.

• Influences on scope of practice Include social change, the nursing profession itself and other groups

of healthcare workers.

• Changes occurring in nursing Include changes in the method of care delivery, specialisation,

accountability, autonomy, patient needs, location of care and emerging new roles.
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3.4 Difficulties in defining the scope of nursing practice

Nurses welcomed the opportunity to discuss the diffICulties that they are having In defining therr scope of

practice They acknowledged that, because they work In a dynamic healthcare envrronment, therr role and

function must evolve and change to meet patient needs and Incorporate service needs. Many nurses

currently feel that they are Isolated when making scope of practice deCISions. ThiS has Implications for the

quality of patient care and the profeSSion of nursing.

The proVision of a 24-hour service by nurses means being responsive to many complex situations In order

to act In the patient's best Interests. This often places nurses In situations where they feel unsure about

therr legal and professional scope of practice Nurses feel that at times they are working In 'grey' areas,

and do not feel confident that they are 'covered'. Nurses clarified that 'being covered' meant working

Within therr legal and profeSSional scope of practice An example described relates to emergency Situations,

whICh by therr nature warrant Immediate action to save a person's life. Nurses In such Situations, although

competent, feel that at times they are acting outSide therr usual scope of practice

It was acknowledged that In some cases deCISions about the scope of nursing practICe are planned based

on reflection, consultation, standards and eVidence and with due reference to International and national

developments. However, It was felt that generally decision-making regarding the scope of practice is

reactive, and is only discussed when something goes wrong. Nurses felt that their difficulties With scope

of practice highlight the ad hoc manner in which these issues have been managed in the past. Thus nurses

often feel pressurised and ill-prepared to expand their scope of practice. Nurses expressed concern that

therr prevIous experience has been that when they do something once it suddenly becomes 'their' job.

2%

8%

16%

71%

No, not at all

Unsure

Survey results

Nurses whose scope of practice had
changed identified the extent to which
they felt adequately prepared:

Yes, always

Sometimes

Nurses recognised that in order to faCilitate professional

deciSion-making about scope of nursing practice, It is

necessary to have a framework on which to base such

deCISions. It is therefore important to examine the difficulties

that nurses experience In making deCISions about the scope of

nursing practice. Nurses identified situations In which they

feel that they are acting without due preparation. Nurses'

difficulties in relation to defining the scope of nursing practice

are discussed in relation to competence, local and national

poliCy, legislation and Inter- and intra-professional boundaries.

3.4.1 Competence

Competence was described as Incorporating education, knowledge, skill and clinical experience It was

stated that to date registration education programmes dictate the scope of practice of the nurse.

Traditionally nurse education and the hierarchICal management of nursing have not empowered or

encouraged nurses to make professional Judgements about therr own competence. The main route of

changing the scope of practice for a nurse has been extension of practice, through the collection of an

array of certificates to prove competence to perform various tasks/functions. This was seen as outdated

and unhelpful III responding to an ever-changing healthcare environment.
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Nurses felt that there was a lack of appropriate education to facilitate expansion of scope of practice,

detailing that some of the educational courses provided by universities are not clinically based and as such

do not match service needs. Nurses felt that the education currently provided tends to be located In the

large Cities, mainly Dublin, leaving nurses In other localions Isolated and at a disadvantage. Nurses

Identified a lack of both financial support and study leave for education. They pOinted to the pauCity of

appropriate Irish research to guide clinical practice.

3.4.2 local policy

Local poliCy and practice dictates to a great extent the scope of nursing practice. This policy may be written

and formalised or may relate to tradition, custom and practice. Some such policies were seen to restrict

nurses' practice by being too prescriptive, or outdated. It was generally felt that the scope of practice IS

currently location-based. This means that what IS authorised by one hospital may not be local practice In

another, thus there are variations in nursing practice between and within hospitals and healthcare settings.

While this may be appropriate if the decision IS based on the competence of the Individual, local policy is

seen as often being arbitrary and lacking in the flexibility that the nurse needs to use the full range of

his/her skills In the best interests of the patient. Job deSCrIptions, which could be a valuable tool In

determining scope of practice, are seldom speCific enough to give guidance for new and emerging

Situations In which nurses work.

3.4.3 National gUidelines

Nurses rely on guidelines from professional organisations, the Department of Health and Children and An

Bord Altranals to gUide them in making decisions about their scope of practice. They felt that while some

of the guidelines that are provided are helpful, others are ambiguous and lack clarity.

Nurses detailed an area of concern relating to 'over the counter' non-prescription medications. Nurses feel

restricted by the An Bord Altranais Guidance on the Administration of Medical Preparations (1998b).

Nurses stated that being unable to administer non-prescription medications to patients has resulted In poor

continUity of care and inappropriate use of resources. They felt that having to get doctors to 'rubber stamp'

prescriptions for medical preparations that do not need prescription IS both frustrating and time-wasting.

3.4.4 legislation

Legislation was perceived dually as both narrowing and

enabling practice. It was generally agreed that there was a

lack of knowledge within the profession With regard to

the legislation that governs practice. SpecifiC pieces of

legislation were referred to which currently Influence

scope of practice decisions; these are outlined below.

18%

14%

50%

Enables clinical practice

Survey results
Nurses opinions on the effect of legislation
on the scope of nursing practice:

Restricts clinical practice

Informs clinical practice

• Freedom of Information Act (1998): The Freedom of Information Act has placed a greater emphaSIS

on the disclosure of information to patients. Nurses are often unsure about their role in giVing

Informalion to patients, particularly as in some areas this has been traditionally seen as part of the

medical function.
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Survey results

9% of nurses stated that
their role encompasses
death verification

SECTION 3 NURSING

• Legislation governing the prescription of medications: Some nurses who are operating In

speCialist and advanced practice roles feel that their practice is restricted by not being able to presCrIbe

certain medical preparations. An example relates to wound management and the necessity for some

products to be presCrIbed by a doctor ThiS creates unnecessary delays and wastes time, when the

nurse has the expertise to presCrIbe the course of treatment. Nurses Identified that on many occasions

they adVise Junior doctors on the presCrIption of medications.

• Mental Treatment Act (1945): ThiS Act was seen to be outdated and not to reflect the current

service. Psychiatric nurses felt that the Act does not adequately provide for care In the community,

leaving many nurses unsure about the extent of their practice boundaries. The White Paper on Mental

Health (1995) when enacted will have major Implications for the scope of psychiatric nursing practice

In relation to Issues such as supervISion orders and temporary certification. It falls to account for nurses

working In certain specialities, partICularly child and adolescent psychiatry. It was felt also that the role

of the psychiatriC nurses was not adequately defined In the proposed new legislation, and the fact that

It continues to place the consultant psychiatrist as the head of the multidlSclpiJnary team has

ImpiJcatlons for the role of the psychiatriC nurse Nurses highlighted two pieces of current legJ>lation

where conflicting definitions of the child are outlined (The Child Care Act, 1991 and The Mental

Treatment Act, 1945). ThiS was seen to create a dilemma for the psychiatriC nurse workln9 In the field

of child and adolescent psychiatry.

• Child Care Act (1991): PubliC health nurses felt that there was a new onus on them to Identify neglect

as well as abuse. PHNs felt that this act Ilas created increased reporting procedures, case conferences

and visits.

3.4.5 Inter-professional boundaries

Nurses expressed concern that there IS an expectation that they take on roles that are being discarded by

other profeSSionals, notably Junior doctors The concern IS that taking on new roles will be at the expense

of core nursing care and inconsistent With the philosophy of nursing.

DeCISions about who performs a certain function are often based on the

resources and faCliJtles available to the clinical setting, for example the

extent to which there are other profeSSionals available and the relative

cost of prOViding care. Nurses caring for the older person highlighted the

issue of Verification of death. Nurses working In nursing homes deSCrIbed

situations where on the death of a patient Mher there IS no G.P. available or the G.P. IS not Willing to be

called out The nurse must decide whether to call ,n the family prior to verification of the death by medical

personnel.

There was a general agreement that while some parts of the nurse's role are unique to nursing, In some

set\Jngs there are overlapping roles that are carned out by both nurses and other groups of staff. ThiS

overlap of roles, It was felt, has been the source of much confiJct and debate. An example outiJned related

to mobilisation of patients, which both nurses and other health profeSSionals such as phYSiotherapists carry

out
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Nurses felt that in many cases they do not have the autonomy to make decisions about the nursing care

of patients. It was felt that within the health services the medical model prevailed as a basIs for the delivery

of care, giving the control of patient care to the medICal profession. This was not universal, however; In

mental handicap nursing services, for example, deCisions to admit and discharge patients were often made

by the nurses. When there is a conflict of opinion In relation to what IS best care for a patient, nurses felt

that although they may make therr views known, the doctor almost always takes the final decision.

Referrals to other disciplines can be problematiC, given that not all disciplines accept referrals from nurses.

3.4.6 Intra-professional boundaries

It was perceived that due to the hierarchical management structure that prevails In nursing, managers can

be removed from the clinical base and therefore unaware of scope of practice Issues/expansion of roles. A

conflict of Interest between professional Issues and service Issues can anse for nurse managers by virtue of

their being at strategic level and at general management level. In addition, It was felt that professional

Issues are at times confused with industnal relations Issues. thus creating difficulties for nurses wanting to

expand their practice. There was support for the grading of clinical nurse managers, as recommended by

the Report of the Commission on Nursing (Section 7.42-7.44, 1998).

It was pointed out that It was inequitable that general nurses can be employed In any of the services and

yet the same IS not true for nurses of other disciplines. This has Implications for scope of practice of the

various disciplines of nursing and the quality of patient care. This IS further exemplified by the Inequity In

pre-registration student secondments whereby for example, psychiatric, sick children's and general nurses

do not have a mental handicap secondment.

Patients with dlffenng and more complex needs are emerging in the community with the move towards

Increased care within this setting. Nurses highlighted that there are existing specialist posts within the

community such as palliative care nurses, community psychiatric nurses and public health nurses. It was

suggested that the current structures and commUnication channels within the community are Inadequate

to provide coheSion for these vanous groups. Nurses Identified the need for specialist care within the

community but were unhappy with the lack of opportunity and structures for speCialists to expand Into the
community.
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Survey results

Nurses opinions of the barriers to role expansion:

Non-nursing duties taking up time 72% Fear of change 35%

Lack of adequate staffing levels 68% Fear of increased responsibility 34%

Lack of management support 58% Lack of local

Fear of litigation 54% protocols/policies/guidelines 34%

Lack of remuneration 53% Lack of research skills 33%

Lack of educational courses 52% Fear of making mistakes 29%

Rigidity of workplace practices/policies 51% Lack of knowledge 28%

Lack of understanding of the Inappropriate skill mix 27%
role of the nurse 48%

Lack of confidence 27%
Lack of resources 44%

Lack of peer support 26%
Lack of inter-professional support 43%

Lack of clinical skills 21%
Lack of national
protocols/policies/guidelines 43% Lack of motivation 21%

Lack of time 43% Fear of autonomy 14%

Poorly defined inter-professional Fear of fragmentation of
role boundaries 38% nursing practice 11%

3.4.7 Summary statements

• Nurses feel that they are working in 'grey' areas at times, and do not always feel confident that they

are 'covered'.

• DeCisions about the scope of nursing practice are often reactive and made on an ad hoc baSIS.

• ExtenSion of practice through the collection of certificates is seen as outdated and unhelpful in

responding to an ever-changing healthcare enVIronment.

• Local and national policy are often over-prescriptive and thus restrict the expansion of nursing

practICe In the Interest of quality patient care.

• Nurses feel restricted by being unable to administer non-prescription medications to patients.

• Nurses expressed concern that there is an expectation that they take on roles that are being

discarded by other professionals in the interest of cost-effectiveness.

• Nurses felt that in many cases they do not have the autonomy to make decisions about the nursing

care of patients.
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3.5 Future developments in the scope of nursing practice

It was generally agreed that nursing practice in Ireland has changed. evolved and developed over the years.

Nurses supported development of their role. but they were clear that the ad hodunstructured

developments that have occurred to date are neither desirable nor helpful. They stated that development

of the role should be structured along an identified framework that will allow for consideration of each

division of the register.

In order to discuss future developments of the nurse's role. it is important to identify the issues that should

lead nursing practice to develop. which direction the nurse's role should develop in, and how nurses should

make decisions about their scope of practice.

3.5.1 What should lead nursing practice to develop?

Patients' needs

All groups of nurses felt very strongly that population and health needs and thus service need, coupled

with a regard for patients' rights, should lead nursing practice to develop. Nurses stated that developments

in nursing should be driven by the pursuit of high-quality care that is based on meeting patients' needs.

There should be increased consultation with patients on the nature of services that they require. There

should be a matching of what the public wants from nursing services with what is currently being provided,

in line with the organisational vision. Nurses felt that the development of their role should take place under

the protection of legislation with due cognisance of social policy.

The nursing profession

Nurses identified that the profession should lead the development of nursing practice. Nurses felt that they

need to reflect on what they as nurses are doing, and plan developments accordingly. Nurses felt strongly

that they should be using a nursing model rather than a medical model of care when planning

developments. They gave examples of areas of specialisation that were developing in line with the central

concerns of nursing, but it was noted that in many cases nursing specialisation was medically driven and

developing in tandem with medical specialisations. Development of the role should be nursing-oriented

and not a response to changes in other professions, such as reduction of junior doctors' hours.

Good leadership and vision were identified as important. This vision should be two-way from the clinical

base to the management structures. Recognition of the importance of the role of the Chief Nursing Officer

in the Nursing Policy Unit in the Department of Health and Children was duly acknowledged throughout

the consultative fora. It was highlighted how important it was that this unit was fully informed on all

practice issues. It was strongly felt that there needs to be more consultation at all levels to negotiate role

developments, but it was acknowledged that consultation does take place in some areas.

Philosophy of nursing

A common theme running through much of the consultation process was the necessity for a philosophy

for nursing practice, which would underpin any development of the nurse's role. The development and

expansion of nursing practice, it was felt, should be driven by this philosophy. It was felt strongly that there

was a need to develop a comprehensive definition of nursing and that such a definition would pave the
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way for future developments in nursing. However, It was also felt that there was an inherent danger in

desCflblng nursing too specifically in that this may create boundary difficulties at a later stage. It was

generally felt that there was a need for reflection on the nurse's role. It was stated that nursing IS what

nurses do, and that what nurses do Will continuously change In response to the healthcare system's needs.

The scope of nursing practice when outlined should be consistent with a core definition of nursing.

Survey results

Nurses' views on what should lead practICe to expand:

Improvement of quality of care

Development of profession

Patient needs

Advances in nurse education

ProviSIon of holistic care

Continuity of care

Nurse/midwife initiative

Service efficiency

New technology

New treatments

Service need

Cost-effectiveness

Public demand

Management request

Medical consultant request

77%

69%

68%

66%

50%

49%

44%

41%

30%

30%

26%

79%

18%

7%

4%

Survey results

85% of nurses felt that
nurses should expand their
scope of practice

3.5.2 Development of the nurse's role - which direction?

It was generally agreed that development of the nurse's role involves expansion of the role. There was some

debate among nurses regarding the difference between expansion and extension of the nurse's role.

Nurses c1anfied that by expansion they meant that they should become

more expert, competent, reflective, autonomous practitioners,

developing their own skills to meet patients' nursing needs Role

extension was seen as a limiting mechanism whereby nurses require

certifICation for taking on new tasks. While there was some confUSion

regarding the difference between the two concepts, It was generally felt that expansion was the preferred

route. It was strongly felt that expansion of the role should be expansion of nursing skills for direct patient

care. Expansion of these skills, It was fell, should Improve clinICal decision-making and thus improve the

care given.

It was perceived that expansion of the nurse's role might Involve letting go of some of the 'non-nursing'

duties that nurses are Involved In. These, It was felt, should be aSSigned to other grades of staff such as

care aSSistants, whose training and superviSion should be within the remit of the nurse.
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Survey results
20% of nurses perform
venepuncture

7% of nurses perform
cannulation

SECTION 3: NURSING

Autonomous practice

Nurses felt that they should be autonomous in relation to the practice of nursing. They felt that they often

had to defer to others to make decisions about patient care that they were competent to make themselves.

Patient hydration and replacement of supra-pubic catheters were two such examples. Nurses caring for the

older person outlined situations which currently require the transfer of a patient from a nursing home

setting to an acute hospital setting in order to confirm diagnosis and administer therapy. These, it was felt,

could be managed by the nurses in the nursing home without causing distress for the patient, taking up

an acute hospital bed and exposing the patient to the possibility of iatrogenic complications.

Medica tions

Medications were particularly mentioned throughout the consultative fora. Nurses felt that in certain

situations they should be able to supply non-prescnption medications to their patients. They also felt that

some nurses who are practising at an advanced level should be able to prescribe other medications that

are currently prescription-only, as appropriate. It was recognised that this has a significant educational

implication. Empowering nurses in this manner would result in increased continuity of care, thus improving

the quality of patient care.

Development of specialist and advanced roles

There was a general welcome for the proposed clinical pathway for nurses outlined within the Report of

the Commission on Nursing (Section 6.26, 1998). It was hoped that advanced nurse practitioners and

clinical nurse specialist roles would allow development of expert nurses who are able to care for people at

a more advanced level. Thus such appointments should not be confined to nurses working in specialist

areas. Advanced nurse practitioners and clinical nurse specialists, it was felt, should be role models

promoting clinical expertise, educating staff and helping to bridge the theory-practice gap. It was

identified that these nurses need to have a considerable consultative role in order to promote continuity

of care. The role of the National Council for Professional Development for Nurses and Midwives (Section

6.14, Report of the Commission on Nursing, 1998) in providing structures for these roles was referred to.

Nurse-led clinics were referred to specifically as an area of expansion.

Examples are outlined in Appendix VII. It was felt that where appropriate

nurses should manage their own caseload. This would impact on the work

of other healthcare professionals, for example it would require that other

professionals accept referrals from nurses. Specific practices for expansion

were identified. Examples of these are outlined in Appendix VIII. Areas that

were highlighted for expansion by some nurses have already been developed in other services. This

demonstrates the variation in the development of nursing practice nationally.

Mental handicap and psychiatric nurses identified that hitherto there has been a lack of development of

specialities within these disciplines. These, it was felt, need to be defined and developed. Specific examples

of areas for specialisation in mental handicap nursing that were given included early intervention in the

maternity services, challenging behaviour, activation and recreation, care of the elderly. severe and

profound learning disabilities and complementary therapies. Specific examples of areas for specialisation in

psychiatric nursing included psychiatric clinical nurse specialist in general practice and AlE. Sick children's

nurses stated there should be greater emphasis on adolescent services.
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Public health nurses debated whether PHNs should specialise or whether they should stay as generalists.

Some PHNs argued for the specialist approach, identifying some areas as specialist areas e.g. schools nurse,

public health nurse specialist for the travelling communily and for women's health. Public health nurses

stated that they should be able to make direct referrals to consultants and other team members. Such an

approach, It was felt, would help alleviate some of the current delays In the system. Some PHNs stated that

there should be an Increased skill mix and permanent full-time RGNs in the community with a d,stnct nurse

diploma for the RGN. Some PHNs felt that they should engage in greater flexibility and levels of shift work

to accommodate more evening programmes

Community care

All divISions of nursing highlighted the Importance of care within the communily setllng. Nurses were very

consCiOus of the Importance of providing a service that will Integrate and support as many patients of the

health services to live within the community as IS pOSSible. It was felt that nurses should move 'Without

boxes': this means that nurses should work outSide organisational boundaries (e.g. hospital to community)

and move to where the patient is.

3.5.3 Summary statements

• Nurses felt strongly that population and health needs and thus service need, coupled with a regard

for patients' rights, should lead nursing to develop.

• Nurses should lead the development of nursing practice.

• Good leadership and vision are needed.

• There is a necessity for a philosophy of nursing to underpin any development of the nurse's role.

• Nurses agreed that development of the nurse's role involved expansion. Nurses clarified that

expansion meant becoming more expert, competent, reflective practitioners developing skills to

meet patients' needs.

• There was general support for the proposed clinical pathway outlined in the Report of the

Commission on NurSing (Section 6.26, 1998)

• ANPs and CNSs should have the role of promoting clinical expertise, educating staff and helping to

bridge the theory-practice gap in addition to practising nursing at an advanced level.

• Nurses should be autonomous in relation to the practice of nursing.
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3.6 Decision-making and the scope of nursing practice

Scope of practice decisions, it was felt, should be made on three levels. The first level relates to national

guidelines and legislation. The second level relates to nurses making decisions with due regard to their

location of work and organisational culture. The third level relates to nurses making decisions on an

individual basis. The three levels will be outlined separately, but it should be understood that each interacts

to support and facilitate the others, therefore should not be considered independent of each other.

Survey Results

Nurses' opinions of the support needed for them
to expand their scope of practice:

Educa tion 90%

Management support 79%

Financial support 74%

National protocols/policies/guidelines 57%

Local protocols/policies/guidelines 56%

Peer support 55%

Supervised clinical practice 52%

Performance review/appraisal 50%

Competency assessment 45%

Self-preparation 43%

Clinical supervision 39%

No support 1%

3.6.1 Decision-making on a national level

Decision-making on a national level fell under five broad sections: An Bord Altranais, legislation, social

policy, education and professional organisations.

An Bord Altranais

On a national basis it was felt that An Bard Altranais needed to be proactive in supporting the development

of the profession. Nurses suggested pathways by which An Bord Altranais could support practice.

Professional guidelines, it was felt, are needed in many areas. Examples outlined included guidelines on

documentation, delegation and policy development. These guidelines, it was felt, should be developed by

An Bord Altranais in conjunction with the profession and then interpreted locally. Professional consensus

on standards of practice was considered important.

In particular, nurses generally wanted support for the administration of non-prescription drugs to patients

by nurses. This would require a change in the Guidance on the Administration of Medical Preparations (An

Bard Altranais, 1998b).

Nurses identified a scope of practice document from An Bord Altranais as being very important to the

future development of nursing practice. This document should provide some level of internal control to the
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profession to enable it to be in charge of its own expansion in an empowering manner. The document, it

was fell, should provide a decision-making framework/broad national guidelines to enable practising

nurses to reflect on and make decisions about their day-to-day practice at a local level. While nurses do

not want to be restricted, they felt that nursing should expand and change within certain parameters that

are defined by a definition of nursing. GUidelines issued by An Bord Altranais, it was felt, should be

supported by professional guidance from An Bord Altranais.

LegislatIOn

Nurses felt that the development of their role should take place under the protection of legislation.

Legislation was seen to set boundanes that can be helpful, but nurses felt that legislation should be

empowenng and enabling and consistent with the realities of nursing practice. The changing role of the

nurse should be reflected in legislation. There was a strong feeling that if nurses were more knowledgeable

with regard to legislation, they could use it more to therr advantage.

In particular, legislative support was called for to facilitate prescription of medications for particular client

groups by nurses practising at advanced levels. To support this, changes to legislation governing

prescrrption of medications would be necessary.

Social policy

Nurses highlighted the importance of social policy for their scope of practice. National documents and

strategies were seen to have implications for the development of nursing services. Decisions about the

scope of nursing practice should be made with due regard for social policy.

Education

There was some debate as to whether ongoing education should be linked to registration with An Bord

Altranais on an annual basis. Reference was made to the UK PREP (post-registration education and

practICe) project where nurses are required to have mandatory education to maintain their name on the

register. The issue of core competencies at registration was raised. Examples of core competencies

mentioned included Intravenous medications, venepuncture, subcutaneous hydration, male catheterisation

and limited prescribing. There was debate among public health nurses as to the need for continuation of

midwifery as a prerequisite for public health nursing; many felt that this was necessary in order for them

to fulfil therr role, but others did not support thiS. Sick children's nurses were concerned that the lack of a

drrect entry to the discipline would affect therr scope of practice in the future.

It was recognised within the consultative fora that the National Council for Professional Development for

Nurses and Midwives will provide a structure for education for clinical nurse specialists and advanced nurse

practitioners as outlined by the Report of the Commission on Nursing (Section 6.14, 1998). It was felt,

however, that An Bord Altranais should have a role In the accreditation and accumulation of accreditation

for certain courses that Will not necessarily fall within the remit of the National Council. There was concern

that nurses are acquiring many varied qualifications, and it was felt that An Bord Altranais should provide

cohesion In this climate.
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Professional organisations

Nurses identified that professional organisations have a role in the decision-making process for scope of

practice issues. Nurses felt that it would be important for them to be able to have the redress of a

professional organisation if they felt that they were under pressure to advance practice contrary to their

Code of Professional Conduct (An Bard Altranais, 1988a) and An Bord Altranais guidelines.

3,6,2 Decision-making on an organisational level

The healthcare organisation or structure within which nurses work was seen to have a central role when

discussing scope of practice issues. It was identified that the goals and philosophy of the organisation need

to be transparent in order to allow the scope of practice of professionals within the organisation to be

consistent with those goals.

Policies and guidelines

The role of the organisation in supporting policy development was outlined. Policies, procedures, protocols

and guidelines within the organisation were seen as Vital supports to scope of practice decisions. Policies

and guidelines, however, need to be timely and updated regularly, ensuring an evidence base. Nurses felt

that as individuals they have an important contribution to make to the development of such policies.

Policies and guidelines need to be flexible to allow for practice developments while ensuring the safety of

the public and the nurse.

Education

Professional development and a career pathway for nurses were seen as important supports as they

develop their scope of practice. Nurses stated that a learning culture needs to be created within the

organisation in order to support practice development. Nurses felt that education should take many forms,

from formal post-graduate courses to ongoing in-service education to specific study days. On an

organisational level the notion of partnership between management, clinical practitioners and

educationalists was suggested as a means to ensure that education remains appropriate for the

development of nursing practice and supporting service needs. It was felt that curriculum development

should be In line with health policy, patient needs and nurse needs.

Nurses Identified that SCientific developments in healthcare leading to new and improved technology,

diagnostic and treatment procedures, mean that nurses have to change and adapt their skills, In order to

do this, nurses need to build on their knowledge and skills through a process that is based on sound

educational principles. The organisation should support such education by resourcing the nurse. The

importance of the organisation's role In ensuring competency in order to perform a skill or to fulfil a role

was discussed. It was in general considered unhelpful to certify every single task that a nurse performs and

will take on in the future. Many nurses felt that this should be approached as a professional Issue in a

mature manner, outlining the individual nurse's responsibility in ensuring his or her own competence.

Reference was made to both Benner's work on the progression from novice to expert (1984) and to the

An Bord Altranais Code of Professional Conduct (1988a). The following statement in the latter was

identified as a key component when considering competency:
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'The nurse must acknowledge any limitations of competence and refuse in such cases to accept

delegated functions without first having received instruction in regard to those functions and having

been assessed as competent'.

Many nurses stated that it is quite difficult to define competency and that It may not be possible to certify

someone as competent just because they have received education in a particular skill It was felt that there

are many nurses undertaking quite complex procedures at present that they are competent to perform

Without certification

Nurses felt that education to support developments In practice should be appropnate, equitable and

acceSSible. 'Appropnate' was further outlined as education that IS useful In that It supports a particular

nursing function. Education, it was felt, should be underpinned by research to support eVidence-based

practice. Reference was made to Innovative methods of approaching education to support clinical practice

development Within an organisation The follOWing were some of the examples suggested.

• Reflective practice

• Mentorshlp and preceptorshlp

• Open learning centres

• Journal clubs

• Multidisciplinary educational approaches

• In-servICe training

• Career guidance

• Lecturer-practitioner posts

Supervision for clinical practice

There was a debate on the role of supervision within an organisation to support developing practice.

However, there was a strong view that 'supervision' was perhaps not the correct word to use. In an lnsh

culture it was felt that supervision is seen as punitive. It was suggested that alternative terminology for

superviSion may be 'faCilitated learning', 'profeSSional support' or 'case-conferencing'. SupervIsion should

be seen as a supportive mechanism and the type of supervision needed depends on the role It was felt

that a conflict of Interest can anse if the supervisor has too many roles, for example when the ward sister

has to take on management, clinical and supervision roles.

There was confusion With regard to the perception of what clinical supervision involved. One model

outlined referred to a one-to-one formal relationship With another SUitably qualified person, which Involved

diSCUSSion of professional work and also prOVided emotional support. This model was referred to in

particular by mental handicap and psychlatnc nurses. There was debate as to whether the supervisor of a

nurse's clinical practice should always be a nurse, or whether it was appropriate for nurses to be supervised

by other profeSSions. While It was generally felt that nurses should provide clrnlcal supervision for nurses,

situations were outlined where another profeSSional may be the most approprrate expert to provide this.

Other nurses referred to supervision as being on different levels. It was felt that supervision could Involve

the use of self-drrected learning sets, reflective practice and clrnical audit. Another level of superviSion

might be mentorshlp. Personal development plans and appraisal could support this approach to

supervision, which could be facilitated by peers, managers or clinical facilitators within a positive
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framework. Another level suggested could involve team supervision, debriefing sessions or case

conferencing.

It was strongly stated that whatever model or type of supervision was used, the supervisor should be

educated, credible, clinically competent, objective, and provide emotional support. Supervision, it was

suggested, should be within the speciality and provided in a practical and sensitive manner.

Delegation

Nurses identified delegation as an inherent part of their role expansion and development. Delegation was

seen as twofold: firstly nurses delegating and secondly nurses accepting delegated functions. It was

highlighted that if the principles in relation to delegation of roles or tasks were clearly outlined in a scope

of practice document, this would support development of practice. Principles identified related to

assessment, communication, responsibility and accountability. Nurses felt that each decision about

delegation must be made based on the individual merits of the situation and the people involved.

• Assessment: Initial assessment involves reflection on what is being delegated. If the delegation is to a

nurse, this reflection involves considering whether the area of responsibility being delegated is

consistent with the definition or philosophy of nursing; if it is to a support worker, this reflection

involves considering whether it is appropriate and within their scope of practice. At all times the

consideration of the safety of the patient should be paramount. It was considered inappropriate to

delegate if resources are unavailable for the person to fulfil the role. Once the decision on whether the

delegation is appropriate is made, the person delegating needs to assess the person's capability of

accepting the task/role. This means assessing the competence of the person to whom the task is being

delegated and the level of supervision that will be needed. This may involve identifying the training

needs of the person being delegated to.

• Communication: Communication of the delegated function involves ensuring clarity on why the

task/role is being delegated and clarity of the function itself. The reporting channels need to be

identified and the issue of who maintains responsibility and accountability clear. The person being

delegated to needs to be able to report back. Feedback on performance should be given. There should

be mutual respect and a culture of learning in order to facilitate the development of the person.

• Responsibility and accountability: There was confusion as to who actually assumes the responsibility

and accountability. There was much debate around the issue and consensus was not reached. Many

nurses felt, however, that the nurse should retain responsibility for all aspects of nursing care even if

they were delegated to other members of staff. Issues pertaining to staff shortages and the level of

agency staff providing care for patients create problems in relation to delegation and who maintains

accountability for the care delivered.

The person being delegated to has responsibilities also in relation to delegation. This person needs to be

able to assess their own competency, know their own scope of practice and, if necessary, to be able to say

no if they feel unsure or incapable of taking on the function. They need to be able to understand the

reporting channels.
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Survey results

If nurses expand their scope of
practice the accountability lies with:

IndiVidual nurse 82%

An Bord Altranais 52%

EmplOying Agency 46%

Department of Health 39%

Line Manager 27%

SECTION 3 NURSING

InterdisCiplinary collaboration

Nutses Identified their central role within the multidisciplinary team. Reference was made throughout the

consultative fora to multidisCiplinary pathways of care It was suggested that opportunities for

multidisCiplinary-shared education should be created and supported. The Importance of communication

within the team as nursing boundanes expand was highlighted. Consensus and support from other

professionals was deemed important as the nurse's role develops and expands.

NurSing management

The role and support of nurse managers within the organisation was seen as pivotal to the development

and expansion of the scope of nursing practice. In order for nurse managers to prOVide thiS support It was

stated that they need to be more autonomous In their deciSion-making. It was felt that the opportunity for

nurse managers to become general managers within the multidisciplinary team was a move to be

supported The Involvement of nurse managers In decentralrsed management structures such as clinical

directorates, It was felt, would lead to Increased Involvement In service planning and budgetary control.

Communication channels between managers and clinICal practice need to be clear and unambiguous.

These communication channels need to ensure that both managers and clinical practitioners are cognlsant

of each other's roles and responsibilities

3.6.3 Decision-making on an individual level

On an individual basis, nurses highlighted that their scope of practice involves working within legislation,

adhering to An Bord Altranais and national guidelines and being cognisant of local policies and guidelines.

DeCISions, it was felt, should be made with due regard to what is best for the patient and best for the

profession. ThiS Involves making reference to an Identified philosophy of nursing, I.e. the values and beliefs

of the profeSSion.

Individual accountability

The Code of Professional Conduct (An Bord Altranals, 1988a) states that:

'The nurse must acknowledge any limitations of competence and refuse in such cases to accept

delegated functions without first haVing receIVed Instruction in regard to those functions and having

been assessed as competent'.

In fulfilling the requirements of the Code of ProfeSSional Conduct, nurses felt that In order to be able to

assess their own competence to practICe the nurse needs to

acknowledge the accountability that he/she carries performing

his/her role. ThiS accountability, It was felt, relates to the

profeSSion, to the public, to the patients and to the nurse

herself ThiS Involves the ability to wtlque, to be able to refer to

appropnate gUidelines and to be aware of legislation. It was felt,

however, that the Code of Professional Conduct should be a

more empowenng framework, and needs review and updating

,n light of the changing needs of the profeSSion.
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Nurses felt that their decisions should be made based on their education, clinical experience, expertise,

knowledge, competence and skills. Practice decisions, It was felt, need to made with due regard for

evidencel research-based practice and some decisions require ethical consideration.

Scope of practice document

Nurses felt that a scope of practice document from An Bord Altranais which would provide a decislon

making framework was critical for the development of the nursing profession. This document, it was felt,

should make reference to a definition and a philosophy of nursing. Reference should also be made to

legislation, national guidelines, local policy, delegation, code of professional conduct, accountability and

competence.

The scope of practice document, it was felt, should be an empowering document which supports and

guides nurses in a practical and contemporary manner. Education, explanation, implementation and

evaluation are needed following circulation of the document to all nurses. it was suggested that this could

be achieved through further scope of practice workshops and ongoing access to professional advice from

An Bord Altranais.

3.6.4 Summary statements

• Decisions about the scope of nursing practice need to be structured and based on an identified

framework.

• Scope of practice decisions should be made on three levels - national, organisational and individual.

The three levels, it was felt, should interact to support and facilitate each other and therefore should

not be considered independent of each other.

• Decision-making on a national basis fell under five broad sections: legislation, social policy, An Bord

Altranais, education and professional organisations.

• Nurses felt that individual decision making should be based on education, clinical experience,

expertise, knowledge, competence and skills.

• Nurses felt that a scope of practice document from An Bord Altranais which would provide a

decision-making framework was critical for the development of the nursing profession.

• A scope of practice document, it was felt, should be an empowering document which supports and

guides nurses in a practical and contemporary manner.
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Survey results

87% of midwives felt that
they should expand their
scope of practice

SECTION 4. MIDWIFERY

Section 4:
Midwifery

This section presents the views of midwives as presented dUring the consultation process. In relation to

current and future roles of midwives. difficulties In defining the scope of midwifery practice and the basis

for deCISion-making on scope of practice issues

4.1 Current and future practice

4.1.1 Introduction

MidWives were clear that they wanted to be viewed as a profeSSion distinct from nurses. They supported

the proposed legislative changes to the 1985 Nurse's Act as recommended by the Report of the

CommIssion on Nursing (Section 4.45. 1998) which will confirm midWifery as a separate profession to

nursing, restoring the midwives' statutory committee and reVising fitness to practice procedures. Midwives

recognised the challenge of the Commission Report for midwifery practice, acknowledging that it has

made midWives reflect on their roles and functions. MidWives felt that the definition of nurses and

midWives should be separate and that the scope of practice document for midwifery should be distinct

from the nursing scope of practice document.

WHO/ICM/FIGO (1992) Issued a statement on the definition of a midwife which reads as follows:

'A midwife is a person who, having been regularly admitted to a midwifery educational programme,

duly recognised in the country in which it is located, has successfully completed the prescribed course

of studies in midwifery and has acquired the requisite qualifications to be registered andlor legally

licensed to practice mIdwifery. She must be able to give the necessary supervIsion, care and advice to

women during pregnancy, labour and postpartum period, to conduct deliveries on her own

responsibility and to care for the new-born and the infant. This care includes preventative measures,

the detection of abnormal conditIons in mother and Child, the procurement of medical assistance and

the execution of emergency measures In the absence of medical help. She has an important task in

health counselling and education, not only for the women, but also within the family and the

community. The work should Involve antenatal education and preparation for parenthood and extends

to certain areas of gynaecology, family planning and child-care. She may practice In hospitals, clinics,

health units, domiciliary conditions or in any other service.'

Throughout the consultative fora midWives Wished to clarify that their

scope of practice IS already outlined within the EEC Council Directive

801155/EEC of 1980. ThiS directive concerns the co-ordination of

proVISions laid down by law. regulation or administrative action In respect

of the activities of midwives. It outlines the minimum knowledge and

clinical experience necessary for midWifery and outlines the activities that midwives are entitled to take up

and pursue. MidWives felt that they were not looking for role expansion but were anxIous to participate in
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the full activities of the midwife as defined within the dlfectlve. Midwives expressed frustration with their

current role and functions, but felt that midwifery practice internationally and the return of midwives

educated and trained abroad will challenge current midwifery practice and organisation of maternity

services in Ireland.

4.1.2 The role of the midwife

Care of women through pregnancy, labour and the postnatal period

The role of the midwife was outlined as the care of women throughout pregnancy, labour and the postnatal

period. This involves identifying deviations from the norm and taking appropriate action or referral.

Midwives identified that they are in the unique position to promote continUity of care as they proVide 24

hour care. However, currently within maternity hospitals there is division of the midwifery role. Midwifery

care IS provided separately in the antenatal cliniC, the antenatal ward, the postnatal ward and the labour

ward. Midwives stated that this IS contrary to the definition of the midwife and to a holistic approach to

care. Currently care IS not provided dUring pregnancy, labour and the postpartum period on a continuum,

which results In a fragmented approach to care In maternity services. ThiS approach to care has resulted In

many midwives functioning as obstetric nurses.

Midwives expressed concern that they were not at present fulfilling their role to an optimum level due to

having to walt for unnecessary medical directives and the lack of clarification of roles that can exist

between midwives and obstetricians. Examples outlined during the consultative fora included the inability

of the midwife to discharge normal healthy women in the postnatal period without medical directive and

the often unnecessary duplication of assessments and examinations of women.

Education

Education was Identified as an important component of midwifery practice. ThiS Includes education of the

mother both antenatally and postnatally which Incorporates the area of family planning and health

Survey results education. Health education Involves the promotion and support

Midwives stated that their practice of breastfeedlng. Midwives felt that antenatal education should

encompassed: be expanded to target community groups that are not currently

Health promotion 72% uSing the system of hospital-based antenatal education Midwives

Health education 77% have an educational role With student midwives, Orienting new

midwives, educating house officers and other personnel as

appropriate. Part of the midwife's role IS to ensure that her/hls own education IS kept up to date and that

her/his practice eVidence-based.

Communication

Survey results

54% of midwives stated
that their practice
encompassed counselling.

Good communication skills were identified as a core component of the

midwife's role. ThiS Includes the role of counsellor and advocate.

Documentation was seen as an important function of the midwife and it

was felt that it was necessary that records are kept and updated as

appropriate.
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Accountability

Midwives felt that they are accountable for their own practice In whatever enVIronment they practice, the

Interests of the mother and baby being paramount. High standards must be maintained and the midwife

must be able to Justify decIsions made dUring the course of her/his professional practICe.

Generalist and specialist midwifery practice

There were mixed views with regard to whether midwives should remain as generalist midwives or whether

midWifery should develop specialist and advanced practice. Some midwives argued that a midwife who IS

functioning as defined by WHO/ICMlFIGO (1992) working within the EEC Directive (1980) IS practising at

advanced practice level. However, others felt that to practice as defined by the EEC Directive IS a

reqUirement of all midWives at the pOint of registration and thus IS normal practice for the midwife. Some

sub-speCialisation ,n midWifery was, however, Identified. Examples outlined Included midwives In the neo

natal unit, family planning and ultrasound. Concern was expressed, however, that midwives should be

providing more holistic care rather than becoming specialised as a labour ward midwife or a postnatal ward

midWife for example. They were concerned that such specialisations could lead to loss of skills and reduced

continuity of care, as has happened In the past. However, others viewed such speCialisation as

advantageous.

4.1.3 Influences on the development of midwifery practice

MidWives Identified that women's expectations of services are changing, with an increasing demand for

Survey results home births, more women-friendly

Midwives whose scope of practice had changed identified services in hospitals and a higher
the following as having led scope of practice changes: standard of care. Midwives stated that

Patient needs 73% women are more informed, with access

Improvement of quality of care 68% to information sources such as the

Public demand 61 % Internet. Many women have experienced

Introduction of new technology 59% maternity services elsewhere. MidWives

Service need 55% perceived that there is less support from

Advances in midwifery education 48% society for mothers, with decreased

Continuity of care 41% Involvement of the extended family and

Personal imtiative 37% more working mothers MidWives feel

Introduction of new treatments 37% that their practice should be sensitive

Management request 25% and responsive to these needs by

Medical consultant request 22% providing more chOices for women and

Cost-effectiveness 21 % more flexibility, such as prOViding evening
antenatal classes. Support groups such as

La Leche League, Irish Childbirth Trust, Home Birth Association and the Association for Improvement in the

Maternity Services are seen to have an important role with regard to the way maternity services are

delivered. MidWives welcomed thiS and called for more Involvement of women when developing services

In the future.
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Midwives felt that they themselves had a responsibility to be aware of the public's perception of midwifery

and where necessary to educate the public regarding the midwife's role, thus allowing greater choices for

women. Midwives felt that increased expectations of maternity services have led to an increase in litigation,

which in turn has caused midwifery practice to be more defensive.

The medical model of maternity care is seen to dominate, although some midwives did feel that the

medical model was not as prominent as it has been in the past. They stated that hospitals have become

very interventionist and that it is becoming increasingly difficult to recognise normality within maternity

care. The increased rate of epidurals, IVF, caesarean sections and instrumental deliveries have all changed

midwifery practice, resulting in more technological roles for midwives. Reference was made to Government

statistics that indicate changes in the methods of delivery of mothers in Ireland. Figure 6 highlights the

method of delivery of mothers in Ireland from 1984 to 1993 (latest available figures) (Department of

Health, 1984; 1985/6; 1988; 1989; 1990; 1993).

.1984

.1985/86

.1988
01989
!Ai 1990
L1993

Spontaneous Breech! Forceps Forceps Vacuum Caesarean

Figure 6. Methods of delivery of mothers in Ireland from 1984 to 1993

Survey results
Midwives views on what should lead practice to expand:

Improvement of quality of care

Development of the profession

Patient needs

Midwife initiative

Advances in midwifery education

Continuity of care

Provision of holistic care

Service efficiency

Public demand

New technology

Service need

Cost-effectiveness

New treatments

Management request

Medical consultant request

77%

72%

67%

60%

59%

53%

46%

41%

31%

23%

23%

22%

20%

7%

5%
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4.1.4 Future development of midwifery practice

Survey results

67% of midwives in clinical
practice stated that their
scope of practice has
changed since they qualified.

In some areas, initiatives such as midwives' clinics or DOMINO schemes are indicating a change in the

delivery of midwifery services. Midwives applauded these Initiatives

and felt that these would lead midwifery practice forvvard in the

future. Midwives felt that practice should expand into the community.

Recommendations included outlying clinics, DOMINO schemes, team

midwifery, home deliveries and more independent midwives. It was

expressed that in order for this to happen there needs to be

communication and role definition between professionals working in hospitals and the community.

30%

37%

Caseload management

Survey results
Midwives stated that their practice
encompassed:

Midwife-led clinics

In general, midwives felt that pregnancy and childbirth should be considered normal, which is contrary to

the present medical model of childbirth. Birth plans and Informed

choices for mothers should be more widely available. Midwife

led clinics and services were recommended. particularly in areas

such as uro-dynamics, incontinence, family planning and

postnatal follow-up. They felt that debate is needed in relation to

Issues sllch as whether midwives should perform vacuum

deliveries in midwifery-led units.

Midwives highlighted the fact that currently there is an inherent difficulty within the insurance system for

maternity care, which is seen to favour obstetrician-led care In maternity hospitals. MidWives recognise that

in order to develop and expand midwifery-led services this important issue will need discllssion and review.

Research was identified as an important component of best practice, and should be integral to midwifery

care. Expert midWife researchers, it was felt, should be developing clinical practice in each hospital.

Development of the service, it was felt, involved reviewing current

roles and losing duties identified as 'non-midwifery' duties. Aspects of

the role which midwives felt should be developed nationally in order

to improve continuity of care included perineal suturing, venepuncture

and IV cannulation. Midwives felt that as part of their role they should

develop an expertise in relation to non-pharmacological approaches to

pain rehef.
14%

25%

32%

Survey results
Midwives stated that their
practice encompassed:

Venepuncture

Cannulation

Surturing

MidWives stated that currently many policies are obstetric-led and not midwifery-led. which is a situation

that IS no longer acceptable. Midwives felt that provision of a quality service involves evaluation, standard

setting and audit. Such audits should Identify areas of best practice in midwifery care and lead the future

development and expansion of the role.
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4.1.5 Summary statements

• Midwives wish to be viewed as a profession distinct from nurses.

• In general. midwives felt that pregnancy and childbirth should be considered normal which is contrary

to the present medical model of childbirth

• Midwives stated that currently many policies are obstetriC led and not midwifery led.

• Midwives wish to clarify that their scope of practice IS already outlined within the EEC Council

Directive 801155/EEC of 1980. Some midWIves felt that to practice at this level is normal practice, but

others felt that it is advanced practice.

• MidWives wish to practice as defined by the definition of a midwife (WHOIICMIFIGO, 1992)

• Recommendations for midWifery developments Included outlying clinics, DOMINO schemes, team

midWifery, home deliveries and more Independent midWives.
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4.2 Difficulties in defining the scope of midwifery practice

4.2.1 Introduction

Midwives felt that a major difficulty with their scope of practICe was that although their scope of practice

is outlined In both the EEC directive (1980) and the definition of a midwife (WHO/lCM/FIGO, 1992), they

find themselves unable to practice at this level Midwives felt that currently their scope of practice decision

making IS centred on the way In which health services are delivered. MidWives have difficulty with the

medlcalisatlon of materntty services They view the functIOn of the midwife ,n materntty care as the normal

care of women throughout pregnancy, labour and the postnatal period. Midwives outline that the current

care that they give IS In contrast to their defined role and function. This can create differences of opinion

between midWives and obstetnClans. The midWife then feels that at times hlslher care IS only to faCilitate,

or IS perceived as being only to faCilitate, the obstetnClan.

4.2.2 Autonomous practice

MidWives Identified that they have difficulty working autonomously within maternity hospitals and that

there has been gradual erosion of their role over the decades MidWives feel that the current healthcare

system and structures In Ireland have Inhibited the autonomy of midwifery. They specifically Identified the

Report of the Maternity and Infant Care Scheme Review Group (Department of Health, 1994b) and

Development of Hospital Maternity Services-A Discussion Document (Comhairle na nOspideal, 1976). The

review group endorsed the view that babies should be delivered in consultant-staffed materntty units.

Comllalrle na nOspideal was of the view that confinements should take place In consultant-staffed

maternity Units integrated with general hospitals.

It was acknowledged, however, that there are some independent midwives working in the community who

do fulfil the WHO/ICM/FIGO (1992) defined role of the midwife. These midWives identified themselves as

a specialist area of midWifery practice.

4.2.3 Mobility of scope of practice

Midwives expressed the view that scope of practice is currently location-based. This means that what is

authonseo by one hospital may not be local practice In another. Thus there are discrepancies in midWifery

practice both between and Within hospitals. This was seen to create dilemmas when midwives move

between posts both Within and outSide organlsalions. In certain areas, for example perineal sutunng and

IV cannulation, midWives Will be functioning to a much greater extent than In other areas. Some midwives

viewed such functions as expanded practice, while others Viewed them as integral to the midwife role.

Reference was made to International developments that may be of relevance here. MidWives felt that the

Changing Childbirth reports in the UK has Influenced maternity care in Ireland (1993a, 1993b). Midwives

who have worked Internationally are frustrated With what they see as organisational structures that restrict

the practice of midWifery ,n Ireland. They make reference to other EU countnes where midWives can

practice to their full scope of practice and where poliCies and gUidelines from the WHO and the

InternatIOnal Confederation of MidWives have meaning. The Dutch home birth system was referred to on
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many occasions as a system where 30% of deliveries are home births, which results in a strong body of

independent midwives. Currently in Ireland the majority of births occur within a hospital setting. Reference

was made to Government statistics on location of births. The percentage of domiciliary births has fallen

from 8.5% in 1966 to 0.5% in 1976, to 0.3% in 1986, and increased to 0.4% in 1996 (Figure 7) There

was a dramatic fall from 30.7% in 1956 to 8.5% in 1966.

30"10

25% __--'l.._--

20% ----'-

15% -----\~--

10% -----4-
8.5%

1966/

5%--

O%~,---~

1958/

___~.,;0;;;.5;.;·1.:..__...::0;.::.3.:;%:.---:0.4%

1976/ 1986/ 1996/

Figure 7. Domiciliary Births in Ireland (Department of Health, 1999; Central Statistics Office, 1999)

4.2.4 Referral

Concern was expressed with regard to referral to other disciplines: referral may not be accepted from

midwives in certain hospitals. Midwives suggested that when they are referring or consulting it should be

with the obstetrician, not via the senior house officer. Domiciliary midwives made reference to referral

when the health of the mother or baby is in question, recommending that item 6.4 in the An Bord Altranais

Guidelines for Midwives (1994) which states:

'In an emergency or where the midwife detects a deviation from normal in the health of the woman

and/or foetus/baby she shall procure appropriate medical assistance in accordance with health board

and/ or employing authority',

be amended so that appropriate medical assistance is changed to appropriate professional assistance.

4.2.5 Medications

Midwives highlighted two areas of concern in relation to medications. Firstly, attention was drawn to the

Misuse of Drug Regulations (51 328) (1988) which outlines the regulations relating to the possession or

administration of any medical preparation which contains pentazocine or pethidine. Midwives felt that

these regulations were restrictive in that they prevent midwives from operating at independent level as

defined by the EEC Council Directive 80/155/EEC of 1980. Sections 1O( 1) and (2) of the Misuse of Drugs

Regulations (1988) allow for domiciliary midwives only to administer pethidine and pentazocine without

prescription. This means that midwives practising in a hospital cannot administer these medical

preparations without prescription.

Secondly, midwives feel restrided by An Bord Altranais guidelines in relation to the administration of over

the-counter medications. They state that not being able to administer medical preparations such as

paracetemol or folic acid without prescription undermines their credibility as professionals and prevents
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them from practising at the level outlined by EU regulations (1980)

Midwives stated that there were certain prescription-only medications that in the course of their practice

they need to be able to prescribe and administer without reference to a medical practitioner. These

medications relate to both emergency and normal practice circumstances. Examples given by hospital

midWives Included mefenamIC acid, entonox, oxytoCin, ergometrine and lignocaine. DomiCiliary midwives

gave examples of oxytoCic preparations, lignocaine, oxygen, vitamin k, narcan, entonox and plasma

expanders

4.2.6 Employment contracts

MidWives highlighted a particular Issue In relation to scope of practice and employment contracts. Some

nurses who possess a midWifery qualification are employed as registered nurses but 'act' as midWives If

there are emergencies or ambulance duties In these Situations, midWives highlighted that the

nurse/midWife may not have practiced midWifery for a number of years and the" skills may not be up to

date ThiS creates a Situation where a nurse/midWife feels they are practising beyond the" scope of

practice

Reference was made to the 1970 Health Act where women are entitled to domiciliary midWifery services

yet domiciliary midwives state that the appropnate structures (e.g. clinical supervision) were not available

to them

4.2.7 leadership and power issues

Lack of leadership both locally and nattonally were seen to create scope of practice difficulties. Midwives

felt that the current An Bard Altranals Guidelines for Midwives (1994b) are inadequate and do not provide

enough guidance for practising midwives. Stnngent hospital policies which are obstetric led were identified

as hampering midwives In fulfilling their role. Midwives felt that midwifery and medical management

structures are often unsupportive in empowenng midwives to fulfil their midwifery role. Some midWives

expressed a fear of speaking out, linking this to past expenence of being socialised to keep the" 'heads

down' and not query or question the management structures. Thus, midwives perceive that they have a

lack of power Within the hospital structure which restncts their practice.
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Survey results
Midwives opinions of the barriers to role expansion:

Non-midwifery duties taking up time 75% Lack of local protocols/policies/guidelines 33%

Lack of adequate staffing levels 74% Poorly defined inter-professional

Fear of litigation 66% role boundaries 33%

Lack of management support 63% Lack of peer support 33%

Lack of understanding of the role of Fear of change 31%
the midwife 57% Lack of confidence 30%
Rigidity of workplace practices/policies 56%

Lack of research skills 29%
Lack of interprofessional support 50%

Fear of making mistakes 25%
Lack of time 49%

Lack of knowledge 24%
Lack of remuneration 48%

Lack of educational courses 47%
Inappropriate skill mix 24%

Lack of national Lack of motivation 22%

protocols/policies/guidelines 46% Lack of clinical skills 20%

Lack of resources 44% Fear of autonomy 16%

Fear of increased responsibility 37% Fear of fragmentation of midwifery practice 10%

4.2.8. Summary statements

• Midwives are unable to practice to their scope of practice as outlined by the EU directive (1980).

• The Misuse of Drugs Regulations (1988) outline the regulations relating to the possession or

administration of any medical preparation which contains pentazocine or pethidine. The regulations

do not allow midwives practising in a hospital setting to administer these medications without
prescription.

• An Bord Altranais Guidance to Nurses and Midwives on the Administration of Medical Preparations

(1998b) prevent midwives from administering 'over the counter' non-prescription medications.

• Midwives stated that there were certain prescription-only medications that in the course of their

practice they need to be able to prescribe and administer without reference to a medical practitioner.

• Stringent hospital policies hamper midwives from fulfilling their role.

• Scope of midwifery practice is currently location-based.

• Lack of leadership prevents midwives from fulfilling their role.

• An Bord Altranais Guidelines for Midwives (1994b) is not seen to give enough professional gUidance.
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Survey results
If midwives could expand their scope of
practice. the accountability lies with:

Individual midwife 84%

Line manager 61 %

Employing agency 43%

Department of Health 43%

An Bord Altranais 26%

SECTION 4 MIDWIFERY

4.3 Decision-making and the scope of midwifery practice

Midwives highlighted that the midwife's scope of practice involves working within legislation, adhering to

An Bord Altranals gUidelines and being cognlsant of local policies and gUidelines. Midwives felt that they

should be empowered and enabled to make scope of practice deCISions with due regard for the above.

4.3.1 How should scope of practice decisions be made?

Midwives felt that the EEC directive outlining the activities of the midwife (1980) strengthens the midWife's

position In relation to scope of practice decIsion-making. Midwives stated that the basIs on which decIsions

about scope of practice should be made should be with regard for women's needs. There was concern that

the expansion of the midWifery role could result from the need to reduce junior doctors' hours and that

this would be an inappropriate reason upon which to base scope of practice deCISions.

DeCiSions. it was felt. should be made based on An Bord Altranais guidelines and 10caVhospitai poliCies and

gUidelines and with due regard to the Code of Professional Conduct (1988a). Policies and gUidelines,

however, need to be timely and updated regularly, ensuring an evidence base. Policies and guidelines need

to be flexible to allow for practice developments. thus empowering and enabling midWives to fulfil their

role while ensuring the safety of the public and the midWife.

In fUlfilling the requirements of the Code of Professional

Conduct, midwives felt that they need to acknowledge their

accountability for their practice. This Involves assessing one's

own competence to practice with due regard for patient

safety. The midwife's skill, knowledge, experience and

expertise all need be taken into conSideration. The midwife,

when making scope of practice deCISions, should be

knowledgeable of her own role and function and operate In

the best Interests of the mother and baby. Clinical audit and

feedback from women on the quality of care provided should affect how midwives make decisions about

scope of practice.

4.3.2 Supports necessary for scope of practice decision-making

In order to facilitate deCision-making at both local and national levels in relation to scope of midWifery

practICe. midwives Identified a number of supports needed. These are outlined below.
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Management support

Financial support

Peer support

National protocols/policies/guidelines

Local protocols/policies/guidelines

Supervised clinical practice

Performance review/appraisal

Competency assessment

Clinical supervision

Self-preparation

82%

70%

62%

60%

59%

53%

47%

44%

40%

40%

0%No support

Consultation and discussion

There was a call for more workshops like the Scope of Practice workshops to discuss professional issues.

This was seen to be an important support mechanism when making scope of practice decisions. Midwives

felt that they needed professional support, that there should be a strong working group of midwives

organising an association to create a vision for the future. Such a working group (reference was made to

the Royal College of Midwives) in conjunction with colleges of midwifery and professors of midwifery

would lead midwifery practice to develop.

Managerial and peer support

Support from colleagues, management, other professionals, the midwifery profession, An Bord Altranais

and the Department of Health and Children were all seen as key elements of good decision-making. It was

felt that there should be midwives in senior posts in the health boards and in the Department of Health

and Children to provide leadership and guidance. Midwives stated that there should be a clinical practice

development role in each maternity hospital, as is the case for nursing services. Scope of practice decisions

must be based on appropriate staffing levels and skill mix.

Communication

Developments such as outlying clinics, DOMINO schemes, team midwifery, home deliveries and more

independent midwives need teamwork and communication at all levels.

Domiciliary midwives stated that general practitioners, midwives and obstetricians should have mutual

recognition and respect for their respective roles in the care of mothers and babies. They recommended

that negotiations should take place with the Irish College of General Practitioners to make a joint

statement between midwives and general practitioners to clarify each profession's roles and boundaries.

Reference was made to the process that took place in England in 1995 which resulted in a joint statement

from the RCM and RCGP: 'Working Together: Responsibilities in Intrapartum Care' (RCM/ RCGP, 1995).
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Some midwives recommended that there should be strengthened links between domiciliary midwives and

hospital maternity services. This, It was felt, might facilitate a situation where women transferred to

hospitals dUring a home birth could continue to be cared for by their domiCiliary midWife

EducatIOn

MidWives Identified that their education has a large Influence on their scope of practice decision-making.

MidWives feel that they are now more Informed and questioning of both their practice and their delivery

of care

Midwives strongly welcomed the move to an Increase In theory time for student midWives. The opportunity

to work with the community midWife as well as the hospital-based midWife was recommended as the

norm for student midWives of the future. Current registered midWives who have never had the opportunity

to do so as a student should be supported to get thiS experience after qualification There was an aspiration

that student midWives undergOing a higher/post-graduate diploma be educated towards evidence-based

practiCe Direct entry to midWifery training when It comes on stream was seen as a POSitive development.

However, the pOint was made that midWifery ,n being a practice Oriented profeSSion, and therefore whrle

welcoming the Increase In theory, the need to have a considerable amount of 'hands on' clinical experience

In order to produce a competent practitioner was emphaSised. Midwives commended midwifery tutors

who, they stated, retain their involvement 111 clrnlcal midwifery practice. Midwives were concerned that

educationalists would lose clinical skrlls and therefore supported the introduction of a practitioner-lecturer

post where education and clinical practice were married In one post. There were divergent views as to

whether midwifery managers needed to retain their clinical skills in order to remain credible.

In order to promote respect between profeSSions It was suggested that aspects of training should be

Integrated and that study day sessions could be shared With other professions to facilitate JOint learning.

The Importance of In-service education at local level was emphasised to support developing roles. It was

suggested that midWives should be supported In being educated to Degree/Diploma/Masters level as

appropriate. Education needs to be resourced It was felt that the access to the world Wide web and

computerised Indices should be available at ward level.

MidWives stated that further education should be ongoing, planned and deSignated. Further education

does not necessarily mean gOing to conferences or study days, but merely an acknowledgement that time

off to go to the library or Joining quality crrcles/standards committees was as Important There was a strong

view that there should be staff replacement and funding for study days. An Bord Altranals, it was felt,

should support educational services supplied by employers and other agencies

Supervision

The Importance of cliniCal supervision was recognised by midWives, but there was a strong view that the

word 'supervision' was perhaps not the correct word to use It was suggested that perhaps 'faCilitate' or

'support' should be used. In Irish culture It was felt that supervision is seen as punitive MidWives felt that

superviSion should be non-Judgmental and confidential.
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The following are some of the methods of supervision suggested

• Group practice with peer support

• Audit

• Protocols

• Guidelines

• Peer review

• Performance appraisal

Independent domiciliary midwives highlighted the fact that the 1970 Health Act places a duty on health

boards to provide a home birth service and that it is from this statutory obligation that their supervisory

function derives. Currently within health boards superintendent public health nurses exercise this

supervisory function. These supervisory arrangements do not. however, encompass any element of clll1lcal

support. Domiciliary midwives stated that they would welcome the supervision of midWives and would

value its role ,n achieving a high-quality service and enhancing the distinct identity of midwives. It was

stated, however, that the appointed supervisor should have appropriate training and, most importantly,

clinical experience in domiciliary midwifery. Domiciliary midwives recommend that a clinical midwife adviser

should be appointed who would be responsible to the health board for providing information, guidance

and support on a 24-hour basis. Domiciliary midwives also recommend that the words 'and control' be

deleted from the sentence

'It shall be the duty of a health board in whose functional area a midwife of the type referred to in

subsection (7) of this section IS practising or proposes to practice to exercise, in accordance with

regulations made by the Mil1lster, general supervision and control over such a midwife'

in the current An Bord Altranais Guidelines for Midwives (1994b). However, thiS sentence IS taken dlfectly

from Section 57(2) of the Nurses Act, 1985 and would require legislative changes.

It was suggested that It might be useful to review other systems of supervision both nationally and

internationally within and outside of the midwifery profession. Supervision should be given by a credible,

expert, clinical midwife who has authority to provide that supervision. There was no consensus as to

whether this expert should be from within the hospital or another person based in the community.

Midwives suggested that the person proViding supervision should not be a manager. There was debate

around whether the supervisor should have the power to suspend someone from practice if it was found

that practice was not up to standard and there was danger to mothers and babies. No agreement was

reached, but it was strongly felt that this area needs further discussion by the profession.

It was felt that the person providing supervision should be credible. should be on the live register of

midwives and should be trained in the provision of supervision. The person proViding supervision should

be able to give adVice, aid decision-making and provide support to the midwife.

Other issues

Midwives recommended that the prohibition on attending birth (section 58, Nurses Act, 1985) should be

extended to antenatal and postnatal areas. They identified both practice nurses and public health nurses
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as nurses who may be attending women without relevant update, experience or appropriate clinical
supervision.

There was a strong view that a live register of midwives is needed. At present it is not possible to tell how

many midWives are practising in Ireland, and that situation should not be allowed to continue.

4.3.3 Summary statements

• MidWives highlighted the fact that the midwife's scope of practice involves working Within

legislation, adhering to An Bard Altranals gUidelines and being cognisant of local policies and

guidelines. Midwives felt that they should be empowered and enabled to make scope of practice

decisions With due regard for the above.

• The Importance of appropriate, timely, referenced, enabling local policies and guidelines

(midwife-led) which gUide and support scope of practice decisions was emphaSised.

• Midwifery practice should be supported and underpinned by an appropriate educational

structure that is ongoing and will enable midWives to practice to the full extent of their scope of

practice.

• Further scope of practice workshops are necessary to discuss professional issues.

• The importance of appropriate supervision as a support is emphasised.

• The importance of management support and leadership is emphasised.

• A review of An Bord Altranais Guidelines for Midwives (1994b) to prOVide more professional

gUidance for midwives is needed.
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APPENDIX I

Appendix I:
List of individuals and groups making
submissions

1. Anonymous

2. Ms Rena Harford, Dublin 8

3. Mr Michael Shannon, Sligo General Hospital

4 Ms Veronica Gavin, Royal Victona Eye and Ear Hospital, Dublin 2

5 Ms Breda Brady, Royal Vlctona Eye and Ear Hospital, Dublin 2

6. Ms Joan Mc Dermott, D'Alton CommUnity Nursing Unit, Co Mayo

7. Mr John Farrelly, St Loman's Hospital, Dublin 20

8. Ms Alne O'Meara Kearney, Co. Meath

9. Ms Mary Courtney, Mr Steve Cooper and nurSing staff, Portluncla Hospital, Co Galway

10. Mr DaVid Kieran, St Anne's, Sean Ross Abbey, Co. Tipperary

, ,. Ms Mary Shendan, Cavan General Hospital

, 2. Ms Cathenne Killilea and nursing staff, Care of the Elderly Service and Young Chronic Sick Unit,

St Flnbar's Hospital, Cork

13 Professor Roger Watson and staff, School of Nursing, Dublin City University

14 Ms Siobhan O'Halloran and Ms Anne-Mane Ryan, Dublin 14

15 Ms Mary Clemenger, Co. Meath

16. Ms Tanya Grandon and staff, Leopardstown Park Hospital, Dublin 18

17. Ms Anne Flood, Ms Anne McHugh and Mr Patnck Murray,

Letterkenny General Hospital, Co Donegal

, 8. Ms Rena Kennedy, staff nurses and ward Sisters, SI Luke's General Hospital, Kilkenny

19 Ms S,nead Hanafin, Co Cork

20. Mr Joe Gallagher and senior nurse managers, Donegal Mental Health ServICes

21. Ms Anna SaVino, Practice Nurse Section, Insh Nurses Organisation

22. Mr Chnstian Huet, Royal Victoria Eye and Ear Hospital, Dublin 2
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23. Ms Margaret Boland, Dublin 3

24. Ms M. Costelloe, Galway

25. Ms Noreen O'Connor, Dublin 6W

26. Cork Branch of the ASSoCIation of Irish Nurse Managers

27. Nurse Practice Development Group, Mercy Hospital, Cork

28. NurSing staff, 5t Vincent's Centre, Llsnagry, Co. limerick

29. Ms Nicola Clarke, Dublin 11

30. Ms Trina Nolan, University College Hospital, Galway

31. Ms Joan Ryan, Hospital of the Assumption, Co. Tipperary

32. Siobhan lingwood and nursing staff, Bons Secours Hospital, Cork

33. Ms Honor Nicholl and practitioners of paediatric nursing,

The Children's Hospital, Temple Street, Dublin 1

34. Hospital Pharmacists Association of Ireland

35. Nursing staff, 5kibbereen Community Hospital, Co. Cork

36. Nurse cognitive behavioural psychotherapists, North Western Health Board

37. Mr Joe Wolfe, St Patrick's Kilkenny

38. Public health nurses, Central Sector, North Cork Community Care Area

39. Ms Patricia Leahy Warren, Co. Cork

40. Public health nurses, Ballincollig Health Centre, Cork

41. NurSing staff, District Hospital, Carlow

42. Ms Siobhan O'Brien, Co. Cork

43. Senior nurse managers, South Eastern Health Board

44. Ms Joan O'Connor, Cork

45. Registered Nurses In Mental Handicap, Moore Abbey, Co. Kildare

46. Ms Maureen Woodnutt, ASSOCIation of Radiology Nurses

47. Irish Diabetes Nurse Specialist AssocialiOn

48. Ms Mary Kemple, Department of NurSing Studies, University College Dublin

49. Ms Liz Dunbar, The Children's Hospital, Temple Street, Dublin 1
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50. Sr Celestine, Co. Cork

51 Home Birth Association of Ireland

52. Ms Judith Chavassse, Co. Dublin

53. Irish Association for Nurses In Oncology

54. Ms Sheila O'Reilly, Cork

55. Ms Kay Sullivan, Cork

56 Ms Anne Mornssy, Cork

57. Ms Agnes Higgins and nursing staff, St Frances HospICe, Dublin 5

58. Directors of Nursing, Acute Elderly and Learning Disability Services,

Midland Health Board and Moore Abbey, Monasterevln

59. Donegal Branch of the Institute of CommUnity Health Nursing

60. Ms Rita O'Shea and nursing staff, The Children's Hospital, Temple Street, Dublin 1

61. Staff midwives, Our Lady of Lourdes Hospital, Co. Louth

62. Ms Imelda Coughlin, Cork

63. Domiciliary Midwives of Ireland

64. Nurse teachers, School of Nursing, St Vincent's Hospital, Dublin 4

65. Nurse tutors, College of Nursing, Mater Mlsencordiae Hospital, Dublin 7

66. Department of Nursing, University College Cork

67. Ms Manon Kiernan, Cavan General Hospital

68. National Rehabilitation Hospital, Co. Dublin

69. Ms Fiona Mc Grath, Carlow

70. Ms Manon Heffernan and Ms Josephine Murphy, Abbeycourt House, Cork

71. Review group, St Mary's, Co. Louth

72 Nurse tutors, School of Nursing, Beaumont Hospital, Dublin 9

73. Ms Gerardina Harnett-Collins, Kerry CommUnity Care

74. Ms Mary Harty, Kerry Community Care

75. Ms Mary B. O'Sullivan, Kerry Community Care

76. Ms Terese Morely, Kerry Community Care
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77. Ms Nuala O'Connor, Kerry Community Care

78. Ms Rosaleen Murnane, Mater Misericordlae Hospital, Dublin 7

79. Ms Marie Keane and divisional nurse managers, Beaumont Hospital, Dublin 9

80. Midwifery tutors, National Maternity Hospital, Dublin 2

81. Ms Paula Lane, Waterford

82. School of Nursing and Midwifery, University College Dublin

83. Ms Mary DuH and nursing staH, Our Lady of Lourdes Hospital, Co. Louth

84. Operating Department Nurses Sedlon, Irish Nurses Organisation

85. Pradice Development Group and ProfeSSional Nurses Forum, Our Lady's Hospital, Co. Meath

86. Anonymous

87. Bachelor of Nursing Studies (Nursing Theory and Practice Access Module, 1998 class),

School of Nursing and Midwifery, University College Dublin

88. Ms Deirdre Daly, Dublin 6W

89. Ms Carmel Buckley, Co. Cork

90. Ms Kathleen Ward, Pennsylvania, United States of America

91. Ms Orla O'Reilly and Ms Christine Hughes, St Louise's School of Nursing,

St Joseph's Hospital, Dublin 15

92. Association of Irish Nurse Managers

93. Ms Catherine Guihan and nursing staH, Mater Misericordlae Hospital, Dublin 7

94. Ms Mary McHugh and Ms Kay Collins, UniverSity College Hospital, Galway

95. Irish College of General Praditioners

96. Nurse Education Centre, St Patrick's Hospital, Dublin 8

97. Irish Nurses Organisation

98. Ms Anne Hayes, Our Lady's Hospital, Dublin 6

99. School of Nursing, 5t James's Hospital, Dublin 8

100. Nursing Pradice Development Unit and nurses working in specialised areas,

Waterford Regional Hospital

101. Matrons of the Elderly Care Services In the Mid Western Health Board
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102. Sisters of La Sagesse Services, Cregg House, Sligo

103 NurSing staff, James Connolly Memonal Hospital, Dublin 15

104 Mr AlVin Mc Evoy, St Mary's, Co. Louth

105 Ms Anne Carngy and the Intravenous Drug Administration Committee,

Mater M,sencord,ae Hospital, Dublin 7

106 Nurse Education Committee, Sligo General Hospital

107 Midwife teachers, College of Midwifery, St Flnbar's Hospital, Cork

108. MidWives, Ennville Hospital and St Flnbarr's Hospital, Cork

109 Ms Mary P HigginS, Ennville Hospital, Cork

110 Clinical placement co-ordlnators, Galway Regional Hospitals

111 Ms Fatima Abeton, Stress Awareness Centre, St Vincent's Hospital, Dublin 3

112. Midwives Section, Irish Nurses Organisation

113. MidWife teachers, Rotunda Hospital, Dublin 1

114. Public health nurses. Kerry Commul1lty Care

115. Ms Margaret Buckley and nursing staff, Cork University Hospital

116. Nurse managers (Commul1lty Hospitals), North Western Health Board

117. Faculty of NurSing, Royal College of Surgeons In Ireland

118 Nurse tutors, Nurse Education Centre, Bans Secours Hospital, Cork

119 Teaching staff, Education Centre, St Conal's Hospital, Co. Donegal

120 ASSOCIation for Improvements In the Maternity Services

121 NurSing staff, The Adelaide and Meath Hospital Dublin,

Incorporating the National Children's Hospital, Dublin 24

122. St LOUise's School of NurSing, St Joseph's Hospital, Dublin 15

123. Ms PatnCla O'Dwyer, Cork

124. The Union of Students In Ireland

125. NurSing staff of the Nalional Children's Hospital, Dublin 24

126. Infection Control Nurses ASSOCiation

127. Clinical nurse speCialists, Regional General Hospital, Llmenck
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128. Ms Valerie Small, St James's Hospital, Dublin 8

129. Ms Emily Logan and nursing staff, Our Lady's Hospital for Sick Children, Dublin 12

130. Nursing staff, St Vincent's Hospital and Area 7 Psychiatric Services, Dublin 3

131. Nurse tutors, St Vincent's Centre, lisnagry, Co. limerick

132 Mr Malachy Feely, Co. Meath

133 North Eastern Branch of Institute of Community Health NurSing

134. NurSing staff, St James's Hospital, Dublin 8

13S Midwives ASSOCIation of Ireland

136. Mr Andy Cochrane, The Children's Hospital, Dublin 1

137 The NurSing Practice Development Co-ordlnators ASSOCiation

138. Learning Disability Services, Moore Abbey, Co. Kildare

139 PsychiatriC NurSing Practice Development Co-ordlnators

140. Irish SOCiety of Chartered Physiotherapists

141 Mr Ray Sweeney, Dublin 9

142. ASSOCIation of PsychiatriC Nurse Managers

143. Nurse Education Committee, St Brlgld's Hospital, Co. Louth

144 Mr Colum Bracken, Central Mental Hospital, Dublin 14

145. Ms Caroline Conaty, Anchorage, United States of America

146. Ms Mary Walshe, Sligo General Hospital

147. Ms Nuala O'Connell, Dublin 18

148 Ms Susan Carlan, Daughters of Charity Services for the Mentally Handicapped, Dublin 7

149. Mr Michael Shasby, Department of Psychiatry of Old Age, Eastern Health Board

150 Ms Mary ManniX, Psychiatry of Old Age Service, St Camillus Hospital, Limerick

151. Community psychiatriC nurses, Midland Health Board

152 Community general nurses, Kerry

153 Anonymous

154. Anonymous
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155. Higher Diploma In Public Health Nursing, Class of 1998-99, Department of Nursing,

University College Cork

156. Ms Margaret Freeney, Brothers of Chanty Service, Limerick

157. Staff nurses of Tuas Nua and Tara House Mental Health Day Centres,

Community Care Area 7, Dublin.

158. Insh Nursing Research Interest Group

159. Psychiatnc Nurses Association of Ireland
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Apendix II:
Workshop Questions

Poster 1

1. What are the current roles and fundions of nurses and midwives?

2. When are decisions about scope of pradice important?

3. How is nursing and midwifery pradice changing?

Poster 2

4. How should nursing and midwifery expand?

5. What is currently leading nursing and midwifery pradice to expand?

6. What should lead nursing and midwifery pradice to expand?

Poster 3

7. How does legislation influence the scope of nursing and midwifery pradice?

8. What are the international issues that impact on scope of pradice?

Poster 4

9. What are the implications of intra-professional boundaries?

10. What are the implications of inter-professional boundaries?

Poster 5

11. What issues are important when delegating?

12. What issues are important when accepting a delegated task?

Poster 6

13. What fadors facilitate role expansion?

14. What barriers are there to role expansion?

15. What supports do nurses and midwives need to expand their roles?

Poster 7

16. What types of educational supports are needed to faCilitate expansion of role?

Poster 8

17. What kind of supervision is necessary to support nursing and midwifery pradice?

18. Who should provide this supervision?

Poster 9

19. On what basis do individual nurses and midwives currently make decisions about hislher scope

of pradice?

20. On what basis should individual nurses and midWives make decisions about hislher scope of

pradice?

Poster 10

Summary
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Apendix III: Questionaire

REVIEW OF SCOPE OF PRACTICE

NURSING AND MIDWIFERY

lr.~1
~ ~-.,--

An bord Alcrllnllts
Nun.ing Boord

An Burd Altranais is currently undertaking a comprehenshte review of the
Scope of Nursing and Midwifery Practice. The aim of this questionnaire is to
gather information from nurses and midwi\es to guide An Bard Altranais
in its development of a scope of practice document.

We invite you to participate in this rC\'iew by returning the
attached questionnaire ~

in Ihe PRE-PAID envelope provided. ~

Please relurn 10 An Doni Allranais b)' 30/06/99

It is very important that we hear YOUR responses to this review so that YOU can
contribute Co the project.

INSTRUCTIONS FOR COMPLETING QUESTIONNAlR£
• This questionnaire is anonymous, please do not sign )'our flame

• PleuseuseaBLACKBALLPOINTpen

• Plea.__ MARK YOUR CHOSEN OPTION CLEARLY with an0/Far computer purposes)
• This que.'"lionnaire has PRE-SET OPTIONS ONLY
• We will nOI he able 10 ('uter for any answers thaI are nol within the pre-set options

Iflhue is additional information )'ou would like to send us or iJyou hal)(" any quen"es please
address Ihe.'ie 10:

Scope of Practice Office
An Bord Altranais

31132 Filzwilliam Square
Tel: 01 6760226
Fax: 01 6763348

Email: m(am;l@ollrsjoiboard If

For the purposes of this questionnaire
THE SCOPE OF NURSING AND MIDWIFERY PRACTICE

could be considered as:
"the range ofresponsibilities which fall to individual nurses and midwives" .. -.
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J. What di",ision(s) of the An Bord AUranais registcr arc you registcred on?

(Please mark appropn"ate box (es)

o RGN 0 RNT o RSCN 0 RM 0 RPN 0 RNMH 0 PHN

2. What is your curr~nt job grading?
(Please mark ONE option only)

J. Which selling do you work in'!

o Community

o Other

o Hospilal and Communily

o Director of Nursing

o Chief Nursing Officer

o Superinlendent Public
Health Nurse

o Full-time postgraduate
Student (Go to Question /21

o Not currently employed
rGo 10 Question / J)

o Other

o Unit Nursing Officer

o Assistant Direclor of ursing

o Senior Public I-feahh Nurse

o Assislanl Chief NUNiing Officer

o Nurse! Midwife Tutor

o Principal Nursel Midwife Tutor

o College Lecturer

o Night Superilllcndent

o Theatre Superintendent

o Depuly Director of Nursing

o Hospilal

o University

o Staff Nurse! Staff Midwife

o Junior Ward SiSler

o Deputy Nursing Officer

o Ward SiSler

o Theatre Sister

o Nighl Sister

o Clinical Instruclor

o Community Psychiatric Nurse

o Nursing Officer

o Public Health Nurse

4. Which of the following best describes Jour urea of practice?

S. How long are you qualified in the arca of practice in which you arc currently ~orking?

If part or aU of your work involves CI.INICAI. PRACTICE PLEASE complete QUESTIONS 7-17.

o <2years o 2-5 years D6-IOyears OII-15years Ol6-20years o 21+ years

o Researcho Education

o Pacdialrics 0 Midwifer)'

o Occupational Ilcalth

o Management

o Psychiatry

o Public Heallh

o Other

o Clinical Practice

o General

o Mental Handicap

o General Practice

6. What is Ihe main focus of your work'!

If the main rocus or your work is in MANAGEMENT OR EDUCATION OR RESEARCH
PLEASE turn the PAGE to complete QUESTIONS 12-17.
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7. Does your practice encompass the rollowing activities'?
(May mark MORE THAN ONE option)

o Case-load management o Complcmcnlary therapies o Defibrillation

o NurseJ Midwife-led clinics o Ordering diagnostic tests o Cannulation

0 Heallh assessments o Venepuncture 0 Applying Plasler of Paris

0 Referral of palienls to other o Ultrasound scanning 0 Removing Plaster of Paris
heahh professionals o Administering chemotherapy 0 Vaccination programmes

0 Counselling o lnlubalion 0 Death verification
0 Hcahh promotion 0 Male cathClcrisation 0 Olhcr
0 Ilcalth education o SUlUring 0 None of the above

~. Jlas the SCO~ of your practice changed sioet: you qualified'!

L: Yes ~ No o Do not know

If YES please answtr questions 9/0/7
If NO or DO NOT KNO W please tum the page /0 question J2

9. Do you feel adequately prepared for these scol)e orpructice changes?
(Please mark ONE option only)

o Yes. all of Ihe lime o Yes, some of the time o No, nOI 3t all o Unsure

10, What has led to lheM: scope of practice ch8nge.~·!

(May mark MORE THAN ONE opfI'on)

o Service need

o Personal initiative

o Medical consultam requesl

o Improvement of quality of
patient care

o Cosl·effectiveness

o Public demand

o Paliem needs

o Management request

o Cominuit)' of care

o Imroduction of new technology

o Introduction of new treatments

o Advances in nurse educalion

o Other

o Donol know

11. What has prepared you for Ihrsc scope of praclice chang~?
(May mark MORE THAN ONE option)

74

o Post·graduate course

o Short stud)' course

o Study day

o Self directed
preparation

o Supervised clinical practice

o Management support

o Local protocols/guidelines/policies

o Nalional protocols/guidelines/policies

o Clinical experience

o Competency assessment

o No preparation

o Other

o Do not know
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12. Should nurses! midwives expand their scope of practice'?

o Ves o No o Donol know

13. If nurses! midwives expand Iheir scope of practice. what should lead this expansion?
(May mark MORE THAN ONE option)

0 Individual nurse! midwife initiative o Cost·errecliveness 0 Service need

0 Medical consultant request 0 Public demand 0 New technology

0 Improvement of quality of patient care 0 Patienl needs 0 New IreatmenlS

0 Provision of holistic care 0 Management request o Other

0 Development of the profession 0 Continuity of care o Donol know

0 Advances in nurse education 0 Service efficiency

14. If nurses! midwives expand their scope of praclict. what support is needed?
(May mark MORE THAN ONE option)

15. Ir nurses! midwives e"pand their scope orpraccice. who is accountable?
(May mark MORE THAN ONE 0pfion)

o Education

o Supervised clinical practice

o Management Support

o Competency assessment

o Financial support

o Local protocols/guidelines/policies

o National protocols/guidelines/policies

o Self preparation

o Clinical supervision

o Performance review/ appraisal

o Peer support

o No support

o Other

o Do not know

o The individual nurse or midwife 0 An Bord Allranais

o The line-manager o The employing agency

o Department of Health

o Other 0 Do not know

16. What do you think are the existing barriers to the expansion or scope or nursing/ midwirery
practice? (May mark MORE THAN ONE option)

0 A general lack of understanding of o Rigidity of workplace practices 0 Fear of litigation
the role of the nurse/ midwife and policies 0 Lack of confidence

0 Inappropriate skill mix o Fear of fragmentation of 0 Lack of peer suppon

0 Non-nursing duties taking up time nursing! midwifery practice 0 Lack of knowledge
0 Lack of infer-professional support 0 Inappropriate skill mix 0 Lack of clinical skills
0 Lack of adequate staffing levels 0 Lack of national policies. 0 Lack of time

0 Lack of managemem support
protocols and guidelines

00 Lack of resources

0 Lack of research skills
Lack of local policies. protocols
and guidelines 0 Lack of motivation

0 Fear of making a mistake o Poorly defined infer· 0 Fear of autonomy
0 Fear of increased responsibility professional role boundaries 0 Fear of change

0 Lack or renumeration 0 Lack of educational courses 0 Other

17. How does current legislation innuence the scope or nursing/ midWifery practice?
(May marie MORE THAN ONE option)

oEnables clinical practice 0 Informs clinical practice 0 Restricts clinical practice 0 Do not know
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Apendix IV:
Demographic Data-Questionaire

Question 1. Registerable qualification of respondents

n =3719 %
Frequency

RGN 2818 76

RM 1136 31

RPN 555 15

RSCN 330 9

PHN 278 7

RNMH 230 6

RNT 141 4
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Question 2. Employment grading of respondents

n = 3719 %
Frequency

Staff nurse/midwife 2169 58

Ward sister 280 8

Other 259 7

Public health nurse 243 7

Junior ward sister 77 2

Unemployed 74 2

Tutor 72 2

Postgraduate student (full-time) 58 2

Assistant dlredor of nursing 53

Director of nursing 50

Unit nursing officer 47

Community psychlatnc nurse 45

NurSing officer 41

Deputy nursing officer 41

Theatre sister 34

Assistant chief nursing officer 25

Night sister 22

Clinical teacher 19

Night supenntendent 19

Senior public health nurse 19

PnnClpal tutor 16 a
College lecturer 13 a
Deputy Director of nursing 10 a
Supenntendent public health nurse 8 a
Chief nursing officer 7 a
Theatre supenntendent 5 a
Missing values 13 a
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Question 3. Work settings of respondents

n = 3719 %
Frequency

Hospital 2432 65

Community 565 15
-----

Other 388 10

Hospital & community 146 4

University 20

Missing values 168 5

Question 4. Area of practice of respondents

n = 3719 %
Frequency

General 1429 38

Other 497 13

Psychiatry 386 10

Public health 284 8

Mental handicap 235 6

Midwifery 225 6

Paediatrics 226 6

General practice 119 3

Occupational health 36

Missing values 282 8

Question 5. Length of time qualified in current work area

n = 3719
Frequency

<2 yrs 255

2-5 yrs 475

6-10 yrs 622

11-15 yrs 550

16-20 yrs 464

21+ yrs 945

Missing values 408
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Question 6. Main focus of work of respondents

APPENDIX IV

n = 3719 %
Frequency

Clinical practice 2737 74

Management 644 17

Education 382 10

Research 56 2
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Apendix V:
Results of Questionaire

Question 7. Does your practice encompass the following activities?

Nurses in clinical practice Midwives in clinical practice
n =2548 n =189

Frequency % Frequency %

Caseload management 939 37 56 30

Nurse/midwife-led clinics 316 12 69 37

Health assessments 994 39 49 26

Referrals 1211 48 61 32

Counselling 1232 48 102 54

Health promotion 1425 56 136 72

Health education 1481 58 145 77

Complementary therapies 300 12 19 10

Ordering tests 535 21 36 19

Venepuncture 521 20 60 32

Ultransound scanning 55 2 15 8

Chemotherapy 201 8 5 3

Intubation 117 5 9 5

Male cathetensallon 110 4 3 2

Sutunng 126 5 48 25

Defibrillation 285 11 2

Cannulation 178 7 26 14

Application of POP 112 4 2

Removal of POP 134 5 2

VaCCInation programmes 294 12 19 10

Death verification 232 9 8 4

Other 519 20 28 15

None of these activities 201 8 7 4
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Question 8. Has the scope of your practice changed since you qualified?

Nurses in clinical practice Midwives in clinical practice
n = 2548 n = 189

Frequency % Frequency %

Yes 1914 75 126 67

No 367 14 41 22

Don't know 72 3 3 2

MIssing values 195 8 19 10

Question 9. If your scope of practice has changed. did you feel adequately prepared
for these scope of practice changes?

Nurses in clinical practice Midwives in clinical practice
whose practice has changed whose practice has changed

n = 1914 n = 126

Frequency % Frequency %

Yes, always 306 16 28 22

Yes, sometimes 1365 71 85 67

No, not at all 148 8 6 5

Unsure 46 2 4 3

Missing values 49 3 3 2
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Question 10. If your scope of practice has changed. what has led to these scope of
practice changes?

Nurses in clinical practice Midwives in clinical practice
whose practice has changed whose practice has changed

n = 1914 n = 126

Frequency % Frequency %

ServICe need 1193 62 69 55

Personal initiative 807 42 47 37

MedICal consultant request 362 19 28 22

Improve quality of care 1348 70 86 68

Cost-effectiveness 593 31 27 21

Public demand 742 39 77 61

Patient needs 1378 72 92 73

Management request 584 31 31 25

Continuity of care 791 41 52 41

Introduction of new technology 925 48 74 59

Introduction of new treatments 910 48 47 37

Advances in nurse education 966 50 60 48

Other 123 6 11 9

Don't know 6 a a a
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Question 11. If your scope of practice has changed. what has prepared you for these
scope of practice changes?

Nurses in clinical practice Midwives in clinical practice
whose practice has changed whose practice has changed

n =1914 n =126

Frequency % Frequency %

Postgraduate course 716 37 40 32

Short study course 867 45 55 44

Study day 1076 56 78 62

Self-directed preparation 1092 57 76 60

Supervised clinical practice 413 22 20 16

Management support 451 24 25 20

Local protocols/policies/guidelines 840 44 68 54

National protocols/poliCies/guidelines 388 20 29 23

Clinical experience 1330 69 94 75

Competency assessment 210 11 12 10

No preparation 116 6 11 9

Other 75 4 4 3

Don't know 7 0 0 0

Question 12. Should nurses/midwives expand their scope of practice?

Nurses n =3489 Midwives n =230

Frequency % Frequency %

Yes 2976 85 201 87

No 118 3 9 4

Don't know 204 6 9 4

MISSing values 191 6 11 5
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Question 13. If nurses/midwives expand their scope of practice, what should lead this
expansion?

Nurses n = 3489 Midwives n = 230

Frequency % Frequency %

Nurse/midwife ,n,tlat,ve 1551 44 139 60

Medical consultant request 150 4 12 5

Improve quality of care 2686 77 178 77

ProvIsion of holistic care 1744 50 106 46

Development of the profession 2411 69 166 72

Advances In nurse education 2318 66 135 59

Cost-effectiveness 672 19 50 22

Public demand 645 18 71 31

Patient needs 2372 68 154 67

Management request 244 7 15 7

Continuity of care 1720 49 123 53

ServICe effICiency 1420 41 95 41

Service need 918 26 52 23

New technology 1058 30 52 23

New treatments 1060 30 46 20

Other 79 2 8 3

Don't know 19 0
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Question 14, If nurses/midwives expand their scope of practice, what support is
needed?

Nurses n = 3489 Midwives n =230

Frequency % Frequency %

Education 3145 90 208 90

Supervised clinical practice 1818 52 123 53

Management support 2762 79 188 82

Competency assessment 1568 45 101 44

Financial support 2576 74 150 70

Local protocols/poliCies/guidelines 1964 56 135 59

NatIOnal protocols/policies/guidelines 1980 57 138 60

Self-preparation 1510 43 93 40

Clinical supervision 1356 39 93 40

Performance review/appraISal 1736 50 108 47

Peer support 1907 55 143 62

No support 24 0

Other 86 2 7 3

Don't know 14 0 0 0

Question 15, If nurses/midwives expand their scope of practice, who is accountable?

Nurses n = 3489 Midwives n =230

Frequency % Frequency %

IndiVidual nurse/midwife 2864 82 194 84

Line manager 941 27 59 51

An Bord AltranalS 1827 52 140 25

EmplOying agency 1613 45 100 43

Department of Health 1361 39 100 43

Other 38 4 2

Don't know 67 2 4 2
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Question 16. What do you think are the existing barriers to the expansion of scope of
nursing/midwifery practice?

Nurses n = 3489 Midwives n = 230

Frequency % Frequency %

Lack of understanding of role
of nurse/midwife 1684 48 132 57

Inappropriate skill mix 939 27 56 24

Non-nursing duties taking up time 2505 72 173 75

Lack of Inter-professional support 1504 43 115 50

Lack of adequate staffing levels 2371 68 170 74

Lack of management support 2009 58 145 63

Lack of research skills 1152 33 66 29

Fear of making mistakes 1016 29 58 25

Fear of increased responslbrlity 1198 34 85 37

Lack of remuneration 1858 53 111 48

Rigidity of workplace practices/policies 1787 51 129 56

Fear of fragmentation of
nursing/midwifery practice 374 11 23 10

Lack of national
protocols/policies/guidelines 1498 43 105 46

Lack of local
protocols/policies/guidelines 1174 34 77 33

Poorly defined interprofessional
role boundaries 1322 38 75 33

Lack of educational courses 1825 52 109 47

Fear of litigation 1879 54 152 66

Lack of confidence 956 27 69 30

Lack of peer support 903 26 76 33

Lack of knowledge 972 28 56 24

Lack of clinical skills 747 21 46 20

Lack of time 1505 43 112 49

Lack of resources 1542 44 101 44

Lack of motivation 745 21 51 22

Fear of autonomy 487 14 36 16

Fear of change 1209 35 71 31

Other 86 2 6 3
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Question 17. How does current legislation influence the scope of nursing/midwifery
practice?

Nurses n = 3489 Midwives n = 230

Frequency % Frequency %

Enables clinical practice 484 14 25 11

Informs c1incial practice 642 18 30 13

Restncts clinICal practice 1732 50 125 54

Don't know 923 26 58 25
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Apendix VI:
Specialist Roles

• Opthalmology and ear, nose
and throat

• Orthopaedics

• Outreach

• Elderly mental handicap

• Endoscopy

• Family therapy

• Eating disorder• AlE nurse

• Addiction counselling

• Antenatal care

• Asthma

Examples of specialist roles outlined in the consultation process·

• AlE nurse praditloner • DomiCiliary midwifery • Oncology
(medical, surgical, radiation)

• BehaViour therapy

• Bereavement therapy

• Brain Injury rehabilltalion

• Breast care

• Cancer screening

• Cardiac rehabilitation
nurse/co-ordinator

• Care of the elderly

• Care of the elderly mentally ill

• Challenging behaViour

• Child and adolescent
psychiatry

• Cognitive behaViour therapy

• Coloproctology

• CommUnity psychiatry

• Complimentary therapy

• ForensIc psychiatry

• General practice

• Genetic screening

• Group faCilitation

• Gynaecology

• Haematology

• Health promotion

• Hepato-billary

• HIV

• Home care

• Infection control

• Intensive care

• Lactation nurse/midwife

• Liaslon

• Mammography screening

• Mental health intensive care

• Paediatric oncology liasIon

• Pain

• Palliative care
(hospice, home-care)

• Psychiatry of old age

• Pre-school therapy

• Radiology

• Rehabilitation

• Research

• Respiratory

• School nurse

• Sexual counselling

• Sexual abuse counselling

• Spinal Injury rehabilitation

• Stoma care

• SUICide prevention

• Continence promotion • Neonatal care • Theatre

• Coronary care • Nephrology • Total parenteral nutrition

• Counselling

• Cystic fibrosis

• Diabetes

• Night practitioners

• Nursing Informatics

• Occupational health

• Ultrasound

• Urodynamics

• Wound management

·Please note that the above relates to roles outlined by nurses and midwives dUring the consultalion
process; these are given as examples only. It IS acknowledged that there are other specialist roles not
outlined here.
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Apendix VII:
Nurse/Midwife-Led Clinics/Services

Examples of nurse/midwife-led clinics/services outlined in the consultation process*

• Anti-coagulant clinics

• Aural cliniCS

• Breast clinics

• Breastfeedlng support groups

• Care of the elderly units

• Continence clinics

• Dermatology clinics

• Minor injury clinics

• Opthamology clinics

• Pre-operative assessment

• Primary care in the community

• Rehabilitation

• Stress management

• Substance abuse

• Warfarin clinics

• Wound management/tissue viability cliniCS

*Please note that the above relates to nurse/midwife-led clinics/services outlined by nurses and midwives
during the consultation process; these are given as examples only. It is acknowledged that there are other
nurse/midwife-led clinics/services not outlined here.

89



APPENDIX VIII

Appendix VIII:
Specific Practices for Expansion

Examples of specific practices for expansion outlined in the consultation process*

• Cannulation

• Changing gastrostomy tubes

• Community chemotherapy

• Death venf'cat,on

• Defibnllatlon

• Information-giving

• Intubation

• Male cathetensat,on

• Management of feeding systems

• Obtaining consent

• Phlebotomy

• Plaster of Pans - applicaliOn and removal

• Pre-employment health assessments

• PresCrIbing appliances

• PresCrIbing medications

• PresCrIbing diagnostic tests

• ResusCitation

• Subcutaneous fluid administration - insertion of cannula

• Supra-pubIC catheters

• Sutunng

• VacCination programmes

• Venepuncture

·Please note that the above relates to practICes for expansion outlined by nurses and midwives dunng
the consultation process; these are given as examples only and are not an exhaustive list.
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