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ABSTRACT 

For over 150 years, nurses have been providing anaesthesia services independently. 

With varying autonomy, today nurse anaesthetists provide services in many countries 

around the globe, on continents including Europe, North America, South America, Asia, 

and Africa. 

It is estimated that 5 billion of the world’s population do not have access to safe and 

affordable surgical and anaesthesia care, many of whom live in low and middle-income 

countries. One-third of the global burden of diseases could be addressed by surgical care, 

which encompasses surgery, obstetrics, trauma, and anaesthesia. Deleterious to this 

burden of disease, there is a severe shortage of anaesthesia providers in low and middle-

income countries like South Africa. The World Health Assembly approved a resolution 

that recognises the importance of emergency and essential surgical care and 

anaesthesia as part of universal health coverage. 

There is currently no professional registration available in South Africa for nurse 

anaesthetists by which they prescribe and administer anaesthesia and chemical pain 

management services to patients. The question can be asked: What can be done to 

ensure that safe and affordable anaesthesia services can be provided in South Africa? In 

response, this study’s primary purpose is to propose a model and guidelines for 

implementation for a nurse anaesthetist model for practice which is contextually 

appropriate for South Africa. 

To achieve this, this study followed a theory-generating, qualitative, exploratory, 

descriptive, and contextual design. Chinn and Kramer’s (2015:165-183; 2018:169-186) 

guidelines on theory development were used as a foundation for this study. This study 

was conducted in four steps: 

In Step One, concept analysis took place in two phases. In Phase One, a situational 

analysis was done by means of concept identification of existing nurse anaesthetists 

conceptual frameworks. In Phase Two, these identified concepts were defined and 

classified. In Step Two, the relational statements of these described concepts were 

formulated. From this, in Step Three, the model was further described, and then 
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developed and evaluated by model-specific experts. In Step Four, the guidelines for the 

implementation of the model were generated from the process description of the model. 

Thereafter, the practice model and guidelines were evaluated by anaesthetist experts. 

Trustworthiness by means of truth value, applicability, consistency, and neutrality added 

to the rigor and relevance of this research study. 

Ethical principles were adhered to throughout the study and measures to ensure 

trustworthiness were also applied. 

This research study was important for several reasons. First, it is a landmark research 

study in the development of a practice model for nurse anaesthesia in South Africa. 

Secondly, it provided an overview of current nurse anaesthetist practices from across the 

globe. Thirdly, this research study defined scope of practice of a nurse anaesthetist in 

South Africa using concept analysis.  

The thesis was completed in seven chapters. In chapter one, an overview of the research 

study was offered. In chapter two, the research methodology was described in depth. In 

chapter three, existing nurse anaesthetist practices from around the world were explored 

and described, and central concepts were identified (Step One, Phase One). In chapter 

four, these central concepts were clarified and defined (Step One, Phase Two). Also in 

chapter four, relationship statements between the concepts were made (Step Two). In 

chapter five, the model was proposed, described, and the components of the model 

justified (Step Three). The model was evaluated by model-specific experts. Guidelines 

for implementation of the model were suggested (Step Four). In chapter six, the model 

and guidelines for implementation were evaluated by anaesthetist experts by means of 

individual, in-depth, interviews (Step Four). In chapter seven, the study was evaluated 

and recommendations for nursing practice, research, and education were suggested. 
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摘要 

Abstract translated into Chinese Mandarin (simplified). 

150 多年来，护士一直提供着独立的麻醉服务。如今，护士麻醉师在全球许多国家提供服

务，她们拥有着不同的自主权，这些国家包括欧洲、北美、南美、亚洲和非洲。 

据估计，全世界有大约 50 亿人无法获得安全的和负担得起的手术和麻醉服务，其中许多

人生活在低收入和中等收入的国家。全球三分之一的疾病是可以通过手术来解决的，其

中包括手术、产科、创伤和麻醉。鉴于这个原因，像南非等低收入和中等收入国家的麻

醉从业人员严重短缺。世界卫生组织通过了一项决议，承认紧急的和基本的外科和麻醉

业务是全民健康中重要的一部分。 

目前南非还没有护士麻醉师的专业注册，通过注册他们可以为患者开具麻醉和止疼药。

这样问题就来了：南非有可能采用什么样的护士麻醉师模式？作为回应，这项研究的主

要目的是为护士麻醉师的实践提供一个适合南非模式和准则。 

为了实现这一目标，这项研究遵循了定性、探索性、描述性和上下文理论生成设计。

Chinn 和 Kramer 的 （2015：165-183; 2018：169-186） 理论发展指南被用作本研究的

基础。这项研究共分四个步骤进行： 

第一步，概念分析分为两个阶段进行。第一阶段，通过对现有护士麻醉师的概念框架的

概念识别，进行了场景分析。第二阶段，这些已确定的概念被定义和分类。第二步，这

些概念被置于关系中。第三步，这个模式交由专家来开发和评估。第四步，模式的实施

准则来自与模式的过程描述。此后，对实践模式和准则进行评估。 

通过可信价值、适用性、一致性和中立性来增加这项研究的严谨性和相关性。 在整个研

究过程中，遵守了道德原则，并采取措施确保可信度。 

这项研究之所以重要，有几个原因。首先，这是南非护士麻醉师实践模式的开创性研究。

其次，它概述了目前全球护士麻醉师实践。第三，本研究通过概念分析确定了南非护士

麻醉师的执业范围。 
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此论文共分七章。在第一章中，概述了研究项目。 在第二章中，对研究方法进行了深入

的探讨。在第三章中，对全球范围内的现有护士麻醉师实践进行了探讨和描述，确定了

中心概念（第一步，第一阶段）。在第四章中，这些中心概念得到了澄清和确定（第一

步，第二阶段）。此外，在第四章中，对概念之间的关系作了陈述（第二步）。在第五

章中，形成和描述了这个模式，确定了模式的组成部分（第三步）。模式由特定专家来

评估。提出了执行该模式的准则（第四步）。在第六章中，麻醉专家通过个别深入访谈

（第四步）对模式和准则的实施进行了评估。最后，在第七章中对此项研究进行了评估，

并提出了用于护理实践、研究和教育的建议。 

English to Chinese Mandarin (simplified) translation was done by Miranda Lu (nurse 

educator at Auckland District Health Board, New Zealand; Cardiothoracic and Vascular 

Intensive Care Unit). 
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PREFACE 

I know how difficult it is to maintain sustained focus on one thing while living in a culture 

that expects everything to be instant. Our attention spans have shortened to the point that 

even a YouTube video longer than 3 minutes struggles to captivate me! But what I have 

learned over the course of writing A MODEL FOR NURSE ANAESTHESIA PRACTICE 

IN SOUTH AFRICA is that greater benefits can be yielded from this level of sustained 

focus. Change does not happen overnight. Pushing the boundaries requires time and 

close attention, but the results in turn can move mountains. I invite you on a journey to 

read this thesis with deep reflection and engagement. Appreciate the time and attention 

that went into it and reap the benefits of granting it time and attention in return. 

References in this thesis were done in alignment with: 

University of Johannesburg. (2017). Reference Techniques: Harvard Style. 

Johannesburg: University of Johannesburg (Library).  

The reference ‘World Federation of Societies of Anaesthesiologists, 2016’ refers to a 

‘World Anaesthesiology Workforce Map’. This reference cannot stand alone and is always 

referenced with Kempthorne, Morriss, Mellin-Olsen & Gore-Booth (2017) as this study 

provides additional information about the global anaesthesia workforce and how the 

World Federation of Societies of Anaesthesiologists gathered data for the map. 

Language editing of this thesis was done by a professional language editor. See 

Appendix A for the language editing certificate. In particular, the reader is advised that 

the United Kingdom spelling was used throughout the text. However, in certain cases 

references were cited as per the American spelling due to the publishing authority being 

American. For example: International Federation of Nurse Anesthetists (2015). 

A model is a graphical representation of a theory. In this study however, model and 

theory were often used interchangeably. 
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CHAPTER 1 

INTRODUCTION 

1.1. Introduction 

More than 170 years ago, on the 16th of October 1846 ‘Ether Day’ occurred. On this day, 

modern anaesthesia began when dentist William T. G. Morton and surgeon John Collins 

Warre first successfully demonstrated the inhalation of ether vapour as a means of 

overcoming pain during surgery in Massachusetts General Hospital in Boston in the 

United States of America (USA) (Chaturvedi & Gogna, 2011:306; Goerig & Wulf, 

2013:648; Stoller, Minehart & Alston, 2016:57-58; Wood Library-Museum of 

Anesthesiology, n.d.; Yang, Wang & Alston, 2017:138). Although this date celebrates the 

beginning of modern anaesthesia, pain relief such as ethers, opium and alcohol 

consumption, herbs, and other modalities during surgical procedures have been used 

during surgical procedures for many centuries past (Chaturvedi & Gogna, 2011:306; 

Snow, 2008:1-27; Stoller, Minehart & Alston, 2016:57-61; Wood Library-Museum of 

Anesthesiology, n.d.; Parker, 2016:12-42). Even in the Bible, it says that God caused a 

deep sleep to fall on Adam whilst he took one of his ribs and closed up the place with 

flesh (Genesis 2:21). 

Worldwide, anaesthesia services are provided by anaesthesiologists (medical personal 

with specialised training in anaesthesia), general medical practitioners, nurse 

anaesthetists, and even by anaesthetists called non-physician clinicians and or clinical 

officers who often have no nursing or medical background (Ashengo, Skeels, Hurwitz, 

Thuo & Shanghvi, 2017:3-5; Gajewski, Borgstein, Bijlmakers, Mwapasa, Aljohani, Pittalis, 

McCauley & Brugha, 2019:e158; Hoyem, Quraishi, Jordan & Wiltse Nicely, 2019:1).  

Nurse anaesthesia has been in practice for over 150 years and was pioneered by 

Catherine S. Lawrence during the civil war (1861 – 1865) in the United States of America 

(USA) (Lawrence, 1896:n.p). A nurse anaesthetist is a nurse specifically trained to 

administer anaesthesia, including general anaesthesia, regional anaesthesia, or local 

anaesthesia, and to provide pain management services (American Association of Nurse 
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Anesthetists, 2017). Today, nurse anaesthetists’ services are used in many countries 

around the globe, on continents including Europe, North America, South America, Asia, 

and Africa with varying levels of autonomy (International Federation of Nurse 

Anesthetists, 2015; Kempthorne, Morriss, Mellin-Olsen & Gore-Booth, 2017:982; World 

Federation of Societies of Anaesthesiologists, 2016). Although nurse anaesthetists are 

still in the minority in many parts of the world, in countries like the United States of America 

nurse anaesthetists and physician anaesthesiologists practice in nearly equal numbers 

(Ray & Desai, 2016:51). 

1.2. Background and Rationale 

Shrime, Bickler, Alkire, and Mock (2015:s8-s9) suggest that almost one-third of the global 

burden of diseases could be addressed by surgical care, which encompasses surgery, 

obstetrics, trauma, and anaesthesia. Yet, it is estimated that only 2 billion of the world’s 

population have access to safe and affordable surgical and anaesthesia care (Meara & 

Greenberg, 2015:834; Kempthorne et al., 2017:981). Of the remaining 5 billion of the 

world’s population without safe and affordable surgical and anaesthesia care, many live 

in low and middle-income countries such as South Africa. Healthcare seekers in these 

resource-limited settings continue to suffer due to a lack of trained healthcare 

professionals (Ashengo et al., 2017:3-5; Federspiel, Mukhopadhyay, Milsom, Scott, 

Riesel & Meara, 2018:553; Gajewski et al., 2019:e156-157; Meara & Greenberg, 

2015:834-835). 

South Africa is not exempted from this shortage of safe and affordable anaesthesia 

providers. To achieve the United Nation’s sustainable development goal on maternal 

health by 2030, South Africa needs to reduce maternal mortality ratios from 134 deaths 

per 100 000 live births to 70 deaths per 100 000 live births (Moodley, Fawcus, & Pattinson, 

2018:s8; United Nations Development Program, 2016). One solution to this problem can 

be to ease accessibility and availability of caesarean sections, especially in rural settings 

(Maswimei & Masukume, 2017; Ye, Zhang, Mikolajczyk, Torloni, Gülmezoglu & Betran, 

2016:245). A counterargument for this is that there are not enough skilled personnel to 

provide these safe and affordable surgical and anaesthesia services (Federspiel et al., 

2018:553; Igaga, Sendagire & Ayebale, 2021:59; McQueen, Coonan, Ottaway, Hendel, 

Bagutifils, Froese, Neighbor & Perndt, 2015:2155).  
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In low- and middle-income countries, like many countries in Africa, there is a severe 

shortage of anaesthesia providers (Igaga et al., 2021:59; McQueen et al., 2015:2155, 

2159). It is known that there is only an average of 1.36 physician anaesthesia providers 

per 100 000 population in Africa, and South Africa has the highest physician anaesthesia 

provider density of 16.18 per 100 000 (Kempthorne et al., 2017:983). When 

contextualising South Africa’s high density of physician anaesthesia providers, one has 

to consider the disparity in the South African healthcare system where there are two 

streams of services: the private and public sectors. Compared to the private sector, the 

public sector is overburdened, understaffed, and ill-equipped (Coetzee, Klopper, Ellis & 

Aiken, 2013:170-171; Van Rensburg, 2014:3; Younger, 2016). Eighty percent (80%) of 

the country’s medical specialists serve the private sector, which only constitutes 27.5% 

of the country’s population (Motsoaledi, 2016; Statistics South Africa, 2016:24). This 

means that although South Africa has 16.18 per 100 000 population physician 

anaesthesia providers, only 3.2 per 100 000 serve the public sector. Furthermore, South 

Africa does not have any non-physician anaesthesia providers (Kempthorne et al., 

2017:985; World Federation of Societies of Anaesthesiologists, 2016). Given the 

situation, the majority of South African health seekers suffer as a result of a lack of 

anaesthesia providers. 

For the reader to be able to compare the data presented concerning the shortage of 

aneasthesia providers in low- and middle-income countries the following is offered from 

selected countries from continents other than Africa as provided by Kempthorne et al. 

(2017:982-986) and the World Federation of Societies of Anaesthesiologists (2016). In 

the United States of America, there is 20.82 physician anaesthesia providers per 100 000 

population in addition to nurse anaesthetist providers. In Switzerland, there is 31.26 

physician anaesthesia providers per 100 000 population in addition to nurse anaesthetist 

providers. In Australia, there is 23.09 physician anaesthesia providers per 100 000 

population but no nurse anaesthetist. United Arab Emirates has 10.92 physician 

anaesthesia providers per 100 000 population. In Japan, there is 9.64 physician 

anaesthesia providers per 100 000 population but no nurse anaesthetist. Brazil has 11.55 

physician anaesthesia providers per 100 000 population. 

The World Health Assembly (2015:1) approved a resolution that recognises the 

importance of emergency and essential surgical care and anaesthesia as part of universal 
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health coverage. Aligned with this, the Global Alliance (G4) established a global target for 

providing safe surgical and anaesthesia care for 80% of the world by 2030 (Haider, Scott, 

Gause et al., 2017:2432). To better healthcare accessibility, boundaries of responsibility 

and authority need to be shifted (Ashengo et al., 2017:3-5; Crisp & Chen, 2014:954; 

Gajewski et al., 2019:e156; Matinhure & Chimbari, 2019:158). Task shifting will enable 

some healthcare professionals to perform duties previously assumed by other healthcare 

professionals such as physicians. 

McAuliffe and Henry (1996:477) claimed that nurse anaesthetist does indeed exist in 

South Africa. Contrary to this, current literature suggests there is not (nor has there ever 

been) nurse anaesthetist registration where the nurse is permitted to independently 

provide anaesthesia services to patients (Democratic Nursing Organisation of South 

Africa, 2012; Kempthorne et al., 2017:982-986; Nursing Act, 33 of 2005; Parbhoo, 1993; 

World Federation of Societies of Anaesthesiologists, 2016). The term ‘nurse anaesthetist’ 

should not be confused with ‘anaesthetist nurse’ who merely assists a primary 

anaesthesia provider and advocates for the patient (Nkuna, 2016:9-11; 16-17). It is 

therefore imperative that a practice model for nurse anaesthesia is developed to inform 

nurse anaesthesia practice, education, regulation and research in South Africa.  

For this reason, this study proposes a nurse anaesthetist model for practice in South 

Africa to provide safe and affordable anaesthesia services which may be the foundation 

for nurse anaesthetists as a specialty area. 

1.3. Research Problem Statement 

There is a severe shortage of surgery, obstetrics, and anaesthesia providers in low- and 

middle-income countries like South Africa (Federspiel et al., 2018:553; Hoyler, Hagander, 

Gillies, Riviello, Chu, Bergström & Meara, 2015:s42). The World Health Organization 

(2013:34) calls this shortage the “human resources health crisis”. There is currently no 

professional registration available in South Africa for nurse anaesthetists by which they 

can prescribe and administer anaesthesia and chemical pain management services to 

patients (Nursing Act 33 of 2005). The Democratic Nursing Organization of South Africa 

(2012) therefore suggests that the introduction of nurse anaesthetists in South Africa 

would bring much relief to the already understaffed and overworked medical practitioners. 
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A foundation for implementing this suggestion needs to be laid first; therefore, a nurse 

anaesthetist model for practice in South Africa is proposed. The relevant South African 

regulatory authorities should develop programmes to upgrade nursing professionals 

(Dolamo, 2018:5). According to the researcher’s best knowledge, no research has been 

conducted to propose a nurse anaesthetist model for practice in South Africa. This is thus 

a gap in the body of knowledge in nursing. In light of this, the researcher poses the 

following research question: 

What can be done to ensure that safe and affordable anaesthesia services can be 
provided in South Africa? 

1.4. Research Purpose and Objectives 

The primary purpose of this study is to propose a model and guidelines for implementation 

of the nurse anaesthetist model for practice which is contextually appropriate for South 

Africa. To accomplish this, the researcher poses the following objectives: 

 

• Explore and describe existing nurse anaesthetist practices through conceptual 

frameworks available in the world. 

• Develop and describe a nurse anaesthetist model for practice in the South African 

context. Further, evaluate the model by consulting model-specific experts. 

• Describe guidelines for implementation of the practice model. 

• Evaluate this developed model and the guidelines for implementation of the model 

for feasibility and appropriateness by consulting national and international 

anaesthetist experts. 
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1.5. Paradigmatic Perspective 

A paradigm is a frame of reference that informs the researcher’s action of inquiry (Babbie, 

2016:32; Johnson & Webber, 2015:15; University of Johannesburg, 2019:9). A paradigm, 

or philosophical worldview, is a pattern of belief that the researcher uses to guide their 

research (Creswell & Creswell; 2018:5). As such, it can be likened to a lens that directs 

what questions are asked in the research, how the data is collected and analysed, and 

constitutes a set of beliefs, assumptions, values, and practices (Borbasi, Jackson & East, 

2019:174; Creswell & Creswell; 2018:62). Chinn and Kramer (2018:287) state that 

assumptions are a structural component of a theory that is taken as truth without there 

being empirical evidence, but that it ought to be reasonable.  

The nature of the research problem directs the researcher toward using a constructivist 

paradigm (Clark, 2018:180; Creswell & Poth, 2018:64). In Step Four, the researcher relies 

on the anaesthetist expert’s subjective views and experiences to evaluate the model and 

guidelines to implement the model. As such, a constructivism paradigm is adopted since 

each participant's own perception and experience is used as data (Clark, 2018:180; 

Creswell & Poth, 2018:64). In other words, meaning is awarded to the life experiences of 

people (Dyson & Norrie, 2013:7; Polit & Beck, 2017:12). 

To determine these basic belief systems which guide the researcher’s research inquiry, 

Chilisa and Kawulich (2012:51) suggest asking the following questions: 

• What does one believe about the nature of reality? 

• How does one know what one knows? 

• What does one believe is true? 

• How should one study the world? 

In the following sections, these questions will be answered by explicitly stating the 

researcher’s paradigmatic perspectives in addressing meta-theoretical assumptions, 

theoretical assumptions, and methodological assumptions (University of Johannesburg, 

2019:9). See Figure 1.1 for a graphical illustration of the Theory of Health Promotion in 

Nursing (University of Johannesburg, 2019). 
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Figure 1.1: Theory of Health Promotion in Nursing (University of Johannesburg, 2019) 

1.5.1 Meta-theoretical Assumptions 

Meta-theoretical assumptions are not testable and are the researcher’s own views of man 

and society (Johnson & Webber, 2015:15; University of Johannesburg, 2019:12). This 

forms the foundation for the theoretical statements. 

The holistic view of human beings as presented by the Theory for Health Promotion in 

Nursing (University of Johannesburg, 2019:1-10) leads to the concepts below. In 

concordance with this, the researcher’s perspectives on the person, environment, 

nursing, and health will now be discussed. 

1.5.1.1  Person 

A person embodies three main dimensions (also collectively called the internal 

environment): body, mind, and spirit (Grudem, 2016:439-450; University of 

Johannesburg, 2019:4). Theory for Health Promotion in Nursing (University of 
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Johannesburg, 2019) further explains that the body includes the anatomical structures 

regulated by internal physiological processes hosting the mind and the spirit. The mind 

relates to the capacity of processes such as thinking, association, analysis, and 

judgement of the person. A person’s spirit refers to the joined function of on the one hand 

having a conscience dealing with morality and ethics, and on the other hand having a 

relationship with God (Grudem, 2016:446). In this study, a person may be the nurse 

anaesthetist facilitator, the student nurse anaesthetist, or the patient. The nurse 

anaesthetist facilitator facilitates the student nurse anaesthetist to mastery of the scope 

of practice of a nurse anaesthetist to ultimately provide anaesthesia services to patients 

independently (see chapters four and five).  

1.5.1.2 Environment 

The person is encapsulated within the environment which can be expressed as internal 

or external (University of Johannesburg, 2019:5). The Theory for Health Promotion in 

Nursing further explains that the internal environment of a person interacts with the 

external environment. The internal environment is as described above the body, mind, 

and spirit. The external environment encompasses the physical, social, and spiritual 

dimensions. Depending on who the person is, the particulars of the external dimension 

differ. The physical dimension is the geographical location of the person. In this study, 

the physical dimension is everywhere where the nurse anaesthetist provides anaesthesia 

services. This may be clinics, community health centres, district hospitals, regional 

hospitals, tertiary hospitals, private institutions, and educational institutions. The social 

dimension is the interaction of a person with another person within the physical 

dimension. In this study, the social dimension can be the student nurse anaesthetist’s 

interactions with patients, colleagues, and/or the nurse anaesthetist facilitator and is not 

only seen in the relationship phase of the model later presented but is also represented 

throughout the nurse anaesthetist’s independent career. Lastly, the spiritual dimension of 

a person is their values, beliefs, and religion which the person practices. In this study, the 

spiritual dimension is, although not exclusively, the practitioner’s accountability—being 

submissive towards a regulatory authority, being able to make ethical decisions, and 

acting with integrity. 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

9 

1.5.1.3 Nursing 

Nursing, in the Theory of Health promotion in Nursing, is defined as an interactive process 

where the practitioner, as a sensitive and therapeutic professional, facilitates the 

promotion of health by means of mobilising resources (University of Johannesburg, 

2019:4). In this study, nursing is focused on the interactive process between a nurse 

anaesthetist (as a new field of practice proposed by this study’s practice model) and the 

patient, where anaesthesia, sedation, and chemical pain management services are 

rendered to the patient through an interactive process. 

1.5.1.4 Health  

According to the Theory of Health promotion in Nursing (University of Johannesburg, 

2019:5), health is a dynamic interactive process in the patient’s environment reflecting 

the patient’s relative health status and will either interfere with or contribute to the 

promotion of health. The World Health Organization (1946) rightly defines health as a 

state of complete physical, mental, and social well-being and not merely the absence of 

disease or infirmity. Hence, the patient’s internal and external environment is in 

homeostasis, resulting in holistic well-being. The aim of the nurse anaesthetist is to 

elevate a patient's health by means of providing anaesthesia and pain services. 

1.5.2 Theoretical Assumptions 

Creswell (2014:6) maintains that theoretical assumptions are theoretical frameworks of a 

research study and gives classifications of the essential considerations of the research 

study. Theoretical statements are testable and form part of an existing theory of the 

discipline–in this case nursing. The basis for the theoretical assumptions is freely found 

within the literature of the subject studied (University of Southern California, 2012). 

Theoretical assumptions are useful as they give a framework on which research 

theoretical statements are built (University of Johannesburg, 2019:12; Polgar & Thomas, 

2019:169). 

According to the University of Southern California (2012), mentioning theoretical 

assumptions strengthens the study in several ways. Firstly, the reader can evaluate the 

theoretical assumptions critically; secondly, the theoretical framework unites the 
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researcher with existing knowledge in the field, thus guiding the basis of hypothesis and 

choice of research methods; thirdly, the theoretical statements allow the researcher to 

inform the reader of the ‘why’ and ‘how’ of the phenomena, thereby not only describing 

the phenomena but also exploring different aspects of it; and fourthly, theoretical 

assumptions specify which key variables influence the phenomena in question. 

Theoretical definitions used in this study are now presented. 

1.5.2.1 Model 

A model is defined as a symbolic and conceptual representation of an observable 

experience that can be illustrated in the form of words, a picture, mathematical notations, 

graphic diagrams, or physical material (Chinn & Kramer, 2018:294; Johnson & Webber, 

2015:203; Grove & Gray; 2018:180; Rebar & Gersch, 2015:189). A model specifies its 

components and identifies the relationships between them (Johnson & Webber, 

2015:203; Shi, 2019:160-161). In this study, a nurse anaesthetist model which is 

contextually appropriate for practice in South Africa is proposed. 

1.5.2.2 Concepts 

Chinn and Kramer (2015:178-180; 2018:179-181) explain that concepts can come from 

life experiences, clinical practice, basic or applied research, and knowledge from 

literature. In this study, a conceptual framework may be nurse anaesthetists’ scope of 

practice and practice standards (alternatively referred to as 'service standards’) which is 

central to Step One where a concept analysis was done. Concept identification refers to 

the process of learning the core definitions of concepts to output a singular concept to be 

used in model development (see chapters three and four). 

 

1.5.2.3 Nurse Anaesthetist 

A nurse anaesthetist is an independent practitioner who is specially trained to administer 

anaesthesia like general anaesthesia, regional anaesthesia, or local anaesthesia, and to 

provide pain management services to patients across all tiers of health service delivery 

(American Association of Nurse Anesthetists, 2017; American Association of Nurse 

Anesthetists, 2020:1). For the purpose of this study, a nurse anaesthetist is someone who 
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practices wholly independently and without supervision within the South African context. 

The student nurse anaesthetist (also known as the recipient in the model for practice as 

discussed in 4.7.2) has a background of nursing and endeavours to undertake training to 

become a nurse anaesthetist. A nurse anaesthetist facilitator (also known as the agent in 

the model for practice as discussed in 4.7.1) is a person who facilitates the student nurse 

anaesthetist to mastery. 

To alleviate confusion of terms of other anaesthesia providers, the following definitions is 

additionally offered: 

• Anaesthesiologist: 
An anaesthesiologist can be defined as a medical practitioner who is further 

specialised to provide anaesthesia services. A typical specialisation takes 

approximately 3 to 5 years of theoretical and practical training and may be a 

master’s in medicine degree and/or a course through a fellowship (The Colleges 

of Medicine of South Africa, 2019).  

• Medical Anaesthetist:  
This category is general medical practitioners who have postgraduate training 

in general practice of anaesthesia. The training course typically lasts between 3 

months to 6 months (The Colleges of Medicine of South Africa, 2020).  

• Anaesthetic Nurse: 
This is a nurse who is specifically trained to assist the anaesthesiologist or 

medical anaesthetist, but never to engage in the primary provision of 

administration of anaesthesia like general anaesthesia, regional anaesthesia, 

or local anaesthesia nor to provide pain management services (Nkuna, 2016:5).  

 

1.5.3 Methodological Assumptions 

Methodological assumptions indicate the way the worldview shapes the study and thus 

reflect the researcher’s views of the nature and the structure of the science in the 

discipline (Creswell, 2014:196, 250; University of Johannesburg, 2019:12). 

Methodological statements are explicitly stated and given in terms of the research 
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objectives, aims, methods, and criteria of validity. Thereby, decisions concerning 

research design are influenced. 

This study followed a qualitative, postmodern constructivist philosophy of science, to 

ultimately answer the research question. 

Qualitative inquiry, by definition, is a social inquiry which is not static or fixed but is rather 

dynamic, evolving, and developmental in character where the focus is on both the process 

as well as the outcomes (Creswell & Poth, 2018:43; Holloway & Galvin, 2016:4). 

Qualitative research is systematic and tries to integrate life experiences into meaning 

(Grove & Gray, 2018:39-40), thus focusing on the meaning of phenomenon’s as they 

occur naturally (Johnson & Webber, 2015:328). The anaesthetist experts, in Step Four, 

evaluated the model and guidelines for implementation of the model based on their 

experience (chapter six). 

Postmodernism is an approach to knowledge discovery that relies on discovering the 

meaning of phenomena as opposed to exclusively building knowledge based on empirical 

evidence (Johnson & Webber, 2015:328). The postmodern constructivist philosophy of 

science employs a social science theoretical lens, has elements that are reductionist and 

logical, and believes in multiple perspectives instead of a singular reality (Creswell & 

Creswell; 2018:63; Creswell & Poth, 2018:66). Meaning is awarded to the life experiences 

of people (Dyson & Norrie, 2013:7; Polit & Beck, 2017:12). By using a postmodern lens, 

the researcher builds a contextual and detailed research report originated from a 

systematic enquiry into a phenomenon (Creswell & Creswell; 2018:63). 

To ensure this ‘detailed research report’, the researcher adhered to all aspects of 

trustworthiness to ensure truth value. Thus, there is an explicitly described accurate and 

comprehensive collection of data (Borbasi et al., 2019:168). Lincoln and Guba (1985:260-

311) describe four criteria to ensure trustworthiness: truth value (credibility), applicability 

(transferability), consistency (dependability), and neutrality (confirmability). Moreover, 

logical thinking and justification were essential practices maintained throughout this 

research project to enhance trustworthiness. The use of logically related steps when 

gathering data from multiple perspectives ensured validity to the results, thereby fortifying 

trustworthiness of the study. The research design, followed by justification on research 
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decisions made, is briefly described below but comprehensively expounded in chapter 

two.  

1.6. Research Design and Method 

The research design and method are briefly described below. Chapter two, however, is 

devoted to describing the methodology of this study. 

1.6.1 Research Design 

This study followed a theory-generating, qualitative, exploratory, descriptive and 

contextual design to ultimately answer the research question (Chinn & Kramer, 2015:220; 

Grove & Gray, 2018:59,73; Rogers, De Brún & McAuliffe, 2020:23; Tomoaia-Cotisel, 

Scammon, Waitzman, Cronholm, Halladay, Driscoll, Solberg, Hsu, Tai-Seale, Hiratsuka, 

Shih, Fetters, Wise, Alexander, Hauser, McMullen, Scholle, Tirodkar, Schmidt, Donahue, 

Parchman & Stange, 2013:1). As an emerging field in nursing, for nurse anaesthetists to 

be implemented in South Africa, a nurse anaesthetist model for practice must first be 

established. The model and the guidelines for implementation will provide scholars with 

a sound scientific foundation to conduct studies and projects in furtherance of the body 

of knowledge, and eventually the practice of South African nurse anaesthetists.  

1.6.2 Study Method 

This study endeavoured to develop a nurse anaesthetist model for practice in South 

Africa. A practice model is important since nursing is a practice-orientated discipline 

(Walker & Avant, 2019:3). The rationale for theory development is to provide a way to 

identify and express essential fundamentals of practice and assist in the reasoning skills 

and relationships between objects, events, and patients (Walker & Avant, 2019:4; 

Johnson & Webber, 2015:1). Therefore, Chinn and Kramer’s (2015:165-183; 2018:169-

186) guidelines on theory development were used as a foundation for this study. 

Systematic and rigorous approaches were implemented to develop theory (Chinn & 

Kramer, 2018:178). Hence, this study was conducted in four steps.  

In Step One, concept analysis took place in two phases. In Phase One, a situational 

analysis was done by means of concept identification of existing nurse anaesthetists’ 
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conceptual frameworks. In Phase Two, these identified concepts were defined and 

classified. In Step Two, the relational statements of these described concepts were 

formulated. From this, in Step Three, the model was further described, and then 

developed and evaluated by model-specific experts. In Step Four, the guidelines for the 

implementation of the model were generated from the process description of the model. 

Thereafter, the practice model and guidelines were evaluated by anaesthetist experts. 

The discussion on the research method entails the systematic and rigorous approaches 

used to generate theory (Chinn & Kramer, 2015:165-183; 2018:169-186). 

1.6.2.1 Step One: Concept analysis 

This step consisted of two phases. In Phase One the central concepts were identified, 

and in Phase Two the identified concepts were defined and classified. It seemed 

appropriate to use a ‘concept analysis’. Concept analysis is the process of refining 

ambiguous concepts in a theory by examining the basic elements of a concept (Walker & 

Avant, 2019:167-184). 

A. Phase One: Identification of the central concept 

The following will be discussed under this heading: population and sample, data 

collection, and data analysis. 

a) Population and sample 

Literature of nurse anaesthetist practices from around the world were examined to identify 

the central concepts on which nurse anaesthetists’ practice hinges, thus permitting an all-

inclusive sampling method. The sample included literature of nurse anaesthetists’ 

practices, scope of practice, practice standards, and competencies as defined by the 

South African Nursing Council (2014), from countries where nurse anaesthesia is 

practised. Unpublished literature was excluded from the study as it is inaccessible. Also, 

literature where the nurse anaesthetist is not defined as a primary and independent 

practitioner of anaesthesia was excluded.  Where no data was available from International 

Federation of Nurse Anesthetists (2015), Kempthorne et al. (2017:982-986) and the 

World Federation of Societies of Anaesthesiologists (2016), these countries, islands or 

regions were also excluded. Moreover, countries, islands and regions were excluded if 
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non-relevant or too little information was found, utilising the databases listed in Table 2.1 

and performing an advanced search on well-known internet search engines (Google© 

and/or Duck-Duck-Go©) as shown in Table 2.2. Furthermore, literature is not presented 

in English was excluded from the study. 

b) Data collection 

Gathering evidence to identify the central concept may arise from a plethora of sources 

(Chinn & Kramer, 2018:171-176). In this study, data was collected from countries where 

nurse anaesthesia was practiced during the year 2018, as guided by the World Federation 

of Societies of Anaesthesiologists (2016), Kempthorne et al., (2017:982-986) and the 

International Federation of Nurse Anaesthesia (2015). Data was collected by 

systematically accessing a host of databases as guided by the University of 

Johannesburg’s subject librarian for published journal content on nurse anaesthetist’s 

practices, scope of practice, practice standards, and competencies (see section 2.5.1). 

The World Wide Web was searched, within reason, of public websites of nurse 

anaesthetist associations, nurse anaesthetist councils, nurse anaesthetist federations, 

and nursing councils from all countries, regions, or states where nurse anaesthesia is 

practised to see if these address nurse anaesthetist practices, scope of practice, practice 

standards, and competencies. Searches was conducted between April 2019 and July 

2019 and reviewed for accuracy in February 2021. 

c) Data analysis 

Data analysis is embedded in Phase Two. 

B. Phase Two: Defining and classifying the concepts 

From the data collected, central concepts were identified and agreed upon by the 

researcher and his doctoral degree supervisors (Chinn & Kramer, 2018:165-168, 194-

195; Walker & Avant, 2019:79-80). The central concepts were then defined using 

dictionary and subject definitions (Chinn & Kramer, 2018:172, 179-181, 194-195). From 

this, these definitions led to the central concepts and related attributes which in turn were 

reflected in a model case to demonstrate their meaning. Using Dickoff, James, and 

Wiendenbach’s (1968:434-450) survey list, the central concepts were classified by 
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asking: Who is the agent? Who is the recipient? What are the dynamics? What is the 

procedure? What is the context? What is the outcome? 

1.6.2.2 Step Two: Placing the concepts into relationships 

The concepts identified and defined in Step One were then placed into contextual 

relationships with each other (Chinn & Kramer, 2018:195). These inter-relational 

statements formed a tentative model. 

1.6.2.3 Step Three: Description and evaluation of the model 

Flowing out of Steps One and Two, the researcher described a model that forms a 

framework of reference for nurse anaesthetists’ practice which is contextually appropriate 

for South Africa. To form a complete description of the model, Chinn and Kramer’s 

(2015:197-198; 2018:201) criteria was utilized by addressing the model’s purpose and 

concepts, how concepts were defined, nature of relationships, the structure, and the 

assumptions on which the model is built. 

The model was then evaluated by model-specific experts regarding the model’s clarity, 

simplicity, generality, accessibility, and importance (Chinn & Kramer, 2015:199-208). 

Academic model experts from around the world, who are familiar with nursing science 

models and theory generation, were consulted to evaluate the model. The researcher 

presented the study’s background and rationale, research questions, research purpose 

and objectives, and research methodology, and strove to inform the participant of the 

description of the complete model via secure and private internet telecommunication. The 

model experts were then asked to evaluate the model via an online survey using Chinn 

and Kramer’s (2018:203-211; 2015:199-208) questions for critical reflection. See 

Appendix B for the informed consent used for participation in the model evaluation. 
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These questions were as follows: 

• How clear is the model? 

• How simple is the model? 

• How general is the model? 

• How accessible is the model? 

• How important is the model? 

In accordance with the critical reflection of the model-specific experts, the model was 

adapted (see Appendix C).  

1.6.2.4 Step Four: Guidelines for the implementation of the model 

Based on the nurse anaesthetist’s practices, scope of practice, practice standards, and 

competencies (Step One) and the model description and evaluation (Step Three), 

guidelines for the implementation of the model were formulated.  

Hereafter, the practice model and guidelines were again evaluated by anaesthesia 

specific experts. This step is described below. 

a) Setting 

Individual, in-depth interviews were conducted with the chosen sample. In-depth 

interviews seemed appropriate as their purpose is to provoke the participants’ opinions, 

attitudes, beliefs, experiences, perceptions, thoughts, and feelings (Borbasi et al., 

2019:166; Moser & Korstjens, 2017:12; Shi, 2019:144). These interviews were conducted 

over a secure and private internet telecommunication medium to ensure confidentiality 

and anonymity. 

b) Population and sample 

The population consisted of South African medical specialist anaesthesiologists and 

international nurse anaesthetist. Both purposive and snowball sampling methods were 

used to recruit participants. Purposive sampling refers to the selection of participants 

based on the researcher’s judgement, knowledge, and representative value (Moser & 
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Korstjens, 2017:10; Shi, 2019:142). Snowball sampling is when one participant is asked 

to invite another participant based on appropriateness (Borbasi et al., 2019:165; Dyson 

& Norrie, 2013:196; Rebar & Gersch, 2015:354). In accordance with this, a panel of 

experts was invited to participate in this study. The researcher formally invited 

anaesthesia experts based on their experience and acquaintance of the research 

process. Some anaesthesia experts were identified by contacting university faculties; 

others were suggested by these experts as valuable prospective participants. The 

participants had to comply with the inclusion and exclusion criteria as stipulated in the 

research proposal and approved by the relevant scientific and ethics boards. These 

criteria are that the participants be registered as an anaesthesiologist with the Health 

Professional Council of South Africa or as a nurse anaesthetist in the country of practice 

(where there is no council registration for the nurse anaesthetist in his/her country of 

practice, the individual had to be able to legally work as a nurse anaesthetist in his/her 

country) and be able to communicate in English. Participants were not identified by name, 

organization, or registration number at any point. 

Having invited an individual anaesthetist participant to an interview and received 

confirmation of their interest, an interview date and time was agreed upon between the 

participant and the researcher. Hereafter, the researcher sent the participants a 

‘Knowledge Pack’ at least one week ahead of the interview containing the informed 

consent, a PowerPoint© presentation of the study and model, and a collated document 

containing the essential information relevant to the evaluation derived from chapters one, 

three, four, and five. Participants were encouraged to especially focus their attention on 

the model and the guidelines for implementation (as discussed in chapter five). 

The participants brought a diverse array of experiences to the table. This promoted 

diversity of thought and view of the future. This panel of experts consisted of four South 

African medical specialist anaesthesiologists and four international nurse anaesthetists. 

The South African medical specialist anaesthesiologists represented and contextualised 

South African anaesthesia practice, whereas the nurse anaesthetists represent nursing 

anaesthesia practice on the international tier. The size of the panel proportionally 

increased until data saturation had been reached. Data saturation occurs when few or no 

new ideas, themes, or codes appear (Weller, Vickers, Bernard, Blackburn, Borgatti, 

Gravlee & Johnson, 2018:2; Polgar & Thomas, 2020:155; Rebar & Gersch, 2015:115). 
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The participants had the freedom to participate in the study or not and had the choice to 

withdraw their participation at any point.  

c) Data collection 

Qualitative data collection seemed appropriate to evaluate this research as information is 

gathered by direct interchange with an individual who the researcher expects to have 

knowledge on a particular context (Creswell & Poth, 2018:43; Grove & Gray, 2018:39-40; 

Holloway & Galvin, 2016:4). This interchange was interpretative in nature (Creswell & 

Poth, 2018:7). Therefore, the values and judgements of the researcher were openly 

stated. Informed consent for the interview (see Appendix D) was requested from all 

participants willing to participate in the study via secure end-to-end encrypted 

communication internet telecommunication using Zoom © or WhatsApp © (Hackett, 

2020). Verbal permission to record the interview was requested at the beginning of each 

interview. Participants were asked, “How is the model for you?” and “How are the 

guidelines to implement the model for you?”. During the interview, probing and prompting 

were applied to enrich the data (Weller et al., 2018:15). Data was collected until data 

saturation was achieved (Weller et al., 2018:2; Polgar & Thomas, 2019:155; Rebar & 

Gersch, 2015:115). 

d) Data analysis 

Data analysis occurred in parallel with data collection. All interviews were transcribed by 

the researcher allowing additional immersion of the data. The researcher also made field 

notes which entailed observational notes, theoretical notes, and methodological notes. 

The transcriptions and field notes were then analysed using Tesch’s eight steps of 

thematic data analysis by the researcher (in Creswell, 2013:155-156; Nowell, Norris, 

White, & Moules, 2017:1-13). The data was then sent to an independent coder who holds 

a doctoral degree in nursing and is well-versed in qualitative research. The independent 

coder and the researcher met together, and consensus of the data analysis was reached. 

See Appendix E for the data analysis certificate from the independent coder.  
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1.7. Measures to Ensure Trustworthiness 

Trustworthiness in qualitative research aims to produce the rigor and relevance of the 

research. This was ensured by measures suggested by Lincoln and Guba (1985:301-

320), namely, truth, value, applicability, consistency, and neutrality. 

1.7.1 Truth Value – Credibility 

Credibility determines the truth value of data. This study used the strategies of 

triangulation, prolonged engagement, persistent observation, and member checking to 

ensure credibility (Korstjens & Moser, 2018:121-123; Polgar & Thomas, 2019:155). 

Triangulation: Multiple sources of data collection (Borbasi et al., 2019:297; Shi, 2019: 

141-142), namely, literature, model-specific experts, and South African anaesthesiologist, 

as well as international nurse anaesthesia experts, which allowed for data triangulation. 

Further, an independent co-coder enhanced the study’s investigator triangulation. 

Prolonged engagement: From the start, the researcher immersed into nurse anaesthesia 

as a practice field and engaged in literature (Step One). Credibility was also furthered by 

means of long interviews where examples were presented and follow up questions were 

asked (Step Four). Moreover, the researcher intensely studied the data, was immersed 

therein, and critically appraised the data with the literature. Persistent observation: In Step 

One, the researcher thoroughly and intensely considered the literature of the international 

nurse anaesthetist practices. In Step Four, the transcribed interviews were read and 

reread by the researcher, allowing for accurate analysing and theorising of the data. Due 

to this persistent observation of the data, themes and codes were re-labelled. Member 

checking: The practice model was evaluated by the model-specific experts and the 

anaesthetist experts (Korstjens & Moser, 2018:121-123; Rebar & Gersch, 2015:156). 

Additionally, the guidelines for implementation were evaluated by the anaesthetist 

experts. 

1.7.2 Applicability – Transferability 

Applicability by transferability refers to the degree to which the findings can be applied to 

other contexts, settings, and different populations, and is ensured using the strategy of 

dense description (Dyson & Norrie, 2013:57-58; Rebar & Gersch, 2015:155). For this 
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reason, in this study the contextual frameworks (Step One), the demographics of the 

model-specific experts (Step Three), and the demographics of the anaesthetist experts 

and inclusion and exclusion criteria (Step Four) were densely described (De Vos, 

Strydom, Fouché & Delport, 2015:392). Additionally, in Steps Three and Four a rich 

description of the results with supporting direct quotations from the model-specific experts 

was provided (Korstjens & Moser, 2018:121-123). 

1.7.3 Consistency – Dependability 

Dependability is the ability for the inquiry to be replicated with the same participants in 

similar contexts. To ensure dependability, the researcher made use of triangulation, thick 

and dense description of the methodology, peer examination of the study, an independent 

co-coder, and an audit trail (Borbasi et al., 2019:222; Hadi & José Closs, 2015:642-646; 

Morse, 2015:1213-1215). 

1.7.4 Neutrality – Confirmability 

The strategies of reflexivity and the audit trail were applied throughout the research study 

(Borbasi et al., 2019:222; Korstjens & Moser, 2018:121-123). The researcher kept a 

journal during data collection. An audit trail, or chain of evidence, is evident in the chapters 

that follow of the research process (Korstjens & Moser, 2018:121-123). Supervisory 

meeting notes on how these affected decision making were also made. 

1.8. Ethical Considerations 

Following the unethical research involving human subjects such as those in the Tuskegee 

Syphilis Study (1932–1972), the Nazi medical experimentation (1930’s to 1940’s), and 

research conducted at the Willowbrook State School (1950’s to 1960’s), it became evident 

that an ethical code for research needed to be established (Sims, 2010). The first such 

code was the Nuremburg Code which flowed out of the Nuremburg trails (post World War 

II). In 1978, in the United States of America, the Belmont Report was drafted and became 

the foundation of regulation of clinical research (Miracle, 2016:223-228). The Belmont 

Report contains three basic ethical principles, namely, respect for persons, beneficence, 

and justice (Cassell, 2000; Miracle, 2016:223-228). 
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Given the involvement of human participants in Step Four, the researcher was wholly 

committed to conducting ethical research in this study. To ensure the ethical soundness 

of the study, the researcher took plagiarism and principles of autonomy, beneficence, 

non-maleficence, and justice into consideration (Artal & Rubenfeld, 2017:108; Borbasi et 

al., 2019:32-101; Rebar & Gersch, 2015:133-145; Polgar & Thomas, 2019:34-37). These 

considerations were approved by the University of Johannesburg Research Ethics 

Committee and the University of Johannesburg Higher Degree Committee (see Appendix 

F). These two committees have expertise in bioethics, nursing, and research 

methodology.  

1.8.1 Plagiarism 

Plagiarism is a serious misconduct amongst researchers (Awasthi, 2019:94). Plagiarism 

is when information is applied to the context of the study, but is not referenced (Louw, 

2017:133). Some of the most common reasons why researchers commit plagiarism will 

now be discussed. Poor research skills may lead to plagiarism (Louw, 2017:131; Meo & 

Talha, 2019:s48–s51). To manage this, the researcher was guided by three experienced 

doctoral supervisors. Researchers may also commit plagiarism due to poor time 

management (Meo & Talha, 2019:s48–s51). This study has been conducted over a period 

of 3 years and 6 months which allowed ample time to curtail the possibility of plagiarism. 

Poor citation skills and improper use of language may cause plagiarism (Louw, 2017:125-

126; Meo & Talha, 2019:s48-s51). In an effort to avoid plagiarism due to this, the 

researcher hired a professional language and technical editor to check the thesis prior to 

examination. To further prevent plagiarism in this study, the researcher always referenced 

information and used a text matching tool (Turnitin ©) which gives a report on the similarity 

index to other document/s of already published work (Meo & Talha, 2019:s48-s51). A 

Turnitin © receipt for this study can be found in the preface and the Turnitin © report in 

Appendix G.  

 

 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

23 

1.8.2 Principle of Autonomy 

Dubljević (2020:271) asserts that autonomy is one of the most critical values in bioethics. 

Autonomy in health research is to allow participants the freedom to participate in the 

project or not. In this study, the participants in Step Four had full autonomy over the 

freedom of participation and they were allowed to withdraw their participation at any point, 

without any consequence. Throughout the research, the researcher considered the 

interests of the participants, and no harm was caused to any participants (Artal & 

Rubenfeld, 2017:108; Borbasi et al., 2019:32-101; Rebar & Gersch, 2015:133-145; 

Polgar & Thomas, 2019:34-37). The permission to conduct research with the participants 

was granted by informed consent (see Appendix D) and was approved by the University 

of Johannesburg’s Research Ethics Committee and the University of Johannesburg’s 

Higher Degree Committee. Prior to the interviews (Step Four) the participants were asked 

to complete a written informed consent. The informed consent contains information about 

the study and contact details of persons to contact should they have had any concerns. 

Participants were also verbally asked in the interviews if they had any questions regarding 

the informed consent. All the participants completed the informed consent and none had 

any questions or concerns. The informed consent is kept by the researcher safely. All 

interview recordings will be kept on a password-protected universal serial bus (USB) 

memory disk and will be stored with the researcher. This data will be destroyed 2 years 

post-publication of the study. Only the researcher, supervisors, and the independent 

coder will have access to the data, further ensuring confidentiality. Additionally, 

participants were not identified by name, organization, or registration number at any point. 

1.8.3 Principles of Beneficence  

The mandate of beneficence is on the researcher to ensure that no harm is done to 

participants (Saint Joseph’s University, 2017). The researcher took caution to ensure that 

the participants did not incur any harm as a result of participating in the research (Artal & 

Rubenfeld, 2017:108; Borbasi et al., 2019:32-101; Rebar & Gersch, 2015:133-145; 

Polgar & Thomas, 2019:34-37). Participant’s professional opinion in the practice model 

was asked and hence, participants may have been promoted by thinking more deeply 

concerning their own professional practice. Participants were asked to participate in their 

own time and without any sort of remuneration. There were no direct benefits of this study 
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to the participants. However, the body of science, nursing in South Africa, and patients 

may benefit as this study proposed a practice model for nurse anaesthetist in South Africa 

to provide safe and affordable anaesthesia services in South Africa. For this reason, the 

impact was minimal and risk unlikely; thus, the benefit outweighed the risk. 

1.8.4 Non-Maleficence 

Non-maleficence is the directive for research to avoid harm or risk to participants (Regis 

University, 2018). The researcher took caution to conform to the principles of non-

maleficence by ensuring that participants did not suffer harm as a result of participating 

in the research (Artal & Rubenfeld, 2017:108; Borbasi et al., 2019:32-101; Rebar & 

Gersch, 2015:133-145; Polgar & Thomas, 2019:34-37). This comprises protecting the 

participants’ professional, physical, psychological, emotional, spiritual, economic, social, 

and legal well-being. The risks in this study were minimal, as no personal experience or 

opinion was requested from the participants, but rather their professional opinion was 

asked. Participant’s personal details is not shared in this study in any way, thus protecting 

their professional reputation. 

1.8.5 Principle of Justice 

The principle of justice is the mandate for participants to be treated fairly and to have the 

right to privacy (Barrow, Brannan, & Khandhar, 2020). Participant selection was based 

on competence, qualification, and experience directly related to the research problem. 

Throughout the research, the participants had the right to privacy, anonymity and 

confidentiality, fair treatment, and protection from harm and discomfort (Borbasi et al., 

2019:32-101; Gray, Grove & Sutherland, 2017:163-168; Rebar & Gersch, 2015:133-145; 

Polgar & Thomas, 2019:34-37). These rights were ensured by conducting interviews over 

a secure end-to-end encrypted communication internet telecommunication (Hackett, 

2020) and not disclosing or publishing any of the participants’ personal information. 
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1.9. Possible Outcomes 

This study proposed a model and guidelines for the possible implementation of the nurse 

anaesthetist model for practice in South Africa. This could lay a foundation as a specialty 

area for nurse anaesthetists to provide safe and affordable anaesthesia services in South 

Africa. 

1.10. Breakdown of Chapters 

In chapter one (Introduction), an overview of the research study was offered. 

In chapter two (Research Design and Method), the research methodology was described 

in depth.  

In chapter three (Concept Identification), existing nurse anaesthetist practices from 

around the word was explored and described, and central concepts were identified (Step 

One, Phase One). 

In chapter four (Defining the Central Concept), these central concepts were clarified and 

defined (Step One, Phase Two). Relationship statements were also made between 

concepts (Step Two). 

In chapter five (A Model for Nurse Anaesthesia Practice), the model was proposed, 

described, and the components of the model justified. The model was evaluated by 

model-specific experts. Guidelines for implementation of the model were suggested (Step 

Three and Step Four).  

In chapter six (Anaesthetist Experts’ Evaluation of the Model), the model and guidelines 

for implementation was evaluated by anaesthetist experts by means of individual, in-

depth, interviews (Step Four).  

In chapter seven (Evaluation of the Research Study, Limitations, and Recommendation 

for Research, Education and Practice), the study is evaluated by the researcher and 

recommendations for nursing practice, research and education is suggested. The 

researcher suggested the original contribution this study made to the body of knowledge. 
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1.11. Summary 

In this chapter, the background and rationale, problem statement, research question, 

research purpose and objectives, and a brief overview of the research design and method 

to achieve the research purpose and objectives has been outlined.   
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CHAPTER 2 

RESEARCH DESIGN AND METHOD 

2.1. Introduction 

In chapter one, the background and rationale, problem statement, research question, 

research purpose and objectives, and a brief overview of the research design and method 

to achieve the research purpose and objectives has been outlined. In this chapter, the 

study’s research design and method will be discussed.  

2.2. Research Purpose and Objectives 

The primary purpose of this study was to propose a model and guidelines for 

implementation of the nurse anaesthetist model for practice which is contextually 

appropriate for South Africa. To attain this, the researcher posed the following objectives: 

• Explore and describe existing nurse anaesthetist practices through conceptual 

frameworks available in the world. 

• Develop and describe a nurse anaesthetist model for practice in the South African 

context. Further, evaluate the model by consulting model-specific experts. 

• Describe guidelines for implementation of the practice model. 

• Evaluate this developed model and the guidelines for implementation of the model 

for feasibility and appropriateness by consulting national and international 

anaesthetist experts. 
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2.3. Research Design 

This study followed a postmodern constructivist philosophy of science. Postmodernism is 

an approach to knowledge discovery that relies on discovering the meaning of 

phenomena as opposed to exclusively building knowledge based on empirical evidence 

(Johnson & Webber, 2015:328). Constructivism refers to the process by which reality is 

created by the observer (Creswell & Poth, 2018:68). Since people cannot socially 

construct reality, constructivism is useful in helping people understand what they 

experience and to define it together (Cottone, 2017:465). Meaning is awarded to the life 

experiences of people (Dyson & Norrie, 2013:7; Polit & Beck, 2017:12). Researchers 

using constructivism seek meaning in the world they live and work in through observation 

whilst realising that their backgrounds mould their interpretation of what is observed (Polit 

& Beck, 2017:12). By using a postmodern constructivist lens, the researcher builds a 

contextual and detailed research report originated from a systematic enquiry into a 

phenomenon (Creswell & Creswell, 2018:63). In this study, by means of self-reflection, 

the researcher acknowledged his background (social background, education, and work 

experience) and used this subjective knowledge to his advantage by adopting 

constructivism. Meaning was ascribed to the researcher’s and the participants’ 

experiences and perspectives, reinforced by data emergence and reasoning as seen in 

Step One and Step Four.  

To ultimately answer the research question, this study followed a theory-generating 

research, qualitative, exploratory, descriptive and contextual design (Chinn & Kramer, 

2015:220; Grove & Gray, 2018:59,73; Rogers et al., 2020:23; Tomoaia-Cotisel et al., 

2013:1). Each of these aspects will now be discussed in depth. 

2.3.1 Theory-Generation Design 

The word ‘theory’ originates from the Greek word theoria meaning to speculate or to 

contemplate. In later times, the meaning has evolved to an organised body of information 

used to explain a phenomenon (Johnson & Weber, 2015:8-9; Shi, 2019:13). If one 

marries these two definitions, ‘theory’ involves the explanation of contemplation. To fortify 
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theory generation from a mere speculation to an established theory, a point on description 

of theory-generation design is provided.  

The researcher selected theory-generative research for formulating a practice model for 

nurse anaesthesia in South Africa because of the uniqueness of the research conducted. 

Theory-generating research, as subsidiary to theory-linked research, is the process of 

discovering and describing theoretical relationships by observing their empirical reality 

and from that construct a theory based on what was being observed (Chinn & Kramer, 

2015:220, 255). The purpose of theory-generating research is to clarify and describe the 

relationship between concepts without impressing predetermined ideas on what the 

relationships mean (Chinn & Kramer, 2015:220; 2018:190-191; Walker & Avant, 2019:8). 

The overall goal of theory generation research studies is theory development which 

depicts the blueprint of nursing as a profession, thereby adds to the nursing body of 

knowledge (Walker & Avant, 2019:4; Chinn & Kramer, 2018:189). The result of the theory-

development process facilitates the improving of nursing care by developing nursing 

reasoning skills (Johnson & Webber, 2015:1; Polit & Beck, 2012:128; Walker & Avant, 

2019:4). By attaining this, a praxis was achieved. Praxis is the expression of 

emancipatory knowledge in nursing practice (Chinn & Kramer, 2018:240). Praxis creates 

a means by which people can reach their full potential. By and large, praxis is when theory 

moves to meaningful practice (Chinn & Kramer, 2018:3, 296). 

Theory-generative research requires clinical and research problems whilst other 

statements have the opportunity to develop explicitly during the course of the research 

process (Chinn & Kramer, 2015:223). A well-constructed theory can be generalised 

across similar situations within the sphere to which it applies – for example, a nurse 

anaesthetist model for practice may be applied to a diabetes specialised nurse (Chinn & 

Kramer, 2018:189). 

 

There are four major planes into which nursing theories can be classified, namely 

metatheories, grand nursing theories, middle-range theories, and practice theories 

(Walker & Avant, 2019:21). Theory is central for nurses to identify, understand, and 

explain nursing practice (Johnson & Webber, 2015:261). This study developed a practice 

model. However, in order to understand where a practice model fits into theory 
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development, these four will be described. Figure 2.1 gives a schematic representation 

of the interaction that exists between the four levels of theories. 

 

Figure 2.1: A schematic representation of the interaction that exists between the four levels of 
theories (Walker & Avant, 2019:21) 

These levels of theory are categorised based on the theories’ scope and practical 

applicability (Johnson & Webber, 2015:9).  

Metatheory is a theory that describes the nature of theory and the process for its 

development (Chinn & Kramer, 2018:294; Walker & Avant, 2019:8). It therefore focuses 

on philosophical and methodological perspectives. The second level, grand theory, is 

related to ideas such as macro or holistic theory and provides broad and abstract goals 

and concepts of phenomena (Chinn & Kramer, 2018:292). Grand theories describe and 

define global conceptual frameworks and thereby address a wide spectrum of 

approaches to practice and phenomena (Chinn & Kramer, 2018:292; Polit & Beck, 

2012:128). Moving to the third level of theories, middle range theories aim to describe 

concepts (Chinn & Kramer, 2018:193). This level of theory is less abstract and has a 

limited number of testable concepts. Lastly, practice theory describes the effect of the 

intervention on nursing (Johnson & Webber, 2015:260-261; Walker & Avant, 2019:5-14). 

Practice theory involves using research-based knowledge that is transferrable to nursing 

practice in order to create a desired improvement (Polit & Beck, 2012:128; Walker & 

Avant, 2019:19-20). Practice theory is hence useful in the implementation of guidelines 

and strategies and aims to achieve a purpose. 
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Considering practice model (alternatively referred to as 'theory’), one can see that praxis 

was reached in this study as theory was realised and embodied (Step One, Step Three, 

Step Four). The model did not stagnate at speculation, but through a sound theory 

development design, evolved to an established a model. The researcher identified a 

situation (the research problem of this study) and did something about it (Chinn & Kramer, 

2018:3).  

2.3.2 Qualitative Research Design 

Qualitative inquiry, by definition, is a social inquiry which is not static or fixed but is rather 

dynamic, evolving, and developmental in character where the focus is on both the process 

as well as the outcomes (Creswell & Poth, 2018:43; Holloway & Galvin, 2016:4). Creswell 

and Poth (2018:43) adopted Creswell’s (2013:44) definition stating that qualitative 

research starts with assumptions and interpretive frameworks that inform the study of 

research problems addressing the meaning individuals or groups ascribe to a social or 

human problem. This can be seen in Step One, where existing nurse anaesthetist 

practices from around the word were explored and described. From these, meaning was 

ascribed by identifying the central concepts consisting of three concepts (see chapter 

three).  

Furthermore, qualitative research is systematic and tries to integrate life experiences into 

meaning and theory development (Borbasi et al., 2019:296; Grove & Gray, 2018:39-40; 

Shi, 2019:131). In addition, qualitative research’s philosophical origin is naturalistic, 

interpretive, and humanistic (Dyson & Norrie, 2013:7; Grove & Gray, 2018:39-40; Polgar 

& Thomas, 2019:190). Qualitative research explores the holistic nature of people and 

phenomena (Grove & Gray, 2018:33). In this study in Step Four, the practice model and 

guidelines for implementation were evaluated by anaesthesia experts by means of 

individual, in-depth interviews based on their individual professional experiences (chapter 

six). By thematic data analysis (described later), meaning was connoted to these 

interviews.  

McInnes, Peters, Bonney, and Halcomb (2017:33) articulate that naturalistic inquiry is 

useful when researchers seek a rich and contextual understanding (or scope) of a 

phenomenon as it exists in its natural setting. Understanding context in healthcare 
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studies, especially for implementation, is important (Rogers et al., 2020:23). To use 

naturalistic inquiry, human experiences and its associated meanings are explored 

(Borbasi et al., 2019:296). The participants in Step Four included two streams of 

anaesthetist experts, namely South African medical specialist anaesthesiologists and 

international nurse anaesthetist practitioners. This allowed the practice model and its 

guidelines for implementation to be evaluated on its contextual appropriateness in the 

South African context and on its fitness in the international nurse anaesthetist context.  

Interpretative nature is to describe, understand, and interpret participants’ experiences 

(Dyson & Norrie, 2013:7-8). The outcome of this interpretive paradigm is to explain the 

phenomena and assign meaning to concepts in order to realise shared meaning with 

others (Curry, 2020:927; Tuohy, Cooney, Dowling, Murphy & Sixsmith, 2013:18-20). This 

study adopted an interpretive paradigm since knowledge was shared by the participants 

in Step Four and value derived from their knowledge.  

This study was humanistic in nature where the researcher could be close to the data and 

engaging in the data. In contrast to a humanistic nature, and to highlight the advantages 

of the humanistic approach, one can consider that computing qualitative research leaves 

the results rigid and mechanic, which distances the researcher from the data (Holloway 

& Galvin, 2016:300). This study employed the humanistic approach in both Step One and 

Step Four. In Step One, the researcher, along with his doctoral supervisors, engaged with 

and efficiently extracted the data (Walker & Avant, 2019:79-80). In Step Four, the 

participants’ input was asked as part of their inherent naturalistic expert knowledge of 

anaesthesia in South Africa and nurse anaesthesia internationally. In essence, the 

intrinsic knowledge and background of the experts placed them in a unique position to 

objectively evaluate the proposed model for practice. This approach seems to agree with 

Maxwell (2013:30) who articulates that the participant’s context allows the researcher to 

understand how events, actions, and meaning are shaped by the unique circumstances 

in which they occur. 
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2.3.3 Exploratory Design 

Exploratory research design is very useful where there is little or no research conducted 

on a study topic (Borbasi et al., 2019:115; Grove & Gray, 2018:98; Shi, 2019:237). Nurse 

anaesthesia, as a field of knowledge or practice, is non-existent in South Africa. Nothing 

is therefore known about nurse anaesthesia in South Africa. An exploratory design is 

deemed thus appropriate to answer this study’s research question. 

2.3.4 Descriptive Design 

Descriptive qualitative research studies obtain information from stakeholders (Grove & 

Gray, 2018:97; Polgar & Thomas 2019:51). A descriptive study describes the concepts 

under the study (Borbasi et al., 2019:114). Flowing out of these definitions, the researcher 

chose a descriptive design as a model for nurse anaesthesia practice in South Africa and 

is densely described in chapter five. 

2.3.5 Contextual Design 

The very nature of contextualisation is to locate people, the research data, and the 

research process in their specific context (Holloway & Galvin, 2016:334). A contextual 

research design refers to the specific setting and people involved (Ravitch & Carl, 

2016:148). Babbie and Mouton (2011:272) explain that in qualitative research the 

researcher aims to describe and understand events or the happenings within the 

concepts and natural context in which they occurred (Babbie & Mouton, 2011:272; Rogers 

et al., 2020:23). South Africa is the subject of this proposed nurse anaesthetist model for 

practice. To add to the contextual robustness of the study, the model was evaluated by 

South African medical specialist anaesthesiologists who represented and contextualised 

South African anaesthesia practice and the nurse anaesthetists represented nursing 

anaesthesia practice on the international tier.  
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2.4. Reasoning Strategies 

Gray et al. (2017:6) describe “reasoning” as the process of organising ideas to reach 

conclusions. Reasoning helps researchers to think, identify relationships, and form 

judgements on data (Johnson & Webber, 2015:17). To propose a model for nurse 

anaesthesia practice in South Africa, several reasoning strategies were employed. In the 

section below, the reasoning strategies which the researcher used during the study are 

described.  

2.4.1 Analysis 

Analysis in qualitative research can be described as a strategy to connote the meaning 

of a concept (Borbasi et al., 2019:171). It is differentiated from similar concepts by means 

of identifying and distinguishing the essential characteristics (Gray et al, 2017:141-142). 

In so doing, a concept’s defining attributes are distinguished from its irrelevant attributes 

(Walker & Avant, 2019:165-170). Starting off from an existing body of knowledge, analysis 

aims to clarify, refine, and sharpen its statements and theories in order to understand 

their dynamics better (Walker & Avant, 2019:1650). In order to achieve this, core 

components of a concept are examined, re-examined, and compared with one other.  

In this study, analysis was used in Step One, phase two, when central concepts were 

defined by means of concept analysis.  

2.4.2 Synthesis 

Synthesis, as a reasoning strategy, is to use observations and findings already in 

literature as a basis for theory development (Walker & Avant, 2019:111). Synthesis 

strategies are particularly useful to consolidate existing literature (Walker & Avant, 

2019:111). Researchers may use synthesis to formulate knowledge statements, which 

require the researcher to combine various facts, propositions, arguments, concepts, 

viewpoints, and perspectives into a meaningful and coherent whole, in order to gain 

insight into the phenomenon and document them in a logically adequate fashion (Gray et 

al. 2017:141). Synthesis is often used in conjunction with inductive reasoning. 
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In this study, synthesis was mostly used in Step One and Step Three. Existing literature 

from nurse anaesthetist practices from around the world (Step One) was synthesised to 

propose a practice model and to propose guidelines for the implementation of the model 

(Step Three). 

2.4.3 Induction and Deduction 

The science of logic includes inductive and deductive reasoning (Grove & Gray, 2018:38). 

Although inductive logic and deductive logic can be viewed as opposite reasoning 

strategies, one should appreciate that these two opposing logic systems operate in a way 

that complement one another. The qualitative researcher often uses inductive and 

deductive reason to establish patterns or themes during data analysis (Creswell & Poth, 

2018:43, 94). Creswell and Poth (2018:95) maintain that the qualitative researcher uses 

the inductive-deductive logic process during the research process. Very often, health 

professionals use inductive and deductive reasoning before coming to conclusions 

(Holloway & Galvin, 2016:13). The sections below describe induction and deduction and 

state how these were applied in this study. 

2.4.3.1 Induction 

Inductive logic can be described as a reasoning strategy that moves from the particular 

to the general in qualitative research (Borbasi et al., 2019:13; Chinn & Kramer, 2018:293; 

Holloway & Galvin, 2016:4; Polit & Beck, 2017:8). Inductive reasoning follows a 'bottom-

up' approach and is useful for theory development (Creswell & Poth, 2018:63, 67; 

Johnson & Webber, 2015:46; Ritchie, Ormstom, Lewis & Nicholls, 2013:6). If reasoning 

was illustrated as a right-angled triangle, inductive reasoning approaches the situation 

from the one angle and moves to the base of the triangle. Therefore, inductive reasoning 

allows the researcher to work back and forth between themes and the data collected to 

establish and create a comprehensive set of themes (Creswell & Poth, 2018:95; Johnson 

& Webber, 2015:46).  

In this study, inductive reasoning was used in Step Three. Here, a practice model for 

nurse anaesthesia in South Africa was described. In this instance, constructs were 

aligned to explain, predict, and identify a phenomenon (Johnson & Webber, 2015:46).  
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2.4.3.2 Deduction 

Deduction can be described as a 'top-down' reasoning strategy where logic moves from 

the general to the particular (Borbasi et al., 2019:294; Chinn & Kramer, 2018:289; Grove 

& Gray, 2018:733; Johnson & Webber, 2015:45). Continuing on the right-angled triangle 

example explained above, deductive reasoning would flow from the base to the opposite 

angle. In deductive reasoning, conclusions are valid because it is based on valid 

propositions (Grove & Gray, 2018:38; Johnson & Webber, 2015:45). Deductive thinking 

is effective as researchers build themes that are constantly evaluated against the data 

(Creswell & Poth, 2018:95). Deduction is used to support themes and their interpretations 

(Chinn & Kramer, 2018:289; Creswell & Poth, 2018:108). 

In this study, deductive reasoning was used in Step One and Step Four. In Step One, 

deduction was used when nurse anaesthetist practices from around the world were 

studied and specific central concepts were extracted from the data gathered. In Step 

Four, deductive reasoning was used to form themes and categories from interviews.  

2.4.4 Derivation 

Derivation could be labelled as the “first sparkle of innovation” and allows the research to 

be an intuitive activity where knowledge is mostly intrinsic and implicit (Eilouti, 2018:183). 

This is because derivation facilitates the development of new theories and concepts 

(Walker & Avant, 2019:75). In derivation, the researcher aims to transpose concepts from 

one field of inquiry to another (Walker & Avant, 2019:77).  

Walker and Avant (2019:79-80) describe the procedure of concept derivation. The actions 

described below are not mechanical and may occur simultaneously. First, the researcher 

needs to become familiar with the existing literature on the topic of interest. This helps to 

support the reason for concept derivation by finding an absence of the concept in relevant 

literature (this was done in chapter three). In this study, the ‘scope of practice’ of a nurse 

anaesthetist in South Africa is found to be non-existent. Secondly, the researcher ought 

to examine other fields to stimulate new ways of looking at the concept of interest. This 

was done in chapter four by searching subject definitions of ‘scope of practice’. Third, the 

parent concept was chosen. The concept was chosen as it became clear that a proposed 

definition of ‘scope of practice’ of the nurse anaesthetist in South Africa needed to be 
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defined for effective practice model development of nurse anaesthesia in South Africa. 

Fourthly, the concept as presented in the parent field should be redefined to fit the topic 

of interest. Once a preliminary set of definitions has been made, this ought to be 

crosschecked with peers familiar with the subject matter. In this study, by employing 

trustworthiness (prolonged engagement and peer to peer member checking) ‘scope of 

practice’ of a South African nurse anaesthetist was transposed. 

 

2.5. Research Method 

This study endeavoured to develop a nurse anaesthetist model for practice in South 

Africa. A practice model is important since nursing is a practice-orientated discipline 

(Walker & Avant, 2019:3). The discussion on the research method entails the systematic 

and rigorous approaches used to generate theory (Chinn & Kramer, 2015:165-183; 

2018:169-186). The rationale for theory development is to provide a way to identify and 

express essential fundamentals of practice and assist in the reasoning skills and 

relationships between objects, events, and patients (Walker & Avant, 2019:4; Johnson & 

Webber, 2015:1). Chinn and Kramer’s (2015:165-183; 2018:169-186) guidelines on 

theory development were used as a foundation for theory generation. Systematic and 

rigorous approaches were implemented to develop theory (Chinn & Kramer, 2018:178). 

Accordingly, this study was conducted in four steps. 

In Step One, concept analysis took place in two phases. Phase One consisted of a 

situational analysis by means of concept identification of existing nurse anaesthetist 

conceptual frameworks. In Phase Two, these identified concepts was defined and 

classified. In Step Two, the relational statements of these described concepts were 

formulated. From this, in Step Three, the model was described and was then evaluated 

by model-specific experts. In Step Four, the guidelines for the implementation of the 

model were generated from the process description of the model. Thereafter, the practice 

model and guidelines were evaluated by anaesthetist experts. 
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2.5.1 Step One: Concept analysis 

This step consists of two phases. In Phase One, the central concepts were identified, and 

in Phase Two the identified concepts were defined and classified. Concept analysis is the 

process of refining ambiguous concepts in a theory by examining the basic elements of 

a concept (Walker & Avant, 2019:167-184). The way this analysis played out is described 

in Phase Two. 

 
A. Phase One: Identification of the central concepts 

To identify the central concepts, the following is discussed under the headings: population 

and sample, data collection and data analysis. 

a) Population and sample 

In South Africa, anaesthesia is only independently practiced by medical practitioners and 

not at all by nurses (Democratic Nursing Organisation of South Africa, 2012; Kempthorne 

et al., 2017:982-986; Nursing Act, 33 of 2005; Parbhoo, 1993; World Federation of 

Societies of Anaesthesiologists, 2016). In this study, literature was examined to identify 

the central concepts on which nurse anaesthetists’ practice hinges, thus permitting an all-

inclusive sampling method. This allowed for an effective concept analyses of the central 

concepts.  

A sample can be defined as a selected group of people or elements to represent the study 

population and is studied to learn about the total sample (Grove & Gray, 2018:252; Rebar 

& Gersch, 2015:353; Shi, 2019:412). Usually, it is impossible to study the whole 

population; however, the researcher decided to use an all-inclusive sample (alternatively 

referred to as 'total population sampling' or 'inclusive sampling' (Borbasi et al., 2019:127-

130; Garg, 2016:640-645; Holloway & Galvin, 2016:146). Studying the whole population 

is useful when the population is relatively small and when it may be suspected that the 

population carries distinctive uncommon characteristics (Dyson & Norrie, 2013:83; Laerd, 

2012; Luciani, Campbell, Tschirhart & Ausili, 2019:159). It was possible to use an all-

inclusive sample because it was possible to examine anaesthetist practices from every 

country as guided by World Federation of Societies of Anaesthesiologists (2016). It was 
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also useful to use an all-inclusive sample as nurse anaesthetist practices may differ 

vastly.  

Literature may be seen as a valuable population (Creswell & Poth, 2018:270; Chinn & 

Kramer, 2015:168-172; 2018:171-178). The data collection method is described below. 

Some inclusion and exclusion criteria were applied to the data.  

Inclusion sampling criteria are distinct attributes which an element possesses that makes 

it suitable to impart of the target population (Borbasi et al., 2019:57; Grove & Gray, 

2018:254). To gain a wide-ranging homogeneous accessible total population sample, 

literature from published journal content and from the World Wide Web of public websites 

of nurse anaesthetist associations, nurse anaesthetist councils, nurse anaesthetist 

federations, and nursing councils from all countries, regions, or states known to the 

researcher where nurse anaesthesia is practised were accessed and included in the 

study.  

Exclusion sampling criteria refers to attributes of the chosen sample which cause it to be 

removed from the target population (Borbasi et al., 2019:57; Grove & Gray, 2018:254). 

Unpublished literature was excluded from the study as it is inaccessible. Also, literature 

where the nurse anaesthetist is not defined as a primary and independent practitioner of 

anaesthesia was excluded.  Where no data was available from International Federation 

of Nurse Anesthetists (2015), Kempthorne et al. (2017:982-986) and the World 

Federation of Societies of Anaesthesiologists (2016), these countries, islands or regions 

were excluded. Moreover, countries, islands and regions were excluded if non-relevant 

or too little information was found, utilising the databases listed in Table 2.1 and 

performing an advanced search on well-known internet search engines (Google© and/or 

Duck-Duck-Go©) as shown in Table 2.2. Furthermore, literature is not presented in 

English was excluded from the study. 

 

b) Data collection 

Gathering evidence to identify the central concept may arise from a plethora of sources, 

including literature (Grove & Gray, 2018:494; Chinn & Kramer, 2018:171-176). One of the 

objectives of this research was to explore and describe existing nurse anaesthetist 
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practice through conceptual frameworks available in the world. To reach this objective, 

data was collected by systematically accessing a host of databases as guided by the 

University of Johannesburg’s subject librarian for published journal content on nurse 

anaesthetist’s practices, scope of practice, practice standards, and competencies. The 

databases used can been seen on Table 2.1 and the Boolean Operators, which were 

used in different variations, can be seen in Table 2.2. These were used to search the title, 

abstract, and keyword section of studies. The World Wide Web was searched, within 

reason, of public websites of nurse anaesthetist associations, nurse anaesthetist 

councils, nurse anaesthetist federations, and nursing councils from all countries, regions, 

or states where nurse anaesthesia is practised, to see if these address nurse anaesthetist 

practices, scope of practice, practice standards, and competencies as defined by the 

South African Nursing Council (2014). Searches was conducted between April 2019 and 

July 2019 and reviewed for accuracy in February 2021. 
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Table 2.1: Online Databases Searched 

EBSCOhost (Academic Search Premier, AHFS Consumer Medication Information, 

CINAHL, E-Journals, Health Source - Consumer Ed, Health Source - Nursing 

Academic Ed, MasterFile Premier, MEDLINE, PsycARTICLES, PsycINFO, 

SocINDEX) 

Science Direct 

Scopus 

Web of Science 

African Journals 

Index to South African Periodicals 

PubMed Central 

Cochrane Library 

Google Scholar 

Nexus 

 
Table 2.2: Boolean Operators 

nurs* anesthes* OR nurs* anaesthes* 

NOT anesthes* technician; NOT anaestes* technician 

AND model/s OR scope of practice OR service standard/s OR practice 

standard/s OR competencies 
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c) Data analysis 

Data analysis is embedded in Phase Two. 

B. Phase Two: Defining and classifying of the concepts 

From the data collected, central concepts were identified and agreed upon by the 

researcher and his doctoral degree supervisors (Chinn & Kramer, 2018:165-168, 194-

195). Lachal, Revah-Levy, Orri, and Morro (2017:6) state that formal data helps readers 

to form their own opinions about the literature included.  

For theory construction to take place effectively, the central concepts which form the 

building blocks of the theory need to be defined – this can be done by a concept analysis 

(Johnson & Webber, 2015:214; Walker & Avant, 2019:167-184). The same sources 

suggest that for a theory to be strong and solid, the concept should be clearly named, the 

concept should be clearly defined (thus revealing its structure), and the uses of the 

concept should be explicit (thus revealing the concept’s function). Concept analysis is a 

formal, linguistic exercise to determine a concept’s defining attributes (Walker & Avant, 

2019:167-184). 

A concept analysis was done on the central concepts (‘facilitation’, ‘mastery’, and ‘scope 

of practice’) identified. Walker and Avant (2019:167-184) describe the procedure of 

concept analysis. The actions described below are a process and, although described to 

be linear, may occur simultaneously, often moving back and forth amongst the steps.  

a) Select the Concept 

Concepts chosen were the central concepts identified during data collection. 

These are: ‘facilitation’, ‘mastery’, and ‘scope of practice’. These concepts are 

important and useful for further model development. As the actions may occur 

simultaneously, the concepts were chosen in response to the action ‘Determine 

the Purpose of the Analysis’.  
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b) Determine the Purpose of the Analysis 

A concept analysis is not an end in itself, but a means of using the concept in 

further related nursing practice theory. For this reason, a concept analysis of the 

chosen concepts was indicated as it supports further practice theory 

development and answers the research question of this study.  

c) Identify Uses of the Concept 

The central concepts ‘facilitation’ and ‘mastery’ were defined using dictionary 

and subject definitions (Chinn & Kramer, 2018:172, 179-181, 194-195). During 

this process, the researcher ensured that a definition should state the essential 

criteria of the species; a definition must not be circular; a definition must not be 

too broad, or too narrow; a definition must not be expressed in ambiguity, 

obscure or figurative language; and a definition must not be negative when it 

can be affirmative (Copi, Cohen, & McMahon, 2015:192-196). 

As for ‘scope of practice’, dictionaries and thesauruses were excluded for two 

reasons. Firstly, this concept is better understood as singular instead of 

breaking down the words to ‘scope’ and ‘of’ and ‘practice’. Secondly, the 

concept needs to be understood in the context of nurse anaesthesia in South 

Africa as is guided in the next action, ’Determine the Defining Attributes'.  

The uses for the concept ‘scope of practice’ were searched in a large corpus of 

literature. Data was collected by searching many databases (Table 2.1), the 

South African Nursing Council website, and various other websites. Boolean 

Operators that were used in different variations (Table 2.2) were used to search 

the title, abstract, and keyword section of studies. 

d) Determine the Defining Attributes 

In this action the attributes that are most often associated with the chosen 

central concepts from the 'Identify Uses of the Concept' action was highlighted. 

These are defining attributes that occur repeatedly in the literature. When 

choosing the attributes, strong consideration was given to the social and nursing 

context in which the concepts are used.  
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e) Identify Antecedents and Consequences 

An antecedent is an incident or event that must occur prior to the occurrence of 

the concept. Consequences are incidents that occur as a result of the concept. 

Identifying antecedents and consequences of a concept is often useful to shed 

light on the context in which the concept is used. This action can often be 

ignored. Since nurse anaesthesia is non-existent in South Africa, this action was 

made redundant. 

f) Define Empirical Referents 

Empirical referents are how the defining attributes are recognised. The empirical 

referents are clear, observable phenomena by which the existence of the 

defining attributes is determined and measured. Empirical referents were 

identified by immersion into the data collected as part of the 'Identify uses of the 

concept' action and expressed as essential and related attributes. 

g) Identify a Model Case 

A model case is an example of the use of the concept. The main aim for a model 

case is to demonstrate the essential and related defining attributes of the 

concept. A model case can be invented, or a real-life example can be used. 

Since nurse anaesthesia is non-existent in South Africa, a model case was 

constructed.  

h) Identify Additional Cases 

To illuminate defining attributes of a particular concept it is useful to consider 

cases that are similar or contrary to it. Like a model case, these cases can be 

invented examples or real-life examples. Since nurse anaesthesia is non-

existent in South Africa, a model case was constructed. There are many kinds 

of additional cases. However, in this study borderline cases were explored as 

this best clarified the central concepts. A borderline case is an example that 

contains some of the essential and related defining attributes but not all of them, 

thus making it illegitimate. 
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To further analyse the data, the central concepts were classified using Dickoff et al. 

(1968:434-450) survey list. The purpose of the survey list given by Dickoff et al. 

(1968:421) is to endorse the process of concept classification. By using the survey list, 

the researcher can group certain factors, facets, and aspects of an activity together. This 

helps the theory-generative researcher to obtain a conceptual awareness. Dickoff et al. 

(1968:421) further assert that literature is needed to appraise the concepts from whence 

a practice model will be produced. In this study, this was done in chapter three when 

nurse anaesthesia practices from around the world were considered. As an additional 

layer of triangulation, the researcher contextualised the data extracted from the 

anaesthesia experts (chapter six). The central concepts were classified by asking (Dickoff 

et al., 1968:434-450):  

• Who is the agent? This is the person performing the activity.  

• Who is the recipient? This is the beneficiary of the activity.  

• What are the dynamics? This is the energy source of the activity. 

• What is the procedure? This is the technique of the activity. 

• What is the context? This is the milieu of the activity. 

• What is the outcome? This is the terminus or endpoint of the activity.  

The answer to this survey list formed a tentative model. 

2.5.2 Step Two: Placing the concepts into relationships 

Relationship statements refer to when a link between two concepts is formed to create 

meaning and understanding to an otherwise loose structure (Chinn & Kramer, 2015:182-

183; 2018:182-183). Concepts cannot be seen in isolation but should be seen as integral 

towards the theory in which it exists. Relationships between concepts provide substance 

to the theory (Walker & Avant, 2019:165). By placing concepts in relationship with one 

another, the researcher aims to describe, explain, and predict the nature of the 

interactions the concepts exhibit with each other (Chinn & Kramer, 2015:182-183; 

2018:182-183). These interactions may vary from being simple to complex. Relationship 
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statements which arose between the main concepts and the related concepts were 

formulated in terms with their links to another (Dickoff et al., 1968:34-40). 

2.5.3 Step Three: Description and evaluation of the model 

Flowing out of Steps One and Two, the researcher described a model that forms a 

framework of reference for nurse anaesthetists’ practice which is contextually appropriate 

for South Africa. To form a complete description of the model, Chinn and Kramer’s 

(2015:197-198; 2018:201) criteria was utilised by addressing the model’s purpose, 

concepts, and structure, as well as how concepts were defined, the nature of 

relationships, and the assumptions on which the model is built. 

A model is defined as a symbolic and conceptual representation of an observable 

experience that can be illustrated in the form of words, a picture, mathematic notations, 

graphics, diagrams, or physical material (Chinn & Kramer, 2018:294; Johnson & Webber, 

2015:327; Shi, 2019:406; Walker & Avant, 2019:214). Once a theory is developed, a 

researcher can ask, “What is this?” and “How does this work?” (Chinn & Kramer, 

2018:188). This allows the theory to transform into an empirical theory that is useful for 

practice. For an empirical theory to be useful in clinical practice, the nature of the theory 

should be understood (Chinn & Kramer, 2018:188-190). In this research study, the 

researcher formulated the model and presented it in words and a graphical representation 

for easy comprehension.  

Chinn and Kramer’s (2015:187-198; 2018:188-202) criteria were utilised to describe the 

model. Describing the model is an objective process and presents facts. This were done 

in by considering the following: 

• What is the purpose of the model?  

Stating the purpose of the model is important. This helps the reader of the model 

to know the context and situation in which the model can be applied. Some 

models are useful in nursing clinical practice, while others may not be useful in 

direct clinical nursing but rather help nurses to understand the reasons of 

phenomena in practice. These models thus have a theoretical purpose and 

often involve professional issues in nursing. In this study, the purpose is 
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theoretical as it provides a theoretical framework for nurse anaesthetist practice 

in South Africa. Chinn and Kramer, (2018:190-191) further assert that 

contextualisation of the theory’s purpose is important. The purpose of the theory 

may be related to an individual, a family, or a group of people. In this study, the 

purpose addresses a group of clinicians, namely the South African nurse 

anaesthetist. According to Chinn and Kramer (2018:190), to identify the purpose 

of the model, the researcher may simply ask, “Why was this theory formulated?”  

In this study, in chapter five, the main purpose of the model was identified and 

guidance on the context and situations where the model could be applied was 

given. 

• What are the concepts of the model?  

Chinn and Kramer (2018:193) clarify that researchers identify concepts by 

searching out words that best represent the object and properties of events in a 

theory. Concepts are identified by listing possible tentative ideas and seeing 

how these ideas connote. The best way to determine which concepts are central 

to the theory is by drawing relationships between concepts and evaluating the 

relations. Researchers are encouraged to determine which concepts stand out 

and then to focus theory generation on these. When selecting concepts, the 

researcher needs to keep in mind how abstract or concrete the concepts are. 

This will influence how general the theory is and the scope on which the model 

can be applied to different situations.  

In this study, the central concepts of the proposed nurse anaesthetist model for 

practice in South Africa were identified after examining the nurse anaesthetic 

practices from around the world in chapter three. The concepts of the model 

were expressed through language and graphical representation (chapters four 

and five). 
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• How are the concepts defined in this model?  

For concepts to be clarified, meaning has to be given to these concepts. 

Definitions of a linguistic attribution are given to concepts for the reader to 

comprehend their meaning. This question identified the meaning of the 

concepts. To see if the concepts of the theory were integrated systematically, 

definitions were checked to find the conceptual meaning in the theory. 

According to Chinn and Kramer (2018:194-195), concepts can be defined using 

a list or a narrative. In chapter four of this study, a hybrid of these were used by 

defining concepts using dictionary and subject definitions. In this study, the 

researcher considered the explicit and implicit meanings of the study. The 

definitions were considered if they refer to a general or specific meaning. 

Moreover, care was taken to consider if different definitions can be used for the 

same concept. For example, ‘scope of practice’ was only defined using subject 

definitions since the individual words ‘scope’ and ‘practice’ have very general 

and explicit meanings and may be very different from the subject meaning. 

• What is the nature of these relationships? 

According to Chinn and Kramer (2018:195) relationships are linkages among 

and between concepts. As the concepts are identified (as done in chapter three 

of this study) and defined (as done in chapter four of this study), the relationships 

between the concepts become apparent. The researcher needs to be acutely 

aware if there are concepts that stand alone or if all the concepts are 

interrelated. Some concepts may relate to several concepts, whilst others may 

only relate to one. In this study, relationship statements between concepts were 

made in chapter four and fortified in chapter five. The relationships drawn 

between concepts is important as it initiates the model’s purpose and 

assumptions. These were identified in chapter five of this study. The researcher 

also needs to identify the nature of the relationships between concepts. By doing 

this, the researcher needs to identify if the relationships are basically descriptive 

or if they need to be better described.  
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A dense description of the relationships is given in chapter five. Relationship 

statements can also be predictive as is often the case in this study. This is 

because nurse anaesthetist is non-existent in South Africa. 

• What is the structure of this model?  

The structure of the model attributes conceptual meaning to the relationship 

between the concepts. A model can be expressed in a multitude of structures; 

however, researchers should choose which structure best represents the 

relationships between the concepts. As guided by Chinn and Kramer 

(2018:199), to find the structure of the model researchers ought to consider: the 

most central relationships; the strength, direction, and quality of the 

relationships; the ability to draw the model; the order in which the relationships 

should appear in the model narrative; the movements of the relationships in 

respect to the purpose; and the interwovenness of the concepts. A logical, 

distinguishable structure is essential as the structure of the model is based on 

the relationships of the concepts. 

In this study, the structure of the model was described in chapter five. The 

structure of the model underwent multiple versions as the researcher became 

more aware of the relationships between the concepts. Consensus of the 

structure was between the researcher and his three doctoral supervisors. 

• On what assumptions is the model built?  

According to Chinn and Kramer (2018:199), assumptions of a model are the 

basic truths (or accepted truths) that are fundamental to the reasoning in theory 

development research. To find the assumptions of a model, the question can be 

posed, “What is accepted as truth?” The assumptions of a model should be 

explicitly stated as it gives the reader an idea of the individual, environmental, 

nursing, and health related assumptions that are made. This helps the reader 

to understand by which lens they should interpret the model.  

The model was then evaluated by model-specific experts regarding the model’s clarity, 

simplicity, generality, accessibility, and importance (Chinn & Kramer, 2015:199-208). 
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Academic model experts from around the world, who are familiar with nursing science 

models and theory generation, were utilised to evaluate the model. The researcher 

presented the study’s background and rationale, research questions, research purpose 

and objectives, and research methodology and strove to inform the participant of the 

description of the complete model via secure and private internet telecommunication. The 

model experts were then asked to evaluate the model via an online survey using Chinn 

and Kramer’s (2018:203-211; 2015:199-208) questions for critical reflection. These 

questions were as follows: 

• How clear is the model?  

Clarity refers to how well the model was understood and how consistently ideas 

were conceptualised. Clarity and consistency may be semantic and/or 

structural. Semantic clarity refers to how well the concept is defined within the 

narrative of the theory whilst semantic consistency studies if the concepts were 

used the same throughout. Structural clarity and structural consistency reflect 

an understanding of the intended connections between concepts within the 

theory as well as the whole story. 

• How simple is the model?  

To better understand the purpose of this question, a comparison between 

simplicity and complexity within the milieu of theories and models needs to be 

drawn. Simplicity refers to the conservation of elements within each descriptive 

category (concepts and their interrelationships). On the flip side of the coin, 

complexity refers to excessive theoretical relationships amongst concepts. As 

the theory developed, the complexity was decreased, and insignificant 

relationships and concepts were eradicated. 

• How general is the model?  

By assessing the generality of a model, an evaluation is made to see how 

universally the model can be applied in various situations. So, although the 

model should be simple (as stated above), it should account for broad ranging 

empirical experiences. Therefore, this model, although aimed to be contextually 
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appropriate for South Africa, was evaluated to see if it will be transferable to 

other contexts, thus making it more useful. 

• How accessible is the model? 

A model is accessible when the concepts and their definitions are grounded on 

an empirically identifiable phenomenon. The accessibility is important to a 

model’s validation process and to make it useable in practice. For this reason, 

these empirical indicators were made more accessible by robust definitions of 

concepts. 

• How important is the model? 

By evaluating the importance of the model, the clinical significance (in practice, 

research and education) is questioned. The importance is identified by a model 

that innovatively creates a future for others. This inevitably supported the 

research problem: What can be done to ensure that safe and affordable 

anaesthesia services can be provided in South Africa? 

2.5.4 Step Four: Guidelines for the implementation of the model 

Based on the nurse anaesthetist’s practices, scope of practice, practice standards, and 

competencies (Step One) and the model description and evaluation (Step Three), 

guidelines for the implementation of the model were formulated. Hereafter, the practice 

model and guidelines were again evaluated by anaesthesia specific experts. This process 

is systematically described as follows: 

a) Setting 

Individual, in-depth interviews were conducted over a secure, end-to-end encrypted 

internet telecommunication medium. In-depth interviews seemed appropriate as their 

purpose is to provoke the participants’ opinions, attitudes, beliefs, experiences, 

perceptions, thoughts, and feelings (Borbasi et al., 2019:166; Moser & Korstjens, 

2017:12; Shi, 2019:144). Using in-depth interviews, the researcher was able to facilitate 

the participant in providing rich descriptions of the phenomena in question by using 

examples as experienced by the participant (Holloway & Galvin, 2016:232). These 
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interviews were conducted over a secure and private internet telecommunication medium 

to ensure confidentiality and anonymity.  

The researcher chose to conduct interviews over a secure end-to-end encrypted 

communication internet telecommunication using Zoom © or WhatsApp © (Hackett, 

2020). There were several reasons why a video internet telecommunication medium was 

chosen. For one, a secure end-to-end encrypted communication internet 

telecommunication adds to confidentially and anonymity this prevents third parties from 

accessing data while it's transferred from one end system or device to another. 

Communication, encrypted as data on the sender’s device can only be decrypted by the 

intended recipient’s device. As the data travels from the sender to the recipient, the 

message cannot be read or tampered with by an internet service provider, application 

service provider, hacker or any other entity or service. Adding to that, the participants 

may have participated in a setting of their choice, according to their own comfort as to 

facilitate the sharing of ideas as they were in their own environment whilst the 

researcher’s presence could not have influenced their expression of ideas on the 

phenomena. Participants also benefitted from video internet telecommunication 

interviews as they did not incur any expense of travel nor accommodation to attend the 

interview. This in turn favoured the study’s ethical principles as the participants did not 

have to be reimbursed for any incurred expenses. The chosen medium was also ideal 

since international and outlying participants could be recruited–something that was 

essential for this study. Lastly, video internet telecommunication allowed the researcher 

to record the audio of interview too, with the explicit consent of the participants. 

b) Population and sample 

The population consisted of South African medical specialist anaesthesiologists and 

international nurse anaesthetists. A population is the entire group of elements (for 

example individuals) that is a focus of the study (Grove & Gray, 2018:502). The sample, 

however, is the subset of the population that is selected to participate in the study (Grove 

& Gray, 2018:506). As a result of the specialised nature of the research topic, the 

researcher made use of purposive sampling and snowball sampling in selecting a group 

of experts that would sufficiently represent the greater population. Purposive sampling 

refers to the selection of participants based on the researcher’s judgement, knowledge, 
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and representative value (Moser & Korstjens, 2017:10; Shi, 2019:142; Rebar & Gersch, 

2015:114-115). Snowball sampling is when one participant is asked to invite another 

participant based on appropriateness (Borbasi et al., 2018:165; Dyson & Norrie, 

2013:196; Rebar & Gersch, 2015:114-115). 

In accordance with this, a panel of experts was invited to participate in this study. The 

researcher formally invited anaesthesia experts based on their experience and 

acquaintance with the research process. Anaesthesia experts were identified by 

contacting university faculties; others were suggested by these experts as valuable 

prospective participants. 

The participants had to comply with the inclusion criteria as stipulated in the research 

proposal and approved by the relevant scientific and ethics boards. Sampling criteria 

refers to eligibility criteria and includes a list of characteristics essential for membership 

or eligibility in the target population (Garg, 2016:640-645; Gray et al. 2017:331-332). 

The inclusion criteria were: 

• The participant be an anaesthesiologist with the Health Professional Council of 

South Africa. 

OR 

The participant be registered nurse anaesthetist in the country of practice specific 

country. Where there is no council registration of the nurse anaesthetist, the 

individual had to be able to legally work as a nurse anaesthetist in his/her country. 

• The participant be able to communicate in English.  

Having invited an individual anaesthetist participant to an interview and received 

confirmation of their interest, an interview date and time was agreed upon between the 

participants and the researcher. Hereafter, the researcher sent the participants a 

'Knowledge Pack' at least one week ahead of the interview containing the informed 

consent, a PowerPoint© presentation of the study and model, and a collated document 

containing the essential information relevant to the evaluation derived from chapters one, 
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three, four and five. Participants were encouraged to especially focus their attention on 

the model and the guidelines for implementation (as discussed in chapter five).  

The participants brought a diverse array of experiences to the table. This promoted 

diversity of thought and worldviews. This panel of experts consisted of four South African 

medical specialist anaesthesiologists, and four international nurse anaesthetists. The 

South African medical specialist anaesthesiologists represented and contextualised 

South African anaesthesia practice, whereas the nurse anaesthetists represent nursing 

anaesthesia practice on the international tier. The size of the panel proportionally 

increased until data saturation had been reached. Data saturation occurs when few or no 

new ideas, themes, or codes appear (Gray et al. 2017:254; Polgar & Thomas, 2020:155; 

Rebar & Gersch, 2015:115; Weller et al, 2018:2). The participants had the freedom to 

participate in the study or not and had the choice to withdraw their participation at any 

point.  

c) Data collection 

Qualitative data collection is the precise systematic gathering of information relevant to 

the research purpose of a study (Grove & Gray, 2018:69). The data collection process 

spanned from before the first participant’s data was obtained to when the last participant’s 

data was gathered (Gray et al., 2017:256-494). Qualitative data collection seemed 

appropriate to evaluate this research as information is gathered by direct interchange with 

an individual who the researcher expects to have knowledge of a particular context 

(Creswell & Poth, 2018:43; Grove & Gray, 2018:39-40; Holloway & Galvin, 2016:4). This 

interchange was interpretative in nature (Creswell & Poth, 2018:7). Therefore, the values 

and judgements of the researcher were openly stated. Informed consent for the interview 

(see Appendix D) was requested from all participants who was willing to participate in the 

study via secure end-to-end encrypted communication internet telecommunication using 

Zoom © or WhatsApp © (Hackett, 2020). Verbal permission to record the interview was 

requested at the beginning of each interview. Data were collected until data saturation 

was achieved (Polgar & Thomas, 2020:155; Rebar & Gersch, 2015:115; Weller et al. 

2018:2). 
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Open ended questions were posed to all participants. The open-ended questions were:  

“How is the model for you?” 

and 

“How are the guidelines to implement the model for you?” 

In order to gain as much as possible from the interview, the researcher purposively 

employed different interview techniques such as clarifying, paraphrasing, probing, 

silence, reflection, and summarising. 

During the interview, the researcher clarified statements made by the participant in an 

effort to comprehend the basic nature of the participant’s statements (Okun & Kantrowitz, 

2015:77). For example, in the interview with Participant 2, the research said, “So let me 

uhm, just get this straight…”  

Moreover, reflection was employed by echoing the researcher’s understanding of the 

participant’s statements and thereby verifying the statement (Okun & Kantrowitz, 

2015:76). For example, in the interview with Participant 8, the researcher said, “Yes, 

that... that is right. And I mean, uhm, general nursing is so dynamic... so how much more 

a specialised area?”  

In conjunction with this, paraphrasing was also used by restating the participant’s 

statements in different words–perhaps more condensed–to reinforce the researcher’s 

understanding of the phenomena (Varcarolis & Halter, 2010:180). For example, in the 

interview with Participant 3, the research said, “When you say, ‘same like me’, it means 

that it represents the phases you’ve gone through during your studies. Is that what you 

are saying?”  

Probing was used as well to obtain more information of a particular fragment of the 

phenomena (Bolderston, 2012:68; Gray et al., 2017:261; Weller et al., 2018:15). For 

example, in the interview with Participant 1, the researcher said, “Is there some other 

comment maybe specific to my model that you want to make?”  
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Moreover, at certain points where the researcher found it appropriate, silence was 

utilised. This allowed the participant to fill a silence with additional comments if the 

interviewer sat quietly and poised (Babbie & Mouton, 2011:254; Bengtsson & Fynbo, 

2018:33; McGrath, Palmgren & Liljedahl, 2019:1004; Morison & Macleod, 2013:694).  

Finally, the researcher made used of summarising as an interview technique. By 

summarising, the researcher synthesised information communicated by the participant 

and reviewed the overarching themes. By summarising, the participant was granted the 

opportunity to share his/her feelings of the study (Okun & Kantrowitz, 2015:78). For 

example, in the interview with Participant 5, the researcher said, “Oh wow, that is so 

interesting that you say it might be applicable to other specialities as well and that is 

actually what makes a good model… if it… if it is transferable to a different setting.” 

In order to enrich the interview data, the researcher also made use of field notes such as 

observational notes, methodological notes, theoretical notes, and personal notes. Taking 

field notes is an important task when conducting qualitative research interviews (Holloway 

& Galvin, 2016:117; Rebar & Gersch, 2015:152; Shi, 2019:145). Gray et al. (2017:257) 

say that field notes help the researcher make theoretical sense of observations made 

during the interview and are important to jot it down. Therefore, field notes detail the 

setting and behaviour of the interview. Borbasi et al. (2019:168) define field notes as a 

written account of what the researcher hears, sees, feels, experiences, and thinks of 

whilst conducting the interview. Field notes are observations made by the researcher 

whilst conducting the interview, which are then recorded immediately afterward or even 

during the interview (Holloway & Galvin, 2016:117; Shi, 2019:145). Field notes 

supplement the direct transcript of the interview in that the researcher’s comments, 

feelings, intuition, and initial interpretations complete are recorded (Merriam & Tisdell, 

2015:39; Phillippi & Lauderdale, 2017). This gives clarity on the non-verbal manner in 

which the participant communicated information such as gestures, facial expressions, 

tone of voice, and mannerisms. In the same way verbal responses were clarified, non-

verbal communication was also clarified.  

Field notes are now discussed under the following headings: Observational notes, 

methodological notes, theoretical notes, and personal notes.  
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• Observational notes – descriptions of events and conversations, and the context 

in which they occur (De Vos, Strydom, Fouche & Delport, 2011:335; Polit & Beck, 

2012:295).  

• Methodological notes – these notes served as an instruction to self, the 

researcher. Methodological notes kept the researcher on track by reminding the 

researcher of sound methodological approaches (De Vos et al., 2011:282-287; Polit 

& Beck, 2014:294).  

• Theoretical notes – the purpose of these notes was to attach meaning to 

observations made by the researcher during the data collection process (Polit & 

Beck, 2014:294). 

• Personal notes – these are written comments of the researcher’s own feelings and 

perceptions experienced throughout the interviews (Polit & Beck, 2014:294).  

d) Data analysis 

Data analysis is the process by which data is reduced, organised, and given meaning 

allocated according to the philosophical underpinnings of the researcher in the study 

(Borbasi et al., 2019:171; Dyson & Norrie, 2013:48; Grove & Gray, 2018:69; Nowell et al., 

2017:2; Polgar & Thamos, 2019:150-153). Data analysis in Step Four was crucial as the 

proposed practice model for nurse anaesthesia in South Africa, and the guidelines for 

implementation, were being evaluated by experts of the field through means of in-depth 

interviews. Data analysis occurred in parallel with data collection. All interviews were 

transcribed by the researcher allowing for additional immersion of the data (Nowell et al., 

2017:4). The researcher also made field notes which entailed observational notes, 

theoretical notes, and methodological notes. The transcriptions and field notes were then 

analysed by the researcher, using Tesch’s eight steps of thematic data analysis 

(Creswell, 2013:155-156). Many recent South African studies have used Tesch’s eight 

steps of thematic data analysis (Fezeka, Van Rooyen, Jordan & ten Ham-Baloyi, 2019:1-
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8; Krausé, Minnie & Coetzee, 2020:1-10; Jonas, Roman, Reddy, Krumeich, van den 

Borne & Crutzen, 2019:84–93; Singo & Shilubane, 2020).  

The eight steps of Tesch (Creswell, 2013:155-156) followed were: 

I. The researcher first had to gain a sense of the whole by reading through the 

transcripts and reviewing the field notes made during the interview. The researcher 

aimed to provoke basic meaning from the data bearing in mind the main research 

question of the study, “What can be done to ensure that safe and affordable 

anaesthesia services can be provided in South Africa?”. Ideas that came to mind 

during the initial fleeting exposure to the data were written down. 

II. Based on the initial exposure to the data, the researcher chose one interview 

based on interesting ideas portrayed. As the researcher revisited this interview, he 

asked himself, “What is this all about?”. This was done to purposefully gain the 

meaning of the text, as opposed to the main substance of the information, and this 

was summarised in the margin of the transcript. This process was then repeated 

for several participants. 

III. Having completed the previous step for several participants, a list of topics or 

themes was made. These themes were then arranged in columns of similar 

themes to form major themes, unique themes, and leftover themes.  

IV. The original data was revisited with the list of themes clustered in columns handy. 

The themes were abbreviated as codes (e.g., “The need for nurse anaesthesia”) 

and the codes written adjacent to the appropriate segments of the text. This helped 

the researcher to see if there were any new categories and codes that emerged 

from the data.  

V. At this point, the researcher identified the most descriptive wording for each theme 

and integrated these into categories. In so doing, the total list of themes was 

reduced by grouping related themes together. Lines were then drawn between 

categories to show interrelationships.  

VI. A final decision was made on the abbreviation of the categories and these codes 

were alphabetised.  

VII. The data material belonging to each category was accumulated into one place and 

preliminary data analysis was performed.  

VIII. If and where necessary, the researcher recoded existing data.  



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

59 

Upon completion of the data analysis by the main researcher, an independent coder was 

asked to analyse the data too. This independent coder is a registered nurse who holds a 

doctoral degree in nursing and is well-versed in qualitative research and model 

development. The independent coder was provided with clear transcriptions of the 

interview, field notes, and a protocol for data analysis applicable to this study to ensure 

consistency and thereby enhance trustworthiness (Borbasi et al., 2019:154). The 

independent coder and the researcher met, and consensus of the data analysis was 

reached to ensure triangulation (see Appendix E for the data analysis certificate from the 

independent coder). A consensus discussion of the results was held between the main 

researcher and the independent coder. This was done as a means to ensure data 

triangulation (Borbasi et al., 2019:156).  

2.6. Measures to Ensure Trustworthiness 

Trustworthiness in qualitative research aims to produce the rigor and relevance of the 

research and eliminate bias (Borbasi et al., 2019:154; Dyson & Norrie, 2013:58). This is 

ensured by measures suggested by Lincoln and Guba (1985:301-320), namely truth 

value, applicability, consistency, and neutrality. Measures to ensure trustworthiness are 

summarised in Table 2.3. 

2.6.1 Truth Value – Credibility 

Credibility determines the truth value of a collection of data. This study used the strategies 

of triangulation, prolonged engagement, persistent observation, and member checking to 

ensure credibility (Korstjens & Moser, 2018:121-123; Polgar & Thomas, 2019:155). 

Triangulation: Multiple sources of data collection (Borbasi et al., 2019:297; Shi, 2019: 

141-142), namely literature, model-specific experts, and South African 

anaesthesiologists, as well as international nurse anaesthesia experts, which allowed for 

data triangulation. Further, an independent co-coder enhanced the study’s investigation 

triangulation (Polgar & Thomas, 2019:155). Prolonged engagement: From the start, the 

researcher was immersed into nurse anaesthesia as a practice field and engaged in 

literature (Step One). Credibility is also furthered by means of long interviews where 

examples were presented, and follow-up questions were asked (Step Four). Moreover, 

the researcher intensely studied the data, was immersed therein, and critically appraised 
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the data with the literature. Persistent observation: In Step One, the researcher thoroughly 

and intensely considered the literature of the international nurse anaesthetist practices. 

In Step Four, the transcribed interviews were read and reread by the researcher, allowing 

for accurate analysing and theorising of the data. Due to this persistent observation of the 

data, themes and codes were re-labelled. Member checking: The practice model was 

evaluated by the model-specific experts and the anaesthetist experts (Korstjens & Moser, 

2018:121-123; Rebar & Gersch, 2015:156). Additionally, the guidelines for 

implementation were evaluated by the anaesthetist experts. 

2.6.2 Applicability – Transferability 

Applicability by transferability refers to the degree to which the findings can be applied to 

other contexts, settings, and different populations, and is ensured by using the strategy 

of dense description (Dyson & Norrie, 2013:57-58; Rebar & Gersch, 2015:155). For this 

reason, in this study the contextual frameworks (Step One), the demographics of the 

model-specific experts (Step Three), the demographics of the anaesthetist experts, and 

inclusion and exclusion criteria (Step Four) were densely described (De Vos et al., 

2015:392). Additionally, in Step Three and Step Four, a rich description of the results with 

supporting direct quotations from the model-specific experts was provided (Korstjens & 

Moser, 2018:121-123). 

2.6.3 Consistency – Dependability 

Dependability is the ability for the inquiry to be replicated with the same participants in 

similar contexts. To ensure dependability, the researcher made use of triangulation, thick 

and dense description of the methodology, peer examination of the study, an independent 

co-coder, and an audit trail (Borbasi et al., 2019:222; Hadi & José Closs, 2015:642-646; 

Morse, 2015:1213-1215). 

2.6.4 Neutrality – Confirmability 

The strategies of reflexivity and the audit trail were applied throughout the research study 

(Borbasi et al., 2019:222; Korstjens & Moser, 2018:121-123). The researcher kept a 

journal during data collection. An audit trail, or chain of evidence, is evident in the chapters 
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that follow of the research process (Korstjens & Moser, 2018:121-123). Supervisory 

meeting notes on how these affected decision making were also made. 

Table 2.3: Trustworthiness and where it is applied in this study 

Strategy Criteria Application 

Truth value by credibility 

(Borbasi et al., 2019:297; 

Korstjens & Moser, 2018:121-

123; Lincoln & Guba, 

1985:301-320; Polgar & 

Thomas, 2019:155; Rebar & 

Gersch, 2015:156; Shi, 

2019:141-142). 

Triangulation  

 

• Multiple sources of data 

collection, namely literature, 

model-specific experts, and 

South African 

anaesthesiologists, as well as 

international nurse anaesthesia 

experts allowed data 

triangulation. 

• An independent co-coder 

enhanced the study’s 

investigation triangulation. 

• This doctoral study was 

supervised by three nurses with 

doctoral degrees. 

Prolonged 

engagement  
• From the start, the researcher 

has been immersed in nurse 

anaesthesia as a practice field 

and engaged in literature (Step 

One). 

• Credibility was also furthered by 

means of interviews where 

examples were presented and 

follow-up questions were asked 

(Step Four). 

• The researcher intensely 

studied the data, was immersed 
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Strategy Criteria Application 

therein, and critically appraised 

the data with the literature. 

Persistent 

observation  
• The transcribed interviews 

(Step Four) were read and 

reread by the researcher, 

allowing for accurate analysing 

and theorising of the data. Due 

to this persistent observation of 

the data, themes and codes 

have been re-labelled. 

Member checking  • The model was evaluated by 

model-specific experts and 

anaesthetist experts and their 

feedback was incorporated in 

the final product. 

Applicability by 
transferability 

(De Vos et al., 2015:392; 

Dyson & Norrie, 2013:57-58; 

Korstjens & Moser, 2018:121-

123; Rebar & Gersch, 

2015:155) 

Dense description A dense, detailed description of: 

• the contextual frameworks 

(Step One). 

• the demographics of the model-

specific experts (Step Three). 

• research methodology. 

• inclusion and exclusion criteria. 

• the results with supporting 

direct quotations from the model 

experts. 

• the demographics of the 

participants were densely 

described (Step Four). 
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Strategy Criteria Application 

Consistency by 
Dependability 

(Borbasi et al., 2019:222; Hadi 

& José Closs, 2015:642-646; 

Morse, 2015:1213-1215).  

Triangulation • See discussion of ‘credibility’ 

above.  

Thick Description • See discussion of ‘applicability’ 

above. 

Peer examination • Guidance throughout the study 

by three doctoral registered 

nurses. 

Code-recode 

procedures 
• Use of independent coder and 

consensus discussion in Step 

One and Step Four.  

Audit trail • Use of field notes during data 

collection (Step Four). 

• Transparency of notes on 

decisions made during the 

research process, notes on 

meetings with supervisors, and 

notes on how these affected 

decision making. 

Neutrality by Confirmability  

(Borbasi et al., 2019:222; 

Korstjens & Moser, 2018:121-

123) 

 

Reflexivity • The researcher kept field notes 

during data collection.  

Audit Trial • Use of field notes during data 

collection (Step Four). 

• Transparency of notes on 

decisions made during the 

research process, notes on 

meetings with supervisors, and 

notes on how these affected 

decisions making. 
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2.7. Ethical Principles 

The ethical principles which the researcher used in this study are sufficiently described in 

Chapter one.  

2.8. Summary 

In this chapter, a thick description of the study’s research design was provided. 

Reasoning strategies employed in this study were thereafter described. This was followed 

by the research method employed in this study. Lastly, measures to ensure 

trustworthiness were described.  
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CHAPTER 3 

CONCEPT IDENTIFICATION 

3.1. Introduction 

In chapter one, an overview of the research study was offered. In chapter two, the 

research design and methodology was described in-depth. In this chapter existing nurse 

anaesthetist practices from around the world were explored and described. Around the 

world, there are about 50 countries where nurses provide anaesthesia services 

independently. In this chapter a description of nurse anaesthetist practices of thirteen 

countries is given. From this, a central concept emerged and is divided into three 

concepts namely ‘facilitation’, ‘mastery’, and ‘scope of practice’.  

3.2. Method 

The data collection method is intensely discussed in section 2.5.1. In this study, literature 

was examined to identify the central concepts on which nurse anaesthetists’ practice 

hinges, thus permitting an all-inclusive sampling method. This allowed for an effective 

concept analysis of the central concepts. It was possible to use an all-inclusive sample 

because it was possible to examine anaesthetist practices from every country as guided 

by World Federation of Societies of Anaesthesiologists (2016). It was also useful to use 

an all-inclusive sample as nurse anaesthetist practices may differ vastly. To gain a wide-

ranging homogeneous accessible total population sample, literature from published 

journal content and from the World Wide Web of public websites of nurse anaesthetist 

associations, nurse anaesthetist councils, nurse anaesthetist federations, and nursing 

councils from all countries, regions, or states known to the researcher where nurse 

anaesthesia is practised were accessed and included in the study. Unpublished literature 

was excluded from the study as it is inaccessible. Also, literature where the nurse 

anaesthetist is not defined as a primary and independent practitioner of anaesthesia was 

excluded.  Where no data was available from International Federation of Nurse 

Anesthetists (2015), Kempthorne et al. (2017:982-986) and the World Federation of 

Societies of Anaesthesiologists (2016), these countries, islands or regions were 
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excluded. Moreover, countries, islands and regions were excluded if non-relevant or too 

little information was found, utilising the databases listed in Table 3.1 and performing an 

advanced search on well-known internet search engines (Google© and/or Duck-Duck-

Go©) as shown in Table 3.2. Furthermore, literature is not presented in English was 

excluded from the study. 

Data was collected by systematically accessing a host of databases as guided by the 

University of Johannesburg’s subject librarian for published journal content on nurse 

anaesthetist’s practices, scope of practice, practice standards, and competencies. The 

databases used can been seen on Table 2.1 and the Boolean Operators, which were 

used in different variations, can be seen in Table 2.2. These were used to search the title, 

abstract, and keyword section of studies. The World Wide Web was searched, within 

reason, of public websites of nurse anaesthetist associations, nurse anaesthetist 

councils, nurse anaesthetist federations, and nursing councils from all countries, regions, 

or states where nurse anaesthesia is practised, to see if these address nurse anaesthetist 

practices, scope of practice, practice standards, and competencies as defined by the 

South African Nursing Council (2014). Searches was conducted between April 2019 and 

July 2019 and reviewed for accuracy in February 2021. 
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Table 3.1: Online Databases Searched 

 
EBSCOhost (Academic Search Premier, AHFS Consumer Medication Information, 

CINAHL, E-Journals, Health Source - Consumer Ed, Health Source - Nursing 

Academic Ed, MasterFile Premier, MEDLINE, PsycARTICLES, PsycINFO, 

SocINDEX) 

Science Direct 

Scopus 

Web of Science 

African Journals 

Index to South African Periodicals 

PubMed Central 

Cochrane Library 

Google Scholar 

Nexus 

 

Table 3.2: Boolean Operators 

nurs* anesthes* OR nurs* anaesthes* 

NOT anesthes* technician; NOT anaestes* technician 

AND model/s OR scope of practice OR service standard/s OR practice 

standard/s OR competencies 
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3.3. Results 

As guided by the World Federation of Societies of Anaesthesiologists (2016), a total of 

200 countries, islands and regions have been identified. Figure 3.1 provides a systematic 

representation of how countries, islands and regions were excluded and included. In the 

description that follows, countries, islands and regions which are excluded will be 

provided, and thereafter, countries, islands and regions which are included will be given. 

The discussion below names the excluding criteria and list the countries, islands and 

regions excluded under each criterion.  
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Figure 3.1: A systematic representation of how countries, islands and regions were included and 
excluded. 

 

 
Number of countries, islands and regions identified (n=200). 

 
 

Exclusion based on data available (n = 17). 
See section 3.2.1.1. 

Exclusion based on nurse anaesthesia not being practiced (n = 103). 
See section 3.2.1.2. 

Exclusion based on nurse anaesthetist not being independent 
practitioners (n = 25) 
See section 3.2.1.3. 

Countries, islands, and regions included (n = 13) 
See section 3.2.2. 
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Exclusion based on inconclusive information (n = 42). 
See section 3.2.1.4. 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

70 

3.2.1 Exclusions 

3.2.1.1 Exclusion based on no data 

There was no data on the following countries, islands and regions (International 

Federation of Nurse Anesthetists, 2015; Kempthorne et al., 2017:982-986; World 

Federation of Societies of Anaesthesiologists, 2016) and hence excluded from the study: 

Azerbaijan, Greenland, Guatemala, Saint Barthelemy, Saint Helena, Saint Martin, Saint 

Pierre and Miquelon, San Marino, Sao Tome and Principe, South Georgia and South 

Sandwich Islands, Tokelau, Turks and Caicos Islands, US Virgin Islands, Vatican City, 

Wake Island, Wallis and Futuna, and Western Sahara.  

3.2.1.2 Exclusion based on nurse anaesthesia not being practiced 

Nurse anaesthesia is not practiced in the following countries, islands and regions 

(Kempthorne et al., 2017:982-986; World Federation of Societies of Anaesthesiologists, 

2016) and were hence excluded from the study: Argentina, Australia, Austria, Bahamas, 

Bahrain, Bangladesh, Barbados, Belarus, Belgium, Bermuda, Bhutan, Bolivia, Bosnia 

and Herzegovina, Brazil, Bulgaria, Burundi, Canada, Cape Verde, Chile, China, 

Colombia, Cook Islands, Costa Rica, Croatia, Cyprus, Czech Republic, Djibouti, 

Dominican Republic, Ecuador, Egypt, El Salvador, Estonia, Fiji, French Guiana, Georgia, 

Germany, Greece, Honduras, Hong Kong, Hungary, India, Iran, Iraq, Israel, Italy, Japan, 

Jordan, Kazakhstan, Kiribati, Kuwait, Kyrgyzstan, Lithuania, Macedonia, Malawi, 

Malaysia, Maldives, Moldova, Malta, Mauritius, Mexico, Monaco, Mongolia, Montenegro, 

Myanmar, Namibia, Nauru, New Zealand, Nicaragua, Oman, Pakistan, Palestinian 

Territories, Panama, Paraguay, Peru, Poland, Portugal, Qatar, Romania, Samoa, Saudi 

Arabia, Serbia, Singapore, Slovakia, Slovenia, Solomon Islands, South Africa, South 

Korea, Sri Lanka, Suriname, Syria, Tajikistan, Thailand, Trinidad and Tobago, Tunisia, 

Turkmenistan, Tuvalu, Ukraine, United Arab Emirates, United Kingdom, Uruguay, 

Venezuela, Vietnam, and Yemen. 
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3.2.1.3 Exclusion based on nurse anaesthetist not being independent 
practitioners 

Nurse anaesthesia is practiced in the following countries, islands and regions, but, 

according to the World Federation of Societies of Anaesthesiologists (2016) and 

Kempthorne et al. (2017:982-986), nurse anaesthetists do not practice independently and 

hence have been excluded from the study. These are: Albania, Algeria, Dominica, 

Finland, Guyana, Luxembourg, Norway, Sierra Leone, Sweden, Taiwan, Timor-Leste, 

Turkey, Uzbekistan, Vanuatu, and Svalbard and Jan Mayen.  

Nurse anaesthesia is practiced in the following countries but, according to the 

International Federation of Nurse Anesthetists (2015), nurse anaesthetists do not practice 

independently and hence have been excluded from the study. These are Denmark, 

France, and Switzerland.  

In Denmark, nurses administer anaesthetics as “prescribed by the anaesthesiologist” 

(International Federation of Nurse Anesthetists, 2015). In France, the nurse anaesthetist 

practices “under the responsibility of anaesthesiology-reanimation physicians” 

(International Federation of Nurse Anesthetists, 2015). In Switzerland, nurse 

anaesthetists practice only under the supervision of a consultant (anaesthesiologist) 

(International Federation of Nurse Anesthetists, 2015). 

Although the World Federation of Societies of Anaesthesiologists (2016) maintains that 

nurse anaesthesia is not practiced in Tunisia and the United Kingdom, the International 

Federation of Nurse Anesthetists (2015) in contrast holds that there are nurse 

anaesthetists in these two countries. However, nurse anaesthetists do not practice 

independently, and therefore both Tunisia and the United Kingdom have been excluded 

from the results (International Federation of Nurse Anesthetists, 2015). 

Similarly, the World Federation of Societies of Anaesthesiologists (2016) maintains that 

nurse anaesthesia is practiced in Armenia, Botswana, Iceland, Lao People's Democratic 

Republic, Liberia, Libya, the Netherlands, Nigeria, and the Philippines. Whilst nurse 

anaesthesia may be practiced in these countries, on further examination these have been 

excluded on the basis that nurse anaesthetist do not practice independently. 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

72 

For example, commenting on the nursing practice in Armenia, Akopyan, Sahakyan, and 

Petrosyan (2016:200) declare that nursing is not seen as independent health profession. 

In Botswana, nurses and midwives may not even administer local anaesthetics without a 

legal prescription from a medical practitioner (Nursing Council for Botswana Regulations, 

1969). Assessing the availability, roles and functions of nonphysician anaesthesia 

professionals in European countries (such as Iceland), it has been found that no 

European nurse anaesthetist is legally allowed to provide anaesthesia services 

independently, without the anaesthesiologist's supervision (Meeusen, van Zundeet, 

Hoekman, Kumar, Rawal & Knape , 2010:774). In Lao People's Democratic Republic, 

typical anaesthetist duties, such as the decision on treatment policy, medical 

examination, endotracheal intubation, drawing blood from arteries, and arterial injections, 

is strictly prohibited by nurses (Lao People’s Democratic Republic, 2007:6). In Liberia, 

nurses may only administer anaesthesia in the presence and under the supervision of a 

surgeon (Republic of Liberia, 2016). In Libya, Ajaj and Pansalovich (2004:2) comment 

that anaesthetist procedures are performed by physician anaesthesiologists with the 

assistance of a nurse. In the Netherlands, certain qualified nurses can only prescribe in 

the areas of oncology, diabetes, and asthma and chronic obstructive pulmonary disease 

thereby excluding anaesthesia services (Ministerie van Volksgezondheid, Welzijn en 

Sport, 2016). Nigerian nurse anaesthetists administer general and regional anaesthesia 

under supervision, often by the attending surgeon (Fente & Ouserigha, 2013:36). Filipino 

advanced practice nurses, such as nurse anaesthetists, are not allowed to practice 

independently in the Philippines (Dixon, 2018:14; Republic of the Philippines, 2002). 

3.2.1.4 Exclusion based on inconclusive information 

The countries listed below do have nurse anaesthetist (Kempthorne et al., 2017:982-986; 

World Federation of Societies of Anaesthesiologists, 2016). Searches was conducted 

between April 2019 and July 2019 and reviewed for accuracy in February 2021. By 

utilising the databases listed in Table 3.3 and performing an advanced search on well-

known internet search engines (Google© and/or Duck-Duck-Go©) as shown in Table 3.2, 

nonrelevant or too little information was found, or the information was not presented in 

English. Hence, the following countries were also excluded: Andorra, Angola, Antigua 

and Barbuda, Benin, Burkina Faso, Cameroon, Central African Republic, Chad, Cuba, 

Eritrea, Federated States of Micronesia, Gabon, Gambia, Grenada, Guinea, Ivory Coast, 
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Latvia, Lebanon, Lesotho, Madagascar, Mali, Marshall Islands, Mauritania, Morocco, 

Niger, Palau, Papua New Guinea, Puerto Rico, Saint Kitts and Nevis, Saint Lucia, Saint 

Vincent and the Grenadines, Senegal, Seychelles, Somalia, South Sudan, Spain, Sudan, 

Swaziland, Tanzania, Togo, Tonga, and Uganda. 

3.2.2 Inclusions 

Thirteen countries were included as a source to identify the central concepts on which 

nurse anaesthetists’ practice hinges. These countries are Belize, Cambodia, Democratic 

Republic of the Congo, Ethiopia, Ghana, Haiti, Indonesia, Jamaica, Kenya, Rwanda, 

United States of America, Zambia, and Zimbabwe. Having examined all these countries’ 

nurse anaesthetist practices, data saturation has been reached. Data saturation is when 

no new themes (and in this case central concepts) emerge from the data (see chapter 

two). A summary of the nurse anaesthetist practices of the thirteen countries identified 

follows and a profile of these is given in Table 3.3. 
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Table 3.3: A profile of nurse anaesthetist practice in the selected countries 

 

Country 

Length of 

Nurse 

anaesthesia 

programs 

Number of Anaesthesia Providers 

per 100 000 population 

As per WFSA* As per IFNA** 

Belize 2 years 10.03 - 

Cambodia 2 years 3.53 0.56 

Democratic Republic of Congo 3 to 5 years 1.37 4.66 

Ethiopia 2 years 0.81 - 

Ghana 1.5 to 2 years 2.74 - 

Haiti 1 to 1.5 years 1.44 - 

Indonesia 3 years 0.76 1.07 

Jamaica 2.5 to 3 years 3.22 3.41 

Kenya 1.5 to 3 years 3.22 - 

Rwanda 1.5 to 9 years 4.18 - 

United States of America 2 to 4 years 31.97 - 

Zambia 1 year 1.2 - 

Zimbabwe No data 1.79 - 
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3.2.2.1 Belize 

According to the World Federation of Societies of Anaesthesiologists (2016), there are 

22 nurse anaesthetists, 7 physician anaesthesia providers, and 7 other anaesthetist 

providers in Belize with a population of 359,000. That means that there are 10.03 

anaesthesia providers per 100 000 population. Nurse anaesthesia programs take around 

2 years to complete (Hammond, Brown, Bernardo, Plamer & Henker, 2017:123). 

Hammond et al. (2017:125) describe an education program for nurse anaesthesia which 

was a collaborative effort between the Belize Ministry of Health, Health Volunteers 

Overseas and the University of Belize. This program gives insight on the scope of practice 

of a nurse anaesthetist in Belize:  

• Nurse anaesthetists use general anaesthesia and spinal anaesthesia. They employ 

oral and nasal endotracheal tubes as well as laryngeal mask airways.  

• Nurse anaesthetists provide anaesthesia services to obstetric, adult, emergency 

and trauma, and paediatric cases.  

• There is no restriction on American Society of Anesthesiologists (ASA) 

classification when providing anaesthesia services. 
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3.2.2.2 Cambodia 

There are 100 nurse anaesthetists and 450 physician anaesthesia providers in Cambodia 

with a population of 15,578,000 (Kempthorne et al., 2017:982-986; World Federation of 

Societies of Anaesthesiologists, 2016). That means that there are 3.53 anaesthesia 

providers per 100 000 population. Nurse anaesthesia programs take 2 years to complete. 

Irreconcilably, according to the International Federation of Nurse Anesthetists (2015), 

there are 70 nurse anaesthetists and 25 physician anaesthesia providers in Cambodia 

with a population of 13,404,000. That means that there are 0.56 anaesthesia providers 

per 100 000 population. Nurse anaesthesia programs take 2 years to complete. The 

International Federation of Nurse Anesthetists (2015), also gives a glimpse of nurse 

anaesthetist practices by way of describing the education program module contents: 

Before commencing, nurse anaesthetist students undertake a preparation course 

which includes mathematics, physics and chemistry, anatomy, and nursing care 

review.  

• Module one equips students with an anaesthesia overview, the 

anaesthesia system, management of respiratory system including 

intubation and ventilation with a bag valve mask, cardiopulmonary 

resuscitation skills, and physiology.  

• Module two concentrates on the central nervous system, including its 

anatomy, and then regional anaesthesia and regional anaesthesia 

pharmacology.  

• Module three focuses on cardiology system physiology, hydro- and 

electrolytes physiology, urinary tract anatomy and physiology, recovering 

from anaesthesia, and pharmacology in anaesthesia.  
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• Module four contains teachings on hydro- and electrolytes disturbance, the 

neuromuscular junction, myorelaxants, physiology of pain, and abdominal 

surgeries.  

• Module five equips students to treat shock syndrome, to use 

sympathomimetic drugs, benzodiazepines and neuroleptics, to know blood 

content and the role of transfusion, and to be able to provide services to 

patients with a full stomach.  

• Module six concentrates on obstetrics and anaesthesia such as the 

physiology of pregnancy, anaesthesia for pregnant woman, peri-partum 

disorders, new-born resuscitation and paediatric anaesthesia, and 

anaesthesia for urology.  

• Module seven focuses on the digestion tract physiology, parenteral and 

enteral nutrition, acute treatment of burns, anaesthesia and burn 

management, anaesthesia in chronic obstructive pulmonary disease 

patients, asthmatic patients, anaesthesia for paediatric patients, difficult 

intubation, thyroid dysfunction, acute treatment anaesthesia, respiratory 

complication of surgery, and cardiovascular complications of surgery. 

• Module eight looks at cardiovascular emergencies, neurologic 

emergencies, respiratory emergencies, trauma, infection emergencies, and 

other emergencies.  

• Module nine concentrates on antibiotic prophylaxis in anaesthesia, treating 

complicated patients with comorbidities, use of emergency equipment, and 

certain managing functions (International Federation of Nurse Anesthetists, 

2015).  
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Additionally, the Cambodian Council of Nurses, as advised by Henker, Prak, and Koy, 

(2015) provides standards of care and related competencies for the nurse anaesthetist:  

The scope of practice and standards of care for the nurse anaesthetist are based on the 

nursing process within the practice: assessment, diagnosis, planning, implementation, 

and evaluation (Cambodian Council of Nurses, 2015; Henker et al., 2015). Going hand in 

hand with the standards of care, the behaviours associated with a competent and 

professional nurse anaesthetist are activities related to ethics, continuing education, 

evidence-based practice and research, quality of practice, communication, leadership 

and management, resource utilisation, coordination of care, and health teaching and 

promotion (Cambodian Council of Nurses, 2015; Henker et al., 2015).  
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3.2.2.3 Democratic Republic of the Congo 

According to the World Federation of Societies of Anaesthesiologists (2016) and 

Kempthorne et al. (2017:982-986), there are 963 nurse anaesthetists, 54 physician 

anaesthesia providers, and 40 other anaesthesia providers in Democratic Republic of the 

Congo with a population of 77,267,000. That means that there are 1.37 anaesthesia 

providers per 100 000 population. Nurse anaesthesia programs take 3 years to complete.  

Irreconcilably, according to the International Federation of Nurse Anesthetists (2015), 

there are 2450 nurse anaesthetist and 25 physician anaesthesia providers in Democratic 

Republic of the Congo with population of 53,153,000. That means that there are 4.66 

anaesthesia providers per 100 000 population. Nurse anaesthesia programs take 5 years 

to complete. The International Federation of Nurse Anesthetists (2015), describes nurse 

anaesthetist practices by stating that nurses provide general anaesthesia, epidurals, and 

caudal regional blocks.  
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3.2.2.4 Ethiopia 

There are 350 nurse anaesthetists, 51 physician anaesthesia providers, and 400 other 

anaesthetist providers in Ethiopia with a population of 99,391,000 (Kempthorne et al., 

2017:982-986; World Federation of Societies of Anaesthesiologists, 2016). That means 

that there are 0.81 anaesthesia providers per 100 000 population. Nurse anaesthesia 

programs take around 2 years to complete. 

A task analysis by Kibwana, Mihereteab, Yohannes, Carr, Akalu, van Roosmalen and 

Stekelenburg (2018:431-432) identified the needs and gaps in the education, practice, 

and competencies of anaesthetists in Ethiopia. In this study, several tasks of the 

anaesthetist (including the nurse anaesthetist) were identified:  

• To apply infection control to all activities within the pre-, post-, and intraoperative 

environment; to uphold infection prevention standards and to monitor cleaning; high 

level disinfection; and sterilising of equipment before use. 

• Evaluate the effectiveness of client's safety strategies. 

• To function within a legal and ethical framework with responsibility and 

accountability for her/his own practice.  

• Implement and monitor compliance with legal and ethical requirements relevant to 

the operating room environment.  

• Implement necessary measures to overcome key obstacles and enable safe 

access and egress at the scene of an incident.  

• To maintain professional conduct in interactions with co-workers, patients, and 

patients’ families.  

• Manage communication related to adverse incidents.  

• Uphold and monitor professional work ethics.  

• Participate in the management of critically ill patients in the intensive care unit.  
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• Perform pre-anaesthetic assessment and evaluation to determine fitness for 

anaesthesia and optimise patient condition.  

• Plan and maintain adequate stocks of anaesthetic drugs and supplies.  

• Provide clinical and/or administrative oversight of anaesthesia-related care in other 

departments. 

• Provide regular drills on intubations, cardiopulmonary resuscitation, and other 

emergency management. 

• Request consultation. 
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3.2.2.5 Ghana 

According to the World Federation of Societies of Anaesthesiologists (2016) and 

Kempthorne et al., (2017:982-986), there are 640 nurse anaesthetists and 110 physician 

anaesthesia providers in Ghana with a population of 27,410,000. That means that there 

are 2.74 anaesthesia providers per 100 000 population. Nurse anaesthesia programs 

take between 18 months and 2 years to complete (Ghana Association of Certified 

Registered Anaesthetists, n.d.; Kempthorne et al., 2017:982-986; World Federation of 

Societies of Anaesthesiologists, 2016).  

Nurse anaesthetist care provides surgical, obstetrical, diagnostic, therapeutic, and pain 

management anaesthesia services to patients at all levels of the healthcare system. They 

may serve as clinicians, researchers, educators, mentors, advocates, or administrators. 

According to the Ghana Association of Certified Registered Anaesthetists (n.d.), the 

nurse anaesthetist provides the following elements of practice in their services: 

• Perform a comprehensive history and physical examination and conduct a pre-

anaesthesia evaluation. 

• Obtain informed consent for anaesthesia. 

• Develop and initiate a patient-specific plan of care. 

• Select, order, prescribe, and administer drugs and controlled substances. 

• Select and insert invasive and non-invasive monitoring modalities. 

• Provide acute, chronic, and interventional pain management services. 

• Provide critical care and resuscitation services. 

• Order and evaluate diagnostic tests. 

• Request consultations and perform point-of-care testing. 

• Plan and initiate aesthetic techniques, including general, regional, local, and 

sedation.  
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• Use of ultrasound, fluoroscopy, and other technologies for diagnosis and care 

delivery.  

• Improve patient safety and comfort. 

• Respond to emergency situations using airway management and other techniques. 

• Facilitate emergence and recovery from anaesthesia. 

• Provide post-anaesthesia care, including medication management, conducting a 

post-anaesthesia evaluation, and discharge from the recovery area. 
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3.2.2.6 Haiti 

There are 60 nurse anaesthetists and 94 physician anaesthesia providers in Haiti with a 

population of 10,711,000 (Kempthorne et al., 2017:982-986; World Federation of 

Societies of Anaesthesiologists, 2016). That means that there are 1.44 anaesthesia 

providers per 100 000 population. Nurse anaesthesia programs take between 12 to 18 

months to complete (Rosseel, Trelles, Guilavogui, Ford & Chu, 2010:455; World 

Federation of Societies of Anaesthesiologists, 2016).  

In Haiti, the nurse anaesthetist training program is divided into theoretical and practical 

components (Rosseel et al., 2010:455). The theoretical component entails (Rosseel et 

al., 2010:455):  

• Applied anatomy and physiology of the circulatory, cardiac, respiratory, and 

autonomic nervous systems of children and adults. 

• Physiopathology of cardiac and respiratory system. 

• Physiology of pregnancy and its complications.  

• Practical pharmacology of general and local anaesthetics, sedatives, opioids, 

analgesics, muscle relaxants, catecholamines, and antibiotics with a focus on 

World Health Organization essential drugs.  

• Anaesthesia techniques such as local, spinal, and general anaesthesia customized 

for resource-limited settings. 

• Anaesthesia equipment and circuits.  

• Non-invasive cardiac and respiratory monitoring. 

• Blood transfusion management. 

• Antibiotic prophylaxis. 

• Perioperative complications such as hypotension, hypoventilation, hypoxia, 

anaemia, and transfusion reaction. 
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• Critical care medicine: basic and advanced cardiac life support, fluid and electrolyte 

management, nutrition, cardiopulmonary resuscitation, and primary trauma care.  

• Other: hospital hygiene, asepsis, quality control, medico-legal and economic 

issues, and use of Internet as source of professional information. 

The practical component entails (Rosseel et al., 2010:455): 

• Supervised clinical anaesthesia as a part of the routine surgical services. 

• Preoperative assessment and optimisation. 

• Anaesthesia techniques: local anaesthesia, intravenous locoregional anaesthesia, 

spinal anaesthesia, general anaesthesia (intravenous, inhaled gases, and 

combined techniques). 

• Intubation, ventilation, and other airway management skills.  

• Additional training in obstetric and paediatric anaesthesia. 

• Postoperative care focusing on cardiac and respiratory monitoring and pain 

management. 

• Stock and pharmacy management. 
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3.2.2.7 Indonesia 

According to the World Federation of Societies of Anaesthesiologists (2016) and 

Kempthorne et al. (2017:982-986), there are 150 nurse anaesthetists and 1,800 physician 

anaesthesia providers in Indonesia with a population of 257,564,000. That means that 

there are 0.76 anaesthesia providers per 100 000 population. Nurse anaesthesia 

programs take 3 years to complete (World Federation of Societies of Anaesthesiologists, 

2016).  

Irreconcilably, according to the International Federation of Nurse Anesthetists (2015), 

there are 1700 nurse anaesthetist and 650 physician anaesthesia providers in Indonesia 

with a population of 220,000,000. That means that there are 1.07 anaesthesia providers 

per 100 000 population. Nurse anaesthesia programs take 3 years to complete. The 

International Federation of Nurse Anesthetists (2015) describes that nurse anaesthesia 

students are exposed to theory, professional aspects of nurse anaesthesia, anatomy, 

physiology, pathophysiology, chemistry and physics related to anaesthesia, 

pharmacology, and principles of anaesthesia practice. Nurse anaesthetists practice 

includes using all agents and techniques including regional anaesthesia administration.  
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3.2.2.8 Jamaica 

There are 50 nurse anaesthetists and 40 physician anaesthesia providers in Jamaica with 

a population of 2,793,000 (World Federation of Societies of Anaesthesiologists, 2016). 

That means that there are 3.22 anaesthesia providers per 100 000 population. Nurse 

anaesthesia programs take 3 years to complete (World Federation of Societies of 

Anaesthesiologists, 2016).  

Similarly, according to the International Federation of Nurse Anesthetists (2015), there 

are 50 nurse anaesthetists and 40 physician anaesthesia providers in Jamaica with a 

population of 2,642,628. That means that there are 3.41 anaesthesia providers per 100 

000 population. Nurse anaesthesia programs take 32 months years to complete. The 

International Federation of Nurse Anesthetists (2015) describes that nurse anaesthesia 

students are exposed to anatomy, physiology, pathophysiology, chemistry, physics, 

pharmacology, accessory agents, anaesthetics agents, psychology, sociology, and 

orientation to anaesthesia. There are additional courses in physical assessment, 

research methodology, and management.  

Nurse anaesthetist practice includes: the administration of anaesthesia and related care 

during pre-anaesthesia evaluation and preparation; induction, maintenance, and 

emergence; and post-anaesthesia care and clinical support functions (International 

Federation of Nurse Anesthetists, 2015). 
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3.2.2.9 Kenya 

According to the World Federation of Societies of Anaesthesiologists (2016) and 

Kempthorne et al. (2017:982-986), there are 108 nurse anaesthetists, 202 physician 

anaesthesia providers, and 478 other anaesthesia providers in Kenya with a population 

of 46,050,000. That means that there are 3.22 anaesthesia providers per 100 000 

population. Nurse anaesthesia programs take 18 months to 3 years to complete (Oudia, 

Olela & Charo, n.d.; World Federation of Societies of Anaesthesiologists, 2016).  

According to Oudia et al. (n.d.), attributes of a Kenyan nurse anaesthetist include being 

competent, vigilant, attentive to details, compassionate, and aware of limitation to 

adequately refer complicated cases. Nurse anaesthetists must have strong 

communication skills and have adequately prepared for the anaesthetist cases by 

ensuring there are the right equipment, drugs, and other supplies available to provide the 

best standard of care. The same source states some functions of the nurse anaesthetist. 

The nurse anaesthetist:  

• Participate in surgical cases. 

• Participate in non-surgical cases (for example, sedations). 

• Take a leading role in resuscitation. 

• Perform a perioperative assessment which includes a physical assessment, 

request for lab analysis of blood, urine, and other samples, as well as taking a 

thorough patient history. 

• Evaluate the patient’s fitness for surgery and develop an appropriate treatment 

plan. 

• Educate the patient and family on the anaesthesia technique and possible adverse 

effects regarding the procedure.  

• Assist in helping the patient make an informed decision to provide consent.  

• Optimise the patient intra-operatively. 

• Ensure pain-free operation. 
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• Ensure that the patient’s body function remains within normal parameters by 

monitoring patient heart function, blood pressure, temperature, breathing, and 

blood loss during the operation.  

• Maintain body fluid through careful fluid and blood replacement, where needed.  

• Administer the treatment that ensures the patient has limited consciousness and is 

unable to vividly remember the surgery which, if not done, is potentially 

psychologically traumatic or stressful to the patient. 

• Follow up with the patient to assess their recovery.  

• Provide excellent documentation of the patient’s perioperative stay. 

• Provide the post-operative nursing team with guidance on what signs and 

symptoms they need to watch out for during post-operative monitoring. 
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3.2.2.10  Rwanda 

There are 445 nurse anaesthetists, 31 physician anaesthesia providers, and 9 other 

anaesthesia providers in Rwanda with a population of 11,610,000 (Kempthorne et al., 

2017:982-986; World Federation of Societies of Anaesthesiologists, 2016). That means 

that there are 4.18 anaesthesia providers per 100 000 population. Nurse anaesthesia 

programs take 18 months to 9 years to complete, although this can be considered 

questionable (World Federation of Societies of Anaesthesiologists, 2016) as the Rwanda 

Allied Health Professions Council (2017) states that nurse anaesthetists have a master’s 

degree. The time needed to complete a master’s degree is not taken into consideration 

in the World Federation of Societies of Anaesthesiologists’ estimation of the duration of a 

nurse anaesthesia program in Rwanda. 

Here follows the scope of practice of a nurse anaesthetist in Rwanda, which includes but 

is not limited to the following (Rwanda Allied Health Professions Council, 2017): 

• Perform and document a pre-anaesthesia assessment and evaluation of the 

patient, including requesting consultations and diagnostic studies; select, obtain, 

order, and administer pre-anaesthetic medications and fluids; and obtain informed 

consent for anaesthesia.  

• Develop and implement anaesthetic plan.  

• Initiate the anaesthetic technique which may include general, regional, and local 

anaesthesia, and sedation.  

• Select, apply, and insert appropriate non-invasive and invasive monitoring 

modalities for continuous evaluation of the patient’s physical status. 

• Select, obtain, and administer the anaesthetics, adjuvant and accessory drugs, and 

fluids necessary to manage the anaesthesia. 

• Manage a patient’s airway and pulmonary status using current practice modalities. 
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• Facilitate emergence and recovery from anaesthesia by selecting, obtaining, 

ordering, and administering medications, fluids, and ventilatory support. 

• Discharge the patient from a post anaesthesia care area and provide post-

anaesthesia follow-up evaluation and care. 

• Implement acute and chronic pain management modalities. 

• Respond to emergency situations by providing airway management, administering 

emergency fluids and drugs, and using basic or advanced cardiac life support 

techniques. 

• Administration/management: scheduling, material and supply management, 

development of policies and procedures, fiscal management, performance 

evaluations, preventative maintenance, billing, data management, and supervision 

of staff, students, or ancillary personnel. 

• Quality assessment: data collection, reporting mechanism, trending, compliance, 

committee meetings, departmental review, problem-focused studies, problem 

solving, interventions, and documents and process oversight. 

• Perform basic life support and advanced cardiac life support and belong to 

resuscitation committees, where such committees exist. 

• Education: clinical and didactic teaching, basic life support and advanced cardiac 

life support instruction, in-service commitment, emergency medical technicians 

training, supervision of residents, and facilitation of continuing education. 

• Research: conducting and participating in departmental, hospital-wide, and 

university-sponsored research projects. 
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• Interdepartmental liaison: interface with other departments such as nursing, 

surgery, obstetrics, post-anaesthesia care units, outpatient surgery, admissions, 

administration, laboratory, pharmacy, etcetera. 

• Clinical and/or administrative oversight of other departments: respiratory therapy, 

post-anaesthesia care units, operating room, surgical intensive care unit, pain 

clinic, etcetera. 

• Work in collaboration indirectly or directly with anaesthesiologist who has been 

privileged to administer anaesthesia in the concerned 

hospital/institute/organisation. 
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3.2.2.11  United States of America 

According to the World Federation of Societies of Anaesthesiologists (2016) and 

Kempthorne et al. (2017:982-986), there are 33,914 nurse anaesthetists, 67,000 

physician anaesthesia providers, and 1,960 other anaesthesia providers in the United 

States of America with a population of 321,774,000. That means that there are 31.97 

anaesthesia providers per 100 000 population. Nurse anaesthesia programs take 2 years 

to complete (World Federation of Societies of Anaesthesiologists, 2016).  

Similarly, according to the International Federation of Nurse Anesthetists (2015), there 

are 49,494 nurse anaesthetists in the United States of America with a population of 

326,690,000. Nurse anaesthesia programs take 24 to 42 months years to complete and 

equip graduates with a master’s degree or doctoral degree. The International Federation 

of Nurse Anesthetists (2015) describes nurse anaesthetists’ practice in “every practice 

setting, and for every type of surgery or procedure–using all agents and techniques, 

including regional anaesthesia”. 

The American Association of Nurse Anesthetists (2013) elaborates on this and lists the 

following scope of practice for nurse anaesthetists in the United States of America: 

• Provide patient education and counselling. 

• Perform a comprehensive history and physical examination, assessment, and 

evaluation. 

• Conduct a pre-anaesthesia assessment and evaluation.  

• Develop a comprehensive patient-specific plan for anaesthesia, analgesia, 

multimodal pain management, and recovery. 

• Obtain informed consent for anaesthesia and pain management.  

• Select, order, prescribe, and administer preanaesthetic medications, including 

controlled substances. 
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• Implement a patient-specific plan of care, which may involve anaesthetic 

techniques, such as general, regional and local anaesthesia, sedation, and 

multimodal pain management. 

• Select, order, prescribe, and administer anaesthetic medications, including 

controlled substances, adjuvant drugs, accessory drugs, fluids, and blood 

products.  

• Select and insert invasive and non-invasive monitoring modalities (for example, 

central venous access, arterial lines, cerebral oximetry, bispectral index monitor, 

or transoesophageal echocardiogram). 

• Facilitate emergence and recovery from anaesthesia. 

• Select, order, prescribe, and administer post-anaesthetic medications, including 

controlled substances. 

• Conduct post-anaesthetic evaluation.  

• Educate the patient related to recovery, regional analgesia, and continued 

multimodal pain management. 

• Discharge the patient from the post-anaesthetic care area or facility. 

• Provide comprehensive patient-centred pain management to optimise recovery.  

• Provide acute pain services, including multimodal pain management and opioid-

sparing techniques. 

• Provide anaesthesia and analgesia using regional techniques for obstetric and 

other acute pain management. 

• Provide advanced pain management, including acute, chronic, and interventional 

pain management. 
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• Prescribe medications, including controlled substances (for example, pain 

management, medication assisted treatment, adjuvants, and psychotherapy). 

• Provide emergency care, critical care, and resuscitation services.  

• Perform advanced airway management. 

• Perform point-of-care testing.  

• Order, evaluate, and interpret diagnostic laboratory and radiological studies (for 

example, chest x-ray, 12-lead EKG, or echocardiogram).  

• Use and supervise the use of ultrasound, fluoroscopy, and other technologies for 

diagnosis and care delivery.  

• Provide sedation and pain management for palliative care. 

• Order consults, treatments, or services related to the patient's care (for example, 

physical and occupational therapy). 
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3.2.2.12  Zambia 

There are 2 nurse anaesthetist, 79 physician anaesthesia providers, and 113 other 

anaesthesia providers in Zambia with population of 16,212,000 (Kempthorne et al., 

2017:982-986; World Federation of Societies of Anaesthesiologists, 2016). That means 

that there are 1.20 anaesthesia providers per 100 000 population. Nurse anaesthesia 

programs take one year to complete (World Federation of Societies of 

Anaesthesiologists, 2016).  

The Zambian Nurses and Midwives Act of 1997, under section 21 states that the nurse 

anaesthetists should provide preventive, therapeutic, palliative, and rehabilitative care 

and treatment of illnesses normally carried out in nursing and midwifery practice and in a 

nursing home. Furthermore, the Zambian Nurses and Midwives Act of 1997 elaborates 

on the scope of practice of a nurse anaesthetist in Zambia. The nurse anaesthetist should: 

• Assess, diagnose and provide the relevant therapeutic interventions. 

• Carry out physical examinations. 

• Insert and remove devices. 

• Carry out resuscitation and intubation. 

• Carry out vacuum extraction. 

• Carry out intravenous infusion procedures. 

• Prescribe relevant drugs and other pharmaceutical preparation from a list defined 

by the National Drug Formulary Committee constituted under the Pharmacy and 

Poisons Act. 

• Provide counselling to patients relating to any illness. 

• Provide care and procedures relevant to nursing and midwifery practice necessary 

to protect life or to prevent disease, disability, or any illness. 
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3.2.2.13  Zimbabwe 

According to the World Federation of Societies of Anaesthesiologists (2016) and 

Kempthorne et al. (2017:982-986), there are 193 nurse anaesthetists and 87 physician 

anaesthesia providers in Zimbabwe with a population of 15,603,000. That means that 

there are 1.79 anaesthesia providers per 100 000 population. Nurse anaesthesia 

programs take one year to complete (World Federation of Societies of 

Anaesthesiologists, 2016).  

The Clinical Anaesthetists Association, founded in Zimbabwe in 1999, states that nurse 

anaesthetists provide nursing anaesthesia to central, provincial, mission, and district 

hospitals (Clinical Anaesthetists Association, n.d.). Nurse anaesthetists refer cases that 

are above their expertise to the next level of care. Nurse anaesthetists are characterised 

by having special knowledge and practical competences (Clinical Anaesthetists 

Association, n.d.). These competences are problem solving, decision making, critical 

thinking, negotiation, leadership, and research skills. Nurse anaesthetists should also 

have teaching skills. To execute tasks, nurse anaesthetists should have assessment, 

planning, implementation, and evaluation skills (Clinical Anaesthetists Association, n.d.). 
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3.4. Concept Identification 

Concept identification should be done with careful consideration (Chinn & Kramer, 

2018:193-194; Walker & Avant, 2019:170). A concept should be selected based on the 

most critical need. Above all, a concept should be selected that is most relevant to the 

task at hand. In selecting central concepts, the researcher and his doctoral supervisors 

considered the data using strategies of triangulation, prolonged engagement, persistent 

observation, and member checking (Korstjens & Moser, 2018:121-123; Polgar & Thomas, 

2019:155; Walker & Avant, 2019:79-80).  

The ‘scope of practice’ emerged to be central to a practice model in nurse anaesthesia. 

However, nurse anaesthesia is non-existent in South Africa. The South African Nursing 

Council (2014) states that scope of practice entails what nurses are educated, competent, 

and authorised to perform. For nurses to be educated and to be competent in a specific 

scope of practice (in this case, nurse anaesthesia), the nurse should be ‘facilitated’ to 

such levels. However, the envisioned outcome of the researcher for nurse anaesthetist 

practice is that the nurse anaesthetist be an independent practitioner. For this reason, the 

researcher (in consultation and ratification with his doctoral supervisors) choose 

‘mastery’ as a third concept to be used in theory generation. Both ‘facilitation’ and 

‘mastery’ fulfil the criteria of concept selection as determined by Chinn and Kramer 

(2018:193-194) and Walker and Avant (2019:171), that the concepts should be important 

and useful for the research program and theory development.  

Walker and Avant (2019:70) encourage theory-developing researchers to ask: “What is 

my personal judgment about the element of theory development that would be the most 

productive for me to pursue now on my topic of interest?”. Having considered the data 

collected, and reached agreement with the researcher’s doctoral degree supervisors, the 

central concept was established (Chinn & Kramer, 2018:165-168, 193-195; Walker & 

Avant, 2019:80). One central concept emerged as it applies to the nurse anaesthetist in 

South Africa and is divided into three concepts, namely ‘facilitation’, ‘mastery’ and 

‘scope of practice’. The central concept identified in this study is ‘facilitation to mastery 

of scope of practice’ as it applies to the nurse anaesthetist in the South African context. 
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3.5. Summary 

In this chapter, existing nurse anaesthetist practices from around the word were explored 

and described. It was found that there are about 50 countries where nurses provide 

anaesthesia services independently. A description of nurse anaesthetist practices of 

thirteen countries were given. From this, one central concept emerged as it applies to the 

nurse anaesthetist in South Africa and is divided into three concepts, namely 

‘facilitation’, ‘mastery’ and ‘scope of practice’. The central concept identified in this 

study is ‘facilitation to mastery of scope of practice’ as it applies to the nurse anaesthetist 

in the South African context.  
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CHAPTER 4 

DEFINING THE CENTRAL CONCEPT 

4.1. Introduction 

The researcher summarised different nurse anaesthetist practices from around the world 

in chapter three. From hence, came one central concept and are divided into three 

concepts, namely ‘facilitation’, ‘mastery’ and ‘scope of practice’’, as it applies to the nurse 

anaesthetist in South Africa. To prepare the soil for development and description of nurse 

anaesthetist model for practice in South Africa, in this chapter, these three concepts were 

defined using concept analysis. From this, using Dickoff et al.’s (1968:434-450) survey 

list, the central concepts were classified by asking: Who is the agent? Who is the 

recipient? What are the dynamics? What is the procedure? What is the context? What is 

the outcome? Lastly, the concepts were placed into relationships to form a tentative 

model.  

In the following sections, expository definitions of ‘facilitation’, ‘mastery’, and the ‘scope 

of practice’ will be provided systematically. Dictionary and subject definitions are used to 

identify essential and related attributes of the central concepts. Essential attributes will 
be bolded, and related attributes underlined. For this, dictionary definitions will be given 

for ‘facilitation’. Facilitation will then be defined using subject definitions. Then, dictionary 

and subject definitions of ‘mastery’ will be given. Hereafter, the collective term ‘scope of 

practice’ will be defined using subject definitions and related literature by employing a 

large body of professional occupations and other health, medical, and nursing literature. 

From this plethora of definitions explored, the researcher synthesised the central 

concepts into a conceptual framework to describe ‘facilitation to mastery of scope of 

practice’ as it applies to the nurse anaesthetist in South Africa (Chinn & Kramer, 

2018:288). 
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4.2. Facilitation 

4.2.1 Dictionary definitions of facilitation 

Facilitation is the noun for the verb ‘facilitate’ (Etymonline.com, 2019). Facilitation was 

first used in the 1610’s to describe the act to ‘make easy, render less difficult’ from the 

French word faciliter. (Etymonline.com, 2019). The French again rooted this word from 

the Latin word for ‘easy’, namely facilis. Thus, from the origin of ‘facilitation’ the word 

really means "the act of making something easier” (Vocabulary.com, 2019). The use of 

the word facilitation was rarely used in literature until the 1900’s where its use gained 

exponential popularity (Google Ngram Viewer, 2013).  

According to Vocabulary.com (2019), ‘facilitation’ has two main meanings. First, “act of 

assisting or making easier the progress or improvement of something” and secondly, in 

the field of neurophysiology, “a phenomenon that occurs when two or more neural 

impulses that alone are not enough to trigger a response in a neuron combine to trigger 

an action potential”. For the purpose of this study, neurophysiology definitions from other 

sources will be excluded. 

Lexico Dictionaries (2020) defines ‘facilitator’ as, “a person or thing that makes an action 

or process easy or easier.”  

Similarly, Oxford Learner’s Dictionaries (2019) and the Cambridge English Dictionary 

(2019) define ‘facilitation’ as “the process or act of making something possible or 

easier”.  

The Free Dictionary (2019) quotes the Miller-Keane Encyclopedia and Dictionary of 

Medicine, Nursing, and Allied Health to comprehensively define ‘facilitation’. In it, 

facilitation as a nursing intervention is defined in several ways: 

• Forgiveness facilitation 

“assisting an individual to forgive and/or experience forgiveness in relationship with 

self, others, and a higher power”. 
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• Grief work facilitation 

“assistance with the resolution of a significant loss” and “assistance with the 

resolution of a perinatal loss.” 

• Guilt work facilitation 

“helping another to cope with painful feelings of responsibility; actual or perceived” 

• Learning facilitation 

“promoting the ability to process and comprehend information” 

• Meditation facilitation 

“facilitating a person to alter his/her level of awareness by focusing specifically on 

an image or thought” 

• Pass facilitation 

“arranging a leave for a patient from a health care facility” 

• Proprioceptive neuromuscular facilitation 

“A neuromuscular treatment method for restoring movement and mobility using 

sensory inputs to direct motions in diagonal patterns; it emphasizes that 

movements must be specific and directed toward a goal” 

• Self-responsibility facilitation  

“encouraging a patient to assume more responsibility for his or her own behavior” 

• Spiritual growth facilitation 

“facilitation of growth in a patient's capacity to identify, connect with, and call upon 

the source of meaning, purpose, comfort, strength, and hope in his/her life.” 

• Visitation facilitation 

“promoting beneficial visits by family and friends” 
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4.2.2 Subject definitions of facilitation 

Facilitation, as described by the dictionary definitions, is said to be the process of 

assisting with the view to make easier. This tendency can be seen in subject definitions 

too. 

In nursing and how it relates to management for professional wholeness, Poggenpoel 

(1999:5-9) endorses that facilitation transpires through amplifying, enabling, assisting, 

and setting in motion the primary process to create wholeness through promotion, 

restoration, and maintenance of the self.  

Dogherty, Harrison, and Graham (2010:76-89) describe ‘facilitation’ as the role and 

process by which nurses can implement evidence-based practice. Furthermore, the 

same source views ‘facilitation’ as the strategy to assist practitioners in implementing 

evidence into practice. In a scoping review of how ‘facilitation’ as a research concept can 

be implemented into healthcare practice, Cranley, Cummings, Profetto-McGrath Cranley, 

Toth and Estabrooks (2017:1) define ‘facilitation’ as a technique where one individual 

makes things easier for others by means of providing support and helping them change 

their ways of thinking and working.  

The purpose of the Theory for Health Promotion in Nursing is to theorise the promotion 

of health of the individual, family, group, and community (University of Johannesburg, 

2019:4). This theory describes the facilitator (nurse) as someone with knowledge, skills, 

attitudes, and values that promote health. The facilitator engages with his/her whole 

person in an integrative, interactive manner towards the internal and external 

environment (University of Johannesburg, 2019:7).  

Although the author admits that healthcare promoted the concept of ‘facilitation’, Berta, 

Cranley, Dearing, Dogherty, Squires and Estabrooks (2015:1) state that ‘facilitation’ can 

be useful even in the realms of organisation theory. Berta et al. (2015:1) define 

‘facilitation’ as a guided interactional process and has application of scientific knowledge 

that stands to improve clinical and managerial decision-making, practice, and ultimately 

patient outcomes and organizational performance. Berta et al.’s (2015) study concludes 

that ‘facilitation’ potential lies in that it stimulates higher-order learning and that it 
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generates learning about and sustaining small-scale adaptations to organisational 

processes and work routines. 

4.2.3 Essential and related criteria for ‘facilitation’ 

Analysing the definitions above, essential, and related attributes of ‘facilitation’ are 

identified below in Table 4.1. Throughout the text, essential attributes are in bold and 

related attributes are underlined.  

Table 4.1: Attributes of Facilitation 

Central Concept Essential Attributes Related Attributes 

 

FACILITATION 

MAKING EASY • Assist  

• Promote 

PROCESS • Arranging 

• Action 

4.2.4 Summative definition of ‘facilitation’ 

Facilitation, in this study, refers to the medical anaesthesiologist and nurse anaesthetist 

(collectively known as nurse anaesthetist) making the process easier for the student 

nurse anaesthetist to understand and practice according to the full scope of practice upon 

achievement of mastery.  

 

4.3. Mastery 

4.3.1 Dictionary definitions of mastery 

‘Mastery’ is a noun, pronounced as mast(ə)rē or ˈmæst(ə)ri, that originates from the old 

French word ‘maistrie’ (Lexico.com, 2020). There are two main streams into which the 

definition of mastery can be classified. The first refers to having a great skill over 
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something and the second refers to having total dominance over something—such as a 

master-slave relationship (Vocabulary.com, 2019). 

The Merriam-webster.com dictionary (2020) defines mastery, as possession or display of 

great skill or technique. As such, a person has the skill or knowledge that enables them 

to have command of a subject matter. Mastery can also mean showing authority or 

having the upper hand. The same source associates words such as dominion, superiority, 

ascendancy, and command with mastery. 

Mastery is from the word master, who is someone with intellectual command 

(Etymonline.com, 2019). Mastery refers to a power or ability (Vocabulary.com, 2020). 

Someone with mastery has great skill in, knowledge of, and/or total dominance over a 

subject or activity (Vocabulary.com, 2020). Masters are people with power; this is not 

confined to the master-servant relation only, but can also be applied to mastery over a 

field in terms of skill, since if an individual has mastery, he/she probably has mastery in 

terms of dominance too. The same source associates words such as refinement, 

domination, command, control, subordination, supremacy, and transcendency with 

mastery. 

According to Dictionary.com (2020), mastery is attributed to someone who as a grasp of 

a subject and is skilful and knowledgeable. Mastery is the state of being a master, 

thereby having power of command or control. 

Cambridge English Dictionary (2019) states that mastery is present when someone is 

extremely skilled at a particular subject. That person is talented and able to perform the 

activity. Words often associated with mastery include: native, expert, overqualified, 

polished, and well-qualified. 

Mastery refers to the possession of consummate skill and having full command of a 
subject of study (American Heritage Dictionary of the English Language, 2016). 

By Collins English Dictionary’s (2014) definition, mastery is having an understanding of a 

subject, outstanding skill and expertise and the power to command. The same source 

associates words such as knowledge, comprehension, ability, skill, command, 
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expertise, prowess, familiarity, finesse, proficiency, dexterity, authority, domination, 

supremacy, and pre-eminence with mastery. 

The Lexico dictionary defines ‘mastery’ as a comprehensive knowledge or skill in a 

particular subject or activity (Lexico, 2020) 

Mastery is having expert knowledge and skill and being in possession of a skilful 

technique (Random House Kernerman Webster's College Dictionary, 2010).  

The American Heritage® Roget's Thesaurus (2014) informally defines mastery as a 

“know-how” and formally defines mastery as having a natural or acquired facility in a 

specific activity. It is associated with words such as: ability, adeptness, art, expertise, 

knack, proficiency, skill, and technique. 

4.3.2 Subject definitions of mastery 

Studies in the health sciences have explored mastery as a concept and researched how 

it related to health outcomes, social outcomes, and outcomes on general life challenges. 

In these health-related studies, mastery can be defined as one's ability to control and 

influence his/her life and environment to reach a desired outcome or goal (King, 

Wickrama, Klopack & Lorenz, 2018:552). In Pearlin and Schooler’s (1978:2-3) construct 

of personal mastery, the concept in question is defined as a controlling belief that is 

subjective, prospective, general (or global), and involving the self as the agent of control. 

Furthermore, mastery has been described as one belief about the general controllability 

of the environment as opposed to beliefs exclusively involving one’s competence in 

controlling one’s environment (Paquet, Dubé, Gauvin, Kestens & Daniel, 2010:324-324; 

Thompson & Spacapan, 1991:9). Personal mastery has been related to concepts such 

as ‘locus of control’, ‘empowerment’, ‘self-efficacy’, ‘lack of fatalism’, ‘personal control’, 

and ‘sense of control’ (Pearlin & Pioli, 2003:1). 

In nursing, mastery is well researched. There are two undeniable main streams obvious 

to the researcher into which mastery research can be classified, namely mastery learning 

and task mastery. 
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4.3.2.1 Mastery Learning 

Bloom (1982) suggested that the extent of learning expected from a student can be set; 

and so, mastery learning was introduced whereby instructors ensure learners achieve 

specified course objectives toward achieving the same level of learning, while also 

personalising the timeframe of learning according to each student’s aptitude. 

This same methodology known as mastery learning is used in health-related education 

but is often referred to as “competency-based” learning (Sutton, Ingram, Flack & Jones, 

2013:234). Competency-based education is endorsed by the Institute of Medicine (2011) 

as it provides a foundation for decision-making skills to be used in all settings and 

promotes competency practice, which in turn promotes patient safety in practice. 

In a study by Sutton et al. (2013:236) many advantages of mastery learning were 

identified. Firstly, students are awarded with multiple opportunities to master content. 

Secondly, students who did not master the content can be facilitated through remedial 

activities specific to their weakness. Mastery learning can also provide open laboratory 

sessions to assist students with improving their nursing skills. Lastly, students get used 

to the nature of the assessment and hence build confidence in their own abilities. 

Mastery learning was found to be effective in training primary care nurses to triage and 

administration of bronchodilator therapy to patients as these presented good ways for the 

participants to acquire clinical skills (Tang & Dong, 2013:535). In critical care nurses, 

mastery learning focused on central line maintenance skills and proven to be effective 

there as well, with all the nurses in the study group reaching a predetermined level of 

competency (Barsuk, Cohen, Mikolajczak, Seburn, Slade & Wayne, 2015:516). A 

university that developed and delivered a mastery learning curriculum designed for 

students to acquire the knowledge and skills to become competent nurses, found that 

mastery learning is successful and produces high levels of student satisfaction, better 

outcomes on exams, and higher degree completion (Lipsky, Cone, Watson, Lawrence & 

Lutfiyya, 2019:6-7). Gonzalez and Kardong-Edgren (2017:10) argue, and provide 

evidence, that mastery learning is a viable method to acquire skills in nursing education.  
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4.3.2.2 Task Mastery 

One of the main challenges faced by new professionals is task mastery (Saks & Gruman, 

2012:163). As such, development of task mastery facilitates new professionals into the 

profession thus reducing stress and experiences of uncertainty and further mediates 

acquisition of knowledge, skills, attitudes, and behaviours (Frögéli, Rudman & 

Gustavsson, 2019:60). 

4.3.2.3 Surveys with Mastery 

Some studies have been done on nurses where mastery is a subscale of the 

survey/questionnaire. For example, Gardner (2006) used the Goal Orientation Inventory 

(Roedel, Schraw, & Plake, 1994) to determine whether mastery goal orientation could be 

rapidly acquired by nursing students via a short-term educational intervention. In this 

study, it was found that mastery (measured by effort and persistence) promotes problem 

solving and persistence for clinical settings. 

Tractenberg, Wilkinson, Bull, Pellathy and Riley (2019) developed a mastery rubric to 

describe the clinical research training curriculum, including application and admissions 

criteria, for a certificate program This mastery rubric has been validated for a nurse 

progression to advanced practice (Tractenberg et al., 2019). The authors articulate that 

a mastery rubric is built on three core foundations: firstly, a list of knowledge, skills, and 

abilities (collectively known as KSA’s) that the curriculum aims to impart; secondly, an 

explicit developmental trajectory, within which performance levels (or stages) are 

identified; and thirdly, performance-level descriptions of each KSA at each level or stage 

(Tractenberg et al, 2019:3). 

In a study by McNeese-Smith (2000), the ‘Job Identity Stages Questionnaire’ was used 

to determine nurses’ job stages, namely i) entry, ii) mastery, and iii) disengagement 

(Graham, 1970). These job stages are related to time on the job, skill development, and 

attitudes of employees. Mastery usually begins with the new member being the least 

senior, having advanced beginner skills, possessing some job esteem, and then moving 

toward seniority, expertise, and high esteem (Graham, 1970). This stage is associated 

with accomplishment, challenge, and sense of purpose. 
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4.3.2.4 Craft Mastery 

Clear (n.d.) writes about the benefits of craft mastery. In this article, he writes that mastery 

can only be achieved through the development of a comprehensive knowledge or skill. 

Furthermore, mastery requires the student to pursue perfection. Irish (2017) continues 

the subject of craft mastery and defines it as having authority and comprehensive 
knowledge of and skill over a subject. The author explains that experience alone does 

not lead to mastery, but rather attentive reflection on the level of practice. As such, a 

master will continually practice. Irish (2017) also writes that the ability to focus on what is 

important and the ability to practice well are two skills that are critical to possess mastery 

regardless of the person or industry.  

4.3.3 Essential and related criteria for ‘mastery’ 

Analysing the definitions above, essential and related attributes of ‘mastery’ are identified 

below in Table 4.2.  

Table 4.2: Attributes of Mastery 

Central Concept Essential Attributes Related Attributes 

 

MASTERY  

COMPREHENSIVE 
KNOWLEDGE 

• Expert 

• Learning 

COMMAND OF SUBJECT • Skills 

• Control 

• Ability 

4.3.4 Summative definition of ‘mastery’ 

Mastery, in this study, refers to the student nurse anaesthetist acquiring comprehensive 
knowledge of nurse anaesthesia and consequently having command of the subject. 
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4.4. Scope of Practice 

The reader is referred to Appendix H which is a published article based on the concept 

analysis of scope of practice as it applies to the nurse anaesthetist in South Africa 

(Holtzhausen, Downing, Poggenpoel, & Ndawo, in press). 

4.4.1 Dictionary definitions of ‘Scope of Practice’ 

Dictionaries only provide a list of individual words in language and give their meaning. 

‘Scope of practice’ is a concept composed of three different words often reserved to be 

used in professional occupations, especially that of the health sciences. As such, 

mainstream dictionaries do not define ‘scope of practice’. In response to this, this study 

will not provide dictionary definitions of ‘scope of practice’, but rather rely on subject 

definitions of the same. For comprehensiveness’ sake, etiological meaning of ‘scope’ and 

‘practice’ will be provided now.  

The word 'scope’, in the sense that it applies to this study, was first used circa 1555 

(Merriam-webster.com, 2020). The word comes from the Italian word ‘scopo’, the Latin 

word ‘scopus’, and the Greek word ‘skopos’ which is closely related to ‘skopein’ and 

identifies closely with the idea of aim or target. Scope is pronounced as skōp or skəʊp. 

According to Dictionary.com (2020), ‘Practice’ comes from the late Middle English 

‘practisen’ and ‘practizen’, which is from the Medieval Latin ‘prāctizāre’ or ‘prācticāre’, a 

derivative of ‘prāctica’ meaning practical work. In Greek, the root word is ‘praktikē’ which 

implicates practical science and practical work, from prattein meaning to do or to act. 

Practice is pronounced prak-tis, praktɪs, or præk.tɪs. The Oxford Learners Dictionaries 

(2019) warn the user that attention should be awarded with the use of the words practice 

and practise as there are differences in British and United States of America usage. 

Practice is the correct spelling for the noun in both British and United States of America 

English and it is also the spelling of the verb in United States of America English. 

However, in British English the verb should be spelled ‘practice’. 
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4.4.2 Subject definitions of ‘Scope of Practice’ 

4.4.2.1 Subject definitions of ‘Scope of Practice’ in other professional 

occupations 

Although ‘scope of practice’ is generally considered to be affiliated with nursing and 

medical professions, some other professional occupations have similar concepts. A 

sample of these is now explored in the South African context.  

Engineers in South Africa are advised to register with the statutory body Engineering 

Council of South Africa (Engineering Council of South Africa, 2019). They provide 

accreditation of engineering programs, facilitate registration of persons as professionals 

in specified categories, and regulate the practice of registered persons. Engineers benefit 

from being registered with the Engineering Council of South Africa as they promote 

confidence in practice, recourse, marketability, compliance, professional status, public 

recognition, public safety, professional standards, and international recognition 

(Engineering Council of South Africa, 2019). 

Law practitioners must register with the Legal Practice Council of South Africa in 

accordance with the Legal Practice Act 28 of 2014 and the Rules promulgated in terms 

of the Act. These practitioners must follow the code of conduct set out by the Legal 

Practice Act, 28 of 2014 which encompasses a wide spectrum of conduct rules such as 

responsibilities towards clients, responsibilities towards colleagues, dress codes, 

remuneration for work done, misconduct, advertisement, gaining consent, specialisation, 

expertise, and integrity in performance of professional services. 

Individuals who practice accounting like chartered accountants and associate general 

accountants in South Africa are registered with the South African Institute of Chartered 

Accountants (South African Institute of Chartered Accountants, 2019). The South African 

Institute of Chartered Accountants ensures that its members are competent, ethical, and 

current in their practice. They also ensure that good quality is maintained, help public 

services to raise quality, and lease with similar institutes worldwide continent to raise and 

maintain standards of practice. The South African Institute of Chartered Accountants also 

prescribes what chartered accountants and associate general accountants may or may 

not perform.  
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Those professionals in South Africa who work in the building inspection and architecture 

industry have to register with the South African Council for the Architectural Profession. 

This council ensures that the persons registered practice under the Architectural 

Profession Act 44 of 2000. This act allows individuals to be registered as architecture 

professionals under sundry categories and to provide regulation between individuals and 

the council. This regulation includes, amongst others, powers of council regarding 

registration, fees and charges, and education in architecture, as well as authorised titles, 

registration, categories of registration, and grievance procedures in relation to registration 

and disciplinary actions (Architectural Profession Act, 2000). 

4.4.2.2 Subject definitions of ‘Scope of Practice’ in other healthcare professions 

in South Africa 

In the same way that other professional occupations have a regulatory framework that 

permits a registered person to perform a specific task based on competencies and 

professional responsibility, other healthcare professionals have boundaries in which 

they may practice too. 

The Health Professional Council of South Africa acts as coxswain for the twelve 

professional boards under which providers may register and practice under the Health 

Professions Act No. 56 of 1974 (Health Professional Council of South Africa, 2018). 

These twelve boards are: Dental Assisting, Dental Therapy & Oral Hygiene; Speech 

Language And Hearing Professions; Physiotherapy, Podiatry And Biokinetics; 

Psychology; Optometry & Dispensing Opticians; Medical And Dental (And Medical 

Science); Radiography & Clinical Technology; Dietetics And Nutrition; Emergency Care; 

Environmental Health; Medical Technology; and Occupational Therapy, and Medical 

Orthotics, Prosthetics & Arts Therapy. The Health Professional Council of South Africa is 

devoted to serving the public of South Africa by prompting the public’s health. The council 

also provides guidance and regulation for practitioners wishing to practice their respective 

health professions in South Africa. This is done by prescribing professional registration, 

education, and training (including continued professional development) as well as 

providing guidance and regulation in professional conduct, and ethical behaviour. A 

person registered with the Health Professional Council of South Africa benefits from 

registration in that he/she has the inclusive right to practice in the profession qualified in, 
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the assurance that no unqualified person may practice these professions, and that he/she 

is credited as competent.  

4.4.2.3 Subject definitions of ‘Scope of Practice’ in nursing in South Africa 

The South African Nursing Council (2014) elaborates on the scope of practice. It 

highlights that scope of practice is only a general description of services rendered and is 

much dependent on the setting in which care is provided. Scope of practice cannot be a 

list of tasks to perform or not to perform thus giving it breath. However, the tasks which 

the nurse is allowed to perform are those which the nurse is trained (qualified), 

competent, and authorized to do. The needs of the population served by the nurse and 

the setting also influence the scope of practice. Moreover, the nurse ought to use sound 

judgement when performing a task, knowing that the nurse is skilful to provide safe care. 

The scope of practice has its benefits in that it regulates the practice of the profession, 

guides curriculum development, assists employers in preparing job descriptions and 

performance contracts, and informs the public about the services its members are 

qualified to provide. In closing, the scope of practice provides the foundation for nursing 

standards and competencies.  

The South African Nursing Council (2014) defines scope of practice as the boundaries 

and limitations under which a service may be provided—excluding specific tasks—and 

the services which nurses are educated, competent, and authorised to perform. Stated 

otherwise, Geyer (2014:93) articulates that scope of practice is the professional and legal 

bounds in which the nurse performs the actions, tasks, and procedures based on the 

nurse’s qualifications and experience.  

4.4.2.4 Subject definitions of ‘Scope of Practice’ in nursing internationally 

It is the stance of the International Council of Nurses (2013) that it lays within the 

responsibility of nurses themselves to define the scope of practice for nurses. 

Greenwood and Biddle (2015:499) assert that scope of practice refers to the legal 

parameters within which the nurse anaesthetist is expected to practice as governed by 

the regulating body. Miller (2019:494) also states that scope of practice is the key element 

in defining the limitations of the practitioner’s clinical role. Practice is performing the act 

itself rather than the conception of what those acts can and cannot be, while scope is the 
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freedom to perform those acts based on that conception. In conclusion, scope of practice 

embraces all that nursing is and can be (Litchfield, 1998:13-14).  

Resonating with the South African Nursing Council’s (2014) definition of scope of practice, 

the International Council of Nurses (2013) defines the concept as the medium by which 

the profession communicates its role, knowledge, skill, and professional accountabilities 

to the population it serves.  

In Australia, the Queensland Nursing Council (2005:3) maintains that the scope of 

practice is that which nurses are educated, authorised, and competent to perform. The 

Queensland Nursing Council (2005:3) argues that if the scope of practice was merely a 

list of tasks or procedures, the scope of practice will quickly become out of date. Scope 

of practice is therefore broader than any individual action in that profession (Queensland 

Nursing Council, 2005:3). Furthermore, although scope is set by legislation, professional 

standards such as competency standards, codes of ethics, conduct, and practice, as 

well as public need, demand, and expectation, it is also within the individual’s 

responsibility to determine his/her won scope of practice by their sundry roles, functions, 

responsibilities, activities, and decision-making capacity which individuals within the 

profession are educated, competent, and authorised to perform.  

In the United States of America each state (province) regulates their own scope of 

practice of nurses (American Association of Nurse Anesthetists, 2020). So, in the case of 

a Certified Registered Nurse Anesthetist, some states allow these providers to practice 

wholly independently, whilst other states require physician supervision to various 

degrees. American Association of Nurse Anesthetists (2020) defines the scope of 

practice in nursing as the ‘who’, ‘what’, ‘where’, ‘when’, ‘why’, and ‘how’ of nursing 

practice. The source continues to remark that the depth and breadth in which individual 

registered nurse engages in the total scope of nursing practice is dependent on their 

education, experience, role, and the population served. 

In Canada, the scope of practice of a nurse is defined as the activities and functions that 

nurses are educated (possessing and demonstrating competency) and authorised to 

perform in accordance with the relevant regulations of Canada (The Association of 

Registered Nurses of Newfoundland and Labrador, 2013:2). Also in Canada, the British 
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Columbia College of Nursing Professionals (2020:14) states that nurses accept sole 

accountability and responsibility when they act within an autonomous scope of 

practice. This includes nurses practicing within their scope of practice when they perform 

activities for which they have the individual competence. 

In New Zealand, scope of practice is defined by the Health Practitioners Competence 

Assurance Bill. In the bill, scope of practice is a health service provided by a person 

authorised to perform the service due to the specific profession of that individual. In 

essence it is the health services that the practitioner is permitted to perform, subject to 

any conditions imposed by the responsible authority (Government Bill 2003:4). In 

relation to scope of practice, the Nursing Council of New Zealand (2007:3) states that 

registered nurses are accountable for ensuring that all health services they provide are 

consistent with their education and assessed competence, meet legislative 

requirements, and are supported by appropriate standards. 

In the United Kingdom, the United Kingdom Central Council (1992) published a 

framework of conditions under which registered nurses could undertake developing 

responsibilities beyond the traditional boundaries of practice. Amongst these, it was 

noted that nurses should seek the best interest for their patients, ensure that their own 

knowledge, skills and competence are current, acknowledge their own limitations and 

take ownership of addressing deficiencies, ensure that new developments in the 

profession are not opposing their current standard of care, take responsibility for their 

actions and omissions, and make appropriate decision (Jasper, 2006:244).  

The Nursing and Midwifery Board of Ireland (2015:7) defines scope of practice as the 

range of roles, functions, responsibilities, and activities which a registered nurse is 

educated, competent, and authorised to perform. This board further defines 

competence as the attainment of knowledge, intellectual capacities, practice skills, 

integrity, and professional and ethical values required for safe, accountable, and 

effective practice as a registered nurse or registered midwife (2015:15). Additionally, 

responsibility and accountability are linked to the determination of the scope of nursing 

practice and are defined in the following sentences (2015:17). Responsibility is the 

obligation to perform duties, tasks, or roles using sound professional judgement and being 

answerable for the decisions made in doing this. Accountability is understood as being 
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able to give an account of one’s nursing judgements, actions, and omissions. 

Accountability is about maintaining competency and safeguarding quality patient care 

outcomes and standards of the profession, whilst being answerable to those who are 

affected by one’s nursing or midwifery practice. Accountability means being answerable 

for the decisions made in the course of one’s professional practice. 

4.4.3 Essential and related attributes of Scope of Practice 

Analysing definitions above, essential and related attributes of ‘Scope of Practice’ is 

identified below in Table 4.3. 

Table 4.3: Attributes of Scope of Practice 

Central Concept Essential Attributes Related Attributes 

 

 

 

SCOPE OF PRACTICE 

COMPETENCE • Skills 

• Judgement 

ACCOUNTABILITY • Regulation 

• Integrity 

• Ethical behaviour 

RESPONSIBILITY • Professional status 

• Recognition 

4.4.4 Summative definition of the central concept ‘Scope of Practice’ 

Scope of Practice of the nurse anaesthetists, therefore, is a declaration of an individual’s 

competence, accountability, and responsibility as a health professional in South 

Africa.  
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4.5. Summative definition of ‘Facilitation to Mastery of 

Scope of Practice’ 

From the definitions, essential attributes, and related attributes of ‘Facilitation’, ‘Mastery’ 

and ‘Scope of Practice’ above, an amalgamated summary is provided in Table 4.4 below. 

Table 4.4: A summary of attributes of ’facilitation’, ‘mastery’, and ‘scope of practice’ 

Central Concept Essential Attributes Related Attributes 

 

FACILITATION 

MAKING EASY • Assist  

• Promote 

PROCESS • Arranging 

• Action 

 

MASTERY  

COMPREHENSIVE 
KNOWLEDGE 

• Expert 

• Learning 

COMMAND OF SUBJECT • Skills 

• Control 

• Ability 

 

SCOPE OF PRACTICE 

COMPETENCE • Skills 

• Judgement 

ACCOUNTABILITY • Regulation 

• Integrity 

• Ethical behaviour 

RESPONSIBILITY • Professional status 

• Recognition 
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From this, the conceptual definition of ‘Facilitation to Mastery of Scope of Practice’ in this 

study is:  

The ‘Facilitation to Mastery of Scope of Practice’ of the nurse anaesthetist refers to the 

medical anaesthesiologist and nurse anaesthetist making the process easier for the 

nurse anaesthetist student to acquire comprehensive knowledge of nurse anaesthesia 

and consequently having command of the subject to adhere to competence, 

accountability, and responsibility in providing healthcare independently. 

4.6. The Model Case 

Walker and Avant (2019:174; 2014:42) maintain that in order to use a concept that 

demonstrates all the defining characteristics of a concept, a model case may be 

presented. This could be a real-life example, an example found in literature, or even a 

self-constructed example. For this study, because nursing anaesthesia is non-existent in 

South Africa, the researcher decided to self-construct an example to operationalise the 

attributes of the concepts. The model case described below shows how facilitation can 

lead to mastery of the scope of practice of the nurse anaesthetist in South Africa. 

Thabo is a registered nurse anaesthetist working in an acute department of a 

secondary hospital in central South Africa. He already possesses 5 years of post-

basic registered nurse experience. Thabo earnestly desires to be a nurse 

anaesthetist and consequently enrols to be facilitated to mastery in the scope of 

practice of a nurse anaesthetist in South Africa.  

The nurse anaesthetist facilitator is firstly an expert in the scope of practice of a 

nurse anaesthetist in South Africa as described by the relevant regulatory authority 

and secondly aptly capable of facilitating the former to a student. The nurse 

anaesthetist thus, through an extensive process of facilitation, makes the road to 

mastery in the scope of practice easier for Thabo, the student nurse anaesthetist. 

Mastery is achieved by the nurse anaesthetist being able to acquire 

comprehensive knowledge on the subject of anaesthesia as practiced by the 

nurse. Hence, the Thabo will be fully in command of the subject matter once 
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advanced to independent practitioner. Possessing full command of subject, 

Thabo is confident in executing the scope of practice of a nurse anaesthetist.  

Having accomplished mastery of scope of practice of a nurse anaesthetist, Thabo 

considers himself to be competent. He gathers patient information by taking good 

patient history using anatomy and physiology knowledge of the relevant bodily 

systems (e.g., respiratory system). He uses his excellent communication abilities 

to prepare the patient for the procedure, and if not fully sedated, talks the patient 

through various procedures. He dexterously administers anaesthesia whilst 

ensuring the patient maintains homoeostasis maintaining discretion of 

appropriateness of action and monitoring anomalies. 

Competence is unserviceable if not accompanied by professional accountability. 

Thabo is mindful of his professional regulations such as permissions and 

limitations, acts and omissions as provided by his professional regulatory body. As 

Thabo documents his interventions, he maintains integrity by honest reflection of 

what was actually done. When practicing, Thabo is consistent and 

uncompromising in relation to patients’ and colleagues’ gender, race, social status, 

economic status, and religion. 

The building blocks of facilitation to mastery of scope of practice is only fulfilled 

when competence and responsibility is consummated by a practitioner’s 

responsibility. Thabo is attentive that his practice and execution of 

responsibilities portrays the assurance the public and peers alike have in nurse 

anaesthesia as a profession. When he clothes himself with his scrubs, Thabo is 

no longer ‘Thabo’ only, but is ‘Thabo the nurse anaesthetist’. As such, he lives up 

to the responsibility invested in him as a competent, accountable, and 

responsible member of a multi-disciplinary team. Thabo is trusted and respected 

by his peers for contributions made to the service rendered. 
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4.7. Classification of Concepts 

The relationships between concepts and the context in which the central concept is 

operational will now be described. This will be facilitated by a survey list provided by 

Dickoff et al. (1968:423) by which concepts can be questioned in order to define and 

classify related concepts. The 6 elements (the agent, the recipient, the dynamics, the 

procedure, the context, and the outcome) and the questions to be asked to extract these 

6 elements are based o the practice theory of Dickoff et al. (1968:423).  

From this, a map of concepts can be drafted. This will be presented in Figure 4.1.   
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Figure 4.1: Classification of Concepts of Scope of Practice for the Nurse Anaesthetist 

Agent 
The nurse anaesthetist 

facilitator  
 

Recipient 
The South African student 

nurse anaesthetist  

Dynamics 
The severe shortage of 

anaesthesia providers, and 
inadequacy and inaccessibility 

of services 

Procedure 
The facilitation to mastery of 

scope of practice  

Context 
The clinic, community health 

centre, district hospitals, 
regional hospitals and tertiary 

hospitals and private and 
education institutions 

 
 

Outcome 
The mastery of the nurse 

anaesthetist scope of practice in 
South Africa 
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4.7.1 Who is the agent? 

The agent question is, “Who performs the activity”? The nurse anaesthetist facilitator 

performs the activity, but who is this? In the novice days of nurse anaesthesia in South 

Africa, the profession will have to rely on South African medical anaesthesiologists for 

ontological facilitation to mastery in the practice. The reason for this medical influence 

allowance is that there is no nurse anaesthetist in South Africa. Prospective nurse 

anaesthetists will be able to gain epistemology and methodology from textbooks, 

international nurse anaesthetist, and foundational embedding into the nursing model of 

care. However, as nurse anaesthesia in South Africa matures, the nurse anaesthetist will 

eventually be able to train nurse anaesthetists. From here on, these two parties will 

collectively be named the nurse anaesthetist facilitator in this study. 

4.7.2 Who is the recipient? 

The recipient question is, “Who is the receiver for the activity”? The student nurse 

anaesthetist (prospective nurse anaesthetist) in South Africa will be facilitated to master 

the scope of practice of a nurse anaesthetist as described by the regulatory authority. 

Thus, the student nurse anaesthetist is the recipient. 

4.7.3 What are the dynamics? 

The drive behind the need for nurse anaesthetist in South Africa is the severe shortage 

of surgery, obstetrics, and anaesthesia providers in low and middle-income countries like 

South Africa. There is currently no professional registration available in South Africa to 

regulate nurse anaesthetists by which they can prescribe and administer anaesthesia and 

chemical pain management services to patients. 

4.7.4 What is the procedure? 

It is crucial for the agent to engage with the recipient to facilitate the recipient to master 

the scope of practice in anaesthesia, sedation, and chemical pain management services 

as practiced by the nurse. This is done by making it easier for the student nurse 

anaesthetist to follow the process to gain comprehensive knowledge and command of 

subject in nurse anaesthesia. This allows the recipient to apply the scope of practice of a 
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nurse anaesthetist in South African with competence, accountability, and by assuming 

responsibility over actions and omissions. 

4.7.5 What is the context? 

The South African nurse practice environment is unique in that there are two main 

sectors: the private sector and the public sector. In the private sector, patients are 

financially liable for the medical care received; in the public sector, the financial liability 

rests either with government or (according to an income scale) with the patient. The public 

sector provides services on tiers level of intervention complexity. These tiers—arranged 

from least complex care to most complex care—are a clinic, community health centre, 

district hospital, regional hospital, and tertiary hospital. The agent’s focus is to provide 

services where a need is identified—either in the private sector or in the public sector.  

4.7.6 What is the outcome? 

The terminus or endpoint of the activity is mastery of scope of practice of a nurse 

anaesthetist in South Africa. 

4.8. Relationship Statements 

The South African medical anaesthesiologist, and later the South African nurse 

anaesthetist (collectively named to be the nurse anaesthetist facilitator), facilitates the 

student nurse anaesthetist in embarking on a journey to achieve mastery of scope of 

practice of a South African nurse anaesthetist. 

The nurse anaesthetist facilitator uses facilitation through diverse means to edify the 

student nurse anaesthetist to achieve mastery. The nurse anaesthetist facilitator 

endeavours to make the process easy to attain mastery of scope of practice.  

The nurse anaesthetist facilitator ensures that the student attains mastery as marked by 

having comprehensive knowledge and having command of the subject matter.  

The comprehensive knowledge and command of subject is the scope of practice. Mastery 

of scope of practice is achieved by possessing competence, accountability, and 

responsibility in providing healthcare as an independent nurse anaesthetist.  
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The assessment of the student nurse anaesthetist and ‘saying goodbye’ between the 

nurse anaesthetist facilitator and the student nurse anaesthetist follows. Assessment is 

realised by evaluating if the student nurse anaesthetist has achieved mastery of the scope 

of practice of a nurse anaesthetist. ‘Saying goodbye’ is realised by the nurse anaesthetist 

facilitator re-enforcing the integration of the scope of practice into the clinical practice and 

allowing the student nurse anaesthetist to transition towards independent practice. The 

student transitions to practice independently and is titled: Nurse Anaesthetist of South 

Africa. 

4.9. Summary 

The central concept identified in this study is ‘facilitation to mastery of scope of practice’ 

as it applies to the nurse anaesthetist in the South African context. The central concept 

was defined using dictionary and subject definitions. From this, the essential attributes for 

'facilitation' were identified as making easy and process. Mastery’s essential attributes 

were identified to be comprehensive knowledge and command of subject. As for 

‘Scope of Practice’, the essential attributes were identified as competence, 

accountability, and responsibility. To exemplify these, a model case was constructed. 

Then, a relationship between concepts and the context in which the central concept is 

operational was described using a survey list as proposed by Dickoff et al. (1968:423). 

Lastly, relationship statements were proposed in preparation for the model development. 
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CHAPTER 5 

A MODEL FOR NURSE ANAESTHESIA 

PRACTICE 

5.1. Introduction 

In chapter four, the process of concept analysis was discussed as it was conducted in 

this study. This allowed the concept to be defined and classified in preparation for model 

development. In this chapter, a model for nurse anaesthesia in South Africa will be 

developed and described as guided by Chinn and Kramer’s (2015:165-183; 2018:169-

186) guidelines. First, an overview of the model will be presented. Thereafter, the 

purpose, assumptions, context, and theoretical definitions of the model will be discussed. 

This is followed by a discussion of the model’s structure. The structure of the model is 

systematically discussed, referring to objects and colour in the model and the relevant 

associated symbolism thereof. The structure of the model will be followed by a discussion 

of the process of the model. Guidelines for the implementation of the practice model is 

suggested. Lastly, the model will be evaluated by model-specific experts. 

5.2. Overview of the Model 

The proposed model will now be discussed briefly. Details concerning the model’s 

structure and process will follow later in this chapter. The proposed model is illustrated in 

Figure 5.1 below. The model portrays how the nurse anaesthetist facilitator assists the 

student nurse anaesthetist to mastery of the scope of practice in nurse anaesthesia which 

ultimately allows independent practice in South Africa as a nurse anaesthetist. 

The model is divided into four phases, namely the relationship phase, the working phase, 

the termination phase, and the independent phase. 
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Figure 5.1: Model for the facilitation to mastery of the scope of practice of a nurse anaesthetist in 
South Africa 
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In the relationship phase, the student nurse anaesthetist embarks on the journey to 

mastery of the scope of practice of the South African nurse anaesthetist. The nurse 

anaesthetist facilitator builds a professional relationship with the student nurse 

anaesthetist through rapport, trust, and open communication. The nurse anaesthetist 

facilitator creates a conducive learning environment. This is achieved by stimulating 

higher order learning, ensuring an emotionally and psychologically safe facilitator-student 

relationship, enabling open communication, and providing support. The nurse 

anaesthetist facilitator, throughout the next phases will influence the student nurse 

anaesthetist in changing attitudes, habits, skills, ways of thinking, and ways of doing and 

working (practice), as well as maintaining these changes. 

In the working phase, the nurse anaesthetist facilitator introduces the scope of practice 

of the nurse anaesthetist in South Africa to the student nurse anaesthetist. By assisting 

and promoting, the nurse anaesthetist facilitator makes it easier for the student nurse 

anaesthetist to master the scope of practice of a nurse anaesthetist. The student nurse 

anaesthetist is facilitated in the realisation that facilitation to mastery is a process that 

involves arranging tasks systematically and applying theory to practice and therefore 

generates effective decision making. 

‘Comprehensive knowledge’ is when the practitioner is an expert in the field of chosen 

practice and due to learning. An expert is someone who has superior skills in, a knack 

fore, and a well-polished grasp over the subject in question. To attain the status of expert, 

the individual has to have acquired facility in the activity by promoting competence in and 

understanding of the content of the subject which was learned. The individual displays 

learning by gaining a formal education. Through learning the student nurse anaesthetist 

will attain comprehensive knowledge on the subject of nurse anaesthesia in South Africa 

and hence become an expert in the field. The nurse anaesthetist facilitator promotes the 

student nurse anaesthetist to have superior skills and complete facility over the subject 

through formal education. The student nurse anaesthetist will also be assisted to deal 

effectively with challenging situations in the practice. Having comprehensive knowledge 

and command of subject of the scope of practice of nurse anaesthesia, the student nurse 

anaesthetist achieves mastery. 
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Through this process of mastery, the student nurse anaesthetist comes to recognise that 

scope of practice is a synthesis of competence, accountability, and responsibility. With 

regards to competence, the student nurse anaesthetist is facilitated to display skills and 

use clinical judgement through critical thinking. Reciprocally, the student nurse 

anaesthetist becomes capable of being a nurse anaesthetist in practice and perform 

anaesthetist duties with much expertise, backed up with the necessary experience. 

Furthermore, the student nurse anaesthetist is facilitated to be accountable for the scope 

of practice of nurse anaesthesia. Included and related to this are the permissions and 

limitations, and acts and omissions as provided by the relevant professional regulatory 

body. The student nurse anaesthetist comes to understand what ethical behaviour in 

nurse anaesthesia practice entails and is facilitated to act with integrity. This is illustrated 

by the student nurse anaesthetist gaining consent before performing a procedure, and 

being consistent and uncompromising concerning patient gender, race, social status, 

economic status, and religion, thus protecting the patient’s basic rights. The student nurse 

anaesthetist is facilitated also in the full appreciation of the responsibility a nurse 

anaesthetist carries in practice. As such the student nurse anaesthetist learns to portray 

themselves as a nurse anaesthetist being a professional person and holding recognition 

towards the profession. 

The termination phase is the third phase. This phase is the assessment of the student 

nurse anaesthetist and ‘saying goodbye’ between the nurse anaesthetist facilitator and 

the student nurse anaesthetist. Assessment is realised by evaluating if the student nurse 

anaesthetist has achieved mastery of the scope of practice of a nurse anaesthetist. 

‘Saying goodbye’ is realised by the nurse anaesthetist facilitator re-enforcing the scope 

of practice into clinical practice and allowing the student nurse anaesthetist to transition 

towards independence practice. Thus, that which has been learned is reviewed so that 

the student nurse anaesthetist will have self-efficacy and self-confidence in the practice 

of a nurse anaesthetist. 

Lastly, the independent phase allows the nurse anaesthetist to step into practice and 

execute services, having achieved mastery of the scope of practice of nurse anaesthesia 

in South Africa. The student nurse anaesthetist is no longer a student but an independent 

practitioner. 
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During any stage, a stagnation may occur. A stagnation is when the student nurse 

anaesthetist dwindles off the path of becoming an expert. A stagnation may occur due to 

personal or professional factors. When a stagnation becomes apparent, the nurse 

anaesthetist facilitator assists the student nurse anaesthetist by backtracking to a 

mutually agreed upon, non-compromised phase, and builds on its foundations. 

5.3. Purpose of the Model 

The purpose of this model is to provide a theoretical framework by which a potential 

candidate may be facilitated to mastery and hence become a practicing nurse 

anaesthetist in South Africa. The model also serves as a reference point for the guidelines 

for implementation of this practice model for nurse anaesthetist. 

5.4. Assumptions of the Model 

Disclosure of assumptions when describing a tentative model reveals the premises on 

which the model was developed. Assumptions ask the question, “What does the author 

of the model accept as absolute truth?” The reader is referred to chapter one where the 

researcher’s own pragmatic perspective in this study is elaborated on.  

The nurse anaesthetist facilitator and the student nurse anaesthetist are whole persons. 

The persons (nurse anaesthetist facilitator and the student nurse anaesthetist) are 

encapsulated within the internal and external environments. The internal environment of 

a person interacts with the external environment. The internal environment is the body, 

mind, and spirit. The external environment is the physical, social, and spiritual 

dimensions. 

The student nurse anaesthetist has a background in nursing and endeavours to 

undertake a process to achieve mastery in nurse anaesthesia. A nurse anaesthetist 

facilitator is a person who facilitates the student nurse anaesthetist to become a master 

in practice. Thereby, the nurse anaesthetist is a nurse specifically trained to administer 

anaesthesia like general anaesthesia, regional anaesthesia, or local anaesthesia, and to 

provide pain management services. 
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Medical anaesthesiologists initially contribute to the role of nurse anaesthetist facilitator 

but must not facilitate the student nurse anaesthetist away from sound nursing values. 

Therefore, the medical anaesthesiologist is conscious of the premise on which nursing 

as a profession in South Africa is built on. Equally responsible, the student nurse 

anaesthetist is conscious that the nurse anaesthetist facilitator is a medical practitioner 

and therefore guards against being steered away from the art and science of sound 

nursing. 

5.5. Context of the Model 

Once the student nurse anaesthetist has reached the independent phase, the model 

proposes that nurse anaesthetists should be able to practice in all of the South African 

healthcare context, namely clinics, community health centres, district hospitals, regional 

hospitals, and tertiary hospitals. 

5.6. Theoretical Definitions of the Concepts in the Model 

5.6.1 Facilitation to mastery of scope of practice 

The ‘Facilitation to Mastery of Scope of Practice’ of the nurse anaesthetist refers to the 

medical anaesthesiologist and nurse anaesthetist making the process easier for the 

student nurse anaesthetist to acquire comprehensive knowledge of nurse anaesthesia 

and consequently having command of the subject to adhere to competence, 

accountability, and responsibility in providing healthcare independently. 

5.6.2 Facilitation 

Facilitation, in this study, refers to the medical anaesthesiologist and nurse anaesthetist 

(collectively known as the nurse anaesthetist facilitator) making the process easier for 

the student nurse anaesthetist to understand and practice according to the full scope of 

practice upon completion of mastery. 
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5.6.2.1 Making Easy 

To ‘make easy’ the nurse anaesthetist facilitator assists and promotes the student nurse 

anaesthetist in the mastery of the scope of practice. This assistance can be through 

diverse means such as stimulation higher order learning, making learning possible, 

ensuring an emotionally and psychologically safe facilitator-student, enabling open 

communication, and providing support. To ‘make easy’ also entails promotion. Promotion 

is achieved by changing attitudes, habits, skills, ways of thinking, and ways of doing and 

working (practice), as well as maintaining these changes. Should the student stagnate, 

the nurse anaesthetist facilitator reinstates the previous stage and promotes the student 

nurse anaesthetist to the next.  

5.6.2.2 Process 

Through ‘process’, the nurse anaesthetist facilitator facilitates the student nurse 

anaesthetist in arranging priorities and implementing action to fulfil the scope of practice. 

‘Arranging’ is mastered when nurse anaesthesia theoretical knowledge is applied to 

practice and therefore generates effective decision making. Hence, action is possible by 

implementing evidence (research findings) to practice and implementing that which was 

generated through learning to practice. Process is characterized by thinking (arranging) 

and doing (action). 

5.6.3 Mastery 

Mastery, in this study, refers to the student nurse anaesthetist acquiring comprehensive 
knowledge and command of subject in order to attain the full scope of practice upon 

completion of facilitation. 

5.6.3.1 Comprehensive Knowledge 

‘Comprehensive knowledge’ is when the practitioner is an expert in the field of chosen 

practice as a result of learning. An expert is someone who has superior skills, a knack 

and well-polished grasp over the subject matter in question. To attain the status of expert, 

the individual has to have acquired facility in the activity by promoting competence and 

understanding of the content of the subject which was learned along with applicable 
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experience. The individual displays learning by gaining a formal education and attending 

informal training sessions. 

5.6.3.2 Command of Subject 

‘Command of subject’ is when the practitioner has full control over actions and skills 

and ability to execute tasks effectively. When a practitioner has control, it is manifested 

by having authority, skills and ability to deal with challenging situations, and confidence 

in their own practice. Ability is when the practitioner has sound technique, aptitude and 

proficiency to execute tasks. 

5.6.4 Scope of Practice 

Scope of practice is a declaration of an individual’s competence, accountability, and 

responsibility as a health professional, in the field of nurse anaesthesia in South Africa. 

5.6.4.1 Competence 

The student nurse anaesthetist will be trained to achieve a high level of competence in 

nurse anaesthesia as displayed by the skills and judgement mastered. By having skills, 

the practitioner provides services of which one must be highly educated in and display 

expertise of. Skills applied are seen when a practitioner delivers high quality services 

backed up with experience. 

5.6.4.2 Accountability 

Accountability is the regulation of a professional practice (such as nurse anaesthesia) 

in which the practitioner acts with integrity and ethical behaviour. Regulation is that which 

is governed by councils and statutory bodies and which allows individuals to register as 

qualified practitioners. The regulation of registered persons protects the public by 

ensuring the practitioner acts with integrity and behaves ethically. Integrity is knowing the 

legislative boundaries by which a practitioner is allowed to perform activities. It is also to 

be answerable for practice conducted. Being able to make ethical decisions is closely 

linked with integrity and characterised by gaining consent prior to performing procedures 

and not discriminating when performing professional services. 
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5.6.4.3 Responsibility 

Responsibility of a practitioner refers to having professional status and demanding 

recognition. As a nurse anaesthetist, the practitioner will operate with the authority that 

comes with having specialised in their area. With this, the practitioner may carry a title or 

some other form of formal recognition. In this professional status, the nurse anaesthetist 

is also aware of the foundations of nursing and aims to keep these. As part of the 

multidisciplinary team, the nurse anaesthetist knows what roles and functions they bring. 

5.7. Relationship Statements 

The South African medical anaesthesiologist, and later the South African nurse 

anaesthetist (collectively named to be the nurse anaesthetist facilitator), facilitates the 

student nurse anaesthetist to embark on a journey to achieve mastery of scope of practice 

of a South African nurse anaesthetist. 

The nurse anaesthetist facilitator uses facilitation through diverse means to edify the 

student nurse anaesthetist to achieve mastery. The nurse anaesthetist facilitator 

endeavours to make the process easy to attain mastery of scope of practice.  

The nurse anaesthetist facilitator ensures that the student attains mastery as marked by 

having comprehensive knowledge and having command of the subject matter.  

The comprehensive knowledge and command of subject is the scope of practice. Mastery 

of scope of practice is achieved by having competence, accountability, and responsibility 

in providing healthcare as an independent nurse anaesthetist.  

The assessment of the student nurse anaesthetist and ‘saying goodbye’ between the 

nurse anaesthetist facilitator and the student nurse anaesthetist follows. Assessment is 

realised by evaluating if the student nurse anaesthetist has achieved mastery of the scope 

of practice of a nurse anaesthetist. ‘Saying goodbye’ is realised by the nurse anaesthetist 

facilitator re-enforcing the integration of the scope of practice into the clinical practice and 

allowing the student nurse anaesthetist to transition towards independent practice. From 

henceforth, the student will practice independently, and be titled: Nurse Anaesthetist of 

South Africa.  
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5.8. Structure of the Model 

The structure of the model will now be discussed. The overall structure of the model is 

two people who meet at the bottom of the staircase and climb the stairs together to reach 

the top of the staircase. As part of the discussion, the use of basic structures and colours 

and their associated symbolism will be discussed. 

5.8.1 Context 

The border represents the context into which this model is placed, namely the healthcare 

system of South Africa (see 5.5). In Figure 5.2, the context is illustrated and is taken from 

the main model represented in Figure 5.1. 

The context is shown to be a closed system. The South African health system, the milieu 

in which the nurse anaesthetist practices, is not extended beyond the borders of South 

Africa. This allows the relevant regulatory body to govern the nurse anaesthetist and 

ensure that such an individual is competent, responsible, and accountable. One of the 

reasons a regulatory body exists is to protect the public of a specific geographical location 

against its healthcare providers and, for this reason, the context is shown as closed. To 

show this study’s inherent neutrality on the healthcare system of South Africa, the model 

is represented as grey (Wright, 2020). 
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Figure 5.2: Context of the Model 
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5.8.2 The Nurse Anaesthetist Facilitator 

The nurse anaesthetist facilitator is depicted to be a person in full, with an internal and 

external environment. The full human figure shows the holistic approach of the model 

concerning the person as a whole being. The internal environment is the body, mind, and 

spirit. The external environment encompasses the physical, social, and spiritual 

dimensions (refer to chapter one, 1.5). 

The figure clothed in purple, along with the darker footsteps on the staircase represents 

the nurse anaesthetist facilitator. In Figure 5.3, the nurse anaesthetist facilitator is 

illustrated and is taken from the main model represented in Figure 5.1. 
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Figure 5.3: The Nurse Anaesthetist Facilitator 
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A nurse anaesthetist facilitator is a South African medical anaesthesiologist (a medical 

practitioner who is further specialised to provide anaesthesia services) and this role 

transitions to become solely a nurse anaesthetist. In the novice days of nurse anaesthesia 

in South Africa, the profession will borrow (through the strategy of concept derivation 

described in chapter 2) South African medical anaesthesiologist for ontological facilitation 

in the practice. The reason for this medical influence allowance is that there is no nurse 

anaesthetist in South Africa. As nurse anaesthesia as a profession in South Africa 

matures, the nurse anaesthetist will eventually be able to train student nurse 

anaesthetists to mastery. Collectively, these two parties (the medical anaesthesiologist 

and the qualified nurse anaesthetist) are named in this study as the nurse anaesthetist 

facilitator. 

The nurse anaesthetist facilitator is an expert at facilitating a student nurse anaesthetist 

through the process of mastering the scope of practice of a nurse anaesthetist and at 

making the process easy for the student. For this, the nurse anaesthetist facilitator is 

foundationally well acquainted and versed into the scope of practice of a nurse 

anaesthetist in South Africa, knowing what the relevant regulatory authority prescribes 

and expects. The nurse anaesthetist facilitator possesses attributes such as self-

awareness, open-mindedness, trust, respect, sense of humour, practice skills, 

willingness, tolerance, and valuing, embracing, and respecting diversity. The nurse 

anaesthetist facilitator has mastery of the scope of practice such and is in possession of 

comprehensive knowledge and command of subject. The nurse anaesthetist facilitator is 

competent and experienced in the duties a nurse anaesthetist will typically perform such 

as being skilful and capable of using clinical judgement. The nurse anaesthetist facilitator 

knows accountability as it applies to the nurse anaesthetist, such as boundaries of the 

regulations, what ethical decision-making entails, and integrity. 

The use of self is vital in this role, able to separate the personal self from the professional 

self, thus eluding personal preference and prejudice. The self is moreover utilised when 

self-examining personal and professional limitations. Personal limitations are, for 

example, that one person cannot know absolutely everything, and that wisdom and 

knowledge are found rather in a multitude of counsellors. Another example of personal 

limitations that could influence a sound mind could be age, previous traumatic 

experiences, or personal stress. Once nurse anaesthetists (not the medical 
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anaesthesiologist anymore) starts facilitating incoming student nurse anaesthetists to 

mastery of the scope of practice, they will know that their newness to practice pose an 

experience limitation and therefore relay any issues and rely on quality assurance from 

their predecessors. 

Above all, the nurse anaesthetist facilitator is an expert in facilitation. This includes having 

a natural aptitude for making mastery of the scope of practice easier for the student nurse 

anaesthetist. This can be done by assisting in comprehending the scope of practice of a 

nurse anaesthetist better. In this model, facilitation is achieved by two means: possessing 

the ability to ‘make easy’ and convey ‘process’. 

Foremost, ‘to make easy’ is cultivated in the soil where the nurse anaesthetist facilitator 

can create a safe environment for the student nurse anaesthetist to allow mastery of the 

scope of practice of a nurse anaesthetist in South Africa. The nurse anaesthetist facilitator 

makes learning possible by creating open communication channels and providing 

support. The nurse anaesthetist facilitator promotes the student nurse anaesthetist until 

mastery of the scope of practice of the nurse anaesthetist is achieved. Promotion is 

achieved by changing attitudes, habits, skills, ways of thinking, and ways of doing and 

working (practice), as well as maintaining these changes. Should the student stagnate, 

restoration becomes a critical part of promotion. Similarly, the ‘process’ is done by 

showing the student nurse anaesthetist that mastery is a process that involves arranging 

tasks systematically and logically and then acting upon it. Arranging is mastered when 

theory of nurse anaesthesia is applied in practice and therefore generates effective 

decision making. The nurse anaesthetist facilitator cannot facilitate mastery effectively if 

action is not used–showing and allowing the student nurse anaesthetist to perform actions 

under supervision. 

The nurse anaesthetist facilitator is clothed in purple. Purple is appropriate as it 

represents power (superiority) and wisdom (Van Braam, 2020). In this relationship, the 

nurse anaesthetist facilitator influences the student nurse anaesthetist by virtue of the 

nurse anaesthetist facilitator’s expertise. In the working phase and the termination phase, 

the student nurse anaesthetist is depicted by footsteps only. This was done to show the 

active progress that takes place. In the termination phase, the nurse anaesthetist 

facilitator's footsteps fade to symbolise ‘saying goodbye’ (see ‘Termination Phase’). 
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5.8.3 The Student Nurse Anaesthetist 

The student nurse anaesthetist is depicted to be a person in full, with an internal and 

external environment. The full human figure shows the holistic approach of the model 

concerning the person as a whole being. The internal environment is the body, mind, and 

spirit. The external environment encompasses the physical, social, and spiritual 

dimensions (see 1.5). 

The figure clothed in green, along with the lighter footsteps on the staircase, represents 

the student nurse anaesthetist. In Figure 5.4, the student nurse anaesthetist is illustrated 

and is taken from the main model represented in Figure 5.1. 
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Figure 5.4: The Student Nurse Anaesthetist 
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A student nurse anaesthetist is a nurse already, registered with the relevant nursing 

regulatory body of South Africa and is in a good standing with it. This nurse ought to have 

sufficient experience (2 years) in an acute nursing setting, such as intensive care units, 

accident and emergency units (casualties), or operating theatres. The nurse should also 

have an acceptable level of training (education accompanied by registration) as deemed 

appropriate by the regulatory authority, such as a nursing qualification on level seven or 

above on the South African Qualifications Authority’s National Qualifications Framework. 

Although the student nurse anaesthetist can practice in any setting, willingness to work 

independently in rural settings where there is a dire need for anaesthetist providers who 

can deliver safe care is necessary. 

 

The student nurse anaesthetist should consent autonomously to embark on this journey 

to mastery of the scope of practice. Similar to the use of self for the nurse anaesthetist 

facilitator, the use of self is imperative for the student nurse anaesthetist throughout this 

journey. The student nurse anaesthetist will know what their baseline comprehension of 

nurse anaesthesia entails. This will provide an opportunity for reflection and comparison 

on progress later on. Like the nurse anaesthetist facilitator, the student nurse anaesthetist 

will use the self to examine personal and professional limitations. The student nurse 

anaesthetist’s limitations could include but are not limited to time constraints due to 

personal responsibilities, attitude towards being a novice, capacity to learn, lack of a 

personal support system, health issues, etcetera. For the student nurse anaesthetist, 

professional limitations can be things like not being trained to an acceptable level of entry 

requirements or having deficient experience, among others. Throughout the process, the 

student nurse anaesthetist will also use the self to reflect (assess) on whether the 

outcome for each phase is achieved. If at any point the student nurse anaesthetist, 

through the facilitation of the nurse anaesthetist facilitator, realises that the outcome is 

not achieved, the student nurse anaesthetist ought to take a step back (literal in the 

model) and deepen facilitation to mastery of the scope of practice at the previous phase. 

Once fully mastered, the nurse anaesthetist is a nurse specifically trained to administer 

anaesthesia like general anaesthesia, regional anaesthesia, or local anaesthesia, and to 

provide pain management services independently, in addition to all other nursing tasks, 

in South Africa. 
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The student nurse anaesthetist is clothed in green. This colour is appropriate as, often, 

operating theatre staff wear coral green scrubs. In the working phase and the termination 

phase, the student nurse anaesthetist is depicted by footsteps only. This was done to 

show the active progress that takes place. 

In South Africa, regulatory bodies supply nurses with a distinguishing device such as an 

epaulette to be worn by nurses to indicate the capacity in which the wearer is registered. 

For this reason, the student nurse anaesthetist wears epaulettes to show that they have 

the basic qualification to be a nurse anaesthetist (as depicted in Figure 5.5).  
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Figure 5.5: The Epaulettes 
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5.8.4 The Relationship Between the Nurse Anaesthetist Facilitator and the 
Student Nurse Anaesthetist 

The bi-directional arrow between the two human figures represents the relationship 

between the nurse anaesthetist facilitator and the student nurse anaesthetist. In Figure 

5.6, the bi-directional arrow is illustrated and is taken from the main model represented 

in Figure 5.1. 

The bi-directional arrow shows how the nurse anaesthetist facilitator, and the student 

nurse anaesthetist built a rapport by getting to know one another. The rapport constitutes 

a joint harmonious relationship in which each party’s feelings, perspectives, ideas, and 

goals are shared and communicated well. 

The actions and responses of both the nurse anaesthetist facilitator and the student nurse 

anaesthetist towards this relationship are discussed under their specific headings 

respectively.  

 

Figure 5.6: The Bi-directional Arrow between the two human figures 
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5.8.5 The Staircase Representing the Facilitation Process 

The staircase represents the facilitation process as conducted by the nurse anaesthetist 

facilitator and undertaken by the student nurse anaesthetist. In Figure 5.7, the staircase 

is illustrated and is taken from the main model represented in Figure 5.1. 

 

Figure 5.7: The Staircase 
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Lexico (2020) defines ‘stair’ as a “set of steps leading from one floor of a building to 

another”. Moreover, Lexico (2020) defines ‘steps’ as “a flat surface, especially one in a 

series, on which to place one's foot when moving from one level to another”. The model 

uses a staircase to demonstrate the progress of the student nurse anaesthetist, with the 

facilitation of the nurse anaesthetist facilitator, as a linear progression from one level to 

another. At the start, the student nurse anaesthetist does not have any mastery of the 

scope of practice of a nurse anaesthetist. As time progresses, however, the student nurse 

anaesthetist is stimulated to learning of competence, accountability, and responsibility. 

This is not a quick, abrupt transition, but is a gradual, unhurried, and cautious process of 

maturity until achievement of the scope of practice of a nurse anaesthetist in South Africa 

is reached. 

The steps provide an ease of backtracking if a stagnation occurs during any phase. A 

stagnation may occur due to personal or professional factors. When a stagnation 

becomes apparent, the nurse anaesthetist facilitator assists the student nurse 

anaesthetist by backtracking to a mutually agreed upon, non-compromised phase, and 

builds on its foundations. 

Throughout the four phases, the steps are illustrated with specific frequency and 

steepness. This is done intentionally and is further explained in the sections below. 

The red arrows next to the staircase represent a possible stagnation that the student 

nurse anaesthetist might experience. In Figure 5.8, the red arrows are illustrated and are 

taken from the main model represented in Figure 5.1. 

In this model, the use of red arrows is deliberate. The use of downward-left pointing 

arrows in this model indicates regression, stagnation, worsening, or deterioration. 

Regression arrows are coloured red. During any stage, a stagnation may occur. A 

stagnation is when the student nurse anaesthetist dwindles off the path of becoming an 

expert through learning having the skills, ability and control that is demanded from a 

student nurse anaesthetist. A stagnation may occur due to personal or professional 

factors. When a stagnation becomes apparent, the nurse anaesthetist facilitator assists 

the student nurse anaesthetist by backtracking to a mutually agreed upon, non-

compromised phase, and builds on its foundations. 
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Figure 5.8: The Red Arrows 

5.8.6 The Relationship Phase 

The first three steps and the white backdrop represent the relationship phase of the 

model. In Figure 5.9, the relationship phase is illustrated and is taken from the main model 

represented in Figure 5.1. 

The steps in the relationship phase have a low intensity. When the nurse anaesthetist 

facilitator and the student nurse anaesthetist build their relationship, a mutual respect is 

encouraged. The nurse anaesthetist facilitator and the student nurse anaesthetist engage 

with one another on a professional level with a mutual goal: the achievement of mastery 

of the scope of practice of a South African nurse anaesthetist. The nurse anaesthetist 

facilitator will aim to make this easy for the student nurse anaesthetist, not stumbling 

under the intensity of the process but rather focusing on the intensity and frequency of 

the working stage. The two parties engage in openness, purity, willingness, empathy, 

mutual trust, perseverance, commitment, and clarity, with a clean slate free of any 

prejudice. 

The relationship phase is presented in the colour white. White can be seen as a colour of 

new beginnings: an open, virgin, and clean slate (Cherry, 2019; Scott-Kemmis, 2018). 
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The nurse anaesthetist facilitator and the student nurse anaesthetist have no prejudice 

against one another and enter the relationship in purity and cleanliness and humility 

(Ferreira, 2019). White can also be seen as reflection and openness, purity and clarity 

(Wright, 2020). In this study, the nurse anaesthetist facilitator and the student nurse 

anaesthetist embark on a journey to where the nurse anaesthetist facilitator will facilitate 

the student nurse anaesthetist to reach the outcome, namely the mastery of scope of 

practice of a nurse anaesthetist to practice independently. The nurse anaesthetist 

facilitator and student nurse anaesthetist enter the relationship with an open, clear mind 

and attitude where critical thinking is fostered, creativity encouraged, and open 

communication made possible. White provides the impression of space (Scott-Kemmis, 

2018). This impression can be transferred to this study as the student nurse anaesthetist 

having the capacity to attain mastery of the scope of practice as facilitated by the nurse 

anaesthetist facilitator.  

 

 

 

 

 

 

 

Figure 5.9: The Relationship Phase 

5.8.7 The Working Phase 

The three large steps on the green backdrop represent the working phase of the model. 

In Figure 5.10, the working phase is illustrated and is taken from the main model 

represented in Figure 5.1. 

In the working phase, the steps become more intense. Most of the hard work to achieve 

mastery of the scope of practice is done during the working phase. Mastering 

competence, accountability, and responsibility of the nurse anaesthetist requires vitality, 
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resilience, determination, endurance, and vigour, all of which are attributes needed to 

climb intense and frequent steps. 

When studying the colour spectrum, one will find that green is in the centre of the 

spectrum (Wright, 2020). Green is appropriate to represent the working phase as this 

phase is in the middle of the three action phases (relationship phase, working phase, and 

termination phase). Green symbolises growth and fertility (Ferreira, 2019; Scott-Kemmis, 

2018). This is fitting as the student nurse anaesthetist, through facilitation by the nurse 

anaesthetist facilitator, grows in the scope of practice of the nurse anaesthetist during this 

phase. The student nurse anaesthetist is receptive to growth and vitality. Green also adds 

an element of resilience and hope (Scott-Kemmis, 2018). The nurse anaesthetist will use 

resilience to grow and seek innovative ways to overcome challenges. Further, nurturing 

is also symbolised by green (Scott-Kemmis, 2018). The student nurse anaesthetist will 

attain mastery of the scope of practice of the nurse anaesthetist to be used to nurture and 

show compassion to patients during stressful procedures (Cherry, 2019). 

 

 

 

 

 

 

Figure 5.10: The Working Phase 

5.8.8 The Termination Phase 

The smaller third and second to last step on the blue backdrop represent the termination 

phase of the model. In Figure 5.11, the termination phase is illustrated and is taken from 

the main model represented in Figure 5.1 

In the termination phase, the steps again ease into lesser frequency and lower intensity. 

This phase is the assessment of the student nurse anaesthetist and ‘saying goodbye’ 

between the nurse anaesthetist facilitator and the student nurse anaesthetist. The result 
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of this assessment is to ensure that the student nurse anaesthetist has comprehensive 

knowledge and command of subject and is 1) competent: ready to use skills and 

judgement in practice, 2) accountable: able to be registered as a nurse anaesthetist and 

willing to abide by the regulations, and 3) responsible: upholding professionalism and the 

trust of the public and of peers. Once past the termination phase, the student nurse 

anaesthetist masters the scope of practice of nurse anaesthesia and is able to register. 

The assessment is intense, yet less extensive for this reason. Thus, the steps are 

depicted to be less frequent. ‘Saying goodbye’ is realised by the nurse anaesthetist 

facilitator re-enforcing the integration of the scope of practice into the clinical practice and 

allowing the student nurse anaesthetist to transition towards independent practice. 

The student nurse anaesthetist is on the second to last phase before reaching the 

independent phase and is almost a master of the scope of practice of a nurse 

anaesthetist. This phase is represented by blue. Blue shows loyalty and integrity (Scott-

Kemmis, 2018). The student nurse anaesthetist has attained mastery to be responsible 

for practice and thus exercise loyalty towards the profession and their professional status. 

The student nurse anaesthetist has also matured to be accountable and therefore 

portrays integrity and ethical reliability. Blue also shows inner security and confidence 

(Cherry, 2020; Scott-Kemmis, 2018). The student nurse anaesthetist is facilitated to be 

confident in the scope of practice of a nurse anaesthetist, showing unwavering 

competence, responsibility, and accountability. As part of being a nurse anaesthetist, the 

student nurse anaesthetist will have to, at times, take control of compromising situations 

and to do the right thing at difficult times– these qualities too are represented by blue 

(Cherry, 2020; Scott-Kemmis, 2018). Other attributes of a nurse anaesthetist that blue 

symbolises in the termination phase are integrity, tact, intelligence, duty, and safe and 

non-threatening practice (Cherry, 2020; Ferreira, 2019; Wright, 2020). Once the student 

nurse anaesthetist displays these characteristics, the nurse anaesthetist facilitator is 

ready to assess the student nurse anaesthetist and to proceeding to ‘say goodbye’. 
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Figure 5.11: The Termination Phase 

5.8.9 The Independent Phase 

The last (topmost) steps on the golden yellow backdrop represent the independent phase 

of the model. In Figure 5.12, the independent phase is illustrated and is taken from the 

main model represented in Figure 5.1 

The independent phase shows the top of the staircase (the next level). In this phase, the 

student nurse anaesthetist achieved mastery of the scope of practice of a nurse 

anaesthetist already. The now independent nurse anaesthetist, as a master in the scope 

of practice of the nurse anaesthetist, will not further develop in the scope of practice 

fundamentally but will only embark on mastery of the profession. In the future, the nurse 

anaesthetist will continue to practice as a nurse anaesthetist but will continuously deepen 

their understanding in the scope of practice. 

Mastery of the scope of practice of a nurse anaesthetist in South Africa is achieved. This 

phase may also be equally effectively named the ‘Outcome Phase’. To celebrate this, this 

phase is presented by golden yellow. Golden yellow denotes wisdom and analytical 

thought (Wright, 2020). The student nurse anaesthetist, now independent, will have to 

use the scope of practice to display critical and logical thinking. As a colour, yellow helps 

with decision making as it relates to clarity of thought (Scott-Kemmis, 2018). These 

attributes are useful for the nurse anaesthetist to execute the scope of practice. Personal 

attributes like emotional positivism, self-esteem, emotional strength, creativity, and 

friendliness are also associated with golden yellow – all of which the nurse anaesthetist 

will use to masterfully perform the scope of practice (Cherry, 2020; Scott-Kemmis, 2018; 

Wright, 2020). 
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Figure 5.12: The Independent Phase 

The colour gradient between the phases is depicted in Figure 5.13 and is taken from the 

main model represented in Figure 5.1 

The four phases—relationship phase, working phase, termination phase and independent 

phase—are depicted as four blocks. The colours on the top of these blocks merge into 

one another with a gradient as it represents how facilitation occurs in practice. This was 

purposefully illustrated in this way to convey the message that there is not a definite 

beginning and end of the phase. This truth is echoed in Piper’s (2013) quote, “Books don’t 

change people, paragraphs do—sometimes sentences”. The facilitation of the student 

nurse anaesthetist by the nurse anaesthetist facilitator is gradual. The relationship phase 

metamorphoses into the working phase and that again metamorphoses into the 

termination phase leading to the independent phase. It is a gradual, “sentence by 

sentence” process developing the student nurse anaesthetist toward achieving mastery 

of the scope of practice of a nurse anaesthetist in South Africa. 
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Figure 5.13: The Colour Gradient 

5.9. Process of the Model 

5.9.1 The Relationship Phase 

The relationship phase constitutes the first of four phases of this model. The professional 

relationship initiated between the nurse anaesthetist facilitator and the nurse anaesthetist, 

and how it relates to ‘facilitation’ of ‘mastery’ in the ‘scope of practice’ is the main topic of 

this phase. 

For facilitation to occur effectively, the nurse anaesthetist facilitator and the student nurse 

anaesthetist cultivate a rapport. The rapport constitutes a joint harmonious relationship in 

which each party’s feelings, perspectives, ideas, and goals are shared and communicate 

well. This rapport allows both parties to feel safe in the environment and establish the 

welfare of both parties for the rest of the journey together. The nurse anaesthetist 

facilitator, as an authoritative figure, takes the lead in establishing this mutual rapport. 
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A safe relationship facilitates the student nurse anaesthetist to seek support and to obtain 

assistance. Throughout the journey, the student nurse anaesthetist will encounter difficult 

and challenging situations, times of self-doubt, and times where the outcome does not 

seem obvious. In these situations, the student nurse anaesthetist is facilitated to be 

courageous to seek help and advice. The relationship, however, remains strictly 

professional. 

The engagement between the nurse anaesthetist facilitator and the student nurse 

anaesthetist is a process towards bringing about a change. Exploration into this journey 

to becoming a nurse anaesthetist invites the student nurse anaesthetist to learn new 

things and have new experiences. The engagement enables the student nurse 

anaesthetist to be empowered, confident, and adaptable. 

During the relationship phase, the student nurse anaesthetist is facilitated to realise the 

importance of being a nurse anaesthetist in South Africa. The nurse anaesthetist 

facilitator shows how nurse anaesthetists will alleviate the burden of disease in South 

Africa. This propels and encourages the student nurse anaesthetist to excel in the 

profession. 

Establishing constructive or open communication skills is paramount during the 

relationship phase and will be used throughout the rest of the phases. Communication 

between the nurse anaesthetist facilitator and the student nurse anaesthetist consists of 

both giving and receiving. The nurse anaesthetist facilitator has to give clear instructions 

toward further facilitation to mastery of the scope of practice of the nurse anaesthetist, 

but also has to listen and be responsive towards trials and setbacks experienced by the 

student nurse anaesthetist. The student nurse anaesthetist plays their part in actively 

listening to the nurse anaesthetist facilitator’s instruction. Additionally, the student nurse 

anaesthetist must be confident enough to communicate trials and setbacks experienced. 

The nurse anaesthetist facilitator also declares any resources to generate learning that 

are available to the student nurse anaesthetist to use, as this will develop mastery of 

scope of practice of a nurse anaesthetist in South Africa. During the relationship phase, 

the nurse anaesthetist facilitator and the student nurse anaesthetist commence the 

journey and will soon enter the working phase. 
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5.9.2 The Working Phase 

Most of the facilitation work will be done in the working phase. It is here where the student 

nurse anaesthetist will have the highest intensity of facilitation to mastery of the scope of 

practice of the nurse anaesthetist compared to all the other phases. In the working phase, 

the three components of the scope of practice of the nurse anaesthetist in South Africa 

are explored. It is of utmost importance to note that the nurse anaesthetist is being 

facilitated to mastery into current best evidence-based practice, but as time progresses 

the nurse anaesthetist will stay up to date with the latest research, technology, and 

techniques. The scope of practice is thus fluid and will change as time progresses to meet 

the demands of best evidence practice and technology. Reflecting on the nurse 

anaesthetist practices described in chapter three, competencies, accountability, and 

responsibilities of the South African nurse anaesthetist will now be proposed. The 

information was combined, duplicates were deleted, and then was sorted into 

competencies, accountability, and responsibilities of the nurse anaesthetist. 

Since the student nurse anaesthetist is already a registered nurse, basic nursing scope 

of practice as set out by the regulatory authority body, additionally applies to the South 

African nurse anaesthetist scope of practice described below. 

Mastery of competence as it relates to the nurse anaesthetist is being facilitated to be 

skilful and to have a procession of judgement. The skills and judgement a nurse 

anaesthetist should have are: 

• Performing and requesting a pre-anaesthetic assessment, such as a physical head 

to toe examination and other diagnostic studies, and interpreting results. 

• Developing and implementing an anaesthetic plan. 

• Providing health education to the patient. 

• Assessing fitness for anaesthesia given the patient’s clinical data. 

• Selecting, prescribing, preparing, and providing an anaesthetic technique most 

appropriate for the patient. This may include general, regional (spinal, epidural, and 
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nerve blocks), and local anaesthesia and sedation, and all drugs, supplies, and 

machines that accompany the chosen technique. 

• Managing the chosen anaesthetic technique, including responding to the patient’s 

physiological response, recovery, and emergence. 

• Selecting, prescribing, preparing, and providing acute and chronic pain 

management modalities. 

• Comprehensively selecting and managing a patient’s airway and pulmonary status 

using best evidence-based practice and clinical judgement. 

• Selecting and applying non-invasive and invasive monitoring modalities for 

collecting and interpreting patient physiological data. 

• In the event of an emergency, performing all that is reasonable to be done—with 

consultation, if possible—to achieve the best possible patient outcome achievable. 

• Evaluating the patient after anaesthesia, to discharge or refer accordingly. 

• Prevention and management of anaesthetic complications. 

Mastery of accountability, as it relates to the nurse anaesthetist, entails being facilitated 

in submitting to the relevant regulation, in practicing with integrity, and in displaying ethical 

behaviour. A nurse anaesthetist who has mastered accountability should be proficient in: 

• Documenting the patient’s assessment, progress, and evaluation. 

• Obtaining informed consent for anaesthesia and educating the patient on possible 

risks of anaesthesia. 

• Performing quality assessment on disciplines related to anaesthesia. 

• Support, preserve, and advocate for patient basic rights to ensure the patient’s 

interest and well-being is preserved. 

• Being held accountable for decisions, omissions, and actions related to a patient 

during the anaesthesia process. 
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Mastery of responsibility, as it relates to the nurse anaesthetist, is being facilitated to 

maintain professional status and to have recognition. Responsibilities a nurse 

anaesthetist should have are: 

• Conducting and participating in research endeavours related anaesthesia. 

• Participating in multidisciplinary team liaison. 

• Coordinating and referring patient care to appropriate members of the 

multidisciplinary. 

• Promoting public and interdisciplinary understanding of the profession. 

• Participating in continuing education, teaching, supervision, and development. 

• Demonstrating the ability to coordinate the delivery of anaesthetic services. 

• Demonstrating safe anaesthetic nursing practice based on the best available 

evidence. 

At any point, both parties may have to revisit the relationship phase should the need arise. 

This can be seen as a stagnation. A stagnation is never a taboo, but rather an 

acknowledgement of difficulty in attaining progress (change). When a stagnation in the 

working phase occurs, the nurse anaesthetist facilitator and the student nurse 

anaesthetist will return to the relationship phase. 

5.9.3 The Termination Phase 

The termination phase constitutes the second to last phase of this model. As part of the 

facilitation of scope of practice for the nurse anaesthetist, this phase has a high intensity, 

but does not last very long. In this phase, the student nurse anaesthetist is assessed, and 

the student nurse anaesthetist and nurse anaesthetist facilitator are ‘saying goodbye’. 

During this stage, the student nurse anaesthetist is assessed. Assessment is realised by 

evaluating if the student nurse anaesthetist has achieved mastery of the scope of practice 

of a nurse anaesthetist. The student nurse anaesthetist undergoes an assessment led by 

the nurse anaesthetist facilitator in the scope of practice of the profession in South Africa. 

These assessments are governed by the applicable regulatory body which decides what 
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the specific outcomes of the scope of practice of a nurse anaesthetist may be. 

Assessment may entail academic examinations, peer evaluations, self-evaluations, and 

proof of continuing education. The result of this assessment is to ensure that the student 

nurse anaesthetist is 1) competent, ready to use skills and judgement in practice, 2) 

accountable, able to be registered as a nurse anaesthetist and willing to abide by the 

regulations 3) responsible, upholding professionalism, public and peers’ trust. 

At any point, both parties may have to revisit the working phase should the need arise. 

This can be seen as a stagnation. A stagnation is never a taboo, but rather an 

acknowledgement of difficulty in attaining progress (change). When a stagnation in the 

termination phase occurs, the nurse anaesthetist facilitator and the student nurse 

anaesthetist will return to the working phase, or even the relationship phase. 

By ‘saying goodbye’, the nurse anaesthetist facilitator and the student nurse anaesthetist 

end their professional, teacher-student relationship. The nurse anaesthetist facilitator re-

enforces the integration of the scope of practice into the clinical practice and allows the 

student nurse anaesthetist to transition towards independent practice. Once past the 

termination phase, the student nurse anaesthetist achieves the scope of practice of nurse 

anaesthesia and is able to register. For this reason, the assessment is intense yet less 

extensive. Thus, the steps are depicted to be less frequent. 

5.9.4 The Independent Phase 

Lastly, the independent phase allows the nurse anaesthetist to step into practice and 

execute services, having achieved mastery of the scope of practice of nurse anaesthesia. 

It is of utmost importance to note that the nurse anaesthetist is being facilitated into 

current best evidence-based practice, but as time progresses, the nurse anaesthetist will 

stay up to date with the latest research, technology, and techniques. From henceforth, 

the student nurse anaesthetist will practice independently, and is titled: Nurse 

Anaesthetist of South Africa. 

Even in this stage, a stagnation may occur in the form of inability to maintain mastery of 

scope of practice. Should a stagnation occur, the now graduated nurse anaesthetist will 

engage with the nurse anaesthetist facilitator and ask to reiterate points of the scope of 

practice which were lost. As the student nurse anaesthetist engages in practice 
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throughout the years, less and less stagnation is expected. Instead, the student nurse 

anaesthetist will become the nurse anaesthetist facilitator and thus facilitate repeatability 

of the process.  

5.10. Guidelines for the Implementation 

The nurse anaesthetist facilitator will facilitate the student nurse anaesthetist to achieve 

the mastering of the scope of practice of nurse anaesthetist in South Africa. This will be 

done by facilitating the student nurse anaesthetist to be competent, accountable, and 

responsible and will allow the student nurse anaesthetist to practice independently once 

done. For this, guidelines for implementation of the proposed model are useful as it can 

show what the outcome of the model is and how it can be implemented. 

In this study’s guidelines, the recommendations are given in series: relationship phase, 

working phase, termination phase, and independent phase. With each phase, the aim of 

the phase and the objectives of the phase will be described followed by actions to achieve 

the objectives. The outcome of each phase is not described as it is implicitly the 

achievement of the aim and outcomes. 

5.10.1 Outcome 1: The Relationship Phase 

Aims: 

In this first phase, a professional relationship between the nurse anaesthetist facilitator 

and the student nurse anaesthetist is initiated and formed. The journey to mastering the 

scope of practice of a nurse anaesthetist is commenced. 

Objectives: 

• To create a conducive learning environment by stimulating higher order learning 

and thinking. 

• To cultivate rapport and open communication between the nurse anaesthetist 

facilitator and the student nurse anaesthetist. 
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• To build a safe relationship between the nurse anaesthetist facilitator and the 

student nurse anaesthetist, where strengths are fortified, and weaknesses are 

identified as areas of growth. 

• To establish a foundation of support on which the working and termination phases 

are built on. 

• The nurse anaesthetist facilitator shows the student nurse anaesthetist the change 

that is expected from this process of facilitation. 

Actions to achieve objectives: 

• The nurse anaesthetist facilitator explains the process to the student nurse 

anaesthetist. This explanation involves the approximate duration, stagnation, 

outcomes, and personal facilities needed to achieve mastering the scope of 

practice of a nurse anaesthetist. 

• The nurse anaesthetist facilitator creates a safe learning environment curve where 

mistakes are learned from, resources are made available, and professionalism is 

fostered. 

• To cultivate rapport and open communication, the nurse anaesthetist facilitator and 

the student nurse anaesthetist each make known their feelings, perspectives, 

ideas, and goals. 

• Resources available for the student nurse anaesthetist are declared by the nurse 

anaesthetist facilitator and instruction on how to use these resources is given. 

• Personal strengths and weaknesses are declared and discussion between the 

nurse anaesthetist facilitator and the student nurse anaesthetist can help each to 

understand the other and show where more emphasis should be placed during the 

process. It may also be helpful for the nurse anaesthetist facilitator to ask for help 
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from others to fill in where weaknesses are identified. Tools may be utilised to 

identify strengths and weaknesses. 

5.10.2 Outcome 2: The Working Phase 

Aim: 

The student nurse anaesthetist aims to master the scope of practice of a nurse 

anaesthetist in South Africa as facilitated by the nurse anaesthetist facilitator. 

Objectives: 

• To facilitate the mastery of competence and to assess the student's knowledge and 

judgement. 

• To facilitate the mastery of accountability and to assess the student’s knowledge of 

regulation and parameters of profession, integrity, and ethical behaviour. 

• To facilitate the mastery of responsibility and to assess the student's ability to 

maintain a professional status and public and professional recognition. 

Actions to achieve objectives: 

Mastery of competence is facilitated by diverse means, such as practical skills 

demonstration, laboratory skills mastery (including simulation laboratory for clinical 

learning opportunity), skills mastery by clinical practice for learning for a prescribed 

number of hours under supervision, theoretical teaching (blended learning), observation, 

and maintaining a mastery portfolio of cases and performed procedures. Competencies 

to be mastered include: 

• Performing and requesting a pre-anaesthetic assessment, such as a physical head 

to toe examination and other diagnostic studies, and interpreting results. 

• Developing and implementing an anaesthetic plan. 

• Providing health education to the patient fitness for anaesthesia given the patient’s 

clinical data. 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

163 

• Selecting, prescribing, preparing, and providing an anaesthetic technique most 

appropriate for the patient. This may include general, regional (spinal, epidural, and 

nerve blocks), and local anaesthesia and sedation, and all drugs, supplies, and 

machines that accompany the chosen technique. 

• Managing the chosen anaesthetic technique, including responding to the patient’s 

physiological response, recovery, and emergence. 

• Selecting, prescribing, preparing, and providing acute and chronic pain 

management modalities. 

• Comprehensively selecting and managing a patient’s airway and pulmonary status 

using best evidence-based practice and clinical judgement. 

• Selecting, applying and non-invasive and invasive monitoring modalities for 

collecting and interpreting patient physiological data. 

• In the event of an emergency, performing all that is reasonable to be done—with 

consultation, if possible—to achieve the best possible patient outcome achievable. 

• Evaluating the patient after anaesthesia, to discharge or refer accordingly. 

• Prevention and management of anaesthetic complications. 

Mastery of accountability is facilitated by diverse means, such as the mastery over: 

• Documenting the patient’s assessment, progress, and evaluation. 

• Obtaining informed consent for anaesthesia and educating the patient on possible 

risks of anaesthesia. 

• Performing quality assessment on disciplines related to anaesthesia. 

• Support, preserve, and advocate for patient basic rights to ensure the patient’s 

interest and well-being is preserved. 
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• Decision, omissions, and actions related to a patient during the anaesthesia 

process. 

Mastery in responsibility is facilitated by diverse means, such as the mastery over: 

• Conducting and participating in research endeavours related anaesthesia. 

• Participating in multidisciplinary team liaison. 

• Coordinating and referring patient care to appropriate members of the 

multidisciplinary. 

• Promoting public and interdisciplinary understanding of the profession. 

• Participating in continuing education, teaching, supervision, and development. 

• Demonstrating the ability to coordinate the delivery of anaesthetic services. 

• Demonstrating safe anaesthetic nursing practice based on the best available 

evidence. 

5.10.3 Outcome 3: Termination Phase 

Aim: 

In this third phase, the student nurse anaesthetist is assessed and the professional 

relationship between the nurse anaesthetist and the student nurse anaesthetist is 

terminated by ‘saying goodbye’. The nurse anaesthetist facilitator determines if the 

student nurse anaesthetist is fit to practice independently by assessing the student’s 

competence, accountability, and responsibility. 

Objectives: 

• Assessment of the student nurse anaesthetist’s mastery of the scope of practice by 

the nurse anaesthetist facilitator. 

• Critical evaluation of a need for a stagnation. 
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• The nurse anaesthetist facilitator reminds the student nurse anaesthetist of the 

scope of practice, thereby reinforcing how the scope of practice is realised in clinical 

practice. 

Actions to achieve objectives: 

• The assessment may entail academic examinations, peer evaluations, self-

evaluation, and proof of continuing education and is governed by the regulatory 

body. 

• Assessment of hours practised under supervision as part of practical training and 

experience. 

• Assessment of mastery portfolio of cases and performed procedures. 

• Assessment of whether a stagnation may be needed to fortify weaknesses 

identified. 

• The scope of practice is reinforced to the student nurse anaesthetist as the nurse 

anaesthetist facilitator reminds the student nurse anaesthetist of all that has been 

mastered throughout the process. This will give the student nurse anaesthetist 

confidence to execute tasks. 

5.10.4 Outcome 4: Independent Phase 

Aim: 

In this last phase, the student nurse anaesthetist steps into practice independently and is 

now known as a nurse anaesthetist. For this, the aim is for the student nurse anaesthetist 

to be a master of the scope of practice of a nurse anaesthetist. 

Objectives: 

• Practice according to best evidence-based practice. 
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• Stay up to date with the latest research on technology and techniques. 

Actions to achieve objectives: 

• Attend regular continuing education sessions. 

• Keep a register of continuing education. 

• Maintain registration with the regulatory body. 

5.11. Evaluation by Model Experts 

5.11.1 Overview of Evaluation by Model Experts 

Of the fifteen invited to participate, eleven participants responded and contributed to the 

evaluation of the model. The model-specific experts were invited by purposive sampling 

and represented five universities, namely the University of Johannesburg, University of 

Pretoria, Nelson Mandela Metropolitan University, North-West University, and Auckland 

University. 

A presentation of the model was presented via video internet telecommunication 

(Microsoft Teams©) for geographical practicality. The presentation used visual aids 

accompanied by a verbal explanation. The presentation was concluded with questions 

and answers. The model-specific experts were then asked to complete a survey online 

(Google Forms©). A copy of the actual responses with their corresponding rebuttal’s can 

be viewed in Appendix C.  

5.11.2 Demographics of Model Experts 

All the participants gave informed consent on the online form (see Appendix B).  

The participants were asked what their academic status is. Of the eleven participants, 

two were professors, four were university lecturers with a doctoral degree, four were 

doctoral candidates, and one was a university lecturer with a master’s degree.  

Seven of those invited were regarded as model or theory development experts. An 

individual is a model expert when they have some academic experience in model or 
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theory development in the healthcare sciences. This could have been individuals who 

graduated with a doctoral degree using a model development approach, individuals 

currently using a model development approach in their doctoral studies, or individuals 

who have supervised doctoral candidates using a model development approach.  

The participants were asked their age. The ages of the participants ranged from 36 to 68 

years old.  

The years of experience in model development was also asked. If the participants were 

doctoral candidates, the current year of doctoral study was taken as the years of model 

development experience. The participants combined have more than 70 years’ 

experience in model development, with one respondent solely contributing to 30 years’ 

experience.  

5.11.3 Evaluating the Model 

Participants were asked the following questions as guided by Chinn & Kramer (2015:199-

208; 2018:202-212): How clear is the model? How simple is the model? How general is 

the model? How accessible is the model? How important is the model?  

5.11.3.1  Clarity 

Chinn and Kramer (2015:199-208; 2018:202-212) state that clarity refers to how well the 

model was understood and how consistently ideas were conceptualised. Clarity and 

consistency may be semantic and/or structural. Semantic clarity refers to how well the 

concept is defined within the narrative of the theory whilst semantic consistency studies 

if the concepts were used the same throughout. Structural clarity and structural 

consistency suggest an interpretation of the intended connections between concepts 

within the theory. 

Most of the participants were of the opinion that the model was very clear, making 

comments such as, “the concepts were well defined and used consistently throughout, it 

was also clear as to how they relate to the theory and the study” (Participant C) and “The 

model doesn’t have lots of concepts. The model is well understood. It is very consistent” 

(Participant E) and “The structure of the model give a clear picture of the connections that 
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exist within the theory of the model and clearly depicts how the model will unfold” 

(Participant F).  

There were, however, suggestions to improve the clarity of the model and even some 

objections. These were considered and the model adapted with the aim to achieve a 

greater clarity. One suggestion was to “Indicate what red arrows mean with one/two 

words” (Participant D). The model was adapted with the word ‘stagnation’ naming the red 

arrows.  

Two participants objected and verbalized, “It is clear except at the relationship phase. 

The nurses should face up and climb the ladder. The other phases are clearly defined” 

(Participant E) and “I would suggest that your agent and recipient is positioned in such a 

way that they seem to move upwards / forward, with one foot taking the first step” 

(Participant H). In response to this the graphics of the model was adjusted so that the 

nurse anaesthetist facilitator and the student nurse anaesthetist are positioned in such a 

way that they face each other. It should also be noted that the bi-directional arrow 

indicates their relationship. 

5.11.3.2  Simplicity 

Chinn and Kramer (2015:199-208; 2018:202-212) draw a comparison between simplicity 

and complexity within the milieu of theories and models. Simplicity refers to the 

conservation of elements within each descriptive category (concepts and their 

interrelationships). Complexity refers to excessive theoretical relationships amongst 

concepts. As the theory developed, the complexity was decreased, and insignificant 

relationships and concepts were eradicated. 

Most of the participants were of the opinion that the model was very simple, making 

comments such as, “Simple. Easy to follow and the conceptual relationships can be seen” 

(Participant A) and “Easily understandable when verbalised and also when looking at the 

structure. It describes all the processes” and “The model was simple, elements of your 

concepts and relationships are well displayed” (Participant F).  

There were however suggestions to improve the simplicity of the model and even an 

objection. These were considered and the model was adapted with the aim to achieve a 

simpler model. One suggestion was to present “the two figures on bottom step to turn 
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towards step and maybe show going to take first step” (Participant D). This was already 

addressed.  

One participant commented that the model is, “Easy to follow. In your description of the 

white background in the relationship phase please take note that the student nurse 

anaesthetist background cannot be blank. She/He is wearing epaulettes so she/he has 

background knowledge of nursing, especially surgical nursing and intensive care 

nursing?” (Participant B). The researcher agrees that the student nurse anaesthetist 

ought to have sufficient experience (2 years) in an acute nursing setting, such as intensive 

care units, accident and emergency units (casualties), or operating theatre. The 

researcher resolved to keep the white background due to the student nurse anaesthetist 

is not new to nursing. 

5.11.3.3  Generality 

Chinn and Kramer (2015:199-208; 2018:202-212) declare that by assessing the 

generality of a model, an evaluation is done to see how universally the model can be 

applied in various situations. Although the model should be simple (as stated above), it 

should account for a broad-ranging empirical experience. Therefore, this model, although 

aimed to be contextually appropriate for South Africa, was evaluated to see if it will be 

transferable to other contexts, thus making it more useful. 

All of the participants agreed that this a very general model. Some of the comments that 

were made included, “This model can be applied to any field's/discipline's scope of 

practice” (Participant B) and “It is generalisable within the appropriate field. Particularly 

transferable to similar African contexts” (Participant E). and “The model is general in the 

sense that it could be applied in different settings where the specific population is situated” 

(Participant J). 

5.11.3.4  Accessibility 

A model is accessible when the concepts and their definitions are grounded on an 

empirically identifiable phenomenon. The accessibility is important to a model’s validation 

process and to make it usable in practice. For this reason, these empirical indicators were 

made more accessible by robust definitions of concepts (Chinn & Kramer, 2015:199-208; 

2018:202-212). 
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Most of the participants were of the opinion that the model was very accessible, making 

comments such as, “It is accessible and could yield for better results in South Africa” 

(Participant F) and “The concepts of the model can explored so I think it is accessible” 

(Participant K) and “The model is very accessible” (Participant H). 

There was however one comment of caution. One participant said, “Should be regulated 

by an professional body before applied educationally and practically” (Participant B). The 

researcher affirms this statement. The study aims to propose a nurse anaesthetist model 

for practice in South Africa and not to take the place of any regulatory authority. 

Regulatory authorities may use this model to inform future decision making. 

5.11.3.5  Importance 

Chinn and Kramer (2015:199-208; 2018:202-212) say that by evaluating the importance 

of the model, the clinical significance (in practice, research and education) is questioned. 

The importance is identified by a model that innovatively creates a future for others. This 

inevitability supported the research problem: What can be done to ensure that safe and 

affordable anaesthesia services can be provided in South Africa?  

All of the participants agreed that the model is important making comments such as, “This 

model is really important to address the current gap” (Participant A) and “Very important 

especially for the the South African context” (Participant D) and “In reality there is no 

formal education towards becoming a nurse anaesthetist in South Africa. This model will 

inform and outline the education (curriculum) and practice (scope of practice) and 

research” (Participant G) and “From the background provided... there is a clear need for 

the model. The importance of the model was also clear from the feedback of a panel 

member who emphasised that there is a need for such a model” (Participant J). 
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5.12. Summary 

In this chapter, a nurse anaesthetist model for practice in South Africa was developed 

and described as guided by Chinn and Kramer’s (2015:165-183; 2018:169-186) 

guidelines. First, an overview of the model was presented. This was followed by the 

purpose, assumptions, context, and theoretical definitions of the model. Hereafter, the 

structure of the model was presented, referring to objects and colour in the model and 

the relevant associated symbolism thereof. The structure was followed by a discussion of 

the process of the model. Guidelines for the implementation of the practice model was 

then described. Lastly, the model was evaluated by model-specific experts. 
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CHAPTER 6 

ANAESTHETIST EXPERTS’ EVALUATION OF 

THE MODEL 

6.1. Introduction 

In the previous chapter a nurse anaesthetist model for practice in South Africa has been 

described and evaluated by model-specific experts. In this chapter the model and 

guidelines for implementation was evaluated by anaesthetist experts. There are two 

streams of anaesthetist experts who evaluated the model. The first is nurse anaesthetists 

from across the globe and the second is medical specialist anaesthesiologists from South 

Africa. Using the two-stream approach, the model is not only evaluated as a feasible 

nurse anaesthetist model for practice, but also as a contextually appropriate model for 

South Africa.  

6.2. Methodology 

The anaesthetist experts (participants) evaluated the model and gave their feedback via 

in-depth interviews conducted between October 2020 and February 2021. This facilitated 

the participants to express their opinion on the model freely and openly. Purposive 

sampling was used when selecting the participants based on the individual’s anaesthesia 

experience and acquaintance with the research process. The participants had to comply 

with the inclusion and exclusion criteria as stipulated in the research proposal and 

approved by the relevant scientific and ethics boards. These criteria are that the 

participants be registered as an anaesthesiologist with the Health Professional Council of 

South Africa or as a nurse anaesthetist in the country of practice (where there is no council 

registration for the nurse anaesthetist in his/her country of practice, the individual had to 

be able to legally work as a nurse anaesthetist in his/her country) and be able to 

communicate in English. 

Having invited a participant to an interview and received confirmation of their interest, an 

interview date and time was agreed upon between the participants and the researcher. 
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Hereafter, the researcher sent the participant a ‘Knowledge Pack’ at least one week 

ahead of the interview containing the informed consent, a PowerPoint© presentation of 

the study and model, and a collated document containing the essential information 

relevant to the evaluation derived from chapters one, three, four, and five. Participants 

were encouraged to especially focus their attention on the model and the guidelines for 

implementation (as discussed in chapter five).  

Upon virtually entering the interview, participants were asked to confirm if they comply 

with the inclusion criteria, and if they were able to study the ‘Knowledge Pack’. 

Participants prepared for the interview in this way, which speaks of their willingness and 

excitement to participate. The participants were also asked if they read through the 

consent form and if they had any concerns. None of the participants had any concerns 

and subsequently consented to participate in the study.  

Interviews were held over Zoom © or WhatsApp © video teleconferencing which are both 

secure end-to-end encrypted communication means (Hackett, 2020). A typical interview 

lasted around 25 to 60 minutes in which the researcher and the participant shared their 

individual introductions, professional backgrounds, and other small talk. Thereafter, the 

formal interview began. If the participant had any questions regarding the clarity of the 

information contained in the ‘Knowledge Pack’ it was asked and answered on-record. 

Thereafter, the first open ended interview question was asked namely, “How is the model 

for you?” Having evaluated the model, the researcher asked the question, “How are the 

guidelines for implementation for you?” Throughout the interview, the researcher 

employed probing, clarification, verbal cues (like ‘yes’ or ‘mmm”), reflection, 

summarisation, paraphrasing, and silence (see Chapter 2). All interviews were conducted 

in English. 

The first interview served as a pilot study. A pilot study is a small scale of the proposed 

study to inform the researcher on the reliability of the research protocol (Grove & Gray, 

2018:67). In this study, in the first interview, the researcher was joined by his doctoral 

supervisor who objectively gave feedback on the interview and the study protocol. This 

served as a pilot interview. No adjustments or improvements were warranted on the study 

protocol. 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

174 

All interviews were transcribed by the researcher allowing for additional immersion of the 

data. The transcriptions were then analysed using Tesch’s eight steps of thematic data 

analysis by the researcher as discussed in chapter two. Ratification of the data analysis 

was reached between the researcher and his doctoral supervisors. The data was then 

sent to an independent coder who holds a doctoral degree in nursing and is well-versed 

in qualitative research. The independent coder and the researcher met together on the 

9th of March 2021 via video telecommunication to discuss the data. Consensus of the 

data analysis was reached. See Appendix E for the data analysis certificate from the 

independent coder. In total, eight interviews were conducted, and data saturation was 

reached after six interviews. 

6.3. The Anaesthetist Experts 

A profile of each of the anaesthetist experts is given in Table 6.1 which showcases their 

unique expertise and appropriateness to evaluate the model. 
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Table 6.1: A Profile of the Anaesthetist Experts 

Participant Profession 

Geographical 
location of 

anaesthetist’s 

practice 

Gender 
Experience in 
anaesthesia 

practice 

A showcase of the participant’s unique 

expertise and their appropriateness to evaluate 
the model 

Participant 1 

(Pilot 
Interview) 

Nurse 

Anaesthetist 

Northern 

America 

(developed 

country) 

Male 18 years’ 

experience 

Participant holds a doctoral degree in nursing and 

primarily works at a university as a nursing lecturer. 

Moreover, he practices as a nurse anaesthetist in the 

clinical setting. He has additional experience teaching 

and implementing nurse anaesthesia programs in 

developing countries, especially in Asia. 

Participant 2 Nurse 

Anaesthetist 

Africa 

(developing 

country) 

Male 4 years’ 

experience 

Participant holds a bachelor’s degree and postgraduate 

diploma in nursing.  

He has additional experience in critical care nursing and 

qualifications in nursing education and nursing 

management.  
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Participant Profession 

Geographical 
location of 

anaesthetist’s 

practice 

Gender 
Experience in 
anaesthesia 

practice 

A showcase of the participant’s unique 

expertise and their appropriateness to evaluate 
the model 

Participant 3 Nurse 

Anaesthetist 

Asia 

(developing 

country) 

Male 17 years’ 

experience 

Participant currently works in a paediatric hospital in the 

clinical setting. He has additional experience teaching 

nurse anaesthesia to novice nurse anaesthetist.  

Participant 4 Medical 

specialist 

anaesthesiologist 

South Africa Female 10 years’ 

experience 

Participant holds a master’s degree in medicine and is 

currently doing a fellowship in cardiac anaesthesia. She 

has practiced mostly in a smaller city in South Africa. 

Participant 5 Medical 

specialist 

anaesthesiologist 

South Africa Male 5 years’ 

experience 

Participant holds a master’s degree in medicine and is 

currently studying towards a certificate in critical care 

medicine supplementing his anaesthesia qualification. He 

is currently working in the private sector in a metropolitan 

area in South Africa.  
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Participant Profession 

Geographical 
location of 

anaesthetist’s 

practice 

Gender 
Experience in 
anaesthesia 

practice 

A showcase of the participant’s unique 

expertise and their appropriateness to evaluate 
the model 

Participant 6 Medical 

specialist 

anaesthesiologist 

South Africa Female 3 years’ 

experience 

Participant holds a master’s degree in medicine and is 

currently studying towards a certificate towards a 

certificate in critical care medicine supplementing her 

anaesthesia qualification. She is currently working in a 

tertiary academic hospital in a metropolitan are in South 

Africa. 

Participant 7 Medical 

specialist 

anaesthesiologist 

South Africa Female 3 years’ 

experience 

Participant holds a master’s degree in medicine and a 

diploma in emergency care medicine. She is currently 

working in a tertiary academic hospital in a metropolitan 

area in South Africa, as well as working in the private 

sector. She has further medical experience in a European 

country. 
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Participant Profession 

Geographical 
location of 

anaesthetist’s 

practice 

Gender 
Experience in 
anaesthesia 

practice 

A showcase of the participant’s unique 

expertise and their appropriateness to evaluate 
the model 

Participant 8 Nurse 

Anaesthetist 

Northern 

America 

(developed 

country) 

Female 26 years’ 

experience 

Participant holds a doctoral degree in nursing and 

primarily works at a university as a nursing lecturer. 

Moreover, she practices as a nurse anaesthetist in the 

clinical setting. She has additional experience 

implementing nurse anaesthesia curriculums across the 

globe and has worked with ministry of health departments 

from many a country. She is a prominent person in one of 

the international nurse anaesthesia organisations. 
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6.4. Central Storyline 

Thematic analysis of the interviews which evaluated the model yielded two themes. 

Theme one is ‘the model and guidelines for implementation was found to be appropriate’. 

In this first theme, participants expressed that the model and guidelines for 

implementation is important, reliable, comprehensive, and transferable. Moreover, 

participants highlighted the importance of the relationship phase and affirmed that 

mastery has to be attained because of the complexity of anaesthesia services rendered.  

Theme two is the ‘Evaluated Limitations to the South African Nurse Anaesthetist’. The 

anaesthetist experts advised that if there is nurse anaesthetist in South Africa, the 

provider ought to know what their limitations are and be able to refer to higher level of 

care. The anaesthetist experts also cautioned that there may be red tape in implementing 

this model. Red tape is when implementation is hindered by excessive complex 

procedures which results in delay or inaction. In this instance, the red tape may be in the 

form of regulatory processes and the logistics of learning. 

Table 6.2 provides an overview of the themes, categories, and subcategories which 

emerged during the data analysis. Appendix I is an actual transcript of the interview with 

participant 5. 
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Table 6.2: Overview of the themes, categories, and subcategories 

Themes Categories and Subcategories 

The model and guidelines for implementation 

were found to be appropriate. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Model and guidelines for implementation are 

important because of the need for nurse 

anaesthetists. 

The model and guidelines for implementation 

are reliable because there was a sense of 

familiarity with practice and thus the model 

and guidelines are a true reflection of practice 

as there was a sense of familiarity. 

The model is applicable because it is 

described as comprehensive. 

The model is generalisable as it is described 

as transferable to other settings. 

The relationship phase was found to be 

important and the interdependence between 

disciplines is imperative. 

Affirmation that mastery has to be attained by 

nurse anaesthetist, due to the complexity of 

services rendered, which is supported by 

evidence-based practice. 
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Themes Categories and Subcategories 

Evaluated Limitations to the South African 

Nurse Anaesthetist 

 

The need to identify complex patients, 

limitations on the setting, and referral to higher 

level of care. 

Limitations due to red tape 

• Regulatory red tape 

• Logistics for learning 

 

6.5. Discussion of Research Results 

6.5.1 Theme one: The model and guidelines for implementation were found to be 
appropriate. 

The anaesthetist experts were asked to examine the model and guidelines for 

implementation and evaluate the model based on their appropriateness for nurse 

anaesthesia practice and contextual applicability in South Africa. The analysis showed 

that that the participants did indeed find the model to be appropriate. Under this theme, 

six categories emerged that proved that the model is appropriate. These six categories 

will now be discussed and evidence by means of direct quotations from the transcribed 

interviews will be provided to affirm the data analysis findings.  

6.5.1.1 Category one: Model and guidelines for implementation are important 
because of the need for nurse anaesthetist. 

All the participants affirmed the need for nurse anaesthesia in South Africa. The South 

African medical anaesthesiologist shared the need for anaesthesia mostly by sharing the 

dire need for service provision, especially in the South African public health sector and 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

182 

South African rural areas. Here are a few selected verbatim quotes from the interviews to 

support this: 

“I mean there’s a lot of places where uhm surgeons are doing their own sedations and 

that’s just horrible because they have no idea and no interest and they just give 

something and continue with what they are doing. And there are like, I know about a lot 

of mortalities that is happening. So in a world like that I think... filling gaps where the 

anaesthetist won’t cover” (Participant 4). 

“Because at moment, like people provide anaesthetic services at community service 

hospitals are community service doctors that have like probably a month experience in 

anaesthesia during their internship and then have to provide anaesthetics services” 

(Participant 5). 

“So I think uhm, particularly in the more rural areas there is a big problem, because 

there is generally only one doctor at the hospital. And... and we see that particularly with 

the saving mother's report, where we have maternal deaths... because the doctors 

operating also does the anaesthesia and while he's operating obviously you can't 

monitor the patient and so forth...” (Participant 6). 

“it is needed... we need it... because if you think about it in our rural setting, our patients 

are... are being doped and... I've got friends that doped the Caesar and went to cut the 

Caesar…. it happens. So, we need it. It is not something that we don't need” 

(Participant 7). 

The international nurse anaesthetist experts shared their experience in their own home 

countries or countries where they have worked before and what positive changes nurse 

anaesthesia brought in healthcare service delivery. The participants shared their 

experiences in the following words: 

“What do I wanna do in these low- and middle-income countries... what are the real 

needs for that... and you can focus on some of those things that are, you know 

orthopaedics, cardiac surgeries, and that’s what we do at XX hospital” (Participant 1). 
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“It is not in South Africa. I don’t understand. For me, it’s for them… if something is not 

there…no one can come and change… it is possible…it’s a shift… we can change it. 

What we are doing now is shifting. We need to change. You understand” (Participant 2). 

“Because my hospital is the paediatric hospital… free of charge hospital. So, during that 

time, it’s okay, there’s no nurse anaesthetist in (country name) or so. Because we do 

not have for nurse anaesthetist, like formal study at a university in (city name), so, at my 

hospital we create a… develop a nurse anaesthetist… like a short course training” 

(Participant 3). 

“It’s been important internationally for the nurse anaesthetist to be able to advocate for 

their skills and what they can... what they can bring and help, uhm, help take care of the 

public” (Participant 8). 

Shrime et al. (2015:s8-s9) suggest that almost one-third of the global burden of diseases 

could be addressed by surgical care, which encompasses surgery, obstetrics, trauma, 

and anaesthesia. There is a high burden of disease in South Africa. For example, to 

achieve the sustainable development goal on maternal health by 2030, South Africa 

needs to reduce maternal mortality ratios from 134 deaths per 100 000 live births to 70 

deaths per 100 000 live births (Moodley et al., 2018:s4-s8; United Nations Development 

Program, 2016). One solution to this problem can be to ease accessibility and availability 

of caesarean sections, especially in rural settings (Maswimei & Masukume, 2017; Ye et 

al., 2015:245). Essential for accessible caesarean section is safe anaesthesia. There are 

not enough skilled personnel to provide these safe and affordable surgical and 

anaesthesia services (Federspiel et al., 2018:553; Igaga et al., 2021:59; McQueen et al., 

2015:2155).  

South Africa does not have any non-physician anaesthesia providers (Democratic 

Nursing Organisation of South Africa, 2012; Kempthorne et al., 2017:982-986; Nursing 

Act, 33 of 2005; Parbhoo, 1993; World Federation of Societies of Anaesthesiologists, 

2016). To better healthcare accessibility, boundaries of responsibility and authority need 

to be shifted (Ashengo et al., 2017:3-5; Crisp & Chen, 2014:954; Gajewski et al., 

2019:e156; Matinhure & Chimbari, 2019:158). This will enable some health workers to 

perform duties previously assumed by other healthcare professionals such as physicians. 
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One example of this is the provision of anaesthesia services to be allocated to nurses in 

the form of nurse anaesthesia. The participants therefore affirmed the need for nurse 

anaesthesia providers as suggested by the literature. 

6.5.1.2 Category two: The model and guidelines for implementation are reliable 
because they are a true reflection of practice as there was a sense of 
familiarity. 

Participants all communicated a sense of familiarity when they evaluated the model and 

the guidelines for implementation of the model. This proved that this model and guidelines 

for implementation are consistent with what the individual anaesthesia providers 

experienced in their own professional practice. Participants expressed themselves as 

follows:  

“I'm talking now about the consent for the patient, you see, the responsibility, must be 

accountable for what you do to the patient. And also you mention about the… the 

consent. Very important” (Participant 2). 

“I look through your model anaesthetist, it is the same like (country name) right now” 

(Participant 3). 

“I agree with you in terms of emergency and emergencies need to be dealt with... 

quickly by anybody. And they will probably be the best with that” (Participant 7). 

I think in responsibility area, you talked about... yes here, “Participating in in 

multidisciplinary teams…” Which is good. “They have the coordinated care”. I mean the 

communication part, the teamwork part is all over this... which is great. I like that you're 

referred to... “Based on the best available evidence…”, because that means the nurse 

anaesthetist needs has to be a scholar too” (Participant 8). 

Transition to practice to attain mastery is well researched and described in literature. A 

five-stage model of the mental activities involved in directed skill-acquisition has been 

suggested by Dreyfus and Dreyfus (1980:7-14). In this model, a student passes through 

five developmental stages (novice, competence, proficiency, expertise and mastery) 

when facilitated by means of instruction and experience (Dreyfus, 2004:177-181). This 
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model has been shown to be transferable to nursing in Benner's Novice to Expert theory 

(Benner, 1982:402-407). Benner’s model has been used in recent studies (Hudson-

Weires, Fleming, & Hall, 2020:429–435; Thomas & Kellgren, 2017:227–234; Woeber, 

2018:92–95) and is positively appraised as a valid transition to practice theory (Altmann, 

2007:122; Graf, Jacob, Twigg, & Nattabi, 2020:3100). In this study, participants’ 

experiences of familiarity with a nurse anaesthetist model for practice in South Africa is 

thus true as the model describes nurse anaesthesia practice from novice to master where 

independent practice occurs.  

6.5.1.3 Category three: The model is applicable because it is described as 
comprehensive. 

All the participants expressed that the model and the guidelines for implementation are 

comprehensive. This means that the model and the guidelines for implementation are 

fitting as it can be applied to the South African context. Participants shared this sentiment 

by saying: 

“I think they're (the guidelines are) quite comprehensive uhm, and I think they are quite 

well thought through, so again I think it… it sets a very good uh, base or roadmap to 

work from” (Participant 5). 

“But I think that is quite important because, in the whole... in the whole the study as a 

model seems like feasible... it seems like a functional kind of model” (Participant 6). 

“I think the model is uhm, appropriate... for an entry path in any framework” (Participant 

7). 

“Yes, I think... in your model... it is good... the independent phase, so they are learning 

the practice and learning all the skills and competency in practice” (Participant 8). 

A nurse anaesthetist model for practice in South Africa and it’s accompanied guidelines 

for implementation are derived from the nurse anaesthesia practices as described in 

chapter three. The participant’s own experience of anaesthetist practice is therefore an 

additional layer of triangulation of the comprehensiveness of the nurse anaesthesia 

model for practice in South Africa as described in this study.  
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6.5.1.4 Category four: The model is generalisable as it is described as 
transferable to other settings. 

One participant made it clear that the model can be transferred to other nursing 

specialities that would ultimately relieve the burden in the South African healthcare sector 

even more. Here are quotes from the interview: 

“So, I think this might not be only applicable to anaesthesia, but also to other specialist 

nurse. You know” (Participant 5). 

“I read through the PDF detailing it which I found interesting… so I think it is a good 

model and… and not only for nurse anaesthetist but for other specialist nurses… uhm 

for the training I think it creates a good model for that” (Participant 5). 

“But as a model that is applicable to different situations, I think it is quite well thought 

through and uhm, quite well developed” (Participant 5). 

As part of a critical reflection of a model, a researcher needs to assess the generality of 

a model (Chinn & Kramer, 2018:202-203). When a model is general, it shows that the 

model can be universally applied in various situations. Nursing models that address broad 

concepts should be general. The participant thus agreed with the evaluation of the model-

specific experts (chapter five) in stating that the model can be applied to a wide array of 

nursing situations (Chinn & Kramer, 2018:208-209).  

6.5.1.5 Category five: The relationship phase was found to be important and the 
interdependence between disciplines is imperative. 

Participants agreed that the relationship phase is very important. The guidelines for 

implementation of the relationship phase were also found to be valid. In the relationship 

phase, the nurse anaesthetist facilitator and the student nurse anaesthetist build a 

professional relationship through rapport, trust, and open communication. A conducive 

learning environment is formed by stimulating higher-order learning, ensuring an 

emotionally and psychologically safe facilitator-student relationship, enabling open 

communication, and providing support. Many participants reiterated the importance of 

allowing medical specialist anaesthesiologist to facilitate student nurse anaesthetists in 
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the virgin years of the profession and that this facilitation is handed over the nurse 

anaesthetists themselves, as the profession matures. The following quotes shows that 

the participants felt that the relationship phase is important and the interdependence 

between disciplines is imperative: 

“So uhm, we find that you know, sometimes students early on... may not even know 

what they don’t know and as students actually we find as they get towards the end of 

the program, they don't give themselves enough credit for the strengths that they have. 

So, we have to point out to them, ‘these are the things that you do well’” (Participant 1). 

“I look, its very important that relationship phase… I can say… is very similar like 

(country name). All student, and uh, supervisor they have a good communication, and 

the guide how to reach the… the (inaudible word), and the guide how to reach the 

research” (Participant 3). 

“And since there is no model, uhm, you know, so, not thinking about where you need to 

start, first having someone that can be a mentor, establish a relationship… go through 

that whole process” (Participant 5). 

“Uhm, the relationship phase is probably the most important part, because that’s where 

you get buy-in. Uhm, so that is for me, that would... I mean it’s a start, but you need to 

have ‘buy-in’” (Participant 6). 

“So, building those relationships, in the beginning and motivating people to stay is 

probably your most important phase” (Participant 7). 

“And the relationship phase - incredibly, incredibly, important!” (Participant 8). 

Support structures such as those provided by facilitators and lecturers are vital for nursing 

students' learning process (Kristofferzon, Mårtensson, Mamhidir & Löfmark, 2013:1251). 

The relationship with a facilitator is of cardinal importance in nursing practice as it 

facilitates development of clinical reasoning (Wosinski, Belcher, Dürrenberger et al., 

2018:67-74). Support for new graduates, and the graduate's need for socialisation and 

belonging, was found to facilitate the transition of final year nursing students to 

professional nurses in a South African study (Van Rooyen, Jordan, Caka, et al., 
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2020:308). This affirms the importance of the relationship phase as proposed in this 

practice model.  

In nursing preceptorship, preceptees need guidance and support from senior peers 

illuminating the need for the relationship phase in this study (Smith & Sweet, 2019:101-

107). An effective mentoring relationship between nurse educators (facilitators) and 

student nurses has been found to create positive outcomes. An effective mentoring 

relationship is characterised by open communication and accessibility, the exchange of 

knowledge, building mutual respect between the student and the facilitator, role 

modelling, and a balance of independence and collaboration. Moreover, such a 

relationship is fostered by facilitators who have a caring, personal relationship with the 

student nurse, who give the student opportunities to set goals and face challenges, and 

who share the student’s passion for the profession, thereby inspiring them (Eller, Lev & 

Feurer, 2014:815). In the nurse anaesthetist model for practice in South Africa, the 

relationship phase is marked by building the relationship and creating conducive learning 

environments. The relationship should adapt the attributes as stipulated by Eller et al. 

(2014:815). In Hong Kong, the educator-student relationship was found to be important 

in promoting development (Chan, Chien & Henderson, 2018:46). By demonstrating caring 

relationships, educators can build resilience in student nurses (Amsrud, Lyberg & 

Severinsson, 2019:5). Critical thinking skills and communication in nursing is fostered by 

a close relationship between the facilitator and the student, as suggested in the proposed 

model and guidelines for implementation (Jacobs, 2018:155). 

In the nurse anaesthetist model for practice in South Africa, the relationship between the 

nurse anaesthetist facilitator and the student nurse anaesthetist is emphasised. The 

relationship is the foundation for the student nurse anaesthetist to reach mastery of scope 

of practice and ultimately practice independently. As expressed by the anaesthetist-

expert evaluators, and confirmed in the literature, the relationship phase is of utmost 

importance.  
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6.5.1.6 Category six: Affirmation that mastery has to be attained by nurse 
anaesthetists due to the complexity of services rendered. 

All the participants recognised that mastery needs to be attained and maintained by the 

nurse anaesthetist due to the complexity of providing anaesthesia services. The 

guidelines for implementation of mastery are found to be adequate. Nurse anaesthetists 

must have a well-formed knowledge base to provide anaesthesia services, in conjunction 

with professional confidence. Here are a select few verbatim quotes from the interviews 

to support this: 

“And mastery I think you know... I like the idea of... of... gaining uh... mastery of skills 

and or knowledge or... higher level and it was being able to apply the knowledge and I... 

that really hit home for me...” (Participant 1). 

“South Africa actually had a lot of deaths under spinal anaesthesia and the big question 

there was… was it because Comserve doctors were doing it? Or was it because they 

were doing spinals inappropriately for people were already in shock or behind on fluids? 

That they didn't pick up this person was actually going to be safer with general 

anaesthesia, but they didn’t feel comfortable to do general anaesthetics… so there were 

a lot of questions surrounding that” (Participant 5). 

“...Where you know there will be teaching done on a regular basis, that there will be 

continuous assessment of the individual for competency and things like... and whether 

they'll be able to achieve the skills” (Participant 6). 

“When you're starting something, obviously everything has to be on the skills and 

competency... you have to become an expert in this. And I think that is where your 

model is...” (Participant 8). 

The participants shared their experiences of the complexity of anaesthesia and thereby 

affirmed that mastery has to been attained by the nurse anaesthetist. In the nurse 

anaesthetist model for practice in South Africa, mastery, and thereby the skills and ability 

to deal with the complexity of anaesthesia services, is key. Anaesthesia risks can either 

be related to the patient or to the practitioner (Merry, Mitchell & Hardman, 2017a: 44; 

Merry, Mitchell & Hardman, 2017b:7). The complexity of anaesthesia as described by 
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anaesthesia complications and emergencies is well recorded in literature (Amballur, 

2018:58-60, 117-119, 132-136; Harley & Hore, 2014:117-150; Huq, 2013:503-511; 

Mizukawa, McKenna & Vega, 2017:125-146; Ruskin & Rosenbaum, 2011; Urman & 

Ehrenfeld, 2016:261-292). Table 6.3 shows a non-exhaustive illustrative selection of 

problematic peri-anaesthesia events (Merry & Mitchell, 2018:8).  

Provision of anaesthetic services requires practitioners to have command of subject and 

to have comprehensive knowledge. This mastery of scope of practice is fostered in the 

working phase and evaluated in the termination phase of the model. The nurse 

anaesthetist facilitator needs to ensure that the student nurse anaesthetist has reached 

mastery and if not, initiate a stagnation. When the student nurse anaesthesia has reached 

mastery, they can enter the independent phase and are able to deal with problematic 

events in anaesthesia practice.   
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Table 6.3: Non-exhaustive illustrative selection of problematic events in anaesthesia (Merry & 
Mitchell, 2018:8) 

Bodily System Problematic Events 

Airway Difficulty in tracheal intubation 

Cannot intubate, cannot oxygenate 

Respiratory High airway pressures 

Endobronchial intubation 

Aspiration 

Needle injury to lung 

Cardiovascular Hypotension 

Hypertension 

Peripheral nervous system Intraneural injection 

Central nervous system Dural puncture 

Misplaced epidural catheter 

Damage to epidural vessel 

Failure to turn on vaporiser 
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Bodily System Problematic Events 

Drug related Allergic drug reaction 

Idiosyncratic drug reaction 

Drug administration error 

Tissued intravenous line 

6.5.2 Theme two: Evaluated limitations to the South African nurse anaesthetist. 

In theme two, data analysis showed that the participants found the model to have 

evaluated limitations to the nurse anaesthetist in South Africa. These limitations can be 

categorised into two categories. First, the South African nurse anaesthetist needs to 

identify complex patients and limitations on the setting and refer to higher level of care 

indeed to be appropriate. Secondly, the nurse anaesthetist in South Africa may 

experience some limitations due to red tape, which is further explained below.  

6.5.2.1 Category one: The need to identify complex patients and limitations on 
the setting and refer to higher level of care. 

A responsible nurse anaesthetist ought to know their professional limitations. The medical 

specialist anaesthesiologists expressed complexity of the service rendered by referring 

to the American Society of Anaesthesiologist’s Physical Status Classification System, 

better known as ASA (American Society of Anaesthesiologist, 2013). Some participants 

expressed that nurse anaesthetists should be limited to ASA 1 and ASA 2 patients. This 

has been considered in the guidelines for implementation (chapter five). The participants 

shared the following:  

“Cause you... I expect nurse anaesthetist would be more like straight forward cases” 

(Participant 4). 
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“Yah, so I think that will be like a big thing for them to also self-managed and maybe 

say, ‘well this is outside of my scope of practice, I need to refer this patient’, or whatever 

the case might be, but I think that needs to be a big thing” (Participant 5). 

“The other thing about anaesthesia that it makes it a bit difficult is that uhm, a patient 

may start of is as a very straightforward case and for whatever reason complicates... 

then do you have the luxury of calling someone else to assist you… do you need to you 

say there is a limit and say this is going outside of what I am capable of doing... I need 

to refer to somebody and it is a life procedure... so it has to be done immediately” 

(Participant 6). 

“Uhm, I think they should be able to... to do a basic general anaesthetic, LMA tube 

placement, uhm, all the usual bag mask ventilation etc., etc.... and ASA 2... ASA 1 and 

ASA2” (Participant 7). 

For the reader to understand the “ASA” vernacular expressed by the participants, the 

following is given. According to the American Society of Anesthesiologists (2013), the 

ASA Physical Status Classification System has been used by clinicians for over 60 years. 

The ASA Physical Status Classification System is used to determine a patient’s pre-

anaesthesia medical co-morbidities in a universally accepted classification system, 

making it easy to communicate with fellow clinicians. In conjunction with other factions 

and clinician judgement, the ASA classification system is helpful as it predicts peri-

anaesthesia and operative risks. Table 6.4 below shows the ASA Physical Status 

Classification System as given by the American Society of Anesthesiologists (2013).
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Table 6.4: ASA Physical Status Classification System (American Society of Anesthesiologists, 2013) 

ASA Physical 
Status 

Classification 
Definition 

Adult Examples, 
including, but not limited 

to: 

Paediatric Examples, 
including but not limited 

to: 

Obstetric examples, 
including but not limited 

to: 

ASA I A normal healthy patient. Healthy, non-smoking, no or 

minimal alcohol use. 

Healthy (no acute or chronic 

disease), normal body mass 

index percentile for age. 

 

ASA II A patient with mild 

systemic disease. 

Mild diseases only without 

substantive functional 

limitations. Current smoker, 

social alcohol drinker, 

pregnancy, obesity 

(30<BMI<40), well-controlled 

diabetes mellitus / 

hypertension, mild lung 

disease.  

Asymptomatic congenital 

cardiac disease, well-

controlled dysrhythmias, 

asthma without exacerbation, 

well controlled epilepsy, non-

insulin dependent diabetes 

mellitus, abnormal body mass 

index percentile for age, 

mild/moderate obstructive 

sleep apnea, oncologic state 

Normal pregnancy*, well-

controlled gestational HTN, 

controlled preeclampsia 

without severe features, diet-

controlled gestational DM. 
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ASA Physical 
Status 

Classification 
Definition 

Adult Examples, 
including, but not limited 

to: 

Paediatric Examples, 
including but not limited 

to: 

Obstetric examples, 
including but not limited 

to: 

in remission, autism with mild 

limitations. 

ASA III A patient with severe 

systemic disease. 

Substantive functional 

limitations. One or more 

moderate to severe diseases. 

Poorly controlled diabetes 

mellites or hypertension, 

chronic obstructive pulmonary 

disease, morbid obesity (body 

mass index ≥40), active 

hepatitis, alcohol dependence 

or abuse, implanted 

pacemaker, moderate 

reduction of ejection fraction, 

end stage renal disease 

undergoing regularly 

Uncorrected stable congenital 

cardiac abnormality, asthma 

with exacerbation, poorly 

controlled epilepsy, insulin 

dependent diabetes mellitus, 

morbid obesity, malnutrition, 

severe obstructive sleep 

apnoea, oncologic state, 

renal failure, muscular 

dystrophy, cystic fibrosis, 

history of organ 

transplantation, brain/spinal 

cord malformation, 

symptomatic hydrocephalus, 

Preeclampsia with severe 

features, gestational DM with 

complications or high insulin 

requirements, a thrombophilic 

disease requiring 

anticoagulation. 
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ASA Physical 
Status 

Classification 
Definition 

Adult Examples, 
including, but not limited 

to: 

Paediatric Examples, 
including but not limited 

to: 

Obstetric examples, 
including but not limited 

to: 

scheduled dialysis, history 

(>3 months) of myocardial 

infarction, cerebrovascular 

accident, transient ischemic 

attack, or coronary artery 

disease /stents.   

premature infant post-

conceptual age <60 weeks, 

autism with severe limitations, 

metabolic disease, difficult 

airway, long term parenteral 

nutrition. Full term infants <6 

weeks of age. 

ASA IV A patient with severe 

systemic disease that is 

a constant threat to life. 

Recent (<3 months) 

myocardial infarction, 

cerebrovascular accident, 

transient ischemic attack, or 

coronary artery disease 

/stents, ongoing cardiac 

ischemia or severe valve 

dysfunction, severe reduction 

of ejection fraction, shock, 

Symptomatic congenital 

cardiac abnormality, 

congestive heart failure, 

active sequelae of 

prematurity, acute hypoxic-

ischemic encephalopathy, 

shock, sepsis, disseminated 

intravascular coagulation, 

automatic implantable 

Preeclampsia with severe 

features complicated by 

HELLP or other adverse 

event, peripartum 

cardiomyopathy with ejection 

fraction <40, 

uncorrected/decompensated 
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ASA Physical 
Status 

Classification 
Definition 

Adult Examples, 
including, but not limited 

to: 

Paediatric Examples, 
including but not limited 

to: 

Obstetric examples, 
including but not limited 

to: 

sepsis, disseminated 

intravascular coagulation, 

acute renal disease or end 

stage renal disease not 

undergoing regularly 

scheduled dialysis. 

cardioverter-defibrillator, 

ventilator dependence, 

endocrinopathy, severe 

trauma, severe respiratory 

distress, advanced oncologic 

state. 

heart disease, acquired or 

congenital. 

ASA V A moribund patient who 

is not expected to 

survive without the 

operation. 

Ruptured abdominal/thoracic 

aneurysm, massive trauma, 

intracranial bleed with mass 

effect, ischemic bowel in the 

face of significant cardiac 

pathology or multiple 

organ/system dysfunction. 

Massive trauma, intracranial 

haemorrhage with mass 

effect, patient requiring 

extracorporeal membrane 

oxygenation, respiratory 

failure or arrest, malignant 

hypertension, 

decompensated congestive 

heart failure, hepatic 

encephalopathy, ischemic 

Uterine rupture. 
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ASA Physical 
Status 

Classification 
Definition 

Adult Examples, 
including, but not limited 

to: 

Paediatric Examples, 
including but not limited 

to: 

Obstetric examples, 
including but not limited 

to: 

bowel or multiple 

organ/system dysfunction.  

ASA VI A declared brain-dead 

patient whose organs 

are being removed for 

donor purposes. 

   

Notes 
* Although pregnancy is not a disease, the parturient’ s physiologic state is significantly altered from when the woman is not pregnant, 

hence the assignment of ASA 2 for a woman with uncomplicated pregnancy. 

**The addition of “E” denotes Emergency surgery: (An emergency is defined as existing when delay in treatment of the patient would 

lead to a significant increase in the threat to life or body part) 
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Nurse anaesthetists in Sweden do not practice independently (World Federation of 

Societies of Anaesthesiologists, 2016). However, Swedish nurse anaesthetists are 

allowed to manage patients who fall into all classifications of the ASA Physical Status 

Classification System (Larson, Nyström, Gustafsson & Engström, 2019:959-961). To 

ease anaesthesia administration to obese patients (ASA classification 2 and 3), nurse 

anaesthetists optimise patient position, optimise ventilation through proper 

preoxygenation and increasing positive end-expiratory pressure, swiftly secure the 

airway, and work in teams (Larson et al., 2019:959-961).  

The South African nurse anaesthetist should be able to recognise their own limitations 

and limitations on the setting and refer when applicable. Responsible practitioners need 

to exhibit recognition of their own cognitive errors, such as provider bias and heuristic 

reasoning, to ensure that patients are effectively treated (Hughes, Dossett, Hawley & 

Telem, 2020:831). Complex patients with multiple variables contributing to their 

unwellness are best served when referred to specialised clinics (Kennedy, Farnan, 

Stinson, Hall, Hemeryck, O'Connor, Hennessy & Barry, 2021). Timely referral to higher 

or more specialised care facilities can improve a patient’s long-term outcome (Butler, 

Morales, Johnson & Nduka, 2019:580). Patients themselves may feel more comfortable 

when referred to higher levels of care and this should be respected (Kunin, Turbitt, 

Gafforini, Sanci, Spike & Freed, 2018:76-80). Barriers to referral can be a practitioner’s 

perception of the scope of care needed, medical paternalism, lack of an institutional 

referral policy, poor human resource capacity, and lack of awareness about the existence 

of specialised care providers (Ofosu-Poku, Owusu-Ansah & Antwi, 2020:4).  

In this model, the independent nurse anaesthetist in South Africa mastered scope of 

practice. Scope of practice includes accountability, which is reflected by ethical behaviour, 

acting with integrity, and acting according to regulation. The independent nurse 

anaesthetist refers to higher level of care when the complexity of the patients on 

limitations on the setting warrants it. Nurse anaesthetists working in rural areas may be 

supported by regular visits from medical specialist anaesthesiologists to handle difficult 

cases together and to further the skills and confidence of the nurse anaesthetists (Vreede, 

Bulamba & Chikumba, 2019:1200).  
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When the nurse anaesthetist is in the independent phase, they have already reached 

mastery of scope of practice. This means that the South African nurse anaesthetist will 

be able to recognise limitations (based on reasons that can be personal, institutional, or 

related to setting) and refer the patient to a higher level of care. Referring a patient to 

higher level of care is not a weakness of a practitioner, but rather a sign of the professional 

maturity that is expected of a nurse anaesthetist in the independent phase.  

6.5.2.2 Category two: Limitations due to red tape 

The second category is divided into two subcategories. The one is titled ‘Regulatory red 

tape’ and the second is titled ‘Logistics for learning’. During the interviews, the participants 

expressed possible barriers that may prevent the nurse anaesthetist model for practice 

in South Africa from being implemented or may hinder the guidelines for implementation 

of the model.  

a) Subcategory one: Regulatory red tape 

Participants foresaw that the current South African nurse, medical, and/or governmental 

regulatory structure is not fertile soil for this model due to no fault of the model or the 

guidelines for implementation itself. The following quotes from the participants indicate 

this reservation: 

“Well, convincing the rest of the medical fraternity that they are going to be safe, and 

going to provide safe anaesthetic services. I think that is always going to be the biggest 

challenge” (Participant 5). 

“And you can see it... I know you said that anaesthesia nurses are different to nurse 

anaesthetist, but some of our anaesthesia nurses are really good because they've been 

working in anaesthesia for so long... it is just that they haven't been allowed to the 

opportunity to the practice the scope” (Participant 6). 

“And, and the bureaucracy around it is also going to be a problem…” (Participant 7). 

“Those, I think is the biggest challenges is the politics and the government recognition... 

recognition and support for our education” (Participant 8). 
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The relevant South African regulatory authorities should adapt to the times and develop 

programmes to upgrade nursing practitioners (Dolamo, 2018:5). In the last years post-

apartheid, many quality-improvement programmes have been initiated but not many 

produced the required level of quality service delivery (Maphumulo & Bhengu, 2019:e1). 

In South Africa, policy implementations have been slow due to provider ambivalence, 

challenges with infrastructure, and shortage of human resources (Hlongwa & Sibiya, 

2019:4-7; Onoya, Mokhele, Sineke, Mngoma, Moolla, Vujovic, Bor, Langa & Fox, 2021:3). 

The principal healthcare challenges in Africa are inadequate human resources, 

inadequate budgetary allocation to health and poor leadership and management (Oleribe, 

Momoh, Uzochukwu, Mbofana, Adebiyi, Barbera, Williams & Taylor-Robinson, 

2019:395). 

In Sri Lanka, the onus is placed on nurse leaders to facilitate development of policy in 

nursing which in turn will increase health workforce and patient outcomes performance 

(Aluwihare-Samaranayake, Ogilvie, Cummings & Gellatly, 2017:369). Similarly, in the 

nurse anaesthetist model for practice in South Africa, it is the responsibility of South 

African nurse and health leaders to reform the country’s health policy, thereby facilitating 

nurse anaesthetist practice.  

One way in which regulatory red tape can be overcome is to adapt task shifting. It is vitally 

important for policy makers to be involved in the implementation of task shifting. This was 

not the case in Uganda and contributed to failed task-shifting initiatives (Baine, Kasangaki 

& Baine, 2018:6). Task shifting from medical doctors to nurses has been recognised as 

a tactic to alleviate health shortages, improve quality in care, and increase efficiency 

(Mwai, Mburu, Torpey, Frost, Ford & Seeley, 2013:12; World Health Organization, 2007). 

In agreement with this, a systematic review by Federspiel et al. (2018:558) argue that 

task shifting can alleviate the need for skilled anaesthesia providers. In a systematic 

review, it was found that task shifting is cost effective in healthcare, especially in low-

income and middle-income countries (Seidman & Atun, 2017:11). The composition of the 

anaesthesia team (which includes a nurse anaesthetist due to task shifting) does not 

significantly affect patient outcomes such as mortality and length of hospital stay (Sun, 

Miller, Moshfegh & Baker, 2018:700). 
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To facilitate task shifting, policy makers need to establish standardised definitions, and 

minimum educational and practice requirements (Maier & Aiken, 2016:927). To this end, 

Holtzhausen et al. (in press) standardised the definition of ‘scope of practice’ as it applies 

to the nurse anaesthetist in South Africa. The article, along with the nurse anaesthetist 

model for practice in South Africa grants nurse leaders the opportunity to standardise 

curriculums and practice standards for nurse anaesthetists. 

The nurse anaesthetist model for practice in South Africa addresses the call for the South 

African Nursing Council to upgrade nursing practitioners. Providers should likewise be 

able to adapt, and leadership and management should be able to accommodate nurse 

anaesthetists. 

b) Subcategory two: Logistics for learning 

Facilitating student nurse anaesthetists may also not be as easy as was foreseen by not 

only the South African medical specialist anaesthesia experts, but also the international 

panel of nurse anaesthetists. This is an important subcategory, but this does not in any 

way affect the outcome of this study. Here are a select few verbatim quotes from the 

interviews: 

“And you have some general things, but when it comes down to really looking at your 

audience, the setting, what you have for resources, those are the pieces I think is 

always a... a challenge in terms of the flexibility” (Participant 1). 

“Actual theoretical prac... where you sit and have theory... our programs completely fell 

apart because no one had time to do that kind of stuff. So I think that is a big problem is 

who is going to train them?” (Participant 3). 

“So, I think standardisation is an issue, like you said, you lucky you went to a good 

training facility and I can tell you, from where I work, across the board... government... 

private... the variability in the skills set, in the knowledge is huge” (Participant 7). 

In an integrative review of nursing education challenges in sub-Saharan Africa, the major 

challenges to education are the strained training institutions due to increased enrolments, 

inadequate faculty (facilitator) capacity, lack of infrastructure and resources, and high 
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demand for clinical training sites (Bvumbwe & Mtshali, 2018:3). By investing in 

infrastructure, and the development of collaborative frameworks between nursing and 

midwifery and higher educational councils, better education can be facilitated (Bell, 

Rominski, Bam, Donkor & Lori, 2013:248-249; Muraraneza, Mtshali & Mukamana, 

2017:5).  

Park and Yu (2018:318-312) argue that policy development and implementation causes 

barriers for simulation-based nursing education and technology development in South 

Korea. This is preposterous as simulation-based training may provide nurses with 

specialised skills (Park & Yu, 2018:318-312). In the nurse anaesthetist model for practice 

in South Africa, policy implementers should be aware that department or company policy 

does not hinder the nurse anaesthetist from gaining necessary skills to treat and manage 

care for patients. In Europe, nurses’ skills and competencies were increased by 

educational reform where higher educational institutions increasingly offered 

postgraduate programmes (Lahtinen, Leino-Kilpi & Salminen, 2014:1040). Southern 

Africa’s education and training system for the health sector has not grown adequately to 

meet health needs and health system requirements (Bvumbwe & Mtshali, 2018:3). 

A curriculum-based yet context specific nurse anaesthetist program has been 

implemented in Kenya in 2006 (Umutesi, McEvoy, Starnes, Sileshi, Atieli, Onyango & 

Newton, 2019:1392). By means of this program, nurse anaesthetists are specifically 

trained to work in rural hospitals and are well prepared for their scope of practice. The 

success of this curriculum-based, context-sensitive program led to further expansion of 

the program in 2015 (Umutesi et al., 2019:1392). In the same way, the training system in 

South Africa can reform nursing education to have similar benefits from nurse 

anaesthetist practice. The nurse anaesthetist model for practice in South Africa is fertile 

soil for such a training program. 

Relevant stakeholders ought to embrace changes and prepare for a model such as the 

nurse anaesthetist model for practice in South Africa to be implemented. Barriers to 

learning due to logistical issues need to be clarified. Accrediting South African healthcare 

education facilities for nurse anaesthesia training will ease the current logistical hurdles. 

Private institutions should also be investing in nurse anaesthesia in South Africa.  
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6.6. Discussion of Field Notes 

6.6.1 Observational notes 

Observational notes are descriptions of events and conversations, and the context in 

which they occur (De Vos et al., 2011:335; Polit & Beck, 2012:295). Six participants sat 

at a desk or table in front of their cell phones or computers whilst interacting in the 

interview. Two participants sat on a couch. Participants were clothed in a range of wear: 

scrubs, formal clothes, or casual clothes. These reflected their occupation of the day – be 

that the operating theatre, the office, or at home whilst not on shift. All participants made 

good eye contact and seemed to have engaged well. Participants connected early online 

apart from three who were distracted by traffic, encountered technical issues, or were 

jammed in the queue in one of the hospital’s shops. Participants were well-prepared for 

the interview and did examine the ‘Knowledge Pack’ thoroughly, however two did not 

prepare. In this case, the researcher presented the information contained in the 

‘Knowledge Pack’ with the participants in the span of around 30 minutes. These 

explanations did not form part of the formal interview or transcriptions. No interview can 

take place without off-the-record small talk before and after the interview in which the 

researcher and the participants build rapport. During this time, participants asked relevant 

questions. All participants were calm and professional during the interview. Two 

participants were not very fluent in English and often used more time and words to 

express views and share experiences.  

6.6.2 Theoretical notes 

Theoretical notes serve to attach meaning to observations made by the researcher during 

the data collection process (Polit & Beck, 2014:294). All the participants had a thorough 

knowledge of clinical anaesthesia. The nurse anaesthetist experts had a better grasp of 

the status of anaesthesia on the international tier. The South African medical specialist 

anaesthesiologist had little to no knowledge of nurse anaesthesia practice internationally. 

Some of the anaesthesiologists did not even have a basic understanding of nursing in 

South Africa. One said, “I can't tell you the difference between a professional nurse and 

staff nurse”. This is obviously disconcerting as these are healthcare professionals with at 

least 10 years medical training with many years of experience. Many participants also 
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erred in that they often diverted to the nurse anaesthetist curriculum (content, structure 

excentre), whereas this is a practice model. This error is pardoned as the participants is 

anaesthetist experts and not middle range and practice theory experts. All the South 

African medical specialist anaesthesiologist expressed opinions on Clinical Associates – 

mostly negative with only one seeing this profession in a positive light. 

6.6.3 Methodological notes 

Methodological notes kept the researcher on track by reminding the researcher of sound 

methodological approaches (De Vos et al., 2011:282-287; Polit & Beck, 2014:294). All 

the participant willing to share experiences. Participants objectively viewed the model and 

gave critical, yet constructive critique. All except for two participants needed little 

prompting. Some even apologised for speaking too much. Open questions were asked. 

Probing was used to stimulate participants to explore the subject further. All the 

participants remained very focused on the topic at hand.  

In order to gain as much as possible from the interview, the researcher purposively 

employed different interview techniques such as clarifying, paraphrasing, probing, 

silence, reflection, and summarising. During the interview, the researcher clarified 

statements made by the participant in an effort to comprehend the basic nature of the 

participant’s statements (Okun & Kantrowitz, 2015:77). For example, in the interview with 

Participant 2, the research said, “So let me uhm, just get this straight…” Moreover, 

reflection was employed by echoing the researcher’s understanding of the participant’s 

statements and thereby verifying the statement (Okun & Kantrowitz, 2015:76). For 

example, in the interview with Participant 8, the researcher said, “Yes, that...that is a right. 

And I mean, uhm, general nursing is so dynamic... so how much more a specialised 

area?” In conjunction with this, paraphrasing was also used by restating the participant’s 

statements in different words–perhaps more condensed–to reinforce the researcher’s 

understanding of the phenomena (Varcarolis & Halter, 2010:180). For example, in the 

interview with Participant 3, the research said, “When you say, ‘same like me’, it means 

that it represents the phases you’ve gone through during your studies. Is that what you 

are saying?” Probing was used as well to obtain more information of a particular fragment 

of the phenomena (Bolderston, 2012:68; Gray et al., 2017:261; Weller et al., 2018:15). 

For example, in the interview with Participant 1, the researcher said, “Is there some other 
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comment maybe specific to my model that you want to make?” Moreover, at certain points 

where the researcher found it appropriate, silence was utilised. This allowed the 

participant to fill a silence with additional comments if the interviewer sat quietly and 

poised (Babbie & Mouton, 2011:254; Bengtsson & Fynbo, 2018:33; McGrath et al., 

2019:1004; Morison & Macleod, 2013:694). Finally, the researcher made used of 

summarising as an interview technique. By summarising, the researcher synthesised 

information communicated by the participant and reviewed the overarching themes. By 

summarising, the participant was granted the opportunity to share his/her feelings of the 

study (Okun & Kantrowitz, 2015:78). For example, in the interview with Participant 5, the 

researcher said, “Oh wow, that is so interesting that you say it might be applicable to other 

specialities as well and that is actually what makes a good model… if it… if it is 

transferable to a different setting.” 

6.7. Summary 

The last objective of the study was to evaluate this developed model and the guidelines 

for implementation of the model for feasibility and appropriateness by consulting national 

and international anaesthetist experts. By means of in-depth interviews, this has been 

accomplished. The model and guidelines for implementation have been found to be 

appropriate. That is, that there is a need for nurse anaesthesia in South Africa and that 

the model is reliable, comprehensive, and generalisable. Additionally, the relationship 

phase was found to be important, and that mastery has to be attained by the nurse 

anaesthetist. The model and guidelines for implementation has its limitations, namely that 

the nurse anaesthetist should be able to identify complex patients, refer to higher level of 

care, and that there may be limitations due to regulatory and logistical red tape. 
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CHAPTER 7 

EVALUATION OF THE RESEARCH STUDY, 

LIMITATIONS, AND RECOMMENDATION FOR 

RESEARCH, EDUCATION AND PRACTICE 

7.1. Introduction 

The evaluation of the research study, limitations, and recommendations are presented in 

this chapter. The chapter and thesis are closed with a personal reflection and the rationale 

of why this is an original contribution to the nursing fraternity’s body of knowledge. 

7.2. Evaluation of the Research Study 

The study was conducted by the researcher in fulfilment of the requirements for the 

degree Doctor of Nursing Science in Professional Nursing Science. In undertaking the 

study, the researcher acquired a deepened understanding of practice theory, concept 

analysis, concept derivation, and other qualitative research methodologies. Additionally, 

the researcher gained a well-rounded knowledge of nurse anaesthesia practice 

worldwide.  

There is currently no professional registration available in South Africa for nurse 

anaesthetists by which they can prescribe and administer anaesthesia and chemical pain 

management services to patients (Nursing Act, 33 of 2005). This is detrimental as there 

is a severe shortage of nurse anaesthesia providers in South Africa, especially in the 

public sector. Shrime et al. (2015:s8-s9) suggest that almost one-third of the global 

burden of diseases could be addressed by surgical care, which encompasses surgery, 

obstetrics, trauma, and anaesthesia. Yet, it is estimated that only 2 billion of the world’s 

population have access to safe and affordable surgical and anaesthesia care 

(Kempthorne et al., 2017:981; Meara & Greenberg, 2015:834).  
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The research question of this study stems out of this shortage of anaesthesia providers 

by asking: What can be done to ensure that safe and affordable anaesthesia services can 

be provided in South Africa? The primary purpose of this study was to propose a model 

and guidelines for implementation of the nurse anaesthetist model for practice, 

contextually appropriate for South Africa. To achieve this, four research objectives were 

posed. These were: 

• Explore and describe existing nurse anaesthetist practices through conceptual 

frameworks available in the world. 

• Develop and describe a nurse anaesthetist model for practice in the South African 

context. Further, evaluate the model by consulting model-specific experts. 

• Describe guidelines for implementation of the practice model. 

• Evaluate this developed model and the guidelines for implementation of the model 

for feasibility and appropriateness by consulting national and international 

anaesthetist experts. 

In chapter one (Introduction), an overview of the research study was offered. This 

included the background and rationale for this study, the research problem and 

associated research question, purpose and objectives, definitions of key concepts, an 

overview of the research methodology, measures to ensure trustworthiness, and ethical 

considerations used throughout the study.  

In chapter two (Research Design and Method), the research methodology was described 

in depth. This study followed a theory-generating, qualitative, exploratory, descriptive, 

and contextual design. The research methodology was described as guided by Chinn and 

Kramer (2018:179). In Step One, concept analysis took place in two phases. In Phase 

One, a situational analysis was done by means of concept identification of existing nurse 

anaesthetist conceptual frameworks. In Phase Two, these identified concepts was 

defined and classified. In Step Two, the concepts were placed into relationships. In Step 

Three, the model was developed and evaluated by model-specific experts. In Step Four, 
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the guidelines for the implementation of the model were generated from the process 

description of the model.  

 

In chapter three (Concept Identification), existing nurse anaesthetist practices from 

around the word were explored and described. It was found that there are about 50 

countries where nurses provide anaesthesia services independently. In chapter three, a 

description of nurse anaesthetist practices of 13 countries was given. From this one 

central concept emerged and was divided into three concepts, namely ‘facilitation’, 

‘mastery’, and ‘scope of practice’.  

In chapter four (Defining the Central Concept), these three identified concepts were 

clarified and defined by doing concept analyses on ‘facilitation’, ‘mastery’, and ‘scope of 

practice’. This allowed the researcher to classify the concepts by asking six questions, 

guided by Dickoff et al. (1968:434-450): Who is the agent? Who is the recipient? What 

are the dynamics? What is the procedure? What is the context? What is the outcome? 

This formed a tentative model.  

In chapter five (A Model for Nurse Anaesthesia Practice), the practice model was 

proposed, described, and the components of the model justified. The practice model is 

illustrated in Figure 7.1 below. The model portrays how the nurse anaesthetist facilitator 

assists the student nurse anaesthetist to mastery of the scope of practice in nurse 

anaesthesia which ultimately allows independent practice in South Africa as a nurse 

anaesthetist. The model is divided into four phases, namely the relationship phase, the 

working phase, the termination phase, and the independent phase. Guidelines for the 

implementation of the model was then proposed. This model was then evaluated by 

model-specific experts regarding the model’s clarity, simplicity, generality, accessibility, 

and importance (Chinn & Kramer, 2018:203).  
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Figure 7.1: Model for the facilitation to mastery of the scope of practice of a nurse anaesthetist in 
South Africa 
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In chapter six (Anaesthetist Experts’ Evaluation of the Model), the model and guidelines 

for implementation were evaluated by anaesthetist experts by means of individual, in-

depth interviews. The participants encompassed two streams of service, namely South 

African medical specialist anaesthesiologists and international nurse anaesthetist 

practitioners. The participants were given information about the model and the guidelines 

for implementation and were asked two questions: “How is the model for you?” and “How 

are the guidelines to implement the model for you?” Through thematic analysis, the 

interviews were analysed, and two main themes emerged. One, the model and guidelines 

for implementation were found to be appropriate. And two, evaluated limitations to the 

South African nurse anaesthetist emerged. All in all, the model was found to be reliable, 

valid, and feasible.  

7.3. The Study’s Limitations 

Statistics for the status of anaesthesia services and care provided is often limited and 

outdated. Using older references only gives a suggestion of what the current situation is 

but cannot paint a comprehensive canvas. In other words, when only examining the 

literature, the need for nurse anaesthesia is uncertain, but probably underestimated. 

Generally, publishing these statistics is a challenge as it takes long to compile, is labour 

intensive, and by the time it is published is already outdated.  

In conjunction with this, the current nurse anaesthesia framework, as explored in Step 

One, Phase One (chapter three), can be seen as a limitation. It is often difficult to gain 

legislative information, especially in developing countries. Many countries do not have a 

nursing council or association website that could be found (for example, Somalia), while 

other countries’ websites are poorly maintained (for example, Sudan) or have unverified 

domain names due to using free website hosting services (for example, Zimbabwe). Other 

countries’ anaesthesia associations’ websites are not published in English (for example, 

France). Moreover, published research articles on the status of nurse anaesthesia in 

some countries may be limited due to the sheer deficiency of anaesthesia providers in 

that country. That said, the data gathered did reach data saturation and was sufficient to 

use in this study. 
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One limitation of this study registered nurses in South Africa was not interviewed when 

evaluating the nurse anaesthetist model for practice in South Africa. The registered nurse 

will be the consumer of this model and may have given valuable contributions to the 

model. It is suggested that a post-doctoral study is aligned to bridge this limitation.  

Despite the limitations of the study, the research question was sufficiently answered by 

fulfilling the research purpose and objectives.  

7.4. Recommendations 

This model forms a foundation to inform nursing practice, education, and research for 

nurse anaesthesia in South Africa. Recommendations will now be listed and briefly 

described for nursing practice, education, and further research.  

7.4.1 Nursing Practice 

• Implementation of the ‘Nurse Anaesthetist Model for Practice in South Africa’ 
The model as proposed in this study should be assessed by the relevant regulatory 

authorities for implementation in South Africa. The model will remain theoretical, 

and the shortage of anaesthesia service will remain deficient, until action is taken 

for planning and implementation to relieve the pressure on the healthcare system. 

Healthcare institutions (public and private) should reform policies to embrace nurse 

anaesthesia in South Africa. Other countries could also assess the model for 

implementation and contextual appropriateness.  

 

• Furthering interprofessional awareness  
Some of the medical specialist anaesthesiologists verbalised that they do not know 

the function or the difference between certain categories of nursing (for example 

between a professional nurse and an enrolled nurse). Participant 6 said, “I can't tell 

you the difference between a professional nurse and staff nurse”. This is 

detrimental as professional people can only be utilised as far as they are 

recognised. Awareness can be raised by incorporating interprofessional practice 

and exposure into the undergraduate programs of health professions, for example 

‘job-shadowing’ as exampled by Monahan, Sparbel, Heinschel, Rugen & 
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Rosenberger (2018:107). This will raise a new generation of health professionals 

who are interprofessionally proficient from the ground up. Furthermore, for health 

professions already practicing, interprofessional awareness can be raised by 

conference proceedings and in-service education (Zamjahn, Beyer, Alig, Mercante, 

Carter & Gunaldo, 2018:517). 

 

• Increasing awareness of nurse anaesthesia internationally 
There is limited awareness of the use of nurse anaesthesia, especially in South 

Africa. Through diverse conversations with an array of people, the researcher found 

that some are not even aware that non-physicians can be anaesthetist providers. 

One way of increasing awareness of nurse anaesthesia practice is to publish peer 

review journal articles that address nurse anaesthesia and how it relates to South 

Africa. Another way is to compare tasks of nurses and physicians in practice. 

Internationally, there is a lack of information that compares tasks of nurses to those 

of physicians (Maier, Köppen & Busse, 2018:11). 

 

• Increase professional confidence in nurses 
Having conducted many a conversation with nurses, the researcher felt that nurses 

often lack confidence in their potential to be an independent nurse practitioner. This 

is further reinforced by regulations worldwide where nurse anaesthetist are often 

not legally allowed to practice independently, even if they often practice without 

much support anyway by only being allowed to administer the anaesthesia, under 

the supervision of a surgeon (for example, Liberia).  

 

• Revisions of older policies 
Many countries’ policies and legislation regarding health regulation are outdated 

and should be reviewed. For example, the South African Medicines and Related 

Substances Act (101 of 1965) should be reformed to comply with changing 

healthcare needs. Many other countries have similar outdated policies.  
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7.4.2 Nursing Education 

• Preparing for implementation of the model 
Education institutions in South Africa ought to prepare for the implementation of 

this practice model. This can be done by exposing nurse lecturers to the field of 

anaesthesia both in practice and in academia. Key South African nurse lecturers 

and program directors ought to consider visiting nurse anaesthesia schools in the 

international domain with the view of upgrading home policies to accommodate a 

nurse anaesthesia program. Both public and private nursing education centres 

should embrace nurse anaesthesia. A task analysis can be completed such as was 

exampled by Kibwana et al. (2018:431-432) in Ethiopia. The task analysis identified 

the needs and gaps in the education, practice, and competencies of anaesthetists. 

 

• Policy Development by the Relevant Regulatory Bodies 
The current South African legislation does not support the practice of nurse 

anaesthetists. These deficiencies need to be addressed to accommodate 

independent nurse anaesthetist providers. Additionally, legislation regarding drug 

prescribing to provide essential and safe anaesthesia care should be adjusted to 

accommodate independent nurse anaesthetist providers.  

 

• Curriculum Development 
Educational institutions should invest in curriculum development for nurse 

anaesthesia in collaboration with the International Federation of Nurse Anesthesia. 

Additionally, the relevant South African regulatory authorities should develop 

programmes to upgrade nurses to advanced practitioners (Dolamo, 2018:5). The 

International Federation of Nurse Anesthesia aims to develop educational 

standards and practices which will advance the art and science of anaesthesiology 

and thereby support and enhance quality anaesthesia care worldwide. They 

already have key nurse anaesthesia programmes for certificates, bachelors, and 

master’s level nurse anaesthesia qualifications that can be customised to be 

contextually suitable. In China, the International Federation of Nurse curriculum has 

been implemented and it was found that this programme improved anaesthesia 

care, reduced errors, improved physician satisfaction, and allowed nurse 
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anaesthetists to realise their value (Fang, Huang, Jiang, Li, Cheng, Tsao & Ho, 

2021:4-5).  

7.4.3 Nursing Research 

• Curriculum development 
For nursing education institutions to invest in curriculum development in nurse 

anaesthesia, research in this field should exist first. As one of the model-specific 

experts commented, “this model (the Model for Nurse Anaesthetist Practice in 

South Africa) will inform and outline the education (curriculum) and practice (scope 

of practice) and research”.  

 

When developing a curriculum, developers should consider incorporating the 

perspective of multiple stakeholders. This will assist to promote a curriculum that 

supports the values of the profession and promotes the society’s well-being (Brown, 

Wilson & Slade, 2020:189; De Villiers, 2001:42). Multiple stakeholders’ 

perspectives can be accounted for by conducting an action research methodology 

(Oksiutycz & Azionya, 2017:205-206). Such a consensus model for curriculum 

development ultimately benefits the independent nurse anaesthetist provider as it 

aligns with the socio-political context (Brown & Wilson, 2020:189). A curriculum that 

is socio-politically appropriate is especially important in the South African context 

as the anaesthesia experts also voiced that there is much red tape to overcome 

before nurse anaesthesia may be introduced in South Africa.  

 

In the South African healthcare context, De Villiers (2001:33-45) proposed an 

approach to nursing curriculum development. Alternatively, Scott and Brysiewicz 

(2016:60–63) discuss a model for curriculum development for African emergency 

nursing. Both these models for curriculum development can be adapted to work for 

nurse anaesthesia in South Africa.  

 

 

 

 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

216 

• Assessing health need globally 
It is recommended that countries empirically assess their anaesthesia patient to 

anaesthesia provider ratio. This can be expressed as anaesthesia provider per 100 

000 population. Knowing this may prevent an overburdened health system or 

oversaturated anaesthesia provider workforce. Populations are dynamic and 

therefore it is recommended that a longitudinal study be done instead of a cross-

sectional study. 

 

• Examining the need in South Africa 
An extensive needs analysis can be done to inform decision makers on the 

objective truth of the need for nurse anaesthesia in South Africa. This can be co-

aligned with how anaesthesia providers are perceived in South Africa by the public 

and the medical fraternity. Perceptions of nurse aneasthesia should also be 

examined.  

 

• Views of professional nurses 
The subjective views of nurses (including nurse anaesthetists) by the medical 

fraternity can be studied. This will hopefully lead the way to improving 

interprofessional awareness and mutual respect. An anaesthetist expert in chapter 

six (participant 5) remarked, “I feel like we actually kind of divert from that (nursing 

scope of practice) a bit and that nurses are seen as work horses and not able to 

function independently”. The professional perception of professional nurses needs 

to be studied to answer why nurses are seen as ‘work horses’, which in turn will 

reveal the solution to this misconception.  

7.5. Original Contributions 

This research study was important for several reasons. First, it is a landmark study in the 

development of a practice model for nurse anaesthesia in South Africa. Secondly, it 

provided an overview of current nurse anaesthetist practices from across the globe. 

Thirdly, this research study defined the scope of practice of a nurse anaesthetist in South 

Africa using concept analysis.  



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

217 

7.6. Personal Reflection 

Critically reflecting on this journey, I can classify what I have learned into two tiers. These 

two tiers are not separate but rather complement each other. The first is the product and 

the second is the process. The product is written in this thesis and serves as evidence 

that I have mastered theory-generative research and comprehensively understand nurse 

anaesthesia practice worldwide. That which I have learned from the process cannot so 

easily be proven. The process taught me patience, endurance, forbearance, joy, peace, 

kindness, goodness, faithfulness, gentleness, and self-control. The product enables a 

student to earn a doctoral degree, whilst the process empowers a student to grow into 

being a doctoral degree graduate. 

7.7. Summary 

This study laid the foundation for nurse anaesthesia as a specialty area to provide safe 

and affordable anaesthesia services in South Africa. What can be done to ensure that 

safe and affordable anaesthesia services can be provided in South Africa? The answer:  

A Nurse Anaesthetist Model for Practice in South Africa. 
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APPENDIX B: INFORMED CONSENT USED FOR PARTICIPATION IN 

THE MODEL EVALUATION 

 

DEPARTMENT OF NURSING SCIENCES 

RESEARCH STUDY INFORMATION LETTER 

31 August 2020 

Good Day 

My name is J.D.V Holtzhausen. I WOULD LIKE TO INVITE YOU TO PARTICIPATE in a 

research study on “A Model for Nurse Anaesthetist Practice in South Africa”. 

Before you decide on whether to participate, please read through the infomation provided 
below. The study is part of a research project being completed as a requirement for a 
Doctor of Nursing Science (Professional Nursing) Degree in nursing through the 
University of Johannesburg. 

THE PURPOSE OF THIS STUDY is to propose a model and guidelines for 

implementation of the model for nurse anaesthetists’ practice contextually appropriate for 

South Africa. 

Below, I have compiled a set of questions and answers that I believe will assist you in 

understanding the relevant details of participation in this research study. Please read 

through these. If you have any further questions, I will be happy to answer them for you. 

DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to participate 

in the study. I will describe the study and go through this information sheet. If you agree 

to take part, I will then ask you to sign a consent form.  



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

248 

WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? You 

will need to agree to completing a form on Google Forms after listening to a presentation 

given by me via Microsoft Teams. All of this should take approximately 40 – 60 minutes.   

WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide 

to participate, you are free to withdraw your consent at any time without giving a reason 

and without any consequences. If you wish to withdraw your consent, you should inform 

me as soon as possible. 

IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR 
PAYMENT DUE TO ME: There is no remuneration to participate in this study. It also will 

not cost you anything to participate, except for internet data charges for the duration of 

the internet presentation and online form completion.  

RISKS INVOLVED IN PARTICIPATION: This study poses no risk to you at all. At no 

point will you be identified. Neither will your personal and confidential information be 

shared with anyone. 

BENEFITS INVOLVED IN PARTICIPATION: There are no direct benefits in participating 

in this study.   

WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS? Yes. Anonymous means 

that your personal details will not be recorded anywhere by me. As a result, it will not be 

possible for me or anyone else to identify your responses once these have been 

submitted. 

WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results 

will be written into a research report that will be an assessed. In some cases, results may 

also be published in a scientific journal. In either case, you will not be identifiable in any 

documents, reports or publications. You will be given access to the study results if you 

would like to see them, by contacting me.  

WHO IS ORGANISING AND FUNDING THE STUDY?  The study is being organised by 

me, under the guidance of my research supervisors at the Department of Nursing 

Science, Faculty of Health Sciences in the University of Johannesburg. To date, this study 
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has received funding from the University of Johannesburg merit bursary scheme and a 

supervisor linked bursary scheme. 

WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed 

to start, it was reviewed in order to protect your interests. This review was done first by 

the Department of Health Sciences, and then secondly by the Faculty of Health Sciences 

Research Ethics Committee at the University of Johannesburg. In both cases, the study 

was approved. 

WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this 

research study, its procedures or risks and benefits, you should ask me. You should 

contact me at any time if you feel you have any concerns about being a part of this study. 

My contact details are:  

Mr. Jan Dirk Visagie Holtzhausen 

Tel: +27 82 631 0554 

Email: psalm18v6@gmail.com / jdv.holtzhausen@gmail.com 

You may also contact my research supervisor: 

Dr. Charlene Downing 

Email: charlened@uj.ac.za 

If you feel that any questions or complaints regarding your participation in this study have 

not been dealt with adequately, you may contact the Chairperson of the Faculty of Health 

Sciences Research Ethics Committee at the University of Johannesburg: 

Prof. Christopher Stein 

Tel: 011 559-6564 

Email: cstein@uj.ac.za  

FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more 

specific information about this research project information, have any questions, concerns 

mailto:cstein@uj.ac.za
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or complaints about this research study, its procedures, risks and benefits, you should 

communicate with me using any of the contact details given above. 

Researcher: 

Jan Dirk Visagie Holtzhausen 

<Signature> 
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APPENDIX C: MODEL EVALUATION: ACTUAL RESPONSES WITH 

THEIR CORRESPONDING REBUTTAL 

Model Evaluation: Actual Responses with their corresponding rebuttal. 
 

Direct Quotations of Participants Rebuttal 

How clear is the model for you? 

Participant A: “Very clear” 

 

Participant B: “Very clear, well done” 

 

Participant C: “The model was clear to me in 

such a way that l understood that firstly, the 

nurse was in a situation where she didn’t 

know everything that was supposed to 

happen in her position. Therefore, the 

facilitator helped her to move from the 

situation of not knowing to the one of knowing, 

and then after the process, the nurse became 

knowledgeable and less dependent on the 

facilitator. The concepts were well defined 

and used consistently throughout, it was also 

clear as to how they relate to the theory and 

the study”. 

 

Participant D: “Very clear, maybe just 

indicate what read arrows mean with one/two 

words” 

 

Participant E: “It is clear except at the 

relationship phase. The nurses should face 

 

 

 

 

 

 

 

 

 

 

 

 

 

To Participant D: Red arrows have 

been added to the visual representation 

of the model.  

To Participant E: The nurse 

anaesthetist facilitator and the student 

nurse anaesthetist has been positioned 

in such a way that they face each other 
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up and climb the ladder. The other phases are 

clearly defined. The model doesnt have lots of 

concepts. The model is well understood. It is 

very consistent.” 

 

Participant F: “The structure of the Model 

give a clear picture of the connections that 

exist within the theory of the model and clearly 

depicts how the Model will unfold.” 

 

Participant G: “The model is extremely clear” 

 

Participant H: “The model was not clear 

enough: I would suggest that your agent and 

recipient is positioned in such a way that they 

seem to move upwards / forward, with one 

foot taking the first step. The recipient's 

footsteps must be light initially (relationship 

phase), and become more prominent at the 

end (termination phase). Agent's footsteps be 

dark in the relationship phase, and fade 

towards the termination phase. I would like to 

see 'direction' from the relationship phase to 

the independent phase, thus, forward moving. 

You might achieve that by instructing your 

graphic designer to change the direction of 

your agent and recipient (as suggested 

above).” 

 

Participant I: “The model is clear in the visual 

representation, as well as through the way 

in the visual representation of the model. 

The bi-directional arrow also indicates 

their relationship.  

 

 

 

 

 

 

To Participant H: See rebuttal to 

Participant 5. The footsteps of the nurse 

anaesthetist facilitator fades in the 

termination phase to indicate “saying 

goodbye”. The footsteps indicate the 

direction of path of the nurse 

anaesthetist facilitator and the student 

nurse anaesthetist. 
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that Mr Holtzhauzen presented and explained 

the model.” 

 

Participant J: “Like I said, this model is 

unique. That's why it stands out for me. Kindly 

just match the footsteps with the images of the 

facilitator and the student nurse. I suggest you 

make them face in one direction.” 

 

 

To Participant J: See rebuttal to 

Responded 5 and 8.  

How simple is the model for you? 

Participant A: “Simple. Easy to follow and 

the conceptual relationships can be seen” 

Participant B: “Easy to follow. In your 

description of the white background in the 

relationship phase please take note that the 

student nurse aneathist background cannot 

be blank. She/He is wearing epaulettes so 

she/he has background knowledge of 

nursing, especially surgical nursing and 

intensive care nursing?” 

 

Participant C: “The model was simple to me 

as l could relate well with the message the 

author was trying to convey with regard to 

how he sees this type of nurse functioning in 

a practical environment.” 

Participant D: “Easy to understand, maybe 

just the two figures on bottom step to turn 

towards step and maybe show going to take 

first step.” 

 

 

To Participant B: This student nurse 

anaesthetist ought to have sufficient 

experience (2 years) in an acute nursing 

setting, such as intensive care units, 

accident and emergency units 

(casualties) or operating theatre. The 

student nurse anaesthetist is “blank” in 

nurse anaesthesia.  

 

 

 

 

 

To Participant D: The two figures face 

each other and are taking the first step.  
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Participant E: “It is simple” 

Participant F: “The model is simplified. Easily 

understandable when verbalised and also 

when looking at the structure. It describes all 

the processes.” 

Participant G: “The description of the Four 

interrelated phases enhance the simplicity of 

the conceptions and their interrelationships 

within the model.” 

Participant H: “The model is simple.” 

Participant I: “The model was simple, 

elements of your concepts and relationships 

are well displayed.” 

Participant J: “The clarity of the model 

contributes to its simplicity: the phases follow 

one another logically, and the outcome is 

clear.” 

Participant K: “I liked how you explained and 

linked the concepts. Simple enough.” 

How general is the model for you? 

Participant A: “Could be used in other 

healthcare settings” 

Participant B: “This model can be applied to 

any field's/discipline's scope of practice” 

No rebuttal statements.  
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Participant C: “The model is general as l 

think it can be applied in various clinical 

environments and beyond.” 

Participant D: “This can be generalize to 

many practical situations as this is the steps 

necessary to become independent and 

competent practitioners” 

Participant E: “It is generalisible within the 

appropriate field. Particularly transferable to 

similar African contexts.” 

Participant F: “It is quite general and anyone 

can use it. Very appropriate to be used in 

South Africa.” 

Participant G: “The knowledge that this 

Model hope to generate is aquired from 

observation and experience. The 

interconnected steps in the Model explain, 

predict and control the how of the Model and 

as such enhance the generality of the Model” 

Participant H: “The model is most general.” 

Participant I: “The model can be applied in 

various situations. Well done for setting the 

groundwork with this model.” 

Participant J: “The model is general in the 

sense that it could be applied in different 

settings where the specific population is 

situated.” 
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Participant K: “I believe this model will be 

applicable” 

How accessible is the model? 

Participant A: “Very accessible” 

Participant B: “Should be regulated by an 

professional body before applied 

educationally and practically” 

Participant C: “Yes, this model can be 

applied in various situations because newly 

qualified nurses or any nurse working in an 

unfamiliar environment they really need some 

accompaniment until they are confident of 

what they are supposed to do” 

Participant D: “As said just give some one or 

two word describing the red arrows going 

downwards but definitely applicable to other 

situations and need to be accessible to 

others. Concepts are general acceptable and 

understandable.” 

Participant E: “Definitely” 

Participant F: “It is accessible and could yield 

for better results in South Africa.”  

Participant G: “The concepts and the 

definitions within the Model are concerned 

with the steps of obsevation and experience - 

on the way to "Mastery of Scope of Practice"” 

 

To Participant B: The study aims to 

propose a nurse anaesthetist model for 

practice in South Africa and not to take 

the place of any regulatory authority. 

Regulatory authorities may use this 

model to inform future decision 

making.   

 

 

To Participant D: Red arrows have 

been added to the visual representation 

of the model.  
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Participant H: “The model is very 

accessible.” 

Participant I: “This model is accessible and 

will be useable in practice if the suggestions 

are applied.” 

Participant J: “The clarity and simplicity of 

the model contribute to the accessibility of the 

model. The definitions of the concepts of the 

model were clearly explained by Mr 

Holtzhauzen in his presentation.” 

Participant K: “The concepts of the model 

can explored so I think it is accessible.” 

How important is the model? 

Participant A: “This model is really important 

to address the current gap” 

Participant B: “Very important for South 

Africa and Africa because of the shortage of 

practitioners.” 

Participant C: “The model is important as in 

research and other fields as it simplifies 

everything in a practical manner with regard 

to what the student needs to learn.” 

Participant D: “Very important especially for 

the the South African context” 

Participant E: “Important for future practice” 

No rebuttal statements.  
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Participant F: “If being utilised it can assist if 

we have nurse anaesheticts. Their 

independent roles can assist in managing the 

patients” 

Participant G: “In reality there is no formal 

education towards becoming a nurse 

anaesthetist in South Africa. This Model will 

inform and outline the Education (curriculim) 

and Practice (Scope of Practice) and 

Research (implications for IPC and IPE)” 

Participant H: “The model is very important.” 

Participant I: “Immensely important.” 

Participant J: “From the background 

discussion provided by Mr Holtzhauzen, there 

is a clear need for the model. The importance 

of the model was also clear from the feedback 

of a panel member who emphasised that 

there is a need for such a model.” 

Participant K: “Very important and will 

enhance current nursing practice.” 

Any other comments? 

Participant A: “I thought that perhaps the 

agent and recipient could be facing each 

other” 

Participant B: <personal comment> 

To Participant A: The nurse 

anaesthetist facilitator and the student 

nurse anaesthetist have been 

positioned in such a way that they face 

each other in the visual representation of 
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Participant C: “Thank you for developing this 

model, l hope it will be of benefit to the 

majority of nurses and other people who 

would read your study and implement the 

model according to guidelines” 

Participant D: “Well developed model. 

Congratulations” 

Participant E: “Nursing education 

programmes fall under the control of SANC, 

so too does registration to such a qaulification 

with its delineated the Scope of Practice. 

SANC, believe nursing is dynamic and that 

the practice in the profession develops 

according to the needs of the community and 

in keeping with progress in science and 

technology. (Sure your Background rationale 

higlighted the need for a Nurse Aneathetist 

around these aspects)” 

Participant F: “The model appears to have 

ease of application in the clinical environment 

as it is founded on the nursing scope of 

practice and the model of accountability.” 

Participant G: <personal comment> 

Participant H: “I am concerned that the title 

of the model does not portray what the model 

is about. The title creates the impression that 

the model will describe what the practice of 

the a Nurse Anaesthetist entails, while from 

the explanation of the model it is clear that the 

the model. The bi-directional arrow also 

indicates their relationship.  

 

 

 

 

To Participant E: The study aims to 

propose a nurse anaesthetist model fro 

practice in South Africa and not to take 

the place of any regulatory authority. 

Regulatory authorities may use this 

model to inform future decision making. 

 

 

 

 

 

 

 

To Participant H: In the presentation an 

overview of the model was given along 

with the structure of the model. A 

description of “what the practice of a 
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model is about accompaniment of a Nurse 

Anaesthetist student in their development to 

become a Nurse Anaesthetist.” 

Nurse Anaesthetist entails” is given in 

the process of the model.  
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APPENDIX D: INFORMED CONSENT FOR THE INTERVIEWS 

 

 

DEPARTMENT OF NURSING SCIENCES 

RESEARCH STUDY INFORMATION LETTER 

 

6 August 2018 

 

Good day 

 

My name is J.D.V Holtzhausen. I WOULD LIKE TO INVITE YOU TO PARTICIPATE in a research study on “A 

Nurse Anaesthetist Model for Practice in South Africa”. 

 

Before you decide whether to participate, I would like to explain why the research is being done and what 

it will involve for you. I will go through the information letter with you and answer any questions you 

might have. This should take about 10 to 20 minutes. The study is part of a research project being 

completed as a requirement for a Doctor of Nursing Science (Professional Nursing) Degree through the 

University of Johannesburg. 

 

THE PURPOSE OF THIS STUDY is to propose a model and guidelines for implementation of the nurse 

anaesthetists model for practice, contextually appropriate for South Africa. 

 

Below, I have compiled a set of questions and answers that I believe will assist you in understanding the 

relevant details of participation in this research study. Please read through these. I will be happy to answer 

any further questions you may have. 

 

DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide whether you would like to 

participate in the study. I will describe the study and go through this information sheet. If you agree to 

take part, I will then ask you to sign a consent form. 
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WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? You will need to agree to an 

internet telecommunication in-depth interview with me, the researcher. This should take approximately 

40 – 60 minutes. Prior to the interview, I will e-mail you a proposed model to study. I will ask the following 

questions about the model during the interview, “How is the model for you?” and “How is the guidelines 

to implement the model for you?”. The results of the study will be sent to you and you will then be invited 

to provide me with feedback. You will be required to participate in your own, free time. 

 

WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide to participate, you are 

free to withdraw your consent at any time without giving a reason and without any consequences. If you 

wish to withdraw your consent, you should inform me as soon as possible. 

 

IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR PAYMENT DUE TO ME: There 

is no remuneration to participate in this study. It also will not cost you anything to participate, except for 

internet data charges for the duration of the internet telecommunication. 

 

RISKS INVOLVED IN PARTICIPATION: This study poses no risk to you at all. At no point will you be 

identified. Neither will your personal and confidential information be shared with anyone. 

 

BENEFITS INVOLVED IN PARTICIPATION: There are no direct benefits in participating in this study.   

 

WILL MY TAKING PART IN THIS STUDY BE CONFIDENTIAL? Yes. ‘Confidential’ means that I will not record 

your personal details anywhere. As a result, it will not be possible for me or anyone else to identify your 

responses once these have been submitted. 

 

WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results will be written into a 

research report that will be assessed. In some cases, results may also be published in a scientific journal. 

In either case, you will not be identifiable in any documents, reports or publications. You will be given 

access to the study results if you would like to see them, by contacting me. 

 

WHO IS ORGANISING AND FUNDING THE STUDY? The study is being organised by me, under the guidance 

of my research supervisors at the Department of Nursing, Faculty of Health Sciences in the University of 
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Johannesburg. To date, this study has received funding from the University of Johannesburg merit bursary 

scheme, and a supervisor-linked bursary scheme. 

 

WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed to start, it was 

reviewed in order to protect your interests. This review was done first by the Department of Nursing, and 

then secondly by the Faculty of Health Sciences Research Ethics Committee at the University of 

Johannesburg. In both cases, the study was approved. 

 

WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this research study, its 

procedures, or risks and benefits, you should speak to me. You should contact me at any time if you feel 

you have any concerns about being a part of this study. My contact details are: 

 

Mr. Jan Dirk Visagie Holtzhausen 

Tel: +27 82 631 0554 

E-mail: psalm18v6@gmail.com / jdv.holtzhausen@gmail.com 

 

You may also contact my research supervisor: 

Dr. Charlene Downing 

E-mail: charlened@uj.ac.za 

 

If you feel that any questions or complaints regarding your participation in this study have not been dealt 

with adequately, you may contact the Chairperson of the Faculty of Health Sciences Research Ethics 

Committee at the University of Johannesburg: 

 

Prof. Christopher Stein 

Tel: 011 559-6564 

E-mail: cstein@uj.ac.za 

 

FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more specific information 

about this research study, have any questions, concerns or complaints about this research study, its 

procedures, risks and benefits, you should communicate with me using any of the contact details 

provided. 

 

mailto:cstein@uj.ac.za
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Researcher: 

 

Jan Dirk Visagie Holtzhausen 

<Signature> 
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DEPARTMENT OF NURSING SCIENCES 

RESEARCH CONSENT FORM 

 

A Model for Nurse Anaesthetist Practice in South Africa 

 

Please initial each box below: 

 

 

       I confirm that I have read and understand the information letter dated 6 August 2018 for the 

above study. I have had the opportunity to consider the information, ask questions and have had these 

answered satisfactorily. 

 

 

                    I understand that my participation is voluntary and that I am free to withdraw from this study 

at any time without giving any reason and without any consequences to me. 

 

 

      I agree to take part in the mentioned study. 

 

 

_______________________  _____________________________   ________________ 

Name of Participant   Signature of Participant     Date 

 

Jan Dirk Visagie Holtzhausen  _____________________________  ________________ 

Name of Researcher   Signature of Researcher    
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APPENDIX E: DATA ANALYSIS CERTIFICATE FROM THE 

INDEPENDENT CODER 

 

Independent Coding Certificate  

Dr. Douline Minnaar 

D Cur (Univ of JHB) 

minnaarh@gmail.com 

+27(0) 81 871 7409 

 

This is to certify that I, Dr H.J.D Minnaar confirm that I have completed the 

independent coding of model evaluation for JD Holtzhausen’s study: 

“A nurse anaesthetist model for practice in South Africa”. 

9th of March 2021. 

        

    

 

mailto:minnaarh@gmail.com
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APPENDIX F: UNIVERSITY OF JOHANNESBURG RESEARCH ETHICS 

COMMITTEE AND THE UNIVERSITY OF JOHANNESBURG HIGHER 

DEGREE COMMITTEE APPROVAL CERTIFICATES 
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APPENDIX G: TURNITIN© REPORT  

 

… 

The full report which indicates the areas of similarity can be provided upon request. 
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APPENDIX H: PUBLISHED ARTICLE 
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Abstract 

Purpose: The purpose of this article is to propose a definition for the concept ‘scope of 

practice’ as it applies to a nurse anaesthetist in South Africa. 

Design: Concept analysis 

Methods: Walker and Avant’s (1) procedure of concept analysis was followed. The actions 

included ‘Select a concept’; ‘Determine the purpose of analysis’; ‘Identifying uses of the 

concept’; ‘Determining the defining attributes’; ‘Identifying antecedents and 

consequences’; ‘Define empirical referents’; ‘Identify model case’; and ‘Identifying 

additional cases’.  

Findings: The concept ‘scope of practice’ as it applies to the nurse anaesthetist in South 

Africa can be defined as the individual’s competence, accountability, and responsibility as 

a health professional. The nurse anaesthetist is i) competent: ready to use skills and 

judgement in practice; ii) accountable: able to be registered as a nurse anaesthetist and 

willing to abide by the regulations; and iii) responsible: upholding professionalism and 

demanding recognition from the public and peers. 
Conclusions: A definition (revealing the concept’s structure) and it’s uses (revealing the 

concept’s function) for ‘scope of practice’ of a South African nurse anaesthetist is 

proposed for the consideration of introducing nurse anaesthesia to provide safe and 

affordable anaesthesia services in South Africa. This article forms part of a larger study 

titled: A model for nurse anaesthesia practice in South Africa. 

Keywords: Concept analysis, Scope of Practice, Nurse Anaesthesia, South Africa 
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Almost one-third of the global burden of diseases could be addressed by surgical care, 

which encompasses surgery, obstetrics, trauma, and anaesthesia (2). It is estimated that 

only 2 billion of the world’s population have access to safe and affordable surgical and 

anaesthesia care (3; 4). Of the remaining 5 billion of the world’s population without safe and 

affordable surgical and anaesthesia care, many live in low and middle-income countries 

of which South Africa can be an example (5; 6; 7; 8).  

There is a severe shortage of anaesthesia providers in African countries. It is known that 

there is only an average of 1.36 physician anaesthesia providers per 100 000 population 

in Africa (4; 5). South Africa has 16.18 physician anaesthesia providers per 100 000 

population which is one of the highest densities in Africa (4). However, contextualising 

South Africa’s high density of physician anaesthesia providers, one has to consider the 

disparity in the South African healthcare system where there are two streams of services: 

the private and public sectors (8; 9). Compared to the private sector, the public sector is 

overburdened, understaffed, and ill-equipped (8; 10). Eighty percent (80%) of the country’s 

medical specialists serve the private sector, which only constitutes 27.5% of the country’s 

population (11; 12). Therefore, although South Africa has 16.18 physician anaesthesia 

providers per 100 000 population, only 3.2 per 100 000 serve the public sector.  

Health seekers in resource-limited settings continue to suffer due to a lack of trained 

healthcare providers (3). For example, in order to achieve the sustainable development 

goal on maternal health by 2030 (13), South Africa needs to reduce maternal mortality 

ratios from 134 deaths per 100 000 live births to 70 deaths per 100 000 live births (14). One 

method of reducing maternal mortality rates in rural areas is to ease the accessibility and 

availability of caesarean sections (where clinically indicated) (15; 16). Anaesthesia services 

are required to perform safe caesarean sections. The World Health Assembly (17) 

approved a resolution that recognises the importance of emergency and essential 

surgical care and anaesthesia as part of universal health coverage. Aligned with this, the 

G4 Alliance established a global target for providing safe surgical and anaesthesia care 

for 80% of the world by 2030 (18). 

There is currently no professional registration available in South Africa for nurse 

anaesthetists by which they may prescribe and administer anaesthesia and chemical pain 

management services to patients (19). McAuliffe and Henry (20) claimed that the role of the 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

273 

nurse anaesthetist does exist in South Africa. In juxtaposition, current literature suggests 

there is not (nor has there ever been) nurse anaesthetist registration where the nurse is 

permitted to independently provide anaesthesia services to patients (19; 21; 22, 23, 24). The 

terms ‘nurse anaesthetist’ and ‘anaesthetist nurse’ are often confused with each other 

and wrongly used interchangeably. 

A ‘nurse anaesthetist’ is a primary provider of anaesthetic services, whilst the 

‘anaesthetist nurse’ merely assists a primary anaesthesia provider and advocates for the 

patient (24). Thus, a nurse anaesthetist is a nurse specifically trained to administer 

anaesthesia, including general anaesthesia, regional anaesthesia, or local anaesthesia, 

and to provide pain management services (25).  The 'anaesthetist nurse' does not have 

this advanced practice training, as they function as an assistant to the anaesthesia 

physician. 

Although nurse anaesthetists as anaesthetic providers are still perceived to be in the 

minority in many parts of the world, in countries like the United States of America nurse 

anaesthetists and physician anaesthesiologists practice in nearly equal numbers (26). It is 

further estimated that nurses participate in at least 80% of anaesthesia procedures 

worldwide and are the sole providers for 60% of all anaesthesia cases worldwide (27).  

For nurse anaesthesia to be introduced to provide safe and affordable anaesthesia 

services in South Africa, the definition and its uses of ‘scope of practice’ as it applies to a 

South African nurse anaesthetist needs to be proposed.  

Methods  

Research Design 

This article forms part of a larger study titled: A model for nurse anaesthesia practice in 

South Africa, in which theory construction for nurse anaesthesia practice in South Africa 

takes place. For theory construction to take place effectively, the concepts which form the 

building blocks of the theory need to be defined – this can be done by a concept analysis 
(1). Walker and Avant (1) suggest that for a theory to be strong and solid, the concept 

should be clearly named, the concept should be clearly defined (thus revealing its 

structure), and the uses of the concept should be explicit (thus revealing the concept’s 
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function). Concept analysis is a formal, linguistic exercise to determine a concepts’ 

defining attributes (1).   

Walker and Avant (1) describe the procedure of concept analysis. The actions described 

below are a process and, although described to be linear, may occur simultaneously, 

often moving back and forth amongst the steps.  

1) Select the concept (1) 

A concept was chosen that reflects the most critical need. A concept that was chosen is 

important and useful for further theoretical developments. As the actions may occur 

simultaneously, the concept was chosen along with the action ‘Determine the Purpose of 

the Analysis”.  

2) Determine the purpose of the analysis (1) 

A concept analysis is not an end in itself, but a means of using the concept in further 

related nursing practice theory. For this reason, a concept analysis of the chosen concept 

was indicated as it supports further practice theory development.  

3) Identify Uses of the Concept (1) 

Uses for the concept ‘scope of practice’ was searched in a large corpus of literature. Data 

was collected by searching many databases (see box 1), the South African Nursing 

Council website, and various other websites. Boolean Operators that were used in 

different variations (see box 2) were used to search the title, abstract, and keyword 

section of studies. 

Dictionaries and thesauruses were excluded for two reasons. One, this concept is better 

understood as singular instead of breaking down the words to “scope” and “of” and 

“practice”. Secondly, the concept needs to be understood in the context of nurse 

anaesthesia in South Africa as is guided in the next action, “Determine the Defining 

Attributes”.  

PREFFERED PLACEMENT OF BOX 1 
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PREFFERED PLACEMENT OF BOX 2 

4) Determine the Defining Attributes (1) 

In this action the attributes that are most often associated with the chosen concept from 

the “Identify Uses of the Concept” action was highlighted. These are defining attributes 

that occur repeatedly in the literature. When choosing the attributes, strong consideration 

was given to the social and nursing context in which the concept is used.  

5) Identify Antecedents and Consequences (1) 

An antecedent is an incident or event that must occur prior to the occurrence of the 

concept. Consequences are incidents that occur as a result of the concept. Identifying 

antecedents and consequences of a concept is often useful to shed light on the context 

in which the concept is used. This action can often be ignored. Since nurse anaesthesia 

does not exist in South Africa, this action was made redundant. 

6) Define empirical referents (1) 

Empirical referents are how the defining attributes are recognized. The empirical referents 

are clear, observable phenomena by which the existence of the defining attributes are 

determined and measured. Empirical referents were identified by immersion into the data 

collected as part of “Identify uses of the concept”.  

7) Identify a model case (1) 

A model case is an example of the use of the concept. The main aim for a model case is 

to demonstrate the defining attributes of the concept.  A model case can be invented or 

a real-life example can be used. Since nurse anaesthesia does not exist in South Africa, 

a model case was constructed.  

8) Identify Additional Cases (1) 

To illuminate defining attributes of a particular concept it is useful to consider cases that 

are similar or contrary to it. Like a model case, these cases can be invented examples or 

real-life examples. Since nurse anaesthesia does not exist in South Africa, a model case 

was constructed. There are many kinds of additional cases. However, in this study we 
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only explored borderline cases as it best clarified the concept. A borderline case is an 

example that contains some of the defining attributes but not all of them, thus making it 

illegitimate.  

Ethics 

This article is part of a greater research project for which ethical clearance was granted: 

REC-01-151-2018. 

Findings  

Findings are organised based on the headings of the actions for concept analysis guided 

by Walker and Avant (1). 

Select the concept  

There is currently no professional registration available in South Africa for nurse 

anaesthetists by which they may prescribe and administer anaesthesia and chemical pain 

management services to patients independently (19; 21; 22, 23). The Democratic Nurses 

Association (21) therefore suggests that the introduction of nurse anaesthetists in South 

Africa would bring more relief to the already understaffed and overworked medical 

practitioners. Hence, the concept that was chosen is the ‘scope of practice’, as it became 

clear that this concept needs to be defined to provide a foundation for introducing nurse 

anaesthesia practice in South Africa.  

Determine the purpose of the analysis  

The purpose of this article is to propose a definition for the concept ‘scope of practice’ as 

it applies to the nurse anaesthetist in South Africa. Defining ‘scope of practice’ 

contextually appropriate for South Africa is useful as it assists in practice theory 

generation for nursing anaesthesia in South Africa. This could lay a foundation as a 

speciality area for nurse anaesthetists to provide safe and affordable anaesthesia 

services in South Africa, thus informing the outline for education (curriculum), practice, 

and research. 

Identify Uses of the Concept  
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Findings for this action are organised as ‘Findings in nursing in general and international 

nurse anaesthesia’ and ‘Findings in non-related fields such as healthcare professionals 

and other professionals in South Africa’. 

Findings in nursing in general and international nurse anaesthesia 

The South African Nursing Council (28) highlights that scope of practice is only a general 

description of services rendered and is very dependent on the setting in which care is 

provided. Scope of practice cannot be a list of tasks to perform or not to perform, thus 

giving it breadth. However, the tasks which the nurse is allowed to perform are those 

which the nurse is trained (qualifications), competent, and  authorised to do. The needs 

of the population and the setting served by the nurse influences the scope of practice. 

Moreover, the nurse ought to use sound judgement when performing a task, given that 

the nurse is skilled to provide safe care. The scope of practice has its benefits in that it 

regulates the practice of the profession; guides curriculum development; assists 

employers in preparing job descriptions and performance contracts; and informs the 

public about the services its members are qualified to provide. The South African Nursing 

Council’s (28) standpoint on the scope of practice provides the foundation for nursing 

standards and competencies. 

Scope of practice in professional and legal bounds, in which the nurse performs the 

actions, tasks, and procedures based on the nurse’s qualifications and experience, also 

has a bearing on the scope of practice of nurses in South Africa (29). Jooste (30) defines 

scope of practice as the activities a nurse performs in delivery of patient care and 

articulates that scope of practice is aligned to the needs of the patient care and ability of 

the nurse. Coupled with this, the scope of practice of the nurse includes responsibilities 

and accountabilities in ethical and professional dimensions (29). 

Resonating with the South African Nursing Council’s (28) position on the definition of scope 

of practice, the International Council of Nurses (31) defines the concept as the medium by 

which the profession communicates its role, knowledge, skill, and professional 

accountabilities to the population it serves. It is the stance of the International Council of 

Nurses (31) that defining the scope of practice for nurses lays within the responsibility of 

nurses themselves. 
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In Australia, the Queensland Nursing Council (32) maintains that the scope of practice is 

that which nurses are educated, authorised, and competent to perform. The council 

argues that if the scope of practice was merely a list of tasks or procedures, the scope of 

practice will quickly become out of date. The Australian Nursing and Midwifery Council 
(33) maintains that the individual determines his/her own scope of practice by their sundry 

roles, functions, responsibilities, activities, and decision-making capacity which 

individuals within the profession are educated, competent, and authorised to perform. 

In the United States of America each state regulates their own scope of practice of nurses 
(34). For example, in the case of Certified Registered Nurse Anaesthetist, some states 

allow these providers to practice wholly independently, whilst other states require 

physician supervision to various degrees. The American Nurses Association (34) defines 

the scope of practice in nursing as the “who,” “what,” “where,” “when,” “why,” and “how” 

of nursing practice. The source continues to remark that the total scope of nursing 

practice is dependent on the individual’s education, experience, role, and the population 

served. The nurse anaesthetist exercises independent, professional judgment and is 

accountable for their services and actions, and for maintaining individual clinical 

competence (35). 

In Canada, the scope of practice of a nurse is defined as the activities and functions that 

nurses are educated (to possess and demonstrate competency) and authorised to 

perform in accordance with the relevant regulations of Canada (36). Also in Canada, the 

British Columbia College of Nursing Professionals (37) states that the nurse accepts sole 

accountability and responsibility when they act within an autonomous scope of practice.  

In New Zealand, scope of practice is defined by the Health Practitioners Competence 

Assurance Bill and is in essence the health service provided by a person authorised to 

perform the service due to the specific profession of that individual. Thus, it is the health 

services that the practitioner is permitted to perform, subject to any conditions imposed 

by the responsible authority (38). In relation to scope of practice, the Nursing Council of 

New Zealand (39) states that registered nurses are accountable for ensuring all health 

services they provide are consistent with their education and assessed competence, 

meet legislative requirements, and are supported by appropriate standards. 
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The United Kingdom Central Council (40) published a framework of conditions under which 

registered nurses could undertake developing responsibilities beyond the traditional 

boundaries of practice. Amongst these, it was noted that nurses should seek the best 

interest for their patients, ensure that their own knowledge, skills, and competence are 

current, acknowledge their own limitations and take ownership of addressing deficiencies, 

ensure that new developments in the profession do not stand in opposition to their current 

standard of care, and take responsibility for their actions and omissions and make 

appropriate decisions (41). 

The Nursing and Midwifery Board of Ireland (42) defines scope of practice as the range of 

roles, functions, responsibilities, and activities which a registered nurse is educated, 

competent, and authorised to perform. This board further unpacks competence by 

asserting that competence is understood as knowledge attained, intellectual capacities, 

skills practiced, integrity, and professional and ethical values required for safe, 

accountable, and effective practice as a registered nurse or registered midwife (42). 

Additionally, responsibility and accountability are linked to the determination of the scope 

of nursing practice and is defined in the following sentences (42). Responsibility is the 

obligation to perform duties, tasks, or roles while using sound professional judgement and 

being answerable for the decisions made in doing this. Accountability is understood as 

being able to give an account of one’s nursing judgements, actions, and omissions. 

Accountability is also about maintaining competency and safeguarding quality patient 

care outcomes and standards of the profession, while being answerable to those who are 

affected by one’s nursing or midwifery practice.  

Findings in non-related fields in South Africa 

The Health Professional Council of South Africa acts as coxswain for the twelve 

professional boards under which providers may register and practice under the Health 

Professions Act No. 56 of 1974 (43). These twelve boards are: Dental Assisting, Dental 

Therapy & Oral Hygiene; Speech Language & Hearing Professions; Physiotherapy, 

Podiatry & Biokinetics; Psychology; Optometry & Dispensing Opticians; Medical & Dental 

(and Medical Science); Dental Therapy & Oral Hygiene; Dietetics & Nutritionist; 

Emergency Care; Environmental Health; Medical Technology; and Occupational 

Therapy, Medical Orthotics, Prosthetics & Arts Therapy. The Health Professional Council 
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of South Africa is devoted to serving the public of South Africa by promoting the public’s 

health, in addition to providing guidance and regulation for practitioners wishing to 

practice their respective health professions in South Africa. This is done by prescribing 

professional registration, education, and training, including continued professional 

development, professional conduct, and the fostering of ethical behaviour. A person 

registered with the Health Professional Council of South Africa benefits from registration 

in that the practitioner has the inclusive right to practice in the profession qualified in, the 

assurance that no unqualified person may practice these professions, and that the 

practitioner is designated as competent. 

Engineers in South Africa are advised to register with the statutory body the Engineering 

Council of South Africa (44). They accredit engineering programs, facilitate registration of 

persons as professionals in specified categories, and regulate the practice of registered 

persons. Engineers benefit from being registered with the Engineering Council of South 

Africa as the council promotes recourse, marketability, compliance, professional status, 

public recognition, public safety, professional standards, confidence in practice, and 

international recognition (44). 

Individuals who practice accounting such as chartered accountants and associate 

general accountants in South Africa are registered with the South African Institute of 

Chartered Accountants (45). The South African Institute of Chartered Accountants ensures 

that its members are competent, ethical, and current in their practice. They ensure that 

good quality is maintained, help public services to raise quality, and lease with similar 

institutes worldwide to raise and maintain standards of practice. The South African 

Institute of Chartered Accountants also prescribes what chartered accountants and 

associate general accountants may or may not perform. 

Law practitioners have to register with the Legal Practice Council of South Africa in 

accordance with the Legal Practice Act 28 of 2014 and the Rules promulgated in terms 

of the Act (46). These practitioners have to follow the code of conduct set out by the Legal 

Practice Act, 28 of 2014 which encompasses a wide spectrum of conduct and rules such 

as responsibilities towards clients and colleagues, identification of appropriate dress 

codes, and remuneration for work done, as well as misconduct, advertisement, gaining 
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consent, specialisation and expertise, and integrity in performance of professional 

services etcetera. 

Those professionals in South Africa who work in the building inspection and architecture 

industry have to register with the South African Council for the Architectural Profession 
(47). This council ensures that persons who practice are registered under the Architectural 

Profession Act 44 of 2000. This regulation includes, amongst others, powers of council 

with regard to registration, powers of council with regard to fees and charges, powers of 

council with regard to education in architecture, categories of registration, registration, 

authorised titles, and grievance procedure in relation to registration and disciplinary 

actions (47). 

Determine the Defining Attributes  

Analysing the findings of “Identify uses of the concept” three main defining attributes were 

identified. These are competence, accountability, and responsibility.  

Define empirical referents  

The defining attributes of the chosen concept is competence, accountability, and 

responsibility. Empirical referents for competence are skills and judgement in practice. As 

for accountability, its empirical referents are regulations and ethical decision making. As 

for responsibility, professionalism and recognition (both public and with-in the 

multidisciplinary team) are its empirical referents. 

Identify a model case  

Based on the defining attributes, the model case was invented: 

Jan is a registered nurse anaesthetist working in an operating theatre of a secondary 

hospital in South Africa. Jan is competent and able to execute anaesthetic procedures 

and administration with a high level of skill. He makes excellent clinical judgement when 

selecting the mode of treatment or being confronted with unique and challenging 

situations.  Jan’s competence is unserviceable if not accompanied by professional 

accountability. He is mindful of his professional regulations such as permissions, 

limitations, acts, and omissions as provided by his professional regulatory body. As Jan 
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documents his interventions, he maintains integrity through honest reflection of what was 

done. When practicing, Jan is consistent and uncompromising in relation to patients’ and 

colleagues’ gender, race, social status, economic status, and religion. Jan is also a 

responsible practitioner. He is attentive that his practice and execution of responsibilities 

portrays the assurance the public and peers alike have in nurse anaesthesia as a 

profession. When he clothes himself in his scrubs, Jan is no longer only ‘Jan’, but ‘Jan 

the nurse anaesthetist’. As such, he lives up to the responsibility invested in him as a 

competent, accountable, and responsible member of the multi-disciplinary team. Jan is 

trusted and respected by his peers for contributions made to the service rendered. 

Identify Additional Cases  

Based on the immersion of the data, the borderline case was invented: 

Charlene is a nurse anaesthetist in South Africa and is speaking to undergraduate nursing 

students on what a nurse anaesthetist is. She lists tasks and duties of a nurse 

anaesthetist and explains the curriculum she undertook to become a nurse anaesthetist.  

Scope of practice cannot be a list of tasks to perform or not to perform (27). A curriculum 

of nurse anaesthesia is not the scope of practice. The curriculum may impart competence 

by advancing an individual’s skills and by teaching clinical judgement. The curriculum 

may even cultivate the individual’s responsibility by fostering professionalism and giving 

the individual skills for demanding recognition in the multidisciplinary team and in the 

public. However, the curriculum DOES NOT make the individual accountable by 

submitting under a regulation and promoting ethical decision making.  

Discussion 

The ‘scope of practice of a nurse anaesthetist in South Africa’ is defined as a declaration 

of an individual’s competence, accountability, and responsibility as a health professional 

in the field of nurse anaesthesia in South Africa. The following can be discussed under 

each variable in the definition.  

Competence 

“The nurse anaesthetist is an advanced nurse, educated to achieve a high level of 

competence in nurse anaesthesia, where advanced skills and judgment are used to safely 
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deliver various anaesthetic agents in the context of surgery and other complex clinical 

scenarios.  The nurse anaesthetist uses clinical judgment and delivers knowledgeable 

care, providing safe, competent anaesthesia-focused care in a variety of settings and 

situations."     

Accountability 

Accountability is the regulation of a professional practice such as nurse anaesthesia. 

Regulation is that which is governed by councils and statuary bodies which allows an 

individual to register as a qualified practitioner. The regulation of registered persons 

protects the public by ensuring the practitioner acts with integrity and ethical behaviour. 

Integrity is knowing the legislative boundaries by which a practitioner can perform 

activities and being answerable for practice conducted. Integrity and ethical behaviour 

are characterised by actions such as gaining consent prior to performing procedures and 

not discriminating when performing professional services. 

Responsibility 

Responsibility of a practitioner is achieved by having a professional status (for example, 

nurse anaesthetist, registered nurse, or surgeon) and demanding recognition for that 

professional status in the practice environment with fellow healthcare professionals and 

by the public. Therefore, as a nurse anaesthetist, the practitioner operates with authority 

because of the anaesthetic specialisation. With this, the practitioner may carry a title or 

some other form of formal recognition. In this professional status, the nurse anaesthetist 

is also aware of the foundations of nursing and aims to keep these, not swerving away 

and adopting models of care from other professions. As part of the multidisciplinary team, 

the nurse anaesthetist knows what roles and functions they bring. 

Limitations 

It is practically impossible to search out all the definitions of scope of practice in the world 

in the ‘reading wide and high’ section. Data saturation has, however, been reached. Data 

saturation was recognised when no new theme was observed in data gathered.  
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Conclusion 

There is a clear need for nurse anaesthetists to practice in South Africa in order to provide 

safe and affordable anaesthetic care to the population and support to the overworked and 

understaffed health system. By means of concept analysis, a definition for the ‘scope of 

practice’ of nurse anaesthetists in South Africa was proposed.  
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APPENDIX I: VERBATIM TRANSCRIPT OF INTERVIEW WITH 

PARTICIPANT 5 

PARTICIPANT 5 

Field Notes 

Observational notes 

Participant met over video teleconferencing. Participants seem to sit on couch being 

comfortable. This interview took part during the participants off day, – the participant thus 

dressed in civilian clothes. Participant made good eye contact and seemed to be 

engaging well. Participant was on time for interview. This participant was exceptionally 

well-prepared and asked questions before and after the interview. Participant keen to 

participate in the study. Participant was calm during the interview and very professional. 

His use of language was comfortable, and his speech was slow and articulate. He was 

always confident and assertive in his answers. He was once interrupted by the doorbell. 

He answered the door. This did not significantly distract him from the topic at hand.  

Theoretical notes 

This participant obviously much experience in clinical anaesthesia admits his 

shortcomings in theory development. The participant was well versed in anaesthesia 

related to the South African context. From the interview, it is evident that the participant 

acknowledges different country’s perspective on nurse anaesthesia, yet speaks with 

limited knowledge. This participant is clinician at a privately funded, teaching hospital so 

often gets students in his unit. The participant thus views the model from the mostly a 

clinical perspective yet appreciate the education sentiment. The response should thus be 

interpreted with this knowledge. The participant has a great appreciation of the need for 

nurse anaesthesia in South Africa yet feels that the maternal mortality should be 

persevered.  
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Methodological notes 

Participant very eager to share experiences. Participant objectively viewed model and 

gave critical, yet constructive critique. Little prompting was required. Open questions were 

asked.  

Probing was used to stimulate participants to explore the subject further. The participant 

remained very focused on the topic at hand. Verbal clues, like yes, or mmm, was given 

to the participant. Clarifying was used so that the interviewer could ensure that the 

information received was correct and understood. Reflection and summarizing were 

used. Paraphrasing was used. Silence was used.  

Personal notes 

Interview with Participant 5 over Zoom Application on 25 January 2021. 

This was a very good interview and the participant’s responses very valuable. He 

obviously acknowledges that nurses should be able to do more to better the South African 

healthcare system.  

This participant is a South African anaesthesiologist at a private teaching hospital in South 

Africa. The participant thus views the model from the clinical and education perspective. 

The response should thus be interpreted with this knowledge. 

Research study eligibility and demographic questions: 

1) Do you have any questions or concerns regarding the study consent? No 

2) Are you currently a registered South African medical specialist anaesthesiologist with 

the Health Professional Council of South Africa? Yes 

3) Are you currently a registered nurse anaesthetist practitioner? Name the country 

registered. N/A  

4) How long have you been a South African medical specialist anaesthesiologist or a 

registered nurse anaesthetist practitioner? Since 2015 (5 years).   

5) In a sentence or two, tell me about yourself. Studied MBChB at Bloemfontein, did 

internship in Kimberley and Bloemfontein. Did Community service year in 
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Johannesburg. Studied to be anaesthesiologist in Johannesburg. Worked in 

Johannesburg ever since in more than one institution.   

 

Verbatim transcript of interview with participant 5 

Speaker Verbatim wording Space for notes 

JDVH 

(interviewer) 

So, Dr (names participant’s last name), uhm, did 

you manage to go through the PowerPoint or the 

information that I’ve send you? 

 

Participant Yes, I had a look at that. I read through the PDF 

and I also had a look at the PowerPoint last 

night.  

 

JDVH 

(interviewer) 

All right, uhm, just, right off the bat… Do you 

have any questions regarding the presentation 

itself? Uhm, and then after that I will ask you the 

two questions proposed in my study.  

 

Participant Uh, no, I don’t have any questions. I think…it 

took a while…or not a while, but it was kind of 

like…obviously my focus is on anaesthesia and 

on like…my first focus was on specific skills a 

person would need to be to be an independent 

anaesthesia provider. Uhm, but what I found 

quite interesting was there’s a whole process 

getting to that. And since there is no model, uhm, 

you know, so, not thinking about where you need 

to start, first having someone that can be a 

mentor, establish a relationship…go through 

that whole process, uhm, kind of was not…I 

probably disregarded that. If you’d ask me to 

create a model for that I would probably focus 
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purely on…I think it was almost even the third 

step where you have the work…or the work 

relationship or the work environment, uhm, 

which I probably have put first, because that’s 

my focus. But it was quite interesting uh to see 

from an educational point of view, how you need 

to develop a model and how it takes a while to 

actually…there’s a few things that need to 

happen before you can actually learn the skills 

or actually do the job. So, I find that quite 

interesting.    

 

Nursing education 

ignorance 

 

 

JDVH 

(interviewer) 

And that is quite understanding because you are 

an expert clinician and uhm the middle range 

theories or theory development is… is not the 

first at the clinicians learn, but is probably 

something that runs in the background I would 

like to think of it as a foundation and you only 

see…you only see the walls and the roof after 

house you'll never see the foundation. Yeah. 

Then please feel free, uhm to reply as long as 

you like… a good long elaborate answers 

is…uhm quite alright with us. So how is the 

model for you? 

 

Participant Uhm, well I think it is quite a good model. I 

think…like I explained now…that it starts…it 

starts of by building a relationship. I think one of 

the main things is to select the right person for 

this and uhm, I am not really so avay with 

nursing training in South Africa at the 

moment…and I kind of know that formal nursing 

teaching has… not…it's not collapse… but it has 

Good model 

Building 

relationships 

Nursing education 

ignorance 
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shifted. As far as I understand most nursing 

colleges have closed down and uhm, now a lot 

of the private hospitals are doing their own 

training and taking people….but basically 

training them for specific purposes  to work in 

ICU, and not… I think the nurse practitioner in 

South Africa… the whole model has changed 

…and I think it is not good as it can be. So, I think 

this might not be only applicable to anaesthesia, 

but also to other specialist nurse. You know.  In 

other parts of the world there are doing a lot of 

things. I’ve got colleagues in Europe… in 

Australia…. where's nurses run the emergency 

department…nurses provide the anaesthetic 

services… might even be doing minor 

procedures. Which is all part of the nursing 

scope of practice but, uhm, I feel like we actually 

kind of divert from that a bit and that nurses are 

seen as work horses and not able to function 

independently. Uhm, which isn't great…because 

they are a good resource…and they can provide 

a lot of assistance and a lot of care with 

appropriate supervision they can actually 

strengthen and the healthcare system in a lot of 

ways. So, ja, I mean for instance in our ICU… 

putting up arterial lines and putting up central 

lines is actually supposed to be part of the scope 

of practice of nurses. So we haven't got as far as 

uhm, letting them good up central lines, but if 

nurses show interest and they are keen…then 

we show them how to put up arterial lines and 

do things like that and let them do it because it 
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is helpful to us. If I don't have to put up three 

arterial lines then I can do other stuff then the 

nurses can do that…the feel empowered. But 

that comes a long way and that's not… that is 

why I find a whole thing interesting. I think we 

still have a long way to go to have nurse 

anaesthesia providers and there is a lot of 

regulatory stuff that needs to happen, but I think 

the model is a very very good baseline or 

foundation like you said for… for paving that 

road. And then you have a road map on how you 

are going to get there and you can slot the other 

things in… where you need to get approval from 

maybe the anaesthetic society, or what is their 

input or you know they can help you develop the 

curriculum but…. you can actually see which 

role-player fits in. So, I think it is a good model 

and like I said I was quite surprised because I 

would have just jumped straight into skills. Uhm, 

but there is a lot of other stuff that needs to 

happen. So I… the more I listened and after I 

looked at the PowerPoint, I read through the 

PDF detailing it which I found interesting… so I 

think it is a good model and …and not only for 

nurse anaesthetist but for other specialist 

nurses…uhm for the training I think it creates a 

good model for that. 

 

Regulatory red tape 
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JDVH 

(interviewer) 

Oh wow, that is so interesting that you say it 

might be applicable to other specialities as well 

and that is actually what makes a good 

model…if it…if it is transferable to a different 
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setting. You mentioned the nurse practitioner 

role in South Africa has changed. Can you just 

flesh that out a bit? 

Participant Well, I think in a primary care sitting nurses play 

a big role. Uhm, for instance, when I did my 

community service… we used to work in… it was 

kind of like Community Hospital but we but we 

were able to deliver surgical care there. We 

would do basic orthopaedics, we would 

obviously do obstetrics and gynaecology, minor 

trauma and uhm, we would generally… how the 

system work is that there is a lot of peripheral 

clinics… it is a big big settlement. So they kind 

of like…there’s like say small clinics where 

people can go and seek healthcare and those 

say two or three of those clinics refer to a 

another bigger clinic that had 24-hour obstetric 

services where people can go deliver or if 

they…you know… needed more specialised 

care they could go there and if the nurses there 

thought the patient either needed caesarean 

section…or they needed to come to the hospital, 

or they need to be referred… then they could 

send them. Which worked quite well and those 

clinics were all run by uhm, by nurses which 

worked really well. Like once a day we would 

visit all those clinics…or like once a week visit all 

those clinics… we have a different rotation and 

go there…. and they would book patients which 

they think need to see the doctor… which I think 

works well. But, like in private healthcare that 
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does not happen… there is no… there is 

basically no role for nurses to work on their own. 

They do ward work… they just like carry out 

orders… they have no independent role and uh, 

obviously primary health care isn't really a focus 

of the private health sector… but even in theatre 

or you know in ICU, or things like that... in ICU it 

is a little bit different… because they have 

special training. The private hospitals put them 

through training in ICU. That is why I asked 

initially if you did have any training… because I 

know most of the nurses go through that. It is 

more requirement of the hospital group itself… 

to have that kind of training. But still, they have 

very little uhm… In essence, they can't really 

practice on their own. But in essence, if you do 

nursing, you should be able to practice on your 

own. You should be able to like work 

independently. But it’s kind of like they never are 

allowed to work independently. They always 

have to follow to either follow orders of the 

doctor or they have to work in the clinic where 

there is set protocols. It’s is kind of like they 

should be able to council and all that stuff which 

they don’t do. I don't know why? There is no… 

well in DisChem, you find nurses doing things 

like…  but it is very …very toned down and it is 

really not… I don't really think they as much 

value to the healthcare system. 

Nursing education 

ignorance 
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(interviewer) use  all your practitioners is to the fullest no 

matter what speciality or  what professions it is, 

if you don't use those individuals to their fullest. 

And then, how are the guidelines of the model 

for you… when you look through that? 

Participant I think they're quite comprehensive uhm, and I 

think they are quite well thought through, so 

again I think it…it sets a very good uh, base or 

roadmap to work from. So obviously, uhm, I think 

there are more details that might need to be, you 

know, filled in as you go along… but as a model 

that is applicable to different situations, I think it 

is quite well thought through and uhm, quite well 

developed. When I look through the PowerPoint, 

I obviously realise later that that was a more 

condensed version…uhm I wasn't really so sure 

about the (inaudible word), but looking at the 

PDF document I… I think it did quite well of a 

well set out and the sequence is good. And uhm, 

I think it addresses all stuff that maybe during the 

presentation… I thought… maybe… well what 

about this… what about this… everything was 

addressed in... when I read through the 

document. I think it is quite well put out. 

Guidelines is 

adequate  

 

Curriculum way 

forward – skills 

competencies.  

 

Good model – 

transferable  

JDVH 

(interviewer) 

If you could… you mention there is something 

that you could add later… if you could pinpoint 

1…2…3…5 of those… What would you add? 

 

Participant Well, for me it would be, I would obviously like 

this see specifically what…what would they be 

allowed to do, what would their scope of practice 
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be in terms of actual anaesthesia. You know, will 

they be able to do a spinal? Will there be allowed 

to do an epidural? Do they need to be able to 

anaesthetize am ASA 4 patient or is that not 

expected of them? Because so those kind of 

actual clinical, like the real detail of their scope 

of practice is what I'm interested. I don't think it 

is lacking I just think it is things that come 

obviously at the later stage when you start 

developing a curriculum…. or… you know that is 

not part of what you are doing at the moment. I 

realise that. But that is probably what I would be 

interested in. Because I'm also not…so I mean 

your model aims to have someone work 

independently… so the kind of like models that I 

am aware of… in the United States…. that is 

how it works. There is registered nurse 

anaesthetist that work completely 

independently, but they are…you know,  kind of 

like only allowed to do certain type of thing. They 

are allowed to work with these kinds of patients 

etcetera… etcetera. But, a different model is 

applicable to someone in the Netherlands that I 

know…where you also have nurse anaesthetist, 

but they work independently… but he kind of 

oversees four theatres. So, they're really not 

independently…they kind of like present their 

plan to him and he will go and check on them. 

So they can work on their own but, but they are 

never by themselves in a hospital on their own. 

So, I mean that is obviously different settings 

different kinds uhm, of regulatory environments 

Competencies / 
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but, uhm I think maybe more applicable to in the 

beginning have someone that kind-of still work 

under a specialist anaesthetist or provide 

services under that kind of… like if you 

understand what I'm saying? I think obviously 

you would like to have someone that works 

independently but, in the beginning, while you 

start getting this going I think having someone 

that supervise and then, you know, applying 

later to have these people work independently, 

uhm, is maybe not a bad idea. Because at 

moment, like people provide anaesthetic 

services at community service hospitals are 

community service doctors that have like 

probably a month experience in anaesthesia 

during their internship and then have to provide 

anaesthetics services. So actually maybe like 

having someone like a nurse anaesthetist there 

that is electronically connected or telephonically 

connected you know to a specialist anaesthetist 

that takes responsibility for them. If you 

understand what I'm saying. If they have a 

question or if there's something that they are 

worried about, they think whether they should 

anaesthetize this patient at their facility…so they 

don't make that decision independently… 

because if you have that… if you have people 

that… Now you trying to get us off the ground, 

now you have developed this model, you've 

spend 4 years or 3 years training or however 

long and they go out and they start making 

mistakes on their own that is how you gonna kill 
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it. Straight off the bat. You gonna have people 

jumping on your back saying this is not working. 

So, in the interim, I mean, one shouldn't aim to 

have completely independent practitioner… 

maybe a nurse practitioner…it might sound 

contradictory do what I've just said they don't 

work independently but…I think it is a process to 

get people to trust them and see that this can 

work and get them to work independently. 

JDVH 

(interviewer) 

That makes very good sense and… and that 

was actually my next question that…you've 

mentioned this whole thing of working under 

supervision versus independently… but in your 

experience, in South Africa, what do you think 

will work? Like what is contextually appropriate? 

 

Participant I think it is really up to … well I think it really 

depends on where you have that person. I think 

it depends on the setting they're working. So, for 

instance, when I'm in theatre and you made a 

big distinction between nurse anaesthetist and 

anaesthetic nurse… but the anaesthetic nurses 

I work with…. I completely… I trust completely. 

Not that I spend a lot of time out of theatre, but if 

I need to go to the bathroom or I need to take a 

break or whatever I'll tell… I basically, I never 

leave theatre without telling my anaesthetic 

nurse, “this is where I'm going I'm going to the 

bathroom …I'm going to the tearoom” … 

wherever so they know where to find me, but 

when I leave them there, I have complete trust 

in them to do basically be my proxy and to…to 
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manage whatever happened there. So they're 

not allowed in that setting to administer drugs, if 

the BP is low, or they're not really allowed to give 

ephedrine or to give phenylephrine… whatever 

the case might be…  I don't expect that from 

them, because it puts them and difficult situation, 

because that framework isn't there and they can 

get into trouble or whatever but… Between you 

and me, I trust them completely to be my proxy 

and do what needs to be do. To deepen the 

patient, to manage the blood pressure, to give 

fluid, to do whatever needs to be done. Because 

I've worked with them, I've seen what they 

capable, I trust them. So,  I really think it 

depends on where you are. But I think in the 

South African setting, I think having people 

working under supervision initially is probably for 

the better… it is the better way to go by about it. 

And it doesn't need to be direct supervision it 

might be it might be, you know, some electronic 

supervision or just being able to phone someone 

and say, “I checked this with this person” or 

whatever the case might be. 

Regulatory red tape 
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JDVH 

(interviewer) 

That is very interesting that you mention that an 

embracing the technology that we've got it hand. 

I mean you and I are 11 hours apart and yet we 

talk very well. Are you still there? I think you 

disappeared for a wee while? 
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Participant Ja, I'm still here… someone is just trying to call 

me I just want to tell them that I'm busy I'm just 

walking downstairs. 

 

JDVH 

(interviewer) 

Okey, I can wait to you.  

 Pause in interview for door bell. See field notes.   

Participant Sorry JD.  

JDVH 

(interviewer) 

No worries. I know building is a big responsible 

or renovating (chuckles). What I wanted to say 

is that, you did mention specific things regarding 

the nurses’ scope of practice at the moment and 

even though you trust some of your nurses to 

administer bit of fluid or metaraminol or 

ephedrine whatever it might be… that their 

framework does not allow them to do them… 

and that is quite right. So, I want to ask you, 

should nurse anaesthetist be introduced in 

South Africa, what do you think is the challenges 

that that's such a program will have? 

 

Participant Well, convincing the rest of the medical fraternity 

that they are going to be safe, and going to 

provide safe anaesthetic services. I think that is 

always going to be the biggest challenge. 

Honestly, I don’t think that… the public won’t 

really, no know, but uhm, you know, if that 

person is really a professional and they're doing 

their job well, and they know what they are 

doing, then it won’t really make a difference to 

the public. For instance, like this is an ongoing 
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discussion…there is a lot of anaesthetist that 

only have diploma that provide anaesthetic 

services… not so much in smaller places but like 

in Johannesburg that is that is quite common. 

Uhm, because there is such a lot of work, so 

there is really a lot of work to be done and uhm, 

the patients don't really know whether it is a 

specialist or some GP with a diploma that 

provides their anaesthesia - they are none-the-

wiser. and some of those people are really 

great… they have more experience than some 

of the specialist, they just don't have the 

paperwork. They are not legally allowed to do 

certain things, uhm but the population does don't 

know that. If someone doesn't make them aware 

of that or tell them they wouldn't know that 

person is not a specialist anaesthesiologist. So I 

think the same will apply for the nurses. I don't 

think that…that people will really care, but 

people in medical fraternity might have a 

problem or might, you know, might kick back 

against this because it is also… and I'm imagine 

that they…not for a long time they won't be 

allowed to work in private medicine…. I just think 

there will be a lot of resistance towards that… 

purely from a management point. Like, even a 

specialist anaesthetist, always have a bone to 

pick with anaesthetist that just have a diploma… 

just purely because because they think they 

stealing their at work… and etcetera… it is a 

long ongoing thing… Uhm, but, I think that in the 

public sector they can provide a really good 
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service and can provide good support and 

help.  Uhm, and I think the be they will be 

embraced there because they will relieve a lot of 

stress and would be able to relieve a lot of 

pressure on hospitals and the healthcare system 

by doing simple things like giving spinals for 

caesarean sections or things like that which is a 

whole different kettle of fish. Because it might 

sound like a straightforward thing but like your 

rightly mentioned the maternal mortality is 

through the roof and if you look at the last, uhm, 

well not the last tri-annual report but the one 

before… I think it is the one in 2017 or it might 

have been 2014… I can't even remember but 

like one or two before…uhm, South Africa 

actually had a lot of deaths under spinal 

anaesthesia and the big question there was… 

was it because Comserve doctors were doing it? 

Or was it because they were doing spinals 

inappropriately for people were already in shock 

or behind on fluids? That they didn't pick up this 

person was actually going to be safer with 

general anaesthesia, but they didn’t feel 

comfortable to do general anaesthetics …so 

there were a lot of questions surrounding that. 

And those stuff needs to be sorted out… like 

these practitioners need to…. I mean it's easy to 

do a spinal anaesthetic…. honestly, I can teach 

like a second-year medical student to do a spinal 

anaesthetic and to do 90% of spinal 

anaesthetics for obstetrics anaesthesia with 

ease, but it is the ones where the patient 
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compliment complicates where do you have a 

high spinal or with a of a difficult airway where 

you suddenly can't be a low tier individual you… 

you then need very specific skills and expertise 

to take the patient through there…. so you go 

from where the patient like, you really need little 

skills to manage a normal straightforward spinal 

anaesthetic, where that situation can turn into a 

situation where you need very very specialised 

skills… and you need to make sure that these 

people have these skills. I'm coming back to the 

skills again, but you need to be sure that that 

person can manage an airway so that they can 

do all the spinal anaesthetics they need to do, 

but once or twice a year where they have a 

difficult airway and the patient just ate and they 

were vomiting that they can manage that “whale” 

too. That they…because you can't just have 

someone that have a certain set of skills and 

now you put them in a clinic far away from 

support and because… then honestly that is 

what happened with those people that have 

diplomas…you know, they have 6 months of 

training and they can do literally 80% of the work 

that I can do… like honestly… like some days… 

like between you and me, I know this is 

recorded, I feel like a technician because it's 

really repetitive…an easy airway it feels like it 

kind of like becomes not really boring but, but 

you know it's really routine, and you get used to 

it, but the days when things go wrong, that's 

where you realise why you've spent 4 years 

Need for support in 

difficult situations 

 

 

 

 

 

 

 

 

 

Need for skills and 

competencies 

 

Able to deal with 

difficult situations 

 

 



A NURSE ANAESTHETIST MODEL FOR PRACTICE IN SOUTH AFRICA 
 
 

307 

training, why you spend nights in theatre 

because those are the days you need those 

skills. And I think, that’s where you need to be 

sure, either you prevent these people from doing 

things that will put them in a difficult situation or 

you make sure they have all the skills that they 

need. And I think that is where the difficult thing 

is because you can't predict… you can't predict 

are they going to have a difficult Caesar, that 

need GA, with difficult airway, I think that is going 

to be the challenge like… in practice…. getting 

these people to do things that they are equipped 

to do and also for their part, not to put them in a 

situation where they gonna face something that 

they didn't have appropriate training or 

appropriate expertise for which is also unfair on 

them, you know. 

JDVH 

(interviewer) 

I hear you, you to do circle the back to ASA 

classification and also recognising complicated 

patients before the procedure begins…. 

ASA as limitation  

Participant Ja, so I think that will be like a big thing for them 

to also self-managed and maybe say, “well this 

is outside of my scope of practice, I need to refer 

this patient”, or whatever the case might be but I 

think that needs to be a big thing, because, for 

me that is never a thing because I am expected 

to manage any anaesthetic thing that comes my 

way. I'm like the most qualified that you can get 

in this country in terms of qualification for 

anaesthesia. So, I never have to make a 

decision where…this is… too much for my plate 
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or not. Uhm, but I think the big part needs to be 

either to make sure these people work in 

settings way they hopefully don't get faced with 

these situations or where there is some backup 

or some plan to help them out where they do 

face this situation. Because that will be the 

success or the failure of the nurse anaesthetist, 

you know. You can't just train them and leave 

them on their own and then they have like lot of 

maternal deaths or a lot of mishaps…uhm, it's 

going to be bad for the profession, it’s goona be 

bad for those people who do it, they're not going 

to want to train people …they gonna do 

something else… you know work in a general 

ward where they don't have that stress or 

whatever. So it's also going to be attracting a 

certain type of person so I think, thinking about… 

I think you're also need to ….one thing that I 

need to get back to the model is to kind of pick 

the right people to do this. I don't think it should 

be like an open thing that you feel like you want 

to do this… I think there needs to be some kind 

of entrance criteria or some kind of thing…you 

know. You're either need to have worked in 

theatre, or done some ICU… you work or you 

know… You can't be coming from a ward and 

wanting to do airway management and things 

like that. Obviously you could trained and taught 

that but I think selecting the right person is also 

going to be really important do the success of 

this like. Like any…like any specialist training 

thing in South Africa…like, if you want to be like 
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a surgeon or whatever you need to comply to 

some kind of standard or you need to compete 

and be selected to do it and to make sure you 

are hopefully the right person. 

JDVH 

(interviewer) 

That is very valuable. I think internationally they 

usually prefer individuals is from ICU or 

specialised in ICU and working in ICU, before… 

but every country is different and I think such a 

recommendation is very valuable for a model for 

nurse anaesthesia in in South Africa. Is there is 

there anything else you would like to add? 

 

Participant No… no I don't think at the moment I said most 

of the things that I thought about… so yeah. 

Otherwise I think it is quite well done. And ja, I 

think it is so good model to apply and you know 

it's always also something that’s an ongoing 

discussion in our in our society for few 

years…nurse anaesthetist… There were even 

looking at clinical associates. So actually, the 

hospital where I'm working at, employees a lot of 

clinical associates… we probably have like 10 

clinical associates employed. And I think that… 

that is basically the same thing in my opinion, 

you know, you've got a clinical associate in the 

(inaudible word) unit, and they see the patients 

in the clinic, the do ward work, they do ward 

rounds, the assist in theatre because we're 

training centre that freeze the specialist to do 

other things and uhm, it is really helpful and 

those people are really able to practice within 

their scope and to do things…Because I don't 
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know where clinical associates work. I never 

even knew where they worked or what they 

did… but I think it is the same kind of thing. They 

have an environment where they fit in, where 

they are allowed to practice independently, but 

still part of the team and not being expected to 

do things that are outside the scope of practice 

so, ja I think it is a good system and I think it is a 

good plan to have that going forward. 

JDVH 

(interviewer) 

So, yes and do you have any questions for me?  

Participant Not at the moment… no…no.  

JDVH 

(interviewer) 

 Well, if that is all, we can conclude your formal 

interview. 

 

 


