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ABSTRACT

The }esearch was undértéken to ascertain the views of
trained nurses on the need for ongoingvprofessional education
and the availabifity of such education as berceived by nurses
in one Health Region. | -

| The main tool used wés a questionnairé devé]oped fdr the
research, for which two ordinal sca]és were deviéed. Some
quesfions were dichotomous, some open-ended and two questions
qontéined four-point scales.

The samplé of 284 nurses contained’respohdents of two -

.grades, Charge Nurses and Nursing Officers; and from two
diVisions, general nurses and midwives. {These nurses were from
forty-five hospitals which were situated in urban and rural éreas.
The-hospftaibsize var}ed from less than Fifty beds to more tﬁan'.
two hundred beds. |

Tﬁe results indicated that Charge Nurses in tﬁe general
divisions exhibited low levels of safisfaction with the facilities
for ongoing education provided for them. Midwives, who héve
statufory irefresher"courses were more satisfied than Qeneral
nurses. ‘Nursing Officers in the general divisions were more
- satisfied than ChargefNurses. Respondents were aware of facf!ities
for pést-basic'specfalist training and realistic in fheir perceptions
of other facilities. | |

These findings are discussed, their limitations identified

and areas requiring further research identified.
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'"For sociology whether 'professional’
~or 'lay' is our way of.making sense

of the social world about us.''

" David Robinson.



Introduction

The~Charge'Nur§e is the nurse fn charge of a wérd or department.
It can be established from‘the literature that such a hurse equates
with the Head Nurse in North America, with the Unit Head in Israel aﬁd
Qith the Ward Sister in Austfalasia.

In National Health Service~Hospité!s theACharge Nurse fs seen as
the -archetypal nurse. She/he is, for patienis, rélatives of patieﬁts
and doctors the person who makes nursing care operational;'vThe' |
literature provides’evidence of her/his capacify to provide a ward
»ehQifonmeht which patients recognise as ﬁupporfive and it is contended
that such an environment can influence the time span of patients'
recovery from an illness. | |

The objectives of the present research were:

.j. To eé;abfish if Charge Nurses recognised a need for continuing
proféssional education to enable her/him to fulfill her/his own
~and others expectatidn of the role.
2. To investigaﬁe the educational facilities available.
3. To establish how much knowledge Chérge Nurses have of these
~ facilities.

In seeking these objectives two approaches wefe made:-

1. A literature search examined nursing‘through the perspéctfves

of role; professionalism and historical devefdpment so that

understanding ofvnﬁrsing as an occupation could be eétablished.
Chapteril éxamined-the liferature on thé early development of nursing
as we recognise it and Chépter 2 follewed this throuéh from the period
“immediately after the opening of the Register for Nurses to‘the present.
‘Relevant reports on nufsfng are discussed in this chapter. In Chapter 3,
in order to understand something of the effect of the devélopment of néw,

roles within a social grouping, some literature on role theory was

examined and Chapters 4, 5, and 6 look at the role of the trained



nurse as it is identified.in the literature, in general and
specific terms. Chapter 7 discusses some of the literature available
| on the theory of professionalism and the statﬁs assocfated with this
so that some of the forces which may be influencing nursing could be
, coﬁsidered. Chapter’8 considers the literature in relation to the
ongoing educational needsvof‘trained nurses to see if thefe is any
justification fof considering nursing needé in these terms. |

Through the examination of the literature it was possible to
idéntify an area of expertise which.was nursing énd was related to
the Charge Nurse roie. -From this was posited’a need to update ﬁursing

‘ knowledge so that such expertise could be maintained over time.

2;> A shrvey to elicit the views of registered nurses.

~ Chapter 9 djs;usses Ebe methods used in the survey and Chapter 10
presents the findings related to fhe data collected by questionnaire.
Chapter 11 presents the findings relating to the data collected by
means of interviews. Chapter 12 examines the findings and draws some

conclusions.

-Specific groups of trained nurses were differentiated:

(a)> by specialty - nurses fn general divisions énd nurses in midwifery
divisions formed the sample, since midwives have a sfatutory
requirement-to'attend‘a five day refrésher course every five
years and general nurses have'no sucthequirément; ‘Differences
in satisfaction levels in these‘grdups, if they existed, could

be of value when conclusions were drawn from the data.

(b) by grade -~ nurses of Charge Nurse and‘of Nursing Officer grade
were included since in the present structure of nursing the grade

of Nursing Officer is recently introduced and is above Charge Nurse



~in the hierarchy of nursing administration. When the Report
of the Committee on Senior Nursing Staff Structure (1966)
recommended the introduction of this post it also recommended
the introduction of management training fqr registered nurses
which included nurses of Charge.Nurse'and Nursing Officer grade.
The existence of management education inputs postulates a need for
| cbntinuing education for.nurses sfnce if oné deficit cén be

identified others may exist.

This research attempted to identify differences in the perception
of such need and the levels of satisfaction with the way perceived needs

were met. In addition to grade and specialty, other variables considered

to be influential were:

Shift {night or day) Span of duty (part or full-time)
Social status Home commitments

Sex SfArespondént | Length of time qualified
Availability of journals . Use of Libraries

Type ofbnursing Size of hospital

Participation in post-basic educational programmes.
In undertaking this descriptivé study it was ihtended that nurses,

who were the potential receivers of educational updating programmes should

be enabled to indicate:

If they recognised a need for such updating programmes.
. If they knew of the existence of such programmes.

1
2

3 If programmes which existed met their perceived needs.
L

If there were unmet needs how best these deficits could

be made gbod, and that any information collected shoufd be
considered in relation to that collected from other sources,
e.g from the Joint Board of Clinical Studies and from Centres

of Higher Education offering post-basic education for nurses.

The researcher is aware that the sources used are somewhat eclectic

but justifies this in terms of triangulation where different theories are



investigated in relation to the situafion being examined. This.alsp
applies to the analysis, where content analysis is applied to the
unstructured fina].comments, in addition to the use of the computer
in analysing other- data. | |
Because‘no similar research has been identified in this ceuntry

references have been made to literatufe‘ffom North America and lsrael
when comparisons with other research findings have been made.

| NUrsing in this study has been perceived esAa subsystem of a
larger Health Care System and it is within the'framework of a systems

approach that this research has been set.



- GHAPTER 1

As it was in the beginning.

" ... and there met Elizabeth Garrett, who

Was inspired by her example to become the first
woman doctér‘to take her training fn this:country.
She had a cool and practical view of her aimsbin"
: ]ffe and when ésked, iwhy not be a nurse?! she
‘replied, 'l prefer to earn a thousand réther’than

twenty pounds a year!'

Winifred Heétor



This chapter endeavours, within limitations, to indicate the
historical frame within which nursing is set.
| " The hursing service, as we accept it today, derives from the
vision of Flofence Nightingaie. VFunds subscribed by the nation after
Scutari, enabled her to‘finance a training school at St. Thomas's in = -
1860, thch influenced nurse trafning throughout fhejcountry. HoweveF;
Abel-Smith (1977) reminds us that King's College Hospita1 oﬁeratéd a.
fraining school for nursés by 1856, and Cartwright (1977) notes the
influence on Miss Nightingale of the reforms to nursing practice
institufed by.Sister Mary Jonés,-of the Sisterhood of St. John the
Evangelist in 1848. Cartwright also notes the difficulties that the
Nightingé]e sygtem engenderéd during its initial stages when what he
calls 'a cadre of educated women' were being encouraged'to spread the
gospel of high stand;rds of care of the sick to be undertéken by nurses
who were t;éined in ;hese skills. He describes the movement.ag being in
fhe control of woﬁen ' ... who all too often condescended to their work, -
regarded themselQes as ‘Qifted' to clear up the mess made by the ignorant
malg and treated their'colleagues, administrators and medical staff |
alike, as(uﬁderlings whose sqle duty lay in obeying their commands.’
There is documented evidence of friction between the new nurses and the
hospital establishments of the time. Abel-Smith (5977) cites Miss Burt's
problems at Guy‘s Hospital. South's (1857) pamphlet in defence of the |
existing>hursing service at Sf. Thomas's Hospital‘aiso indicafes
difficulties. Mr. South differentiated between the nurses and the
sisters and his reference to the treatment of older sisters by medical
staff as Being similar to the way they treated 'old superior family
servants! wodld be recognised by Katz (1969). He considered that the
~attitude of present day medical staff (in America) to nurses is

reminiscent of the old caste system operating in the southern states of




“America, where whites despised negroes in general but could hold
individual negroes in fond regard and treat them kindly. Mr. South
described the duties of a ward sister of.thé perioa thus: |
'"She received dire;tfons from the surgeon'brphfsician for the
administraiion of medicines,vaiets, et'cetera;‘reported
anytﬁing untoward to the‘Apothecary dr Matron, and made a
report on the patients to the physician or surgeon at each
of his visits. She supérvised the work of the nufses and

regulated the patients.''

Howéver, Mr. South did not view 'nurses' asbabgeneral’term
fdf an occupation which could produce people with increased expertise
in certain skills - e.gadministrative skills, as evidenced by the
existence of ward sistefs and matrons. White (1975) conténds that
Mr South js 'patronising and condescending' towards nﬁrses'wﬁich
indicates agreement with Katz. White also notes that the presenﬁ
confusion that surfounds the functions of tHe trained nurse in the ward
is an old problem since’ward sisters (tha preseni day Charge Nurses)v
have always been more concernedeith the organisation of care than the
giving of such care themselves. Pémbrey,(1978)’suggests that Charge
Nurses are now abdicating their responsibility for the organisatibn"
of care and that this lack of role differehtial results in a reduction
in the standard of nursfng which reaches patients since the ability to
observe and supervise is'lost; if the Charge Nurse rolevdoes not
incorporate them in practice.

Miss Nightingale's ”Missionarfes" spread to voluntary hospitals in
England (and further afield). This new organisation of.nursing had
matrons who were trained nurses and who were responsible for all aspects
of the nursing service offered. (Seyher L R, 1956). Trained nurses

of 'Sister' grade were in charge of wards in which nursing care was



- undertaken by nursing probationers whose duties included much which

was of a housekeeping néture, a practice continued almost to thé present
day. Such activities enab]ed sisters to control the cleanlfness of the
ward and thus to develop‘a satisfactory environment in which patients
recovery could take place. The effect of lack of control over domegtic
cleanliness has been noted by Graham (1980) when he states in the

nuréiﬁg press that nﬁrses shéu]d have restored to them full authority
over anciliary Staffvworkihg in their area, Eecauéé the result of lack of
contrdl has been " ... a great decline in standards ofkhygiehe" and he
goes on to séy fhat ... any casual'jhspéctionrof hoﬁéital corridors and
even ward areas wi]lvbear this aut.” Reséarch evidence to support this is
howaver, not Offeréd.

In devé!oping the new‘nursing, MisstightingaIe'ﬁ‘Iadies frequently
needed the backing of their powerful mentor. It is evident that some of
the Iéadé;s‘of the ;édica] world also supported-the new nﬁrsing development
since without this approval the process of nurse training wou!d never have
had access to hospitals‘in which to operate. Since the new scientifi;

‘ apbroach to medical care developed (Foucault, 1973), medical staff needéd
a reliable, obedient, intelligent ﬁelper to enable ;hem to enact this new
rolé.’ lé.Was alsp’true that doctors had very little idea of the functions
.~6F the nursing role. South (1857) was obvfously confusing nurses withbr
‘ward maids and only His description of ward sisters' duties conforméd to
what is now and what theﬁ was Miss Nightingale's cohcept of nursfng
(Nightingale, 1970). That there was a need for what can now be designated
- as hufSing, can be identified by the rapidity with which the principle of °
nurse:tréining swept the country. Between 1860 when the Nightingaie |
School opened and 1892, voluntary hospitals had accepted the Eole of thév
trained nurse and had Matrbns who were themselves nurses and in chafge of
nurses. (Abel-Smith, 1977). 1881 saw the appointment of Miss Manson to

St. Bartholomew's Hospital. In 1887, Miss Manson became Mrs Bedford.Fenwick



and was thereafter active in nursing politics, (Hector, 1973), and

we can identify some of the changes in nursing which were occurring

by examining Miss Manson's career. Miss Hector enumerated Miss Manson's

achievements at St, Bartholomew's thus:

1.

The School of VNursingrv which had such modest beginnings

in 1877, had national renown by the time she left. The

Prince of Wales, speaking in 1891 at a presentation to the

Treasurer of Bért's,'said that the female staff, which had

been 116 in 1873, then numbered 250 and a '' ... Training

School had been establised whose certificate is one of the

most valuable ﬁursing,diplomas.” o

Applicants fof training were plentiful. When giving evidence
beforg a Selecf Committee of the House of Lords on the

management of Metropolitan Hosbitals,'Mrs Bedford Fenwick
stated,.“The*last year | was at St. Barth&lomeW's I had 6ne
thousand five hundred letters of enquiry. | do not.callbthem_-
applications; they were not absolutely applications but letters
of enquiry for, say, fifty vacancies." |

The training period had been increased to three yeafs, and
intreasing numbersiof students stayed‘to become staff nurses and ,
sisters, thus raising thevquality of the‘trained staff.v

She regularly askeavfor rises of salary for lay and nursing staff

after long service, and for improvements in the catering and ward

-eQuipment.

Th¢ worst anomalies in the arrangement of the nurses' hours of
work were removed, and more generous off-duty given.
She founded the Trained Nurses' Institute from which nurses

possessing the Bart's certificate were available for private nursing.



6. She constantly put before the Board of Governors the sickness
rates at a time when the nature of infections was most
imperfectly understood.

Thus indicating the state of nursing in St. Bartholomew's at the time.

Mis Bedford ?enwick ieft active nursing when she married but
gave a lifetime of effort towards‘the development of nursing as a
profession. Miss Hector also ilIustrates the conditions of patients
recovering from surgefy bybqubting a sister of that period describing’
her own training.' She mentioned three methods éf healing; first
intention, granulation and suppuration of which she saw only suppuratiOn,
which indicateé.the activities which occupied ﬁurSeé of the~period. |

It is intéresting that the methods chosen to Spread‘the gospel of
nursing across the country is questioned by both White (1975) and
Cartwrighﬁ (1977) who suggest that’theﬁyouth and inexperience of the
ladies i;VoIved ma& have resulted in Iack of subtlety in the approach
they used and that this may have generated unnecessary opposition.
However, White aléo notes that in the MunicipaI.HdspitaIs, nurses used
less confrontation because their organisation Qas such that they had
no authority except that which the Medical Officer a]lowed'them and
they bécéme skilled at introduéing»new pfactices by sfeélth, which |
enabled withdrawal to take place if the time for suéh change seeméd
inopportune. It is, however, doﬁbtfu] if such methoas reélly proved
their worth since nursing in most United Kingdom non-teaching hospita}s,
was not involved in decisioﬁvmaking or planning, until the implementation

of the new management structure for nurses following the Salmon Report

(1966). (Baly 1973).



CHAPTER 2

Pathways to today

"%, No one man is capable; without the»aid of

sotiety, of supplying his own wants; and those

/ants écting upon every individual, impel the whole |

of them into society, as naturally as gravitation acts to

a centre."

Thomas Paine.



This century has generated a steady stream of investigations
into nursing. The years up to 1913 were punctuated by the battles
associated with the pros and cons of registration. Mrs Bedford Fenwick

led the pro registration faction and after Florence Nightingale's death

in 1910 the battle agéinst registration was spearheaded by Miss Luckes,

the Matron of thé London Hospital. Hector‘(1973) tells us of Miss Luckes
view of nurses in relation to the ability of an ordinary woman to work

a fourteen hour day every day of the week. 'l do not think a nurse is

an ordinary woman or she wou!d.ndt have chosen work which taxes her

feelings and energies, mental and physical, so much." Hector also

describes Miss Luckes as not wishing to degrade the high art 6f nursing

to thé status 6F a mere profession.‘

Bills were brought before.Parliémeﬁt year‘after year betﬁeen
1904 and 1914 and were rejected. The war however changed attitudes.
With the ‘possibility of the enfranchisement of women the matter became
of more importance t§ ﬁoliticians and in 1919 Dr Addison the first
Minister for Health introduced a Bill which waé passed in December.
Doctors, of course, had been heavily involved inbﬁhe.controversy, both
‘supporting and deploring registration (Bendali anleéybouId, 1969) .
The Nursés Act, then, enabled the formation of the General Nursing
Council. This body was responsible for the registration of nurses and
for the development of a training syllabus. Thévperiod of turbulence:
fof nurses was by ﬁo means over, since battles over fhe registration
of existing nurses and the acceptance of hospitéls as training schools
became central issues. »However, by 1923 the General Nursing Council
produced a format for.examinations. Preliminary examination papers
wefe comprised of:
a. 2 of 1% hours eaéh to include:

anatomy, physiology, hygiene, nursing



b. 20 minute oral, and

c. 30 minute practical examination

Final examination papers included:

-a. medicine, éurgery, gynaecoloéy
medical, surgicalkand general nursing

b; 20.minute§ oral, and

c. 35 minutes practical examination

This étudy, concentrating as it does upon the‘educational needs
'of Chargé Nurses in the field of general nursing has.not ﬁﬁrsued the
difficulties associated Qith registration for thersupplemeﬁt;ry registers}
The area is a fascinating one and is worthy of further study but it is
periphéra! to the present research. Midwives a!go, having achieved
recognit{oh by the;opening of the midwives register in 1902, are -
worthy éf ﬁore investigétion than is offered in this research and further
information on the deveiopment of the midwifery service is to be found in
Donnison's recently pﬁblished history. All of the midwives in this study
were regiftéred'general nurses with the added qualifi¢ation-of Stéte
Certiffcétion in midwifery. In this research midwives are.of interest
as a specialist Qroup of nurses, of similar grades to general nurses,
‘who already have a statutory obligation to atfend updating programmes
of five days dufation every five years. These pfogrammes, approved by
‘the Central Midwives Board, are available at several ceﬁtres throughouf
England and wales.‘ Midwives may not practise if this obligation.is not
fulfilled.

!n>1932,vthe Lancet Commission on MNursing published a rebort.
The terms of reference of this commission required them to offer

suggestions for making nursing more attractive to women suited to the

work and ‘'suited' seemed to mean well educated.



‘The existence of the Commission indicated that, with the continued
expansion of health services and the sophjstitation of hedicine, the
demand for nurses outstripped the supply. Ba]y (1973) notes that the
paucity of other career opportunities influenced many of the eduéated
women who actually entered nursing, rather than the stahdérds required -
of recruits. The LanCét Commission's recommendations included:

A reduction in the hours worked - not more than ten hours

daily, excluding time off.

Advance notice of duty patterns - to enable the planning of

social activities.
Less rigid regulations regarding the Nurses Homes.

Improvements in sisters salaries with a £10 annual payment

to recognise ward teaching.

In addition, the Commfssion commented upon thé ]éck of
asgerti;ehess of Qard Sisters regarding Iiving conditions. The
Commission found that these women resented, not the infringement of.
their freedom, but the lack of differentiation in these infringements
between themselves and nurses in training.

Thisvcommission contained only twoAnurse members out of a
compiemént of twelve. This perhaps illustrates the views of the
society of the time and indicates the paternalistic attitude of the
_medicaIAprofessioﬁ:towards nufsing; White (1975) views on this are
discussed on page 9 and Bagley (1974) also argues that nursing as an
occupation suffers both from society's vieQ of women as subservient to
men and nur#es as subservient ta doctors. Another recommendation of the
ComﬁiSsion, that the preliminary examination be so structured thatvpart
could be undertaken before léaving school was a matter of considerable

controversy for several years. In 1939 the interim report of the

Interdepartmental Committee on Nursing Services (Athlone Report) was



still exercised by the lack of opportunity available to nurses to plan
their sociaf lives and recomﬁended higher rates of pay, longer holidays
and no more fhan a ninety six hour fortnight. It was the Athone Report
which recomménded the acknowledgement of a lower grade of nurse than- the
state regiﬁtered nurse, to take account of thé many women of'varying
amounts of experience and little or no training who were already working
in hospitals andrthat a roll should be kept of thése nurses.

| lﬁ ﬁhe years before ﬁhe 1919 NursesAct-a Nurses Association
had been orgénised, one of several associations founded by
Mrs Beford Fenwick and in 1916 the College of Nursing Ltd came into
existencé. it is this college which latefvbecame the Royal College
of Nursing. From its inception thé college was concerned with the
better traihing of.nurses and the advancement of nursiﬁg as a profession.
By 1918 its Department of Education was involved‘in the deveI0pment of
tutor coursés and 1a£er in courses for nurses involved in other work.
Health Visitors were also offered tfaining. - This department, later
to be the Division of Nursing Education (and in 1970 the Institute of
Advanced Nursing Education), also was concerned iﬁ the development of the
Diploma in Nursiné Studies’offered,by the University of London. The
Education Department of the College inVBirmingham produces programmes, .
approvéd'by the ;oint Board of Cliniéal Studies, of specialist interest.:
- There are also short prdgrammes oﬁ the application of research to
nursing activities.

It was the Royal College of Nursing which commissioned the

Nursfng Reconstruction Committee (Horder 1942) to consider the
iimplementation of the AtaneCommittee's Interim Report and the 1943
Nurses Act enabled the General Nursing Council to enrol those nurses
recdmmended by the Athlone Committee and later to develop training for

this grade of nurse, first recognised as the Enrolled Assistant Nurse and

later as the State Enrolled Nurse.



These developments preceded the Natiénal Health Service Act of
1946 but in the years that followed the paradox‘that existed in nursing,
thét it was both monolithic and in a:constant state of ferment,‘éontinued.
Repoft followed report. |

The Recruitment and Training of Nurses (Wood 19&7)A

The Work of Nurses in Hospital Wards (Goddard 1953)

The Reform of Nursing Education (Platt 1964)

The'Comhiﬁtee’on Senior Mursing Staff Structure (Salmon 1966)

The Report of the Committee on Nursing (Briggs 1972)

The Report of the Royal Commission on the Health Services (1979)

(also had a chapter on nurses and midwives)

In examining the above iist, one i; inferested in those repofts.
which generated ﬁew thinking and whefhér this thinking‘résulted'in action.
The Athlone Report saw many of its recommendations fmp!emehted. The
Wood Report which recommended far reaching changes in the status of nUrsé
fearners, pfecipated little action and much controversf. The Goddard
Report resulted in theAintroduction of new terminology which, taken out i
of its context resulted, in McFarlane's (1976) view, in the debasement
of actions:diréctfy related fo patient care - 'technicalfrequalled highly
skilled and 'bas}c'bequalled low skilled and the effects of this
interpretation are still influencing nursing attitudes. The Plétt
Report, despite fhe efforts of the Royal Cdllege of Nursing resulted.in
little action. The Salmén Report, on the other hand, was implemented in
its entirety over a period 6F very few years, whilst the Briggs Report's
major recommendation of a change in the structure of the organisation of
nurse training has taken seven years to reach the statute books. The
prospéct ofiyet another reorganisation of thé Health Services has already
followed the Report of the Royal Commission on tﬁe Health Services. It

is too early to say what other changes will follow.



Mackenzie (1979) considering the differing speeds in re]étion to
action following the Salmon and Briggs' Repofts has this to say about the’
Salmon Report "l it is muéh more plausible to see this as a scheme
attractive to lay administrators at each level, frdm the Treasury,
through the Ministries, down through the hierarchy ofrlay administratorsv
and- finance officers. It purported to clarffy'a very confused‘sifuation."
Mackenzie also suggests that there was a vested interést amoné technicians‘
of work study and organisation and,methodg,’who had already done much work
and recognised the need for a great deal more if the report were'- |
-~ implemented. Baiy (1973) however, regards the report ofvtﬁé Prfces and

Incomes Board (1968) as the critical factor operating. Mackenzie (1979)
considéred‘that nurses had nothing to lose from the new structure andr

that nurse adminiﬁtrators had much to gain and that these factors

combined with the others to make implementation sohething to be.encouragéd,
wﬁat Mackenzie saw-as available to nurses through ﬁhe Sa]mon.pattern‘of
organization was an improvéd career structure and improved financial
condftions., Th¢ QQestion‘of an improved career structure for nurses

is discussed later in this report  (Chapter 11;’page 139 ) when‘da:a
collected at interviews with Charge Nurses‘éﬁd Nursing Officers is
presented.

The effeét“of the Salmon structure upon nursing is also discussed
later in the chapter relating tb Nursing Officers (Chapter 6, page k5 )

but it is useful to discuss the report itself since the results of its
implementation were so‘far.réaching. Davies (1977) comﬁenting on the
changes recomﬁended by the Salmon Report (1966) argues that these éhanges
were well suited to what she identifies as a latent occupational strategy
reiated to nursing. As in Miss Nightingale% day, Davies posits, nufsés
moved by Iimproving their position in the power structure by means of
management control and it was the loss of status at this level, which

had been operating since the incéption of the National Health Service




which eroded the power and status of nurses. The attempts of the

Royal College of Nursing to interést~the government in the care/
prevention aspect of nursing had foundered on the power struggles going
on elsewhere. " Caétwright‘(1979)}also suggests such manipulations
although he does not view these behaviours as part.of an overall
strategy;‘latent or otherwise,

| In the next chapter an attempt is made to examine,some theories -
-on role which are relevant to an examination of nursing since as nurses
are part of the’general~social structure; éhanges in society havé
implications fof nurses. The role of the'nursevis recognised as‘befng"
primarily concerned with helping, nurturing‘aspécts of patient care.
The need to offer succour to the sick being.the~principal coﬁponent of
the role. The nurse, howe?er, is also an employeé, and 15 part of a
hierarchical structure. She/he must.nof only deliver care to patients
but may b;fconcernez with the organisation of such care, and with the
mobilisation of resources to make care possible. In a hierarchicai‘
structure this may require cdnsiderable Skil!svin the art of assessment
and negotiation. In addition to the nursing hierarchy:other struﬁtures
exist within therbrganisation of a hospital. Other discip]fnes with aims
similarvtb those_of nurses but with different priorities compete for
resources of time, material and manpower. Different statuses exert
differing degrees of power and the nurse directly involved in the
delivery of'patient'care must enable the patient td have acce#s to the
serviées'offered by, for example, catering departments, medical |
practitioners, investigative facilities and treatment personnel, in
addition to’the delivery of nursing services. Figure 1 shows the roles
which interact with the Charge Nurée and give some indication of tﬁe

.multiplicity of demands made upon the holder of such a role.
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CHAPTER 3

Role Development

"Asvsooh as we become involved in particular
conflicts with other groups in society, as soon
as we are brought face to face with particular
social problems; we are at once made aware of
how Iftt]e we really know about social reality‘
and at once realise thaﬁ a more painstaking

study of the facts is necessary."

Ronald Fletcher



_ It is necessary, before discussing the educational needs of nurses,

to define nursing and the nurse. Melia (1979) suggests that, fbr a
sociological pérpective, an examinatiqn df 'role! is crucial to the
understanding of function. To this end an attempt has been made to
discuss some theories associated with rolg in general terms, before
considering the difficulties associated with'changes in ldng‘established
roles or the introduction of new role§ in a Eospitél'environment, which as
Georgopduias and Mann (1972) indicate; is‘complex,.since; as an
organisation it demands rules but these cannot cover all the eventualities
generated by patients who are not necessarily paséi?e and make their own
- demands upon staff. | |
Gross, Mason and MacEachern (1958)‘defineb'role' asAa set of
_expectations ~ a set of evaluative standards’applied to an incumbant of

a particular position. Smith (1976) conceptualises role in terms of
activity.apd defineS;It‘as a patterned sequence of learned action§
performed by an individual in sociéty. He reminds us that roles can be
reciprocal for example, parent - child, husband - wife, nurse - patieﬁt.
Southail (1959) also notes the reciprocity of roles. Other definitions
of role include ﬁhat of Chinoy (1968) who describes role as a cluster 6F
norms around a status, and Banton (1965) who classifies role in terms of
differentiation. Thus, he says, sex may affect fhe way people respondri
téyén individual, as may occupation, with its implication of.class
difference but leisure roles, for example, may have little effect outside
the area in which they are enacted. Sﬁith (1976) describes roles which
varticulate with each other as a role éet; In hospital an example of the
role set of the‘Chafge Nurse couid contain patient, relative, doctor, |
student nurse, housekeeper, porter, Nursing Officer (see Figure 1 on |
page 21 ) Béntdn (1965)_further discusses signs in terms of uniforms,
badges et cetera and this is important in hospitals where many of the

-role differentiations are indicated by uniform change.



Johnson and Martin (1958) analyse the nurse role in relation to
that of the doctor in terms of the_deggee of instrumental and expréssive :

elements they both contain.

Table 1

Comparison of Doctor Nurse Functions

Functions Doctor ’ Nurse
Instrumental Primary Secondary
Expressive Secondary Primary

Identifying the instrumental aspeéts of the sécia! systems devised by
the doctor -~ patient - nurse triad, they see thevmedical-function as
striving, by means‘of;fnvestigation, diagnosis and the brescribtioﬁ'of‘
freatment, difect]y towards the goal of patfent recovery. The nurse, they
describe as being more involved in the tension'redﬁcing'aspects; pfesenting
the medical view to the patient and'presehting_the patient view to ail
significant others.v This presentation of role fmp!icitly accepts Parson's
(1972) viéw*of the patient's voluntarily reiiﬁquishing certain responsibitities
by the very act of Eecoming a patient, therefore, accepting %emporari]y~;he
dependent rble in the triadical relatidnship, which is legitimised by the
AL labé].’ it is true that 11lich (1976) and Kennedy (1980) dispute this |
legitimacy, making a pleé for the demystification of medicine which would
allow thé patient to participate fn decision making; but society gives at
least tacit acceptance of it and the presenf interaction between nurse,
patient and doctbr acknowledges this acceptance. fhus 'ﬁursing is seen,
éven when technical procedures are involved, aé directed by the nurse to
show caring cbmforting attitudes and in producing this environmént the

nurse is contributing the nursing element of the patient's recovery.



Maclean (1974) reinforces this viewpoint when sheridentifies the

traditional designations of ﬁUrse'- sister - matron and relates them to the
nurturing aspects of the nursing role. Banton (1965) in‘discussing roles,
notéS‘also their competitive aspects and states that bccupants of roles can

- develop protective pefceptions of other roles with which they interact. For
bexamp]e, an achieving roie may‘be seen by non-acﬁievers as concefted and the
non-achievers may be seen by'achievers as jealous. Such a'situafion may -
complicate the development of new roleé-and in nursing, the Nursing Office?/
Charge Nurse interaction may be affected in this way.

‘Biddle (1961) defines role in termé of norms and defines norms as fhe
expectations ofia group regarding‘the enactment of a role and gées on tov
describe role.consensus as the expectations of many grdups towards the
éttributes df a role. Brown (1965) on . the otherbhand; identifies roles
in terms of ascrfbed roles (those intolwhicﬁ a person is born)'ahd achieved
roles (which ;ke'mainly:occupatioﬁal) and suggests that in Western culture,
"'professional" values can be identified by the ability to set the démandé
of achieved role above the demands of the ascribed role. ‘He goes on to
indicate areas of conflict and iﬁ hursfng for éxample, this could occur
within the role‘when being a mother preventé the enactment of Charge Nursev
role to'the sétisfac;ion of the role occupant, or‘conflicts which can exist
if, for example, the Charge Nurse's_(subordinate) view of the Nursing
Officer role is different from the view he}d by Senior Nursing Officers
(superordinates). Such lack of congruence could give rise to role tensions
for the Nursing Officer. Gross, Mason and . MacEachern (1958) identify just
such possible conflict in relation to the School Superintendent role
interacting with teachérs and school governors and discuss various strategies
developed to deal with the conflict, potential or actﬁal. Such lack of role
congruence, however, does not necessarily lead to conflict.. Parsons (1957)
considers that new thinking may occur as a result and stimulate the

development of roles. Out of conflict also, strategies may occur which



allows the role to change., However, in the‘absence 6f Eoping mechanisms,v '
such conflict may be the source of High levels of anxiety. In hospftals
this anxiety has been noted by Revans (196&1 ‘enzies' (1960) and
Cartwright (1969). |

The impact that specialisation has upbn key roles has been described
by Southall (1959) Who_indicates_that a proliferation of such specialist
roles must diminish the content of the original role. Thus, fn hospitals,
the advent of the specialist roles of dietitians, physiotherapists,
radiographers and housekeepgrs has reduced the breadth of the nurse role.
This reduction in breadth should alfow the deveicpment in depth of the
“earing', ''expressive'! aspécts of the role. However, as Senior (1978)
suggésts, the nurse role is still ihplicitly, if not explicitly, involved
witﬁ most of the other aspects. Dietary advice may not always be available
but the patiqpt must‘bg,fed. HouSekeépers and therapists, in the main, keep
office hours but routine needs make demands‘upon the nurse tﬁroughout the
twenty-four hours. The expressive_aspectsiof thé rdle cannot'be:SWitched
on and off since, if the patient perceives that caring, comforting
interactions are denied in one situatidn‘they may no longer respond in
another more ''appropriate' interaction. ‘This may prevent the nurse role
being fully oberatidhal at any level. The response:of_the nurse to
patient needs may be oﬁ'an expressive affective level but aemonstrated at
an operational levei, e.g., the giving of food or drink and so efforts to
:constrain nursing to Certéfh limited aspects of patient care are thwarted
by the ﬁurturing aspegts‘ofvnursing which cannot function on an intermittent
basis; It is therefore arguable that the reduction in the breadth of the
nurse role is mére apparent than real. In depth, the role is continuing to
develop, since the rapid increase in knowledge in the biological sciences,
together with the expansion of the behavioural sciences, (Chapman, 1977 and
Staunton, 1979) has cfeated an environment which has contributed to societél

change. This makes it necessary to examine the professional educational



inputs available to trained nurses and to determine wﬁat they themselves
recoghise as educational needs in this dynamic situation.

~To nurse implies the existence of papiénts and people become patients
by means of their relationship with doctors. These roles, those of patient, o
doctor, nurse interact with one another within the hospital settiﬁg;
However, differenceé exist. Patient is differéntiated by means of the
acéeptaﬁce of a state of dépendenqy (Smith 1976) and Parsons (i972) states
that the sick person is allowed ekemption froh the pefformance of normal
social-role obligétions and éxemptidn from responsibility for his own state.
The doctor copes Qith the patient's néed by meaﬁs of investigation; diagnosis
and the prescription of freatment. The nurse:undertakes delivery of the
-prescribed treatment and generates nursing care to meet the levels of
dependence ethbited by the patient. This'includes.observation and recording
éf various siéns and symptons.. The interaction between the roles of nurse
and doctor mikes role differentiation more difficult.‘

Gilbertson, (1977) writing of the confused role of the ward ﬁister fn

New Zealand, states that role ambiguity and mfsunderstanding are often
functions of unclear traihfng objectives and varying expectations of those
who interact with such particular roles. He argues that text book -
»definitions bf the role are not tested by research and posits a need for
such research within a framework of applied role theory as a bésis for
understanding the compléxities of the role és it is undertaken, since, hé
states, it is clearly understood that '... the cru¢ial source of initiation
to écﬁiéQe patient care in a total sense must, come from the ward sister."
Research in this counfry relating‘to'the Charge Nurse role is concerned
with certain Iimited»although‘fmportant aspects of ;he role,‘for example,
Pembrey (1978) examines the management component of the role and Fretwell
(1980) and Ogierr(1979) the teéching component. How these components are

integrated into the whole has not yet been adequately examined,



'lﬁ the ensuing search of the Iiferature, the role of nurse is
examined first in general terms and subsequehtly in‘relation fo specific
‘types of nurse. It is intended by this to identify the inté]]ecﬁuai and
; emotional demands made updn nurses undertaking these roles thus indicating
if such demands require‘ongoing updating Of‘kﬁowledge upon which to base

performance.



CHAPTER 4

. The State Registered Nurse

A hogbital;accébts and cares for‘ilf people who
cannot be cared for in their own homes. This is the.
task the hospital is created to perform, its ‘primary
task'f The major fesponsibilfty for the performance
of that‘pfimary;task lies with‘the nursing servicé,
which‘mﬁst provide @ontinuoUs care for patients, day
and night, all the year héund, The nursing service
therefore, beérs the full, immediatevand'concentrated

impact of stresses arising from patient care."

Isobel Menzies.



Roper (1976) defines nursing in these terms:

Yithin the context of a health care syétem and in a variety of

_ combinations, nursing is helping a>person towards his persoﬁa] independent
, polé of the continuum'of each Activity of Daily Living: heiping him to
remain thére; he]ping him to Eope wItH ahy'movement towards the dependent
~pole or poles; in some instances encoufaging him to mbve towards the
dependent pole of‘polés; and because man is finite, helbing him to die

with dignity."

The nurses; interpretation of the role they:are infending to'enéct

- allows them to identify the skills they will need to undertake the role.

It also enables the Charge Nurse to be seen within this framework as a
co-ordinator, deliverer and teacher of nursing care. The definition
encompasses the‘nufse's complementary relationship with thé<do¢tor‘s
activities of diagnosis of disease and prescription of treatment and
enables the nurse to identify the nursing componént‘of care. Roper considers
that nursing does not benefit from the current disease labels used to
identify the patient's health since nursing is concerned witi the patient's
condition and not his disease label - a point also made by the Scottish
National Nursing and Midwifery Consultative Conmitteé (1976).

Hendéfson (19?8) asks, '"'Is there a universél'cdncept of nursing?"
'She.goes on to state that before answering the question she must reconstruct
vit to enable'her'tq identify for whom the concept‘is required; if it is for
the public at large, féerther health workers, or for nurses themselves.
Miss Henderson posits that the elements common to all these groups mith'
be identified as a universal concept of nursing. However, in 1968, Miss
Henderson defined nursfngifor the International Council of Nurses in these
terms. "The unique functfon of .the nurse is to assist the individual sick
or well in the performance of thqse aétivities contributing to health or |

its recovery which he would perform unaided if he had the necessary will



’or'knowledge, and to do -this iﬁ'such a Way:as to help him to independence
_as rapidly as possible." This concept‘of nﬁrsihg can be related to Roper's
identiffcation of the nurse as helper in the éctivities of dailyiliving.
| McFarlane (1976)’refers to the ﬁurse as a "continuity man'' both as a
gfver'of care and as a co-ordinator of’care;ractfng as a surrogaté for
doctor, pétient or relative in tﬁrn and having a majorvﬁrbfessibnal
contribution to make, marked by the nature of the acts she performs.
She stresses the hering,'aésisting, serving nature of the hursing role and
suggests that this dimension, which Henderson (1978) also streﬁsed, is in
danger of‘playing a subsidiary part and beingvrelegated to the ”ﬁnski!led”'
to undertake, these tasks being considered unworthy of the technicians role
that nurses are in dahger of assuming. Austen (1976) also‘makes this point
when she discusses.the reduction in status éf the work undertaken in the
hdme, relating it to thé advance of technology debésing tasks and thus
reducing the status of those undertaking these. tasks. Austen was_describing
the work of women in the home. In nursing, increasing technology
surrounding the patiént is causing the esSentfaI caré tasks to lose status
and with the reductfon in the status of the tasks, reduction in the status -
of rhose undertaking these tasks - nurses.  The extéhsion of the role to
eﬁéble nurses to undertake high status procedures e.g. those which have -
become routine for docrors, has always been part of the pattern of
development in nursing but it is only now that the quantity of such tasks
is challenging nursing in its essentials, since only recently has
technology developed its present multiplicity of demands. For example,
_the present.tendency for nurses to undertake the administration of drugs
into intravenous lines has resulted in an increase inkpre$criptfonslfor the
delivery of medication in tﬁis‘way. Constraints previously operating, that
doctors themselves adminisfered drugs by this route presumably acted as a

control on this type of prescription. The removal of this constraint has



resulted in considerable increase in this type of nhrsing activity.
Sinhe the nurse involvéd mu§t be a trained nurse and the only trained nurse
‘available is often‘fhé Charge Nurse, the additional time consumed by drug
administration has a concomitant effect upon the Charge Nurse's ability
to supervise énd co;ofdinate care or to teach. |

The proposal made by McFarlane (1976)‘for the development of the
role of.the nurse rather than fofvfts éxtehsion, stems from her definition
of '"'development'', which she relates to the helping, assisting, aspects of
nursing and ”extensiqn , which she deflnes as moving away from the patient
towards medically derived tasks Both Roper (1976) and Hunter (1971) touch
.on the process df role devélopment, when they comment on the inadequacy of
the medical model as a basis for profess1ona1 davelopment in nur51ng
‘Hunter considers that nursnng could and should encompass both the technical
tasks abdicated by the doctor and the increasing theory now becoming
available to‘nurSlng to enable nurses to develop social and relational
skills. MacGuire (1964) and Dodd (1974), however, found that nurses were
reluctant to a;knowledgg,the possibility of acquiringhsuch‘skills, which
they ﬁonsidered to be part of the personality and therefore there of hot
there; not skills which could be learned: That nurses of learner status
were in the hrocess\of socialisfnghinto nursing and thus learning to refafe
to patignts and other workers, was not identified by nurses in Dodd's study
as being indicativé of an‘ability to acqﬁihe skills of this kind. Quenzer
h(l974) also notes that nurses seem unaware fhat such fnterpersonal skills
contributed to a therapeutic environment for the patient. Pepper (1977)
“and Ogier (1979) indicate that Charge Nurses would benefit from further
training in interpersonal skills, suggesting that Charge Nurses recognised
that they lacked'such training.

Saunders (1955) discussing the émbiguous.status of the nurée, notes

that she is expected to have extensive knowledge, master complicated skills

and carry heavy responsibilities, but that society offers relatively low



rewards for this. Chapman (1977) makes something of the same point, when
she comments on the medical view of theanrsing_role and considers that,
a!though doctors want an intelligent bbserver and a nurse capaﬁle of carrying .
out complicated technical procedures, they do nbt want a '"'colleague''.
They see the emergence of nurses from degree courses as a threat to the'
medical monopoly éf knowledge. She also conéiders that docﬁors see
inteliigence and thé desire and ability to deliver nursing care to patients
as mutually exclusive and thinks tha£ this view exacerbates fhe situation. |
" Devine (1978) also identifies this lack of role definition,.noting that as
subordfnates,.nurses are expected to fender obedience to superiors and to
conform to rules and regulations. At the same time as professionals they
are being encouraged to consider themselves autonomous. Devine's stddy
took place in Nova Scotia but Chakge‘Nurses in this”éountry might weil
identify with the'findings. It is useful to compare Devine's vféW'of the
situation wizh'the-somgwhat more rarified definition of'nursing offered -

by Schlotfeldt (1965). Here the nursing role is seen in terms of "meeting
the patient's needs' by means of assessment of ﬁhe interpersonal and
environmental climate so fhat it can be made therapeutic. The nurseiis

seen as working with the doctor as a tfue professional and negotiating

with the doc£or on the basis of patient need, as to who should assume
responsibility for aAparticular aspect of thé therapeutic regimen at any.
point in time. In Devine's study there is little evidence tHat doctors

pay any more than lip service to the éoncept of the nurse as a professional
nor was there any evidence that doctors saw nurses as partners in a decision
haking process, despite the episodic nature of medical care which Hyderbrand
(1973) comments upon. Bendall (1973) sees the lack of role definitioﬁ in
nursing as leading to a process of status reduction and cites three

measures used by nurses to offset this:-



1. The tendency to increase the aﬁademic qualifications required of
entrants, is one method, used as a general attempt to lever up the
”floor“ upon which nursing is based; ’There is no research evidence,
Bendall states upon whiéh to considef an appropriate level of
education;l qualifications For entrants to nursing but

professionalisation suggests academic standards.

2. Tutors have made their own bid for status enhancement by
supporting the development of teachers, lecturers and

professors of nursing.

3. . The Salmon ;trucﬁure bfougﬁt statusnenhancemen; to nursing
 managers. | |
However, both teachers and managers suffer profeésional status deprivation
in that they have méved away from the direct de]ivéry of patient care and
in this situ;fion MissmBendalf sees a particular threat to status security.
Grosvenor (1978) however, considers that this is a feature amongst practice
discfplines generally not only nurses and that.bractitioners, secure in-the
knowledge thaf they are providing'aAservice'for other people which would be
missed immediately were it withdrawn, have a clear'justificatién for fhéir
bexistence.» Managers, Grosvenor agrees, lack ﬁhis clear definition of
- -usefulness ‘and consequently lean more heavily on other status supports._
MacKenzie (1979) suggests tﬁat this explains the presSQre'of nurses in
management roles for the development of a-rational’mahagement structure.
The state of drganisfng nursing care, instead of directly delivering
patieﬁt care, has been.noted by Corwfn (1961) as being associated with role
ambiguity in nursing, in the United States. Corwin found that well defined
role conception is positively associéted with personal self assurance and
_that staff, who“whenideprived df a clear conception of their rofe, could

‘distance themselves from such a threat to self, by moving away from the

ambiguous role. Dodd (1974) identifies the problem at another level.



 She recognises thét tutors teaching an "Ideal“‘type of nursing which is not
operational in the real world, place an intolerable burden upon the nurse
practitioner who has to adopt strategies of avoidance to cobe with the
sitﬁation and in doing so éuffers further status threat. If technology
has debased the nurturing aspects of nursing as AuSten (1977) and Schulman
(1972) suggest and if such debasement has resulted in loss of status and
'status reductlon has created a loss of power, it can be deduced that lack
of power at Charge Nurse level can affect the delivery of pattent care. It
is interesting that Merton (1960) acknowledges the need for nurses to seek
_professionai status. He accepts their Iegitimising of this need within a
framework of the possessfon of expertise which is exercised. Professional
status carries with it the social accolade of’autonomy and as Merton s;ates,"
autonomy is related to self-respect.
"In our society, as in many éther societies, people find this
measuﬁeiof autogomy reWarding. They take satisfactibn in knowing
that it is they, not others who dééide what they ére to do in a
particular field of operation, how it is to be done and by whom
it is to be done. Autonomy and'its correlate, self-respect are
just as real rewards for human beings as money incomé; with all
that %hat income makes possibfe; Were it not, many members of
many professions would drift, in even larger ndmbers thén they
do now, Into occupations where they receive more.income but less
respect. ‘lt.is this faét, of course, that periodically leads to

the economic exploitation of certain professions.!

Austen (1977) also recognises that nurses seek their status fewards
within the concept of prdfessibnal development rather‘than hierarchiéal
progresg. It is in the field of nursing knowledge and its availability
to practitioners that problems exist. The movement of nurses towards

professional autonomy by means of managertalism noted by Davies (1376)



is also considered by Johnstone (1978) who posits that this movement can
lead to division between ”enablefs” and "'carers'', since the ritualfstic
“ deference behaviours which co-exist in ndréing with the aspirations of
pfofessional striving‘ may disgufse these differences. Thus the nurse
practifiqner (in this research, the Charge Nﬁrsé) in her/his need to update
knowledge relevant to nursing and to maintain status in nursing vis-a-vis
patients, leérners, colleagues and doctors may be forced to look towards
the medical profession rather than to senior nurses if such nurses are
not seen as aAsoufce of nursing knowledge of value to the nurse
practitfoner. |

To clarify further tﬁe nursing roles under scrutiny, literéture
rélating to the nurse in charge of wards was examined. In this country
in the general field of nursing, thé nurse‘in charge of a Ward in a
hospital traditionally was female and the‘designatibn ""Sister' was used.
Since the Second World Qar an increasing number of men were accepted for
fraining for the general register and this meant that a greater number
of wards had male nurses in charge. The designation Charge Nurse can be

.used for nurses of either sex and this is the term used in this report.



CHAPTER 5

The Charge Nurse

"But again, to look after all these things yoﬁrself
 does not mean to do them yourself, ‘I always open

thé windows' the nurse in charge often says. If you do
it, it is bf SO mucﬁ the better, certainly, than if it
were not done atvall. But:can you not ensuré that it is.doné
when not done by yourself? Can you ensﬁre that it ié not
undoneuwhen your back is turned? This is what befng 'in
'charge' means. And a very important meaning it is too.
" The former only implies that whét;you can do with your
own hénds is done., The latter that what ought to be
done is always done."

Florence Nightingale



Caseldine (1977) postulates that the Charge Nurse rolé demands so
much of the nurse in terms of clfnical knowledge and teaching ability,
in addition to manageriél skills, that it is no longer a realfstié
expectation.A The growth of know]edge in'today's wdrld, allied to the
loss of status which he associates with the introducﬁion of the Nursing
Officer role, leads to increasing difficulties for a Charge Nurse
' operating in the traditional manner. Caseldine:mafntains‘that It‘is now
time fo develop the role of the nurse in terms of the ﬁursing consultant.
Such a consultant nurse should be available toinuksihg practitioners in
the wafd situation who ére heading teams of nursing staff giving direct
care to patients. The aaministrative management, he considers, shduld be
under the control of Nursing Officers withAcIerks working - in the wards,
relieving nurse of administrative detail and thus truly enabling such
 nurses personally to operate as deliverers of care.

This d;;eiopmént;ﬁoves far'from’the Goddard (1953)vdefinition of the
Ward Sister's (the pregeht day Charge Nurse) functions. Goddard saw the
Charge Nurse role as an amalgamation ofﬁthree méin components : =

1. The supervisioh of nursing care and treatment.

2. The training‘of stﬁdent nurses.

3. The co-ordination of services to the patient.
Subsumed under (1) is the interpretation of médical instruction and thé:
delivery of medically prescribed treatment. Lalean (1977) noted that such
interpretation can lead to'difficﬁlties whép there 1is ho written Version
of thé medical ordér available. >Whilst_drug prescriptioné are always
written, other medical instrhctions>may not be and could therefore be
interpreted by the Charge Nursefrather as a cue than a command. If the
doctor views the instruction as a command rather than a cue the resultant
action or lack of éction mayiead to variability in the understanding of

treatment given. Wilson (1975) identifies a difference in the doctor's

perception of staff nurses' knowledge of the biological sciences and the



amount of knéwlédge that’such nurses actually possessed. Wilson was
investfgating the state of kndwledgelof Staff Nurses. However, no more
knowledge is identified for the Charge Nurses éince “apprépriate”
experience at Staff Nurse 1e§el is the principal criterion upon which
Charge Nurse appointhents are made. Thus the same degree of incongruencé
may exist between the doctor's perception of knowiedge possessed and the
actual knowledge possessed by .the Chérge Nurse. - Thfs may well influence
the Charge Nurse's interpretation of the doctor's instruction and underlines
the need for systematic updating to be available to Chargé Nurses, more
than 25% of whom, in the présent research, trained 25 or ﬁore years ago;
Kerrane (1977), discussing the American nursing situation, as an
indicator of the development of the nursing role in'thié country, noted
the'prpblemsvasscciated with the demands of highly techﬁical nﬁrsing.-
- These areas dtaw heaviIY on‘available nursing resoufces and give nursing
care 6f a satisfactory standard. However, patients not Eequiring such °
technical services are nursed whefe they may have to be cared for by
nursing aides wﬁo have practicaily no nursing skills at all. Kerrane
posit§ that the adoption by nurses of tasks which doctors find less -
‘interesting than diagnosis énd prescription, may well reduce the nurses!
ability to maintain standards of nursing care, since time neededvto care
for patfents will have been consumed by tasks defegated by doctors. Davies
(1971) notes that n&rses of Charge Nurse grade sawlthe delivery of
treatment, ordered by medicai-staff, as the mos£ important function of
their role; én observation alﬁo made by Dodd'(1973). Daviés (1971)
interprets this finding withiﬁ the framework of Etzioni's (1969) definition
of a semi-profession; However, the tack of contfol of work volume, which
unﬁerpinned Davies' (iS?T)identificatfon of this state, may well be based
dpon inadequate fnformation. Pressures operating affect doctors and nurses

alike and are societal rather than professional. The admission of patients




in need of treatment is an uﬁcontrollab]e variable in a nafional health
- service. This creates many problems in situations of inadequate
resources whether the resources in:short supply arévhuman or financial.
The nufse’is primarily conscious of the needs of sick people who are
:,Iabelled as patients when these patfenté are within the environs of -
the ward.‘ Consultants, and by implication,.their Registrars, become
responsible forvpatients when they hear of them, whether they are in
the ward or not, so long as the patients ére in the catchment érea.
The doctor is required to '"treat' any who are in need of'freatment
if this need has been legitimised by.reférral from a general practitfoner.
Tﬁaf such patients may reqdire only ha]f—én-hour of the physician's time
in treatment means that the doctor recognises his capacitYAto treat, but
such half-an-hour of medical time may generate a demand for nursing care
whfch spanstgll of thgttwenty-four.hours. It is'perhaps the‘separatfoﬁ
rather than‘tﬁe‘affinity of goals whicﬁ generatesvan area»of conflict
here, |

v Thevimportance>of involvement of ‘nurse', whether charge or other
grade in clinical interaction with patient, was noted by Williams (1969) B
and Dodd (1373) and Pepper (1977). Williams indiéates that for the N
Charge Nurse, the patient»centréd aspecté of the role were the aspects
'thch were stressed. Administrators, ignorihg the demands of such
clinical eléments, identified the Charge Nurse only as a manager of
services Within the ward, thus 7ntensifying’the Chargé Nursed difficulties
in influéncing nursing outcdmes. Anderson'(1973) states that doctors'
expectations of the Charge Nurse ﬁere primarily that his instructions
should be carried out and Dodd (1973) also found this. Dodd found too
that Charge Nurses identified their authority in the ward as stemming
from their ability to satiﬁfy Medical Consultants rather than the nuréjng
hierarchy. Bendall (1975 found that Charge Nurses could be doctor.centred

rather than patient centred and that this produced a particular type of



ward environment»which could Be idgntiffed by fhe patient. This was
also described by McGhee (1961), Revans (1962)-and Cartwright (1964)
who acknowledge the ward environment which is a direct effect of the
- variable "Charge Nurse'' and Walker (1967)’3150 mentions this. Ex;haquét
»(1967) notes anoﬁher aspect of Charge Nurse contro}. Shé considers that
Charge Nurses have moved from serving batients to serving all other
departments within a hospitai. She postulates.that tbday's.hospitalv
nurses deliver‘upon demand, people, patients, matériaf‘and time, so that
such departmenﬁs'Qill not be inconvenienced.i Shé contends’that ﬁuch
déVelopments produce efficiency at aII‘Ievels except that of patient
- care. This again may relate to Austen's‘(1977) belief that increasing
- technology débasés personal service. . |
"Gilbertson (1977) poses two éuestions in relation td the role of
the Charge Nyrse: |
"1, ‘What are the determinants of the.Ward Sister role and
what are resultant' conflicts and ambiguitiés and their
effects in terms of stréss or other dysfunctions?
2. What are the.factors.resistihg and faci]itatfﬁg the
growth and dévelopment of a more pfofessional healfhf‘

care team In various organisations?"

The organisatién of the nursfng service which»followed the bublication;."
in 1966, of the Report of,the Committee on Senior Nursing Staff Structure,
(The Salmon Report ~ see bages 19 and 45 ) was not research based.
However, without adequate research, the rationalisation of nursing
management resulted in the'emérgence of a new grade of nurse, the Unit
Nursing Offiﬁer, administratively responsible for groups of wards and
a this role impinges'tq sdme degree upon the functions of the Charge Nurse.
The dévefopment of this role may well introduce further aféas of

- difficulty for the nurse of Charge Nurse grade. The.preseht reseafch'



 examines only one area of possible contribution to dysfunction in both
the Chérge Nurse role and the Unit Nursing Officer role. This
contribution is the availability or ]ack of educational inputs which
may enable nurses of these grades to update nursnng knowledge, and with
this in view the next chapter looks at the llterature in order to
establish understanding of the Nursing Officer role and to examine

health service workers, both nurses and others perception of the role.



CHAPTER 6
The Nursing Officer

" ... if you have your ear té,the ground you cannot
have your head in the cloﬁds. - Admittedly you canhof
see over the next hill, either, <o you have to lift
your head occasionally, and the value of a gooa'staff
to plan and think and look ahead is considerable. |
But the reédlts of'their thdughts and plans must be
served up to the barons as a tempting refreshment

: whichvthey can partaké of if they ;hoose,vnot as a
 medicine which they have to swallow whether they

like it or not."

Aﬁtony Jay.



The rational system of management how egisting in nursing derives
from the implehentation of the Repért'on Senior Nursing Staff (1966).
This, the Salmon Report has been previohsly discussed on page 19 . In
~the report it is stated that nurses' views were found to have less status
 thén the views of medical sfaff and hospita} admfnistrafors when at.
| meetings of governing bodies within the National Health Service.
Subsequently, Qreat emphasis was placed on the development of staff
training‘in management skilfé and money was made available to fund §uch
tréining. As a result of the Salmon Report (1966),»a classiéél structure |
of ﬁanageﬁent was imposed and nurses were graded from 5 to 10, dependent
upon an increasing span of managemenf responsibility. Salary was

dependent upon grade.

Grade 5 A state registered nurse who acts as

STAFF NURSE . * assistant and deputy to a Charge Nurse.
Grade 6 " Nurse in charge of a ward or department (e.g.
WARD SISTER - Out-patient dept.) This designation is

confusing when tke person in charge is a
man and the designation Charge Nurse is
fncreasingly being used."!t‘is the
designation Charge Nurse Which is used

throughout this report.

Grade 7 A nurse in charge of a group of wards. (This
UNIT NURSING could be a small hospital,) Or it could be a
OFFICER ‘

‘nurse in charge of a specialised unit, e.q.

a dialysis unit.

Grade 8 » A nurse in charge of a group of units,

SENIOR NURSING  frequently a wholeihospital.

OFFICER -

Grade 9 A nurse in charge of a main specialty, e.g;
PRINCIPAL - General, midwifery, psychiatry. A single
NURSING

OFFICER specialty could span several hospitals.




Grade 10 A nurse in chafge of all hursing |

CHIEF NURSING  services in a group of hospitals.
OFFICER :

The reorgacisation of the Health‘SerQices in Britain in 1974

“resulted fn Community Nursing Services which had.pfeviously been the
responﬁibi!ity éf Local Authorities, coming under the coﬁtroi 6f the |
newly formed Health Districts. These Health Districts were to be-
monitored by Area Health Authorities, who aIlocéted thé fundé distributed
by Regional Health Authorities. Each of these autharities had their
own teams of officers. District Management Teams now had avDistrict:
Nursing Officer who was reSpdnsibIe for all nursing‘services within the
district, both hospital and community based. Nursing Divisidns were
developéd. Théserwere usuafly based on tﬁe main nursing specialtfes,
which nowuincluded Communi ty Divisions.’ The Salmon Structure grades
9 and 10 became defunct and District Nursing Officers and Divisional
Nursing Officers were appointéd. One other change in management for
nurses which the»implementation‘of-the Sa]mon Report's reéommendations
brbught about Was the development of Staff posts iﬁ'nﬁrsing management
for nurses with speciél expertise in cértéin key aréas. These‘posts
were oftenvéf Senior Nursing Officer gradé énd, in the main, nurses
 offered skills in personnel, planning and infection cont?ol.

‘The totally new development thch was introduced into the system
wa§ fhe role.of‘the Nursing Officer.

The components of the Nursing Officer role identified by the-SaIm6n
Report (1966) were those of: | | |

1. Nursing consultant

2. VMork programmer

3. Staff controller

Wilson-Barnett (1973) and Rowland (1977) examining the instrumental

aspects of the Nursing Officer role found that 49% and 56% respectively of




the Nursing Officer’'s wéfking time wés spént on administrative work and
that a large part of the 37% of time whftﬁ was spent in ”patfent directed
activities' was taken UP‘with ”wafd rounds''. Both these researchers
question the value of such "ward rounds" and suggest that other nursing
acfivities might be undertaken tO'enable:nﬁrSes éf this grade to maintain
-~ their nursihg cqmpetencé. Neither of these reports offer alternative
‘activities, but'fn an occﬁpatioh based on'the‘givihg of care to_thé sick
there mhst be many patient care activities which can be undertakéniby anyb
' grade of trained nurse, when there are opportunities made for this to
happen. Ongley (1976) also writing of the way that Nursing Officefsj:
use fheir time, notes that 46% is spentvon'administration and all of these
studies mentioned that little fime was observed to be spent on ''teaching"
activities. Ongley also noted that‘the mean time spent-on inaividual
tasks was S‘minutes and Rowland observed a mean time of h‘minutes..
Ongley and Roﬁland both'fecord that large amounts of Nursing'OfficerA'
activities were unplanned. Clarke (1978) describes the lack of -
identification of 'planning'" as a nursing activity and Lalean (1973)
as discussed eisewhere in this report (pagei16) notes the frequency |
of interruptions to which Charge Nurses were subjected;‘ it may be that .
thé abflity to respond to needs as they arise is an essential attribute
'of the Nursing Officer function. Or, it may be an inheritance from tﬁe'
Charge Nurse rolé, where planning of‘éctivities was not recognised-as a
necessary skill. Smith (1977) examining the role of the Nursing Officer
notes that‘participétive observation produced a different emphasis on
priority of activities from the replies elfcited from the same group
using questionnaires as a research tool, During observation Nursing
Officers demonstrated their role as being mainly administrative, whilst
written response indicated that the clihiéal aspects predominated.
Smith speculates thatbobservation produced ''real wofld“vfnformation

whilst the questionnaires indicated a psychological rationalisation



“and such answers could be cons{dered to indicate an ideal and desirable
stafe, a point also made by Hagburg (1970). In another study of the
role of the Nursing Officef, hqwevér, Carr (1978) found that Nursing
VOfficers' activitiesvbreak down into:- |
- 20% of tiﬁebspeﬁt on ''teaching' with admfnistrative and
patient care activfties using équai amounts of time.

indicafing that the rolebwas well integrated into'the‘seryice.- Wall

and Hespe (1972) suggest that dissatisfactions exist and Rowland (1977)
and Wilson-Barnett (1973) note that Qcommuni;ations could be a problem!!
and that ''the hierarchy is too great''. This could fndicate a lack of .
delegation of responsibility which might be related to the lack of
confidence in subordinates which Menzies' (196O)Adescribes as part of
the social defence syétem déveloped by nurses. Bagley (1977) delfheates‘
nurses of Nursing Officer grade as befng in a state of anomic confusion.
He ideﬁtified them as being confronted witﬁ a céﬁfusing range of tasks
cdup]ed with a diversity of autHority roles, where, he stateé, who is
accouﬁtable to whoﬁ.has not emerged with any clarity nor are the 6ccasions
when they may act in the cliﬁical capacity aSsighed to.them very clear.
Such a state of normlessness he contends, results iﬁ great amounts of
personal distress éhd unhappiness fér the grades of staff affectea.

The evidence, therefore, suggests that the varying‘faﬁets of the

- Nursing Officer roie do not articulateismobthly and that there is a
concomitant degree of both intra and intér'role conflict. Without the
opportunity to develop greater expertise in nursing it fﬁ unrealistic
to expect a Nursing Officer to operate in a cljnical consultant role to
a Charge Nurse who, even if she/he is in no better positionAregarding
systematic inputs of knowledge, does have easier accéss to empiriCal
knbwledge relating to pafient care. In éddition,'the demands of‘nurse
managers senior to the Nursing Officer, may require performance which,

in relation to available resources, could conflict with the Nursing



Officers perception of what is needed torprovide adequate standards of
‘patient care1‘

It is now neéeséary to identify how thé’present nursing structure
_evolved. Nursing was,tradifionaily organised, since the development of
the Nightingale School of Nursing at St Thomas's Hospita1, by means of a
centralised control. The Matron, with a varying number of aséistants,
organised the nursing sefvice and was herself within the control of the
senior adminisfrative officer of the hospital, who migﬁt haQe been either
a lay Admfnistrator of a Medical Superintendent. She.might.or mighﬁ not
meet with the governing bbdy, (HospitaI Management Commitﬁeé én& Board
of Governors). The Matron was very unlikély to have a part in decision
‘making (Salmon 1966); being there by invitation and not of.fight.

The Mafron's assistantsbundertook such tasks as were delegated to
them by her. This could vary ffom day to déy. There was nof,continuity-
of relatfonsafps."ln.}he main, such communication systems as operated
between assistant Matrons and ward staff and Matron's offfce were erratic.
The'disseminafion of information was liable to disr@ption, éince,su;h:~
information couldvflow,from Mat?oh to assistants and remain there;
~could flow from Matron to ward staff,'by-passing assistants; could move
from ward’sfaff to Matron without informing assistants. One assistant
Matron could feceive information without. informing others, (Baly, 1973).
Lines of aufhority were similarly muddled. Charismatic Matrons existed
and operated with flair and efficienéy and systematic Matrons introduced
order and organisatidn but the service as a Qhole carried the legacy of
its housekgeping antecedenté and did not utilise any theory of management.

‘The development of a rational management structure for nufses had
effects both within and surrounding the service. Bagley (1974) says of
post Salmon management in nursing that it brought to nursing an increase
of power and it this, he suggests, that irked medical consultants and

others involved in traditional methods of hospital organisation. He



notes how unbalancéd the power statuses in hosptial were formerly;and
indentffies the opportunity for nurses to take part in major decision
making as be?ng'upsetting to all who héd previously accepted the rightness
of male dominance. bewar (1966) reflectsvmedical dissatisfactions with the
‘structure when he cites the plighf of the Charge Nurse, under the control
of the Nursing>0fficer "o who will héither take doctors' instructions
directly nbr’have fhe‘patiénts' coﬁfidence,” indicating éomething of
Sbuth's'(1857) dissatisfaction with change in the structurévof ﬁursing
management of an earlier age. Davies (1971) and Dodd (1973) note that
Charge Nurses themselves saw their authority aé stemming diréctly-frdm
their relationship wfth medical staff:ahd‘not-frbm their relationship
with senior nurses. Dewar (1978) makes further comment on the Nursing -
Officer roié indicating that he did not see this post as one which had

én “enabling?_functioq;which'would enhance the efficiehcy of -the Charge
Nurse. There is a tendency fbr medical staff to see all problems with
nurses as stemming‘from,the post Salmon structure, Thus‘Dewar,also notes
that patients prefer to ask junior nurses to perform smail tasks for them
" rather than_ask a Charge Nﬁrse to do so. McGhee (1961) in hér Scotfish
Stﬁdy also recofds thisrphenomenon, and Tagliacoézi.and Mauksch‘(1972)
descriﬁe:such patients as being reluctant to play the "consumer role
opéniy;‘considering that requests made of junior nﬁrsiﬁg staff allowed
them to maintain a feeling thét-they remain in ”cred]t” with the Charge'v
Nurse. _Tégliacozzi and Mauksch describe this interaction in terms of
”princib]es of social‘exchangeﬂ and suggest that patients act if the amount
of service available wére finite and this management of interaction helps
them to feel an eiement of cdntrol,over their own affairs. Roger (1978)
also views the change brqﬁght aboqt by the development of the Nursing
Officer role in mﬁch'the same terms as did Mr South in 1857. Roger

regrets the passing of "' ... the dowdy old ward sister' and the Matron,

'_ both perhaps mother surrogate figures. Unlike Schulman (1972) who



discussed this image of nursing, Roger does noﬁ see the diséppearance.of
E sﬁch peéple as a response to generaTised social pressures but as a result
of organisafiona] change. It is wofth speculating that the use of the
designation of Unit Matron rather than Unit Nursing>0fficer might have
generated_less‘an£ietie$ amongst medical staff if it were not fof evidence
that in 1966 Matrons were viewed rather less favoﬁréb]y by doctors than
they have been recalled subsequently° Indeed Rudd (1973) indicates such
ather atfitudes Qhen he suggests that something like a Sa]mén‘structUref
was needed to wrench power from thé old type Matrons Who were;>he stétes,
often'autocfats° Rudd however views the Nursing Officerbrole as a vmeans
to enabling Charge Nurses to work more efficiently.
~ The Salmon Report (1966) recommended that there should be professional

preparation and management training to enable staff to exhibit the |
appropriate degree of expertise té equip them to respbnd to the particular
demandsvof tie Nﬁrsing;0fficer role. salmdh's recdmmendations'regarding» »
~a management preparation were to be undertaken, in the fifst place during ‘
periods of 12 weeks stﬁdy} In practice this has Eeen reduced to 2 weeks
with varying nﬂmbérs of days later al]ocatedvto modular inputs in a few
topfcs,' Bagléy'(1974) sﬁggest5~that training in management for senior
nurses shoﬁla be the samé as that which is nécesSary for,mehbership 6f
the'lnstitﬁte. of Héélth Service Administrators, which is the equivalent
of 2 years fﬂ]lvtfmé stﬁdyg In nursiﬁg, clinical expertise js recognised
as being‘neédéd in’highTy specialised areas aﬁd evidence of attendance at
Joint Bdard of Clihical Stﬁdies courses is becomming obligatory for those
in chargé of Qnits sﬁch as dpérating theatres, dialysing units etc.. |
In less spécia]ised areas éﬁch as medical or surgical units, appropriate
experience is the reqﬁiremént. As Argyris (195%)_notes, however, it is
_nbt thé experience but how people internalise aspects of the experience
that is important. It is difficult to justffy'thebnursing consultant

component of the Nursing Officer role (attributed by the Salmon Report 1966)



~if no evidence of an ongoing acquisition of khow]edge relevant to
nursing, and/or advanée»nursing education.is required. |

| In this country as has already been stated (see page 4%), the
nursing contribution to thé hospital as an organisation is by means of
a staffing structure graded in Weberian ferms (Chapman 1976) from
District Nursing Officers, in control of é]l nursing ;taff within a
Health District.by means of Divisional Nursing Officérs, in control of
divisions of nursing, to Senior Nursing Officers, iﬁ chargé of a.group
~of units, through to Nursing Officers who are in chafge bf groups of
“wards and then to Charge Nurses who are in charge of single wards. Thus
the Charge NQrse as exemplified by Sélmon is in a iine rélationship to the
Nursing Officer for aspects of brganisatfonal policy and to the Medical
Consultant fbr the delivery of medically prescribed treatment for patient$°
She/he also ﬁas autonomy in prescribing nursfng care for fndfvidual patients.
It is in this érea of direct control of patient care that the current
management organfsation in nursing seems less than appropriate.

- Georgopoulas and Mann (1972) describe the hospital as an organisation
which operates a hﬁman rather thén a me;hanical system needing day to day =
adjﬁstmenté.since the work,cénnot be standardised and variability hakes
assembly-line techniqﬁes inappropriate. "?ormalised.rules cannot be
devised to cover all evéntualities. In addition to this, they state thatv' B
'patienté aré not nécéssarily passive and hay ﬁake their own demands so that
staff need flexibility to meet thevhﬁman'needs that ii]neségenerates° They
go on to note the paradox which exiéts, as the_hospital is also a highly
formalised;iqﬁasi bureaﬁcratic organisation, ‘Like all task oriented
organisations it felies a great deal on formal policies and formal
aﬁthor?ty for controlling mﬁch of thé behaviouf and work re]ationships
of its mémbers;, Theylobservé distinct status differences among staff with

sharp patterns of superordinate and subordinate grades.



The model below of the organisation of nursing is based on

Weber's model of hierarchy and relates the concept of bureaucracy to

the nurse management structure.

"~ Figure 2

DECISION MAKERS

'D.N.O.
This corresponds to (Part of.District
Weber's rulers ‘Management Team)
‘ EXECUTIVES
- Div. N.O,. = S.N.O. U.N.O. -
This corresponds
to Weber's
Administrators
OPERATOR3 , , ‘
- |. .Charge Nurses. .. .Staff Nurses Other Staff

This corresponds v
‘to Weber's subordinate
.. staff who comply with

instruction,

The model, hoWever, ignores the complexities and paradoxes described
by Georgopoulas and Mann and this over-simplifcation does not acknowlédge
the turbulence existing at ward level (Pembrey 1978). This is demonstrated

in a later model, page 55 which reflects. the unacknowledged dimensions

which operate.



Within the human system described by Georgopoulas and Mann as
controlled by formal poiicies, hospitals are expected to provide care to‘
patients at all times with the precision of a machine and with minimum
error. This environment can promote problems for those who operate within
it. Davies (1971) also states this‘when‘she describes the complexities of
“hospi tal organisation?hnoting that such organisations depend on people
iinternalising the vaiae system and being able to transiate these values
into behaviogr; The high levei of anxiety in which actions take place,
generates; she says; the ruies and procedures whnch are adopted and which
proVide prescribed responses to emergency decisions. These prescribed
behavnours says Davnes; not only protect hosptials employees from the
effect of the high ieveis of anx;ety, noted by other researchers (Men?ies,
1960 and Revans 1964) but also patlents from the effect of decisions made
“under stress° Thus the model on page 52 demonstrates the concept of
management app]ied to horsing following the implementation of the Saimon;'
Report and it can be seen that little allowance has been made in
organisationai terms for the need for the flexibility recognised by‘
Georgopoplas and Mannf(1972); Woodward (1965) and Stewart (1970) note that
the type ofaa;tivity nndertaken within an'organisation or the type of |
technoiogy generating the'activity in which an organisation is'invoived,
determines.the most appropriate type of management pattern for that
organisation and this continaes Borns and Stalker's (1961) mork in
identifying properties of'organisations which were designated as
”organistic”.to describe dynamic, changefui, unstructered situations and
”mechanlstlc“ to describe the static, easily anticipated conditions
existing in other situations. They designate the formal hierarchical
management structpre as appropriate to the '"mechanistic' type of
organlsatlonai system and suggest that a less rigid pattern is needed
in fiu4d dynamic sutuattons° Pembrey (1978) and Melia (1979) identify

the ward in a hospital in the same terms as Georgopoulas and Mann (1972)



and see these areas as ﬁonfOrming to Burns and Stalker's (1961)
"organistic" category and thﬁs incapable of reéponding aépropriately to
the Eigidity.of the tightly strﬁctﬁred line mahagement.visua]ised.by the
Salmon Report. |

. The model présented on page 55 fndicaﬁes the increased
‘ orgénisational compléxity éxisting‘ét Ward level. It can now be‘seen
that’the bureéucratic form is apéropriaté»to the level of Nursing Officer.
1t thus réflectS'Wébér}s emphasis on the administrative function and
attémpts‘to illustrate thé differences which exist at operational levelé

The Chargé Nﬁrsé is both diréctlyrresponsible to the medical staff
for the delivery of préscribéd treatment and investigations (unbroken 1line)
"~ but not for how sﬁch care is deliveréd (broken line). Katzi(1969) and
Ké]]yf(1966)'note fhis whén they identify the fact that doctors givé
orders on cgrtain aspects of»pétient care; but in the immediate delivery
of serVicés to the patiént thé Charge Nﬁrse is.in cdntrol; The Charge
Nﬁrse looks to the NQrsing’Officer for resources to Qndertake the de]ivéry
of nursing caré to patiénts bﬁt'is not respénsible to the Nursing Officer
for the delivéry of such caré to indiQidua] paﬁients (broken and.unbrokeﬁr

lines indicate these states).



vFigure 3

Model Showing Complicated Lines of Aﬁthority.
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 The emphésis laid by the Salmon Report on the Nursing Officer as
~a clinical expert has a potentialbfor complicating this situation with
the risk of eroding the autonomy of.the Chafge Nurse witHin the boundaries
of the ward, hithertb the nursing area which was undisputedly the area
éf clinical control of the Chargg Nurse. In additibn Charge Nurses cannot
compel eXtra resources and are thérefore dependent upon the Nursing
: Officer interpreting her/his needs. However, informal controls operate
as well as formal ones. Goffman (1961) says of total instifutions, that -
by their very.figidify they generate counter policies amongst inmates which,’~
whilst the constfaints remain unchallengea, enables inmates to find their
own ways around these constraints. Aithough todays hospitals dd;not
reflect Goffman's toté] institution Eoncept absolutely, it is possible
- to examine some of the potential éreas of dysfunction in the light of this
theory. Thus it may be postulated that the Charge Nurse, who, for the
patient, is the nurse operating as a ”pkbfessional“ nﬁrse, has available
two methods Of’contréT (Doctor - CHarge Nurse and Nursing Officer -
Charge Nurse); These may be manipulated to act in oppbsition to each
other, thus leaving the Charge Ngrse s]ith]y more room to manoever in
deveToping mgchaniéms to avoid constraints‘she/he may consfder to be
dysfunctidnal° | |

Austen (1978) writing of the presentrofganisétion of nursing services
concludes thaf the rational éyStem of managemeht for nurses is designed to
offer fhe rewards‘of career development and higher safary to nurses who
are pfofeSSidnally orientated towards a value system different from nursing
and this may well identify thé nurse as reaching the apex of !'professional'
achievement at Charge Nurse level. If the intrinsic rewards of autohomy
and expertise operate at this leve]; nurses may not regard hiérarcﬁical
advancement as necessarily paft~of profes;idna] development. Thus, whilst
nursing organisatibn benefits from a rational management‘éystem,‘the

professional nurse regards the organisation as functioning to enable her/



him to deliver nursing care fo the patient with the minimum of

disruption. The'compulsion‘of senior hurses to feel responsible for

all the actions undertaken by nﬁrse'practioners of a less senior grade

and to view such nurses as imbued with a lack of responsibility, discussed
‘by Menzies (1960) and MacGuire (1964) complicates the situation at
operatlonal level, which is to say, in the wards or departments where the
Charge Nurse is in control. Bendall (1977) considered that profeésiona]ism
was affeéting nﬁrses. She noted that this strlvung for professuonal status
.was not motivating all groups of nurses at the same pace - thus she states
that teachers and managers of nurses were exhibiting these aspirations to

a greéter degree than clinical nurses., Fretwe!]_(]98ﬁ) writing of Charge
Nurses and professionél status considers that nursihg is in a transitional
stafe and is moviﬁg towards professional status as along a continuum. The
next chapter examines some of‘the literature_relatfng to professionalism
so tﬁaf fuft;er insigﬁl can beAgained in eohsidering this fnfluencevon

nursing.



CHAPTER 7

To Profess to Nurse

"To some extent the definition of a profession
rests upon the'degree to which its members can convince

~ the public that it is one."

Robert Pinker



Felgate (1977)'tells us there is semantic confusion surrounding
the word profession and even in its technical sense, the definition of
a professiona],occubation is fraught with misunderstanding. Carr-Saunders
and Wilson (1933) note that, historically, the écquisition of a liberal
education, undertaken in the renowned Qniveréitfes equfpped men to enfer
""the professions''. At this time, when army commissions needed to be
- purchased and meané wefe’requ}fedbto maintain the lifestyle appropriate
to rank, army offiqers were considered, with members of the judiciary
'and ordained members of the established church, to have professionalk‘
status. Thé present necessity forvqualffication, control and ethical |
standards came later and fndeed, heralded thevpréSent struggle for
"proféssioﬁa]“ status aspired to by many of todays occupafions° As has
been noted on page 10 in medicine, the viéiésitudes affecﬁing the
variety of prattionerskeventualiy resolved itself when social preésbres
demanded a mofe effective and therefore a more oréanised sérvjce; The
Medical Act of 1858 provided the basis needed and the appropriate
‘certification entitléd the doctor to practise as a general practitioﬁer°
Further improvements ih‘traihfng developed from the efforfs of the members
of the profession tﬁemselves, when they recognised‘thg need for expert
spe@ialist skills ‘to be grounded in a broad based general education at
university levé], The lead given to medical practitioners by this
'development has enabled them to remain the leading professional amdngst
health workers. |

A tendency has developed,. in recent years, to provide recipes for
professional gtatus, and to examine occupations in the light of>such
recipes, indicating that a little more of the ingredient service, or
status or control of entrants or iess hierarchical control or use of
motor skills would make the mixture right.. Thus Hal]»(1973) asserts of

nursing that:



1. It provides a service to society involving specia1ised

knowledge and skills,

2. 1t possesses a unique body of knowledge which it

constantly seeks to extend, in order to improve its

service,
3. It educates its own practitioners;
4, It sets its own standards.
5. It adapts its service to meet changing needs.
6. It accepts responsibilityvfor safeguarding the publi§

it serves,
7. It strives to make economical use of its practitioners,

8. It promotes the welfare and wellbeing of its practitioners

and safeguards their interests.

9. It is motivated more by its commitment to the service it

renders than by considerations of economic gain.

10, It adheres to a code of conduct:based on ethical principles.
11. ~ It unites for strength in achieving its larger purpose.
12, It is self governing.

and concludes that nursing does not yet contain all the ingredients for
full professional status but is moving towards such a goal. Pepper:(1977)
however, discuésing~thevinadgquacy of such trait definitions, contends
that not onI9 nursingis deficient but other high status occupations such
as medicine are deficient by these measures. Shé posits other conditions
which more eFficiently,defihe prqfessional occupationg and referring to

medicine states that:-

1o The majority of practitioners have families of high social
status. v
2, A predominance of male practitioners.

and that this combination forms the criteria for professionalism.
There is an impression here that the desire for enhanced status by
nurses ‘is in itself suspect and is perhaps being identified by Pepper

as a rejection of ''vocational' nursing which Williams (1978) associates



‘wfth Victorian society's acceptancevof é service which fequired a total
submission and eradication of self., Dingwell and Mclntoch (1978) relate
this to the re]igfosity of Victorian England which Tegitimised the
".emergence of nursing as a respectablg occupation for women. The
- structure of nursing then, was the product of the social situation within
which if emerged,'nlt is useful, however, to recall that Merton (1960)
v(see page 35 ) sees the‘seeking of professibnél status with its social
accolade of autonomy as a legitimate human development. This development
‘may be more in keeping with todays social mores and more»acceptable to
" nurses who have expefiencéd nursing only in its post Salmon structure.
Wilensky (1964) analysing professionalism, notes that ''scientists"
are judged by other scientists and ”profeSSiona]s”bare judged by theif
Clientso He also implies that professionalfsm is a developmental state
whish occupations can strive towards; citing autonomy, status,‘controllof
standards, c;ntrol of ;faining as factors which may operatesin degree only,
‘atAcertain~stages of development, which indicates agreément with Ha]l'(see
previous page). Wilensky also states that professionls operating in_a
bureaucratic organisation are at risk to certain strains, since there is
é tehdency for autonomy to decrease'and.the service ideal to be eroded
within a buréaucratic structure, Blau and Scott (1963) discuss
professionalism in terms of opportunity for decision making based on
objective criteria, specific expertise in a strictly limited area and
affectiye neutrality. vPrésent trends in nursing,‘héweQer; view the lack
of emotional involvement’suggested by the attribute "affective heutra]ity”
as aﬁtipathic to the adeduate functioning of the nurse., Blau and Scott
(1963) also recognise professional status as being achieved rather than
ascribed and being associated with the client’s benefit rather than the
prattitioners; thus reinforcing Wilensky's findings. Carr;Sanders and -
Wilson (1933) also recognise a brofession, not as a ''sociological

abstraction' but as an occupation with essential interest and importance



toAthe public and it is because of the status attached to theée
'groupings that occupations attempt to join such ranks and create

pressure for professional acknow]edgémént,_ Such views differ somewhat
from Etzioni's (1969) who sees some occupations as permanently deficient
in the.necessary attributes of profeSsiona]fsm by reason ofbtheir
preponderance of women, hierarchical structure or by the lack of time
:devoted to training (whichrimplies deficiency in the body of knowledge
avai]able); He includes nursing among these occubationso There'is,
however, a‘degree of absoldtism‘in’such categorisation which creates
‘difficulties in acceptance since all the factors mentionéd ére subject

to change and in nursing have certainly éhanged over the years. The men/
women ratio. is changing. The hierarchical structure in nursing is very
much‘an administrative convenience and has been changed before. The effect

of the hierarchy on bedside nursing , which is where professional nursing

is undef;aken is probably no more than the constraints operating upon any
group of workers who work with constraintsrset by the District Management
Teams (Rowbbttom 1971). However, Pepper (1977) who studied learner nurses
in some depth in two wards in one hospital, concluded that they lack
autonomy over their practice. Interestingly from this she deduces that
trained nurses also-lack autonomy, but the conclusion isvdifficult to
support from the evidence offered.

Specialist knowledge seéms to be a quality to which all professionals
ﬁuét have access., Katz (1969) wrifing of knowledge, its hoarding and its
use,'says of nursing in thevUnited States that, '"Hospitals are in short,
under pressure to implement existing know]edge but at.the same time
.invo]ved in~contfollTng knowledge. Physicians are chiefly responsible
for deciding which items of knowledge are safe to use - safe for ‘the
patients and safe for fheir own reputations and the reputation of the
hospital.'!" Katz goes on to state that hospftal administrators are

responsible for deciding which bits of knowledge are too expensive to use



and therefore sees both the physician and tﬁe administrator in hospital as
possessing knowledge and power (at least bbwer over the application of
know]edge) and that nurses accept thevlegitimacy of the déctors' control over.
knowledge, Ferguson (1976) makes something of the same point when éhe notes,
" ... society has always invested the nature ofvlearningiwith high status for
those who are seeﬁ to have knowledge invériably also‘hold the‘powero” Katz
‘(1969) in. relation to nurses, further notes>that some nursés are aware of the
element of control éxisting in the deprivation of knowledgeiand suggests that
doctors are wary of nurses who are interésted in acquiring more knowledge,
since, he contends,vdoctors see nurses in the‘role of b«ffer or sponge which
,'brotects doctors from the consequences éf inappropriaté actién or inaction,
It is not possible to state if such a degree of passivity also exists amongst
nurses. in this country; althqﬁgh Dodd (1973) describes Chargé Nurses acting
in this way. HoweVer; Katz (1969) and Kelly (1966) also note that nurses
Vconsciously:}ecogniseﬁén area of patient care which is exclusiQely in their
control, Nﬁrses assess the patients nursing needs, identify ériorities in
the delivery of care to meet these néeds and organise the delivery of this
care. Priorities in medically prescribed treatmenfs are also identified and
tréatmént carried out éccofdingly._ Other services to the patient are also
”‘coordinatéd.by thé nﬁrsé in charge bf wérd§ and départments° Nurses make
~decisions in thése matters which are referred neither to d0ctors nor to the
_ nuréing hierafchy° In this country’Schoolé of Nuréing may‘and dé specify
particular procédﬁrés which learner nurses must follow and this may create
anxieties for Charge Nﬁrses whose expertise may advocate other approaches.
These are unresolved dilemmas th such conflict relates to the teaching of
others not to the practice undertaken by the Charge Nurse and other permanent
staff. »

The belief expresséd by Pinker (1978) with which tﬁis chaptér is
introdﬁced tél]s us that the,pﬁblic confers professional status but not why

the public confers such status. For nursing the demands made upon:



Charge Nurses at ward level are considerable. These demands. require

not only an adequate knowledge base but an awareness that medical,

biological and social sciences are in a dynamic developing state and all of

these éfféct the nurse (Chapman'1975)9;.Héndersoh (1980) says of these
developments that technical ski]ls increase in number and complexity and
include physical and pychosocial eva]uétions ahd dfagnostic tests, assisting
with pre and post surgical care that involves the operation of sensitive

: andvdangerpus mathines;‘ also the administration of drugs whose numbers
proliferate hourly and whose possib]e'threats to human welfére should

haunt those who give and those who fake them, This state of change and
conflict, expansion of knowledge, extension of role within which a.Charge
Nurse must operate demands that consideration be given to the need‘for the
.practitionef to have adeduate opportunity for systematic updating if
_competencé in nursing is to be maintained. The next chapfer ﬁursdes this
point by examiﬁing fhevliterature deal?ng specifically with this particu?ar

need of trained nurses,



CHAPTER 8
Why Education?

”0b501;5cence isma fact of life. It is inv?dibus
andfpervaSive so that the signs may be missed. Practice
may become outdated by the pfactitioner who is unawafe°
The rut becomeé fncreasingly comfortable so théf she
continues to practise in the same way, déy after day,
_year after year, until one day she dis;oversithe world -

has passed her by and she wonders why "

- Maura Carroll



Drucker (1965) says of educational development that it becomes a

prfority of national policy because education controls a country's
military, technologiéal and économic potentiél. Even more is there
a likelihood of the good health of the populaée to influence a country's
military, technological and economic potention, for example, the poof
health.statu$ of recruits for mi]itaryAserViCe during the Boer War gave
cause for concern wﬁen it became necessary to~build a larger army,
(Gilbert, 1966). The éonjunctioﬁ of health and education occurs when
the training 6f staff for tﬁe health services is considered. The
Todd Commission‘s Report (1968)7tells us that " ... all doctors in
whatever branch of médicine, must have theyopportunity énd the time for
continuing educétion in order to keep up to date in théir own fieldband to
remain reésonably well acquainted with development in others;”‘ An earlier
report, the Sub-Committee of the Standing Nursing Advisory Committee (1966)‘
suggested tgét the coggept of Systematic and progressive education for thé
registered nurse had received little recognition, and considered that any
educational facilities made available should recognise that home commi tments
~and part time work’imposes constrafnts uponjétaff which inf]ueﬁces'their
ability to take‘advantage of updating tourseso A factor which can be
~identified fn the findings of the present reséarchq More recently, the
International Councfl of Nursing stated in 1976, "The nurse carries
personal respoﬁsibility for nursing practice énd for mafntaining
' combetence by continual learning.' It }s to identify.what opportunity
is available to nurses to undertake this résponsibility tﬁat the present
research has been undertaken.

CooperA(1970)kargues that nurses as well as doctors continue
profeséional education in many ways, ¢iting:

1. Shared experience |

2. Use of joufnals

3. Seminars

k. University programmes.



She notes that medical advances have forced doctors to continue
learning if they‘wiéﬁ to keep up to daté and that such current medical
developments demahd different types of nursing skills, 56 that the nurse
also must be a continuing learner. Darmastaater (1977) says that skills
needed by professions change répidly and that there'isvevery indication
that they will continue to do so. She considers anofher aspect of post-
basic eduéatioﬁ for nurses; the qua1ity of the pfogrammes offéréd; In
questioning the quality of such training in the United States she reminds
us that‘thé patient is potentially the real sufferer since the patient is
at the mercy of a practioner's skills and abilities. Lysault (1970) and
Burgess (1978) also adyise nufses in ;he Onfted States to’be sceptical
regardihg the quality of educational programmes available. |

In this country thé Joint Board of Clinical Studies was set up in
1970 to offer a nétional system of post—Basic clinical education for nurses. -
The terms ofﬁfeference;were:- |

."To consider the advise on the clinical needs of nurses and

midwives for post—baéic clinical training in specialist aspecté.

of thebhospital and community nursing services in England and

Wales; to co-ordinaté and éuperyise thé courses provided as a

resultAof guch advice; and to dischérge such other functions

as we may assign to them, The Joint Board haé the power to co-

opt additional members for specific purpdses and to appoint

sub-commi ttees as necessary.' | |

The Board offers a wide range of specialist courses of varying
timespan and some of the courses offer certificates of competence in the
specialty,‘bthers of%er certificates of attendance only. The educational
programmes avai]gble are‘very flexibleg‘ Some extend over periods of
6 - 12 months; other courses are a mixture of day release combined with
an introductory period of study; again, others occupy only a‘few days.

Courses are offered with Joint Board approval in many centres, for example,



Scﬁools of Nursing and Colleges of Technolgéy throughtout Enéland and Wa]eg.
In 1975 more than 800 certificates of competence were awarded to nurses
from these specialty courses., The terms of reference of the Board
confine their activity to education in nursing speéialist areas and has
not been able td offer any updéting in these specialfies,.since resources
are concentrated on meeting an initiai need,_ The Board is nét designed t§
provide general updéting for nursing staff in the non-specialist fields of
nursing. However, the third report of the Béard states, " ... this would
include opportunities for further education and training in the pracfice
of nursing for all qualified." |

‘ 'Gféen (1978) confirms that thére is little formal education open
to nurses beyond registration-and.ci;es\one Regional Health Authority's

expenditure as:

Table ‘2 . Post-Basic Educationa]‘Expenditurev
Category Numbers Expenditure
Medical 2,39 - £25,000
Nursing .- 28,665 £50,000

Smaft (197@) writing of doctors, noted the rapid increase in
attéhdance when seniority payments were tied to continuing education.
‘This relates in some.ways to Berg's (1973).finding that continuing
) eaucation for nurses also needs ''reward''. She considers that there is
a need to associate continuing learning'with'promotion possibilfties and/
or acknowledgement by seniors. Berg alsé identified a desire for prpfessional
knowledge as a motivatingbfactorvand Goldiak (1977) writing of continuing
education for nurses in Israel, is adamant that this is a must for
professional competence, In Israel, she reportsbthat attendance at up=-

dating courses is aCknowledged by credits which are recognised for salary

benefits. In the United States there is a movement towards a systematic,



Acontinuing education process relafed to relicensing, (Roem; 1974) .

In én'increasing number of States the introduction of Continuing
Education Units fepresents hours of post-basic education. Usually,

10 contact hours equal 1 Continuing Educétion Unit.ahd var?ing numbers
-of units,vacquired over perfods of 2-3 years, are demanded by these
states before'relicensing can take place. -

There is no indication that, in this country, int;fest is being.
taken iﬁ a systematic record éf individual nursesbupdating of ansing
knowledge on a cumulative basis. lndeéd, Auld (1979) speaking to nurses
attending'the Royal Collége of Nufsing Research Society's annual
conference says of‘nursing that ”’e;e it continues tp'educate itself
largely by a process of osmosis.'" In effect, aléo, the recommendations
éf the Salmon Committee (1966) moved the emphasis from clinical updating
to managementbedgcation for charge nurses,

It is ;érhaps wo;th considering at #his poinf what Bilodeau (1969)
‘'says of retraining needs iniindustryn He states that it is possible to
estimate the cost éf retrainihg (andvthis can also be said to apply to
updating) but it is not possible to evaluate the price paid for nof
retraining;. Merton‘(1957) also touches on this when he'refers to tfaiﬁed‘ 
incapécity as a state of affairs whén abilities function as.inadquacies
or blindspots. This occurs when actions based on training and skills
which have been éucceséfully apblied in tHe past may résﬁlt in
inappropriate behaviour in changed conditions. Chapmén (1976) indicétes
that the increasing body of knowledge from the behavioural sciences has
made ft possible for health service staff, such as Charge Nurseé, to
develop more understanding of patients as people. This knowledge also
permeates society and may result in patients developing new expectations
of Charge Nurses. Unmet expectations may generate anxieties;which have been
noted by others, (see page 26) and these affect nursing behaviours. = Such

behaviours may in turn affect the speed of patients' recovery and therefore



have implications for the consumption of resources, both human and
financial, which takes us back to Bilodeau's observation noted earlier

in this chapter.

| Page 15 shows the topics set for éxamination by the General Nursing '.
~ Council in 1923. Roper (1976) investigating the training of nurses for

the Register, states>that there has been little change in the 3 year sy]laEus
of training élfhough there has been change»in»the tefminology used. The
move from the designation of learner nurses as probationers to students
and the term education'ﬁas superceded training as a”description of the
process by which nurses learn their skills. Roper also nétes_that the
percentage of time spent in-formal learning increaséd from 10% to 17% but
that‘the total hoﬁrs available reduced dué to the shorter working week.
She also recogﬁises that even if the syllabu§ Has not drastically changed
it has expanded and the increase in haterial to be covered is being
squeezed int; é restri;téd time package. She also discusses the impact

of secondment to specialist areas for training, €.g. pyschiatry‘ana
obstetric areas and posits that this p]aceS'additibna] strains upon learners
whose training is sfillan appfentice type tfaining, when most of them will
practice invthé general field. Appendix G shows the difference betweeﬁ the
1923 syl]abué and the syllabuses produced for 1970 and 1977 and if is
apparent from the crammed programme for training in the 1977 versidn that
more skills are being idenfified as bging needed for nﬁrseé to make nursing
opérational but there is difficulty in making‘sufficient time available to
develop the skills which are needed. In France, Colliere (1980) wonders
if nursing is based on a body bf knowledge which provides:information about
the life of peoplé, thefr habits, their beliefs and their relationships or.
if it relies on a sing]é unique source of explanation for illness. In
'lreland, Staunton (1979) suggests that emphasis in nursiﬁg has moved from
preoccupation with bodily ministrations to respénding to the patients

reactions, physical and psychological. In this country Chapman, McFarlane,



Pembrey, Ogier among'othérs have, as already noted, eﬁphasised this need
for interpersonal skills in nurses but fhe coﬁmitmenfs of - the training
brogrammes make adequate training in these skills difficult to accomplish
during the three‘yearé available For:basic training. |

The precéding review of the literature suggests that not only is basic
training in nursing inadequéte to_eéuip nurses to operate at the level of -
Charge Nurse butbalso suggests that the changes which are taking p]aée in
society’and in medical science have implications for nurs}ng which are of
particula} importance for the nurses who are responsibie for the organisation-
of patient-care., rln addition fo these recognisable needs it is worth
speculating on what benefits might,aécrue from fhe'encouragement of
pleasurable, intellectual curiosity amongst practitioners since Whitehead
(1932) writing of science suggests that advancement here is almost wholly

the outgrowth of such curiosity.



Summary of Literature Search

The preceding chapters have used fhe'literature to draw a
ffamework within which the service of nursing1can be identified.
Sources takénvfrom the history of nursing aﬁd from role theory have
attempted to define the nurse in the sdcial'sétting of the ho§pita]
and to clarify the confusion that surrounds the organisational structure
of nursing. Literature relating to professionalism,generai]y has been
used to help understanding of fhe incipient professionalism which can be
recognised within the occupation as it how exists. Litefature relating to -
nursing and to the grades of.nurse examined in the'preseﬁt study have been
consulted to eéfablish present state of nﬁrsing and to indicate ﬁhat'the
pressures of stress,and change which affect Séciety generally are also
reflected in the state of nursing. The key position of the Chafge Nurse in
' thé control.ef the delivery of care to the patient has been recognised. :

Ng attempt has been made to provide a history of nursing and current

controversies regafding fhe rigﬁtness or otherwise of the claims of those
seeking professional status, in a sociological sense, haye been but lightly
touched upon, The researcher has assumed that social groupings such as
nurses refle;t society generally and may seek social rewards for services
by the means offered by society and that the seeking of professional status
may be part of the developmental process of nursing.

. The literature cited indicates the clafity and the amBiguitfes which
exist in nursing and ident?fy the complexities which are to be found in
the hospital setting. The development of new roles and the realignment of
older roles has been noted and the need for a recognised method of enabling
nursing knowledge to Ee increased and updated has been identified. The next
section of this fhesis investigates the views of nurses of two grades and
_two specialties in relation to the updating‘of nursing knowledge and uses

a survey approach.



" CHAPTER 9

Methodology

”..Ouf éositfoh may, therefore, be summed
| up as one which regards the sdéial research
procedure’as a scientific enterprise. By
this we mean a striving af;er objectively
derived facts about the real world and the
systematic organization of thése facts into
bgeneral explanations (theories) of social

‘behaviour."

- K. Krausz

S. H. Miller.



Methodology

The objéct of this research was to identify the views of
trained nurses regarding their abflity to keep up to date with
nursing knowledge. _!tvis therefore consumer orientated research
and the desigﬁ of the project and the identification of relevant
variables emerged from the literature and from the experien;e
of the researcher.

A,sociél éurvey approach was considered appropriate sfnce the
data required were needed to describe a socfal reality. Moser and
Kalton (1971) identify social surveys as concerned with the
demographic characteristics, the social environment,'the activities
or opinions and attitudes of some groups of people. The present
research was concerned with a particular group - ﬁrainéd nurses.
The trained ;urse catégory was reducedrfurther and Subgroﬁps
identified. These were; - | |

Speciality - only those in general nursing divisions and

midwifery divisions were involved.
Grade - only two grades were examined,

~(a) Charge Nurse, the nurse in charge of a ward

or its equivalent.

- (b) Nursing Officer, the nurse in charge of a

group of wards forming one Unit.

The population from which the sample was drawn wasvthe staff of
these grades employed in one Regional Health Authority. The sample size
of L00 represented.lozbof the nurses of relevant grades»in post. The
numbers of staff available were obtained from statistics collated at
Region and the 400 sample was stratified to include the correct

proportion of nurses from the districts included in the sample.



The original intention of the researcher to use three Health
Districts to represent all Health Districts was modified in the light
of experience. The'sample was required to include hoépitals, large,
small, rural and urban,whose nurses were in the control of nurse
managers of general andvmidwifery divisions.‘vThe inability of the
Téaching District (that Health Distric; tontéining the Medical Training
School) to participate in the research necessitafed a different
-approach since‘the absenﬁe of the widé fange of hospitais existing
in the Teaching District made the proposed sample unrepresentative
of the Health Region generaily. Detéils of the éampling procedure
decided are given later in this chapter (page77). |

A1l District Nursing Officers of the districts selected (6 in
number) SUbseQUently agreed to participate in the research and all of
;fhesé nurses made the researéh known tb'subofdinate'staff which
enabled the&researche; to make specific arrangements with the hospitals

involved.

There were three main methods available to the researcher to
infofm staff who‘made up the sample of the‘aimé of_thevfesearch andehat
it required of respondents. The nurse managérs in the different Health .
-Districts decided which method they endorsed and the researcher took
advantage of whatever opportunities were évailab!e.-

':The three approaches were: |

1. A meeting was arranged by the District Nursing Officer which
enabled the researcher to approach key people and to make
arrangements to visit the hospitals where other meetings

were arranged at which questionnaires could be distributed.

2. A Nursing,OfFicer introduced the researcher to the staff who
were part of the sample and thus facilitated the deliver y of

the questionnaires.



3. The researcher was invited to visit the hospitals and deliver

| the questionnaires, Various technfques were used to identify
the people in the sample and this varied from asking the nurse
in charge of each Unit visited, where the staff in the sample
were located, to asking a helpful Charge Nurse to locate the
appropriate wards-Secretaries in Nursfng Offices were also

helpful in this wéy.

Although the methods of access differed between Health Districts
and also betﬁeen hospitals, in ailvcases the researchers visits had been
legitimised_and appointments to meet staff both for the‘deliVery of |
questionnaires and for intervfews were ﬁade,'if nét without difficulty,
at ]east without any‘hitches. The sampling frame in all cases was the -
""Nominal Ro]i“'a computer printout available to finance départments to
identify nurses so that salaries céuld be paid. | |

Sussman (1971) notes that there is client revolt against all

research (in the UnitééAStates of America) stating that all térgef
populations want some sort of pay-éff for being résearched; In the
present study the author noted some indications of this from the nurses
involved since it was cleérly demonstrated that these nurses wanted some
~acknowledgement of their cooperation in‘the form of a report to the
Hea!th District of the findings of the study and it was agreed to make
tﬁis available. | |
- As has‘been stated, one‘RegionaI Health Authority was interested

in the research and a Regional Nursing Officer introduced the subject at
a meeting wifh District Nursfng Officers so that the Health Districts
included in the sample were tﬁus notified that the research project was
being considered.

The Population

Nurses of Nursing Officer and Charge Nurse grade in the midwifery
and general divisions in one Regional Health Authority.

The Sample



Mann (1971) says of sampling that it is necessary because, in
rea} life, it is often not possibie to collect inforﬁation about every
case and thaf»sampling saves time and labour but replaces certainty
with probability. Tﬁe dbject of sampling is to produce from a smaller
number, infbrmation which_représenfs the vieﬁs of the population from
which the sample was taken.

In the present research a‘"cluster sampling'' approach was made;
Brown (1953) says of cluster sampling that it coﬁtains units which are
aggregates of natural units. She suggeststhat a school is an example
‘of such an aggregate and in the present fesea}ch Héalth Distficts from
different geographic environments throughout the Health Regibn were used
~in the way that BrOWn'recommehds schools be used.

The Health Districts contained hospita]s‘of various sizes and these -
were located from the metropolis to the coast and weré-from'eastern and
v wes£erq bou;daries. '}he hospitals were from both urban and rural areas.

The method used to select the sample was systematic sampling.

Here each name of the appropriate grade and speciality on the Nominal
Roll was given a number from tables~0f7random-numbers'(Dixpﬁrahdzﬂassey;
1969) and appropriate sized samples were selected from each Health
~District. | |

The éelecfion of the sdbfsample for interviewing took place on the
first day the_researchér arrived in each Health District. The némes of all
appropriate staff available during the time the researcher was in the
district were put ih a box and random selection by the lottery method
~was used to select the proportion éllocated from each district. Nursing
Officers and’Charge Nurses were selected separately. Randomisation
was relied upon to maintain the:}epresentatfveness of other wvariables.

It is necessary to note that as a sampling frame the Nominal
Roll had limitations, since staff who have left the organisation remain

~on the roll for varying periods of time in case salary adjustments



are required following pay awards. This was unknown to the researcher
at the time and resulted in 21 questionnaires being returned as ‘'not
employed in this district''. This reduced the sample to 379.

Stratification of the sample.

In order to take account of the variations in the size of
districts, numbers of staff in the different grades, the distribution
of staff between large hospitals and small hospitals and the numbers

-employed in the two specialties involved, the samp!e'waS'stratiFiedvih,eéch

district to sele;t the apprppriate propo;fions from each group.j
Size of 6ospital was considered by deciding arbitrarily that Iarée

, hospifa]s'contained 200 or more beds and small hospitals fewer than
200 beds. Mann (197]) says of stra;ificatibn that it safequards the
representativéness of the sample by ensuring that the known groﬁps»in the
population are represehted fairly in the sample. |

R

Data Cdllection

Two methods were used:
1. Questionnaires.‘
These were delivered in envelopes which contained stamped envelopes
~ addressed to the researcher. There was also an introducfofy:letter to
reinforce the information given when the questionnaires were delivene&.
(See Apﬁendices D and E). Whenevervpossiblé the.questionnaires were
~delivered personally by the researcher. Oppenheim (1966) says of this
method of delivery that ft ensures a~higﬁ response rafe by giving the
benefit of personal contact. When, becéuse of absence due to holidays
or sickness, tﬁis personal distribution was not possible, arrangements
 were madé wfth Unit Nursing Officers to have the questionnaires delivered.

In some cases secretaries offered to ensure delivery,



Response rate:  The 284 questionnaires which were
returned represented a 75% rate of
response.
Grebnik (1970) tells us that mailed questionnaires enables large
numbers of respondents to be reachéd quickly but draws.attention to
the acute problem of non response and Oppenheim'(l966) reminds us that
non response is not a randqm process. In the preseht research non
respbnse was first tackled by personal delivery (as‘has already been
stated) but the limitations on time operating prevented any attemptkto
reduce non response further except by posting reminder cardﬁ.‘
These cards increased the response from 71% to 75%.
2. Interviews. |
Tﬁe main tool of thé present research was the questionnaire
"~ developed for thé research but, in order to increase understanding‘
of the data&collected:another approach, that of interviewing was
undertaken. 10% of the sample randomly selected (see page 77)
were interviewed.‘ The interviews were constructed around a checklisf
based on the questionnaire with some additional related subjects. The
checklist was used’aé-a guideline and respondents were asked to review'
the questioﬁnaire.before the interview took place. A spare questionnaire
was évailable»during interviews for those who did not-bring the
questionnaire with tﬁem. ‘lfﬂéhe topics from the_checklfst were not
mentioned spontaneously by the interviewees they‘were'introduced by

the researcher.

During the pilot siage it was verified that it took 45 minutes to
‘coyer adequately all that needed to be discussed. In practice most
interviews took longer, many lasting more than 2 hours. Appointments
were made with the staff involved and interviews were arranged to suit
the interviewee. The venue proved dffficult in some cases, but since

‘all that was needed was reasonable privacy and a period without



interruption, the use of ward offices, coffee rooms and gardens

préved suitable. Stéff changing rooms were used on two occasions.

When ward duty rooms were used durfng the pilot stage it was found that
‘the interview was subjected to frequent interruption.

Notes were taken ering interviews, with the respondents perhission.
All those sélected for‘interview agreed to participate.

Other interviews.

In approaching hospitalé.throughout the Regionvtd make appointments
"to visit staff to distribute questiohnaires a number of interviews, in
additibn to those réquired to introduce the reéeakch to the‘distfict,
:ﬁtook place. The senjor nurses in many hospitals soughf inteﬁﬁféws.
“Some of these were mainly of a social nature, others -were directed
fo obtaining more information about the researchvor the researcher.
These interviews were not fecorded but Qave the researcher considerable
Insight Ento%the degre; of anxiety felt by those nurses who were in
charge of (mainly small)_ﬁospitalé whose functions were changing or
whose administrative allegiancé had changed in the recent past. The
anxieties these nurses expressed were remarkably consisteﬁt throughout
the_Region and no doubt reflected the threat of change and loss of status
that then confronted health service staff in all Health Regions. This
threat is at present increasing rather than reducing.

The scales used.

From the literature no appropriate scale of measurement of
nurses’ satisfaction:with updating faci]jties available to enable them
to maintain competence was identified and a simple self-rating scale
called é “satisfactionfhénnometer“‘wés devised for the research. The
scale was 100 m.m. long marked at the lower end ''very dissatisfied"!

and at the upper end ''very satisfied''. There were two scales used:-



Scale 1 measured satisfactjon with journal/library
ravailability. |

Scale 2 measured satisfaction with pbst basic
educational updating facilities available.

These scales are illustrated below;
Fig. &4

—  very satisfied-

i very dissatisfied

Respondents'were asked to mark atvthe level they felt appropriate
bétween the‘two pdints. Tﬁe researcher later applied a score toithese
scales. The measure ranged from 0 to 100. Scores of 25 or below were
categoriéed as dissatisfied and those of above 75 were categorised as
satisfied; It is appreciated thatvthe ordinal nature of such scales is
a limitation on their power to discriminate between closely related
scores and it is for thfs reason that scores from the extremes of the

scales only were used to describe respondents views. Moser and Kalton



(1972) say of such scales that theybare more sensitive than straight
Hyes!t Mot respoﬁses. They aléo_stréss the danger of ''central

tendency response'' in such scales but consider thét they are useful
because they are easy to operate. The decision to use only the extremes
vbf the scales 3sbbased on Moser and Kalton‘é comments modified by the
results obtained during pretéstingrof thé questionnaires. There was

no évidence that the error of ﬁenira1 tendency did, in fact, operate
when the ﬁcqles'were,used. | | ‘

Reliability

Moser and Kalton (1972) say of reliébflity that it is the
measure of the abijity of a scale to givé the same results when‘
used under constant conditions. In this research the test énd rétest
method of examining the reliabilitf of the scales was used. Abdellah
and Levine $1365) consider that the test andbretest method can
adequately be used tokmeasure~the effectiveness of the measurement

tool used in social research.

In the present research a group’of.State Registered Nurses
attending a course at a technical college outside the catchment area
agreed to partlcnpate in the testing of the questionnaire. The group
were asked only to cooperate in the research and the ten nurses who
agreed were given_the questionnaire to complete. The objectives‘of
‘the research‘were explained and permission was requested to réturn to
‘undertake some further work atfa later date. When the coﬁpleted
'qugstidnnaires were collected arrangements were made to return in
-~ ten days time to'continue the work.

The same questionnaires were distributed during the second
- visit. The colour of fhe paper was changed but otherwise no differences

existed.



The correlation coefficient was 0.92 on Scale f and 0.90
on Scale 2, TheSé‘represent what Brown_(]958) describes as
coefficients of stability.. Krautz and Miller (1977) remind us that
ihe second application of the test may have been influenced by the
boriginal use of the scale. It is acceptéd that in the present research
it fs unlikely that such contamination was cohpletely reduced but
in discussion with the group>after the ﬁompletion of the second
questionnaires it was apparent thaf'at a conscious level the.nurses
were unaware that the two questionnaires were identical.

Validity .

Of validity, Abdellah and Levine (1966) state that data are
valid if they actually measure what they are supposéd to measureband

 advise thaf in some cases of research into nursing it may be necessary

to use a paggl of experts as a means of examining the validity of the
instruments. In the present research this approach was used, tﬁereforg'
face validity only was tested. The limitations on this approach were
‘accepted.

Two experienced nurse researchers were consulted duringAthe
development of the QUestionnaires and tﬁéir views ascertained as'té
the ability of the questions to generate the required data. The
completed questipnnaires were presented to a second panel of nurses
during the first visit to the technical college. The questionnaires'were
distributed to be read by 10 nurses and the objectives of the

'researcb were stated. The panel met the researcher affer‘an hour
and tﬁe usefulness of the quéstions in eliciting the type of data
required was discussed. There was atyleast 75% agreement on éll
quesgions and this was accepted by the researcher in the absence of
other criteria for validatfon as a satisfactory basis on which to

proceed.



‘The Questionnaires

There were 23 questions asked of respondents and these were
a ﬁixture of dichotomous questions with space left for elaboration
of replies and open ended questions. Question 19 used two four
point scales to elicit information. The "satisfaction thermometers''
have been discussed‘on page 81.. The'upstructured questions producéd
data which werecategorised by the fesearc’her and this is detailed an
page 93.

Stacey (1969) suggests thatrthe uée of a variety of methods
to elicit data from resbondents enriches the findings of fesearch and
a further attempt at this enrichmeﬁt was made by asking for the
reépondents‘views on the need for thé updating of nursing knowledge;
Content analysis was uséd to order the additional data collected from

these replies.

It is appreciated that the data collected in the present research
is only applicable to the Regional Health Authority in which it was
collected but it is considered that the findings may be of interest to

nurses from other Regional Health Authorities.



CHAPTER 10

Analysis of Questionnaires

The analysis of data involves the translation

of information collected dufing the course of

the research project into an interpretable

and maﬁégéable form."‘

Denise Polit

Bernadette Hungler.



Analysis

A coding frame was déveloped and open-ended questions were
categorised by the researcher before coding. Two subsamples of
: questionnaire§ (30 in each sub sampie) were examined by two independent
observers Who checked the categorisations. Agreement was reached on these
categories and the datawerecoded on to Cope Chat Hand Sort Cards for
analysis. Because of'the number of cards generated for each
respondent relationships between variables could not be easily identifiéd
using this method and the data were Subsequently coded for‘computef
~analysis. The Statistical Programmé for the Social Sciences was
used, frequencies and crosstab subprogrammes being ﬁfi]ised to geﬁerate
descriptive data. ibiffereﬁces between groups were tested'using chi
square signfficance tests. The'datavwresubsequently examined using
‘the stepwisg mu!tiple#regressipn subprogramﬁe.

Chi square test of significance.

The chi square statistic (Xz) can be used io test the‘significance _
of different proportions in contingency tahles. It is computed by |
comparing two sets of frequencies, the observéd frequencies and thé
frequencieslwhfch could be expected if no difference existed bethen
the groups. The formula for this calculation is;~

x> 2€(0 - £)°
E
When O = observed freqdency

and E = expected frequency if no difference exiéts.

Small differences are likely to be related to chance.

The degreesof freedom influence. These are equal to:-
(R-1) (C = 1) when

R = row and C= column. The level of probability acceptable is set

at p0.05.



The Chi square test of significancé is non-parametric in
nature (makes no assumptions about the nature of the distribution
of the target population.) It is appropriate for use with ordinal
scales. WHen the numbers in the cells is small Yates correction
is applied to the result before assuming significance. This formula

is X2 = (0-£-1)%

At ———————

E
Another test applied to test the realfty of difference in
proportion encountered is the Standard Error in the difference in

proportion. - The formula’is/ qu%}+ %é) when p = the proportion | |
 of the sample which contains the attribute and q 2 the proportion which
does not. A difference of three times the standard error was accepted
as significant.

The use of such sfgnificance testing‘indicates the existence

‘of difference and estimates the probability that such difference could

be due to chance alone.

Step-wise multiple regression analysis.

This test enables it to be determined how much of the variance
ina debendent variable can be accounted for By variance in a number

of independent variables.i In fhis research the dependent‘variables
were Scales | and 2 and the independent variables used were tﬁose which
~ showed significant differences in significanée tests. Stepsze multiple
‘regression enters predictof variables sequehtially into the regfess\on
equation. The vafiab!e with the greatestinfluénce is entered first and
subsequentrQafiables en;ered>shdw the émount of influence exérted by the
remaining variables on the dependent variable, when the effects of the
preceding variables have been removed.

Characteristics of the.sample

It was establised empirically and from the literature, (Berg

(1973) and Cooper (1966), that certain characteristics are influential



~in shapiﬁg respondentd views on professional updating. These variables
héve been designated asind%pe%knf variables and~are described below.

It is recorded (page 78 ) that stratification was responsible
for some of the'patterns of distributioﬁ and the following frequencies

emerged:~

Table 3. Frequencies by Grade, spetialty and Hospital size

General nurses numbered..........241 (85%)

Midwives.........‘......... ...... 43 (15%)
284
”'NurSing'Officers numbered........ 35 (12%)

Charge NUFSeS..eeeveroeeseees... 249 (88%)

284
Staff from 'large' hospitals 136 (48%)
Staff from 'small! hospita!s' 148 (52%)
284

The above numbers relate to the patterns produced by stratification
of the sample. (See page 79 for justification of the stratification

used). Random selection produced the foflowing:-

Table 4. Frequency by sex

Males numbered ....oeeveveenrn.. k2 (15%)

Fema"es..........-............,. 242 (850/0)

D

284

This 15% of the sample who are male nurses is close to the national

proportion of male registered nurses of 16% (C.N.0. Report, Nursing



1974-1976). The proportion of senior staff is interesting. 21%
of Nursing Officers are ma]es. This distributfon of males among
 senior nursés has also been noted by Jones (1979). Austen (1977)
suggests that the present managerial structure in hursing
encoﬁrages édvanéement amongst males more than females, since, she
states, ''... masculine knowledge input i$ widely regarded as

valuable, not’least by the leaders of the profession."



Re-examining the category ' general nurses' into "Tiype of pursihg!"

we find that:-

Table 5 Frequency by Type of Nursing

~ Medical/Surgical number......... 117 (41%)
Geriatric area number...... eees. b7 (16%)
* Specialty area number..... e 77 (27%)

%% Midwifery area number........... 43 (15%)

284

* Includes areas such as operating theatres, outpatient
departments, Intensive therapy units, Opthalmic units,
Radio Therapy.

*% All staff recorded as working in Maternity areas are

trained practising midwives.

Length of time qualified showed the following distribution:-

Table 6 Frequency by Length of Time qualified

Less than 5 YEArS wrvereenranennn 35 (12%)
5 but less than 15 years......... 92 (32%)
15 but less than 25 years .......87 (31%)

25 or more YEArS..snnennnn. P 70 (25%)

71% of those qualified less than 5 years»Were married,
61% of all others were married.

Hospital size in relation to 'small' hospitals shcwed the

following distribution:-




Table 7 Frequency by Small Hospitals

100 but less than 200........... 64 (22% of sample)
50 but less than 100 .......... 28 (10% of sample)

less than 50 beds....... weeeen.. 56 (20% of sample)

The distribution of married and unmarried staff was:-

Table 8 Freduency by Marital Status

Married...eeeieeneenns Ceeenee ‘....15] (53%)
Unmarried..eeeeeeenennnnn. S !02'(36%)

Other (widowed, separated or .
“divorced)..... Cerereenaans 3t (11%2)

Since responses from the '""other' category did not differ from the
married group the two groups were amalgamated for the purposes of
analysis.

Shift patterhs showed: -

Table 9

Night duty staff numbered.........59 (21%)

Day duty staff numbered..........ggé (79%)
284




- 88% of night duty staff were married.
58% of day duty staff were married.

The number of respondents having dependents was of interest
sincg having dependents could be a possiblé constraint on the mobility
of staff and their ability to make use of educational programmes away

ifrom their own home districts.

‘ln the pfesent study it is appa?ent that sbme respdndents have
categorised spouses as ''dependents' and this interpretation has been
accepted aé the reality for the respondents concerned.sincé decisions
on mobility are likely to be made in the light of this !'dependence''.

The group '‘dependents' also includes other adults e.g. elderly
relatives.
| 100 (55%) of married staff recorded depéndents.
ZZ (26%) ofﬁunmarried staff recorded this.
é3%»0f those on night duty had dependents.
Lo% of those on day duty had dependents.

Cooper (1970) discusses the means used by nurses to keep up to date
with nursing and identifies periodicals, books and experience, in
addition to formal and informal educational pfogrémmes. However, MacGuire
postulateé that anti-intellectualism is incorpo;ated fntb nurse training.
1t may be, of course, that "intellectual” is regarded in thé'same.way
as Smart(1972) tells us that the aajective l.'academi‘c" is regarded, when
she states ihat it is frequently used to mean '"no good to man nor beast''.
In the National Health Service this view is suggested by other.than -
nurseé, since a research report on the care of the elderly (Cornell and
Coles, 1979) recommends itself to an Area Health Authority on the grounds
that it i51n0n~academic and therefore would be of use to decision makers.
Anderson (1973) notes that nurseé place great emphasis on experience as

a means of increasing nursing knowledge, and it is, perhaps, useful to

R



remember that Rosen (1975) considers that, "...we are so utterly
~indoctrinated to believe that no true learning has téken place unless

it has been written up or wriften out, that no one has seriously

examined what kinds of important learning in any field might take place
without a word haying been written." Acgepting that this may appropriately
be applied: to nursing, it is ihteresting to examine, in the present

study, the meansﬂindicated by respondents by which fhey keep up to date
with nursing knowledge. Aﬁpéndix A, Table Al0 shows this ih detail.
Table‘lO below gives an overall vfew.

Table 10

Methods recorded by réspondents 35 available to
them to update nursing knowledge : : N= 284
, -

Nursigg JournaI;f S : 95
Formal Training Pfogrammes 58
Consultants Rounds - 52
Own Resources | L 38
District Study Episodes , ’ ’ 24
Informal Discussion with Medical Staff 19
Lectures from Medical Staff | 8
lnfdrmation from Professional Associétions 8
Nursing Staff Meetings 6
Contact with School of'Nustng‘ L
Use of Post Graduate Medical Centre 2

Accepting that means other than reading are available to nurses
to enable them to keep up to date with nursing knowledge it is worth

recording that respondents also indicated an awareness of the value of



‘reading material as a means of intellectual stimulus and as a

source of professional knowlédge and both written comments and the
data from interviéws suggest that respdndeﬁts were aware of the paucity
of easily available Iiteratufe and viewed this as‘increasing the

o difficu]ty in keeﬁing nursing knowledge upAto date., . |

Information on journal reading.

The use of nursing journals»és a‘means éf keeping up to da;e with
nursing presupposes that the information available is §F use to nurses
for this purpose and ;hat all nursing journals are equally ﬁsefﬁl. Thié
research asked only‘if nurses read nursfﬁg joﬁrnals and in Appendiva
Tabk2 shows that 88% of respondents recorded reading a nursing journal
in the month before the serey. The literature suggesfs that nurses are
subjected to an information explosion related to the expansion of
hospital an§ other care services and the complexity of‘proqedures for
treatment which are being developed (Conley 1972 SéothWright;1971”éﬁ87f:
Orr 1979). Burns (1972) identified the American Journal of Nursing
as a cheap method which qffered help tornurses in theif‘efforts to keep
- up to date. There‘is no similar study in this country relating to
British nursing journals but it was a#sumed By the researcherithat the
reading of journals would be helpful rather than unhelpful to the

nurse seeking information.

| Availability of Nursing Journals.

. Appendix A Table Al shows that whilst 55% of respondents had nursing
journals available in the héspital in which they worked, only 21% of
respondeﬁts had journals conveniently available with tﬁe ward or department.

There were statistically significant differences between:-



‘Those working in hospitals of 50 beds oF lesseveeee. 73%
and- | |
Others....eeeeveenneennnn cecsssacecncanes ceereenaee. 50%

Amongst those who had journals aQafIabIe within their working area

statistical  differences were noted in the responses from:-

Male nurses..;.......,.....,f..;i,.;.. 92
 Female NUFSES.eeennnnneeeesnnnnnneees 23%

also
Midwives (Charge Nurse grade)...... ee. 50%
Others...ceeseeeese tesesercnsseenensas 16%

In general divisions:-
Nursing Officers......... Cereeieeaens 39%
Charge Nurses...... e e, - 13%

 Who reads nursing journals?

- Oppenheim (1966) reminds us of the difficulty of eliciting
meaningful replies to questions of this kind since inaccuraciesrmay
kcreep in because of faulty recollectior. or because prestigc bias may
constrain people from answering accurate]y; Thus, whilst 95% of respondents
recorded that they had read a nursing journal in the three months -
preceding the suf&ey only 88% recorded reading a journal in the month
before and this_may be a more accuraté record of readingrhabits. In an
earlier study of the reading habits of trained nurses, Fisher and Strénk
(1971) recorded 86% of respondénts as reading nursing journals. However,
in that particular study the response rate of 23% could nggest an
element of bias since those Qho responded might represent nurses who were
interested in reading rather than all nurses.

‘In the present Study'there were statistically significant

differences between:-



Male nurses........... k3% of whom recorded reading journals in

the week before the study and
Female nurses......... 64%.
“ln Appendix C Table’19 the jourhals‘actually available to nurses
are listed, The Ndrsing Mirror and the Nursing'Times are by faf the
most frequently mentioned, 71% and 69% respéctively.’ 18% recorded
the British Medical Journal. Only‘3 resﬁénd;nts identified a non-British
journal being avéilab]e.
In Appendix'c also, Table 18, TistsAthe'number of jourﬁals re§pondents .
recorded as available to them.
14% of Nursing Officers reéorded at least 5 journéls

L% of Charge Nurses recorded this.

Who buys nursing journals?

Overall 51% of respondents.

Again ?ecalling,zppenheim (1966) who_considerslrespondents may be
reluctant to reéord negétively on a topic such as reading, it appeared
reasonable to test the reliability of the response on reading journals by
the response to the question ''Who buys journals“;v !h Appendix A in
Table A2 i; can be seen that there is aAnegative'correIation between the
availabilify of nursing journéls and the buying of them.,‘Thus,.those
groups Qho have high proportions of journals available at work have iow
pro@ortions buyfng nuréing journals.

Statistically significant differences exist between:-

Those qualified less than 15 years ......62% and
Those qualified 15 or more years ........43%

“also
Those working in hospitals of 100 or more beds..55% and

Those working in hospitals of less than
100 beds....L42%



The social situation existing in smaller hdspitéls may explain

some of this difference. In smaller hoépital§ staff tend to have a
sitting room or other communal'meetingvplacé and the presence of -
journals in these rooms tends to make reading material more readily
'availablé to interested staff. In the larger hospitals journals tend
to be ayailablé in:- |

(a) nursing libraries

(b) cénfaal nursing.offices.
Such areas may be much less éccessibie to ward-staff; ' Communal meetihg
'places for nursing étaff,seem to bé less available or less used in Iargef
'hospitalé.

Libraries for nurses

" The General Nursing Council in a paper dated Apfil 1980 states that
~library services wit@{the National Health Service should be regarded as
eséentia] for the provision of information in order to achieve higﬁ
standards of patient care. Carmel (1975) suggests that there is widespread
disquiet about library services (inithe Health Services) and [
dissatisfaction with exiéting standards and éosfulates a need for a
library service which would be a clearing hoﬁse'for infdrmation and é
resource ceﬁtre distributing information/books/journals at appropriate A
points. He suggests a need for the rationalisation of all such services
within a district, which seems in agreement with the Generai Nursing
Council's (1880) expressed view that the library should ofFer a knowledge.
base for the hractitibners of ciinical sefvices. Tabor (1979) considering
library faéilities for nurses, does not indicate that there has been

" much change in the thinking refated to library provision for ndfses which
he sees as essentially linked to the provision of library facilities

for medical staff sincé nurseé, he deduces, need some insight into the

devélopments of knowledge in medical and allied fields; as development ~



in these fields ajso have implications for nursing care and such
knoWledge is necessary for the nurse if the best possible care is to

be available to patients. Thus he makes avplea for the developmeﬁt of
multidisciplinary Health libraries in each Health District. Tabor (1979)
also identifiesrlibrar}es; in the field of health care, as a support |
“service for both élihical and_maﬁagement purposes which he recognises

‘as being particularly important when the ¢ontinuing educafional needs

of trained staff are being consiaered. Mogt of what he aiscusses was
given some emphasis by respondents in the present research, either
,fmplicitly or explicitly,

Berg (1973) noted that partfcipants in educatién programmes made more
use of journals and libraries than did non-participants and this Was
éxamined in the present study. Tab1¢'11 shows us that there is ﬁome
support fofﬁthis in ;Ee findings of the present research. Bergman
(1979) in a study relating to nurses of similar grade to Charge Nur#es»
in israel, noted that nurses who participated in post basic educational
programmes. exﬁibited greater satisfaction wifh availablekfaéilitiés than
did non-participants. In Appendix B Table 2a shows that amongst
respondents who scoredv0ver 75 on the-satisfaﬁtion Scéle 1, 70% of these

were participants in post-basic courses,



Table 11 Post basic programme participants by Use of Facilities

Non
Use of facilities Participants] Participants N ] Sig.
Use of professional
library:
previous week 63% 37% , 19 N.S.
previous month 67% 33% 30 diff
: 3»S.E.
Use of other library
(for profess.needs)
previous year : - 56% V L4 100 N.S.
Read nursing journal ‘
previous week 59% L% 174 | diff
_ , : 37S.E.
previous month _ 58% 42% | 76 N.S.
Buy nursing journal 59% §1% 146 | diff
) 3 S.E.
Read mediéaT journa?
(in previous 3 months] 59% L1% 101 diff
. ; 37S.E.

Who uses libraries?

 Overall 5% of'résbondents.
However, this was in the year previous to the sﬁrvey and related to the
use of a professibnal library withfn the employing Health Distfict,
When this waS'related to tﬁe périod jus; before the survey:'

| In the month previous.........11%

In the week previous.......... 7%

There is little evidence in the preﬁent researéh that trained nurses are
frequent usefs 6f libraries. Some expfanation for this may be fourd in

Carmel's (1975) paper referred to on page 97 where he suggests that



lfbraries in the health service are not necessarily suited to
potential users. Some comments from respondents in the present survey
.indicate.that this may be so and the following examples were recorded:

"It is six miles to the School 6f Nursing where

~the library is'. |

"The library is always closed when I can use it.'""

"] don't think they like sisters using the library."

"yhen | have finished work the last thing I think of
trying to find is a library." ‘

Appendix A Table Ak shows that 12% of respondents found that thg libraries
available met all their needs (48% of these [16] had not used a library
- in the *ear previous.to the survey).
19% of respondents found that the libraries_availablejmet none of their
needs. |
| Statistical}y signiff;ant differences amongﬁt users were found between:
Respondents'from(hospitals of 200 beds or more..... .65%
Respondents from hospitals of less than this........ LL%
This may to some extent be exp1éined by the fact the nursing libraries are
usually as§ociated with Schools of Nursing and are moét Iikeiy to be
attached té Targer\hospitals, indicatiﬁg that when facilities are
available within easy reach of ward staff they afe more likély to be
used. | |
Other differences existing: -

,,,,,

,.,,7‘%khad used a library and
Charge Nurses.......eeeveoe...51%

~This refers to the year previous ﬁo the sﬁrvey.

35% of respondents had used a general public 1ib}ary for health service

purposes in the year previous to the survey. There were no statistically

significant differences between the groups.



Because nursing practice is influenced by changes in medical
thinking and.néw knowledge in medicine hés implications for nursing
(Chapmqn,|977§ McFarlane, 1976; Castledine, 1977) the ektent to which
nurses avail themselves of infofmatjon from medical journal§ wés
éought. Appendix A Table A5 showsvthaf 82% of respondents considered
that nurses'shbuld read medical journals but only 36% of respondents
had read such a journal in the 3 months before the'survey;‘>0f those who
had read a medical journal in the month before the survey (15%),
significant differences exist between:- |

Those working in speciélity areas.......24% and

(This group includes midwivgs)

Those wofking in other areas........... .ICZ
There were comments from some staff in specialist units indfcatfng that
access to medical journals occurred because doctors brought journals
to the unigi Specia{ESt units (includiﬁg midwifery) also frequently have
libraries. These are small but accessible to staff. |

Among those‘who did not consider that nurses should read medical

' journals thefe were three comments recorded:
- "These journals are too high powered for nurses!'
' #

"You can. only understand bits of them .

"] can barely find time to read nursing journals.!
Y _ g J

Who is satisfied with journal and library facilities?

A scale was devised to measure respondents' level of satisfaction with
the facilities available. (See page 81 for information on this) and
‘.scores indicating satjsféction or dissatisfaction are‘recorded in
Appendi¥ B, Table BI.

Overall L0% of respondents scored 25 or less and those who scored

in this part of the scale were categorised as dissatisfied.



Statistically significant differences existed between:-

Nursing Officers....coeeecesn. 20% and

Charge Nurses........... e 3%

also,

Male nurses..

Female NUIrSEeS...veeeereceaesns

:and

oo s e

Other variables influence, Table B2 in Appendix B shows that

Those who

Those who

and Those who

ThQSe who
in addition,
Those who

Those who

Those who

Those who

have journals in hospital....33%

register

dissatisfaction and

eeeene. L6%

have not....

‘have journals in ward/dep....20%

have. not....

found professional libraries

useful...26%

did not.eeeuunn.. ceseneana .. .69%
Particfpants,in post-basic programmes..BS%
..... LL%

Non participants....eeveeeeeenn.. .

are dissatisfied.

score as
dissatisfied.

score here.

are dissatisfied. .

score as
dissatisfied.

score as
dissatisfied.
scored here

were
dissatisfied.

scored here.

Table 2a, Appendix B shows us that of those who scored in the satisfied

'area‘of the scale (above 75) 70% were participants in post-basic

educational programmes.

It is apparent that nurses' needs for professional updating by

means of libraries and journals are not being met by‘the facilities

available. vlt is also implied by comments made by some respondents that

libraries in the health services were viewed as repositories of text

books only and not as an information resource facility. Respondents were



also aware that libraries in Schools of Nursing were, not uhnatura]ly,
designed for the use of learner nurses and not those of trained staff;
Few respondenté were aware of other professional library facilities.
Indeed, at the:time of the survey, other facilities were limifed,
"p§st~graduate medical centre ljbraries being used ih the main
exclusively by medical staff. Other libraries available to nurses in
the Region are London basea, for example, Kings Fund CentrevLibrary and
the Royal College of Midwives Library. Such libraries.aré not easily
accessibie to nurses workihg‘full—time and rdnning homes for
families. There ié,'therefore, a need for eésier access if libraries are .
to fuffill the aim expressed by the Ggheral Nursing Couﬁcf] (198b) :
thaf the library service offers a '’knowledge base' to ensure that
‘management_dgcisions are made in the light of relevanf kho&}edge and
~ is the natU{gl focus gf research based practice.

Gillespie (1978) in a letter td the Nursing Times suggests that
in Scotland, where library provision is adequate, there is evidence

that nurses make good use of the facility.

*This has now changed; the South West Thames post graduate’
medical centre libraries are now available to all trained

Health Service staff and some are being stocked accordingly.



Who needs updating and who has opportunity?

Davis (1980) considers that there are sfgns that nurses are
becoming aware of information.needs at clinical, educational and management
level and this was of jntefest iﬁ the present research. In Appéndix A,
Table A6 it can be seén that:-

20% 6f reﬁpondents felt themselves té be in great
- need of updating.
Statistically sign’ficant differences existed between:
Those qualified for less than 5 ygars.......37%vand
Those qua]ified‘25 or more years.;......;...lh%
- 94% overall, felt in need of some'updatiﬁg whilst dnly 14% recorded
that adequate opbortunity was available to them.

Bendall (1975) discdssing the eduéational needsiof trained nurses
at a conference at Nottingham University, regretted the divisions

which had developed between nurses who‘concentrated upon education and
those who wefe invqlved in patfent care, since one result of this could
be, she considéred,'a.lack of -awareness by ﬁ?actisiﬁg nurses of a need
for continuing eduéation, as they lacked close contact educationalists
within the profession. .The responses recofded in Appendix A Table A6,:
whilst not dispefl}ng tﬁese»fears entirely, suggest that many nurses
are aware of a need to update and seem to be in agreement With 0%Connor
who cites The National Commission for the study of Nursing and Nurse
vEducation (1970) wheniéhe states '"...technological édvances altered
aspects of practice and care delivery ard social chénges in the

health professions and the larger culture would combine to make
lifelong learning a»précticalrnecessity;” 0'Connor was writing of the
United States of America but such a statement has relevance for this
country also since social change and technological advance apply in

both societies,.



- What post=-basic education?

It was of interest to identify what proportions of the sample
had recorded attendance at any.post-basic educational programme.
Appendix A Table Al18 shows that:-

75% of respondents had attended management programmes .

58% of respdndedts had attended clinical programmes .
Taking the information on clinical programmes first:—

Among‘the L2% éf respondeht§ who had ndt attended

any posﬁ basic brogrammes in the clinical field there

were statistically sigpificant differences between the

following groups:-

Married staff - 51% had not attended formal postbasic

clinical programmes.
Unmarried staff - 26% recorded this.
Those working in the specialty "“Geriatrics'' ~ 68% of whom had -
' not attended a’
formal programme.
Those'working in other areas - 36% of whom had,not attended a -
formal programme, :
Table Al2 in Appendix A éhows that staff-from materﬁity divisions do not
only record TOOZ attendance at Category 1 courses, without which they
would not be trafned midwives but also recorded high 1evel§ of attendan;é
at Category 2 and Category 3 courses also. Tﬁis is in addition to the
mandatory requirement to attend a 5 day épproved‘refresher ﬁourse every
5 years.
Type of nursing shows other interesting differences also. Table Al2
’in Appendix A shows us that:
Respondents working iniﬁeriétric areas show a lower
proportion of respondents attending formal courses
(Cafegories 1 and 2) but higher proportion attending
informal (Category 3) courses. . |

Respondents:-working.in smatler hospitals also record this.



Some explanation for this may lie in the fact that informal programmes

can often be arranged Ey tﬁe particibahts themselves and do not need

the cooperation of the employing authority since they can be arranged
dﬁring of f~duty periods ahd this factor may-also influence the response
of married staff. Comments from respondents Suggested that this certainly

occurred. -

By what means do nurses update nursing knowledge?
Page 93 has a list of these, Statistically significant differences

exist between:

1. Consultants rounds - 66% of those qualified for less than
15 years mentioned this.

- 51% of those qualified for 15 years or more

~ years did.
2. Own resources - = 71% of Nursing Officers (General) mentioned
' this.

- 32% of Charge Nurses (General) did.

3. District Study
Episodes - 26% of female respondents recorded this and

- 10% of male respondents.

ok

L, RCN/RCM/Assoc. - - 33% of midwives recorded this and
~ L% of other groups.
.. % Royal College of Nursing, Royal College of Midwives, Association

of Theatre Nurses and like bodies.

It may be useful, at this point;»to indicate the pedagogic nature
of 'Consultants Rounds''. Consultants in hospitél tend to walk round
the wards according to a set programme. The number in attendance can
Qary from the Charge Nurse énly, to a groﬂp consisting of doctors of
House Officer and Registrar grade (aﬁd in teéching hospitals, medical

students) physiotherapists, sometimes other nursing staff. A secretary

may also attend. During this round patients are examined, diagnosed,



treatment prescribed evaluated and changed.‘ The condition of the
patient is thus regﬁiarly monitored and decisioﬁs made based on
information collected durfng these visits. The consultant concerned may.
discuss the aetiology of the disease, research findings regarding the
treatment, theveffect of drugs and the applicability of investigations.
The discussion may Be joiﬁed by the Charge Nurse or it‘may be- that
she/he gives information only when asked. All othef members of the group
may also contribute. Thebdistussfon varies with the inclination and
expertise of particular consultants from an in depth investigation of
the condition of every patient to a rapid walk round to decide tﬁe

‘ ne*t days theatre list. No information was réquested on the ﬁypé of
consultants’ rounds in which respondents participated, only if they

found it helpful in updating knowledge.

It is;interestiﬂg that midwives récord the Royal College of
Midwives as a means by which more than one third of respondents keeb
professional knowledge up to daté, since a'veryvsmaI] proportion of
genéral nurses regarded the RoyaT College of Nursing as:such a sourcé.
Midwives recokded lectures and conferences attended both locally and
further afigTd. No general nurse recorded local activity by the RCN
as a>sodrce of nursing updating. | -

One other category of programme not recorded with the above
’consists of 3 - 5 day inservice fraining described-variously és |
Art of Examining, Art of Teaching or Art of Teachfng and Examining.

30 respondents, all of whom’;who had‘attended otber pogt,basiq'programmes,
recorded attendance at one of these courses. Since many nQrseg of
Nursing Officer grade and even moré of Charge Nurse gradé act as

examiners for the General Nursing Council's Assessments of nursing

skills and acceptance as an examiner Is dependent upon some

such training,the small number of respondents recording this was



surprising. A small exercise was undertaken‘with a sample of Charge
Nurses, all of whom who were known to be examiners for the G.N.C. These
nurses were outsidé the present research. It was found that of 20
'nurses approached 6n1y 1 recalled the tréining progfamme related to
examining when recording post-bésic pfogrammes attended. It may be that
'fhfs situation operated with ihe sample of nurses approached for the
pﬁrpése of tﬁis reseérch. One Charge ﬁdrse»from the group approa?hed'
outside the résearch stated when asked fdr some explanation:
"You can hardly call 3 days a training programme;"

What type of post—basié programme?

- Three main sources were identified:
1. Clinical programmes not in dfstrict. |
2. Local Study Episodes (1 wquing day -or 1/2 wofking day.)
» 3. Manégement Training. - v | |

Clinical Programmes.

These could be divided into 3 categories.

Category l......This included nationally registered clinical
training mainly for sub divisions of the Nurses
Register, but not exclusively this. Appendix C

Table C3 gives details of these.

Category 2;.:.;.This was almost éntirely Joint Board of Clinical
Studies Courses.* (Appendix C Table CkL)

ACategory 3......Conferences, Specialist lectures other than
' ‘those in home district produced by employing
authority. (Appendix C Table C5)

Local Study Episodes

These were programmes produced. by the employing
authority,vwere ad hoc in nature and occasfonally
‘consisted of a full day's study covering several
topics or % a working day devoted to one topic. No
respondents recorded any modular programmes or any

- related topics. Appendix A Table gives details.



Management Training

All respondents who had attended these coufses had
attended programmes provided by the Regional Health
- Authority and no respondent recofded_attendance at

Universfty, Polytechnic or Royal College of Nursing
courses. | |

The Salmon Reporf (1966) (see pages 19 and 44 for
further information on tﬁis) resulted in a
considerable change in emphasis by hospital émploying
authorities»In expectations>of nurses reéarding
management education and Regional Heélth Boards, now
Regional Health Authorities provided,-either by arrangement
with Colleges of Further Education aﬁd Polytechnics or by
means of their own staff colleges, some training in

management skills,

* [nformation on the Joint Board of Clinical Studies is to be found

in Chapter 8 pages 67 to 68.

The Salmon Report (1966) recommended management training for
nurseé in three stages:
~ 1. First line management, coﬁsisting of two‘periods‘of two weeks
- designed fo meet the needs of Charge Nurses. |
2. Second line management, to meet the needs of Nursing Officers
consisfing of 12 weeks tuition, again in two parts. |
" 3. Top.managemént cdurseg, to meet the needs of more senior nurses,

consisting of a further 12 weeks study.

In the South West Thames Region, where the present research was undertaken,
management -courses of two weeks duration introduce staff to management

concepts. Further modules of training of 3 to 5 days duration



concentrate on:
| The tfaining aspects ofyyhe manager's role.

Effective Presentation bf ]nfgrmatfcn.
.StéffrdeVelopment.
Interviewing
Committee work.

The two week management course is designed to allow the students tb

study: |
Programming and planning of work’
Persdnnel and employee relations
lnterpersonai skills and self-awareness
Verbal'communicatibn; one to éne and one to group
Written communication, febofts and‘letteré
Objectives setting, performance appraisal
Curren; issues in the National Health Service

Allocation and control of managerial resources

Who has attended management courses?
Overall 75% of respondents.
Statistically significant differences existed between:

Those on night duty - 61% attended and

Those on day duty - 75% of whom attended.
Those working full time - - 79% and
iThosefWCrking part time - 62% of whom attended.

Management training and participants expectations.

In Appendix A, Table Al7 shows that, overall, 52% of respondents
who attended management courses (213) recorded that the courses met

their needs.



There were statistically significantVdifferences between:
Nursing Officers (General) - 91% and
Others ' | ' -‘47% whose needs were met.
Nursing Officers (maternity) also exhibited lower levels of
7.satisfaction with these éourses but the numbers were small and the
differences‘did'not reach signifiﬁance.' |

The courses related to work?

Overall, 51% of respondents considered that the courses attenaed related
to work. |
‘There Were stétistica]ly Significant differences between the
responses of: |
| Nursing Officers (General) - 91% and
Others - , .~ 5% fecorded this.
, Again NursihQVOFfiéefg (maternity) record differently. . No Nufsing
Officer in the maternity area considered that the course rélated to
kwork. The numbers are small and not statistically significant but
in view of the hngh partIC|pat|on of mldw1ves in post basic educatxon
thIS response may reflect high expectations which are not belng met
or it may .indicate a lack of involvement by mldleeS in courses which
do hot enhaﬁce their knowledge of their own specia]isf field.
Further information was glicited from respondents regarding
the course contents to establish‘whatvexpectations if any were not
being met and these were Iimited>to Informatfon on:

1. Theory content of the course (defining theory as the expos:tlon

“of the principles of a subject)

60% overall considered that they required more

theoretical content. .
It is possible that in the two weeks or so available to tutors it is

not seen by them as practicable to place the management concepts



being presented within a comprehensivé framework of management theory

but without an understanding of the‘various schools of thought which
‘have contributed to this body of knowledge from scientific management
yfhrough human relationships to the behaviédraT sciences, the information
received may lack a reliable base and the enquiring nurse ma* well reject
informationvwhich is not supported. )

2. Practical aéplications.

57% of respondents considéred that the presentation
of fnformafion on such courses needed more practical application. There
were no significant differences between groups. |

Pembrey (1978) writing of Charge Nurses aéquisitiqn of
management skills reports that the development of these skil]siwas‘
not enhanced by attendance at management coﬁrses but developed among
those who exhibited such skills through experience at staff nﬁrse level
and that these Charge Nurses had all idéntified a ‘role model' from
whom they had learnéd their management skills.

The present Qtudy does not fuliy support this finding. indeed
many réspondents‘commented, both at intérview and‘in the questionnaires
that (in addition to being an interesting eXﬁerience) their attendance
at management tréiﬁing courses- had been valuable in stimulating them |
to develo@ newAthinking and the most frequent comﬁent was that the -

' épproach to teaching, which respondents identified as being informal,
was suited'to‘adulté in é learning environment and‘was stated to be
""encouraging'’. What seemed to occur was that the various parts of the
curriculum, hung together‘without the bonding of theory, proved too
"difficult to assimilate during the shoft period of the course and,
lacking reinforcement later, became difficult to build upon. Some
respondents identifying a need to develop further their inte;personal'

skills cited management courses as the catalyst which enabled them to

identify this need.



There were other comments from respondents:
3 recorded that their lectures were presenting '‘red"
political theories.

L that their lecturers discussed everything in
terms of factory floor practices and did not relate

anything to hospitals.

1 recorded that no-one mentioned patients needs

throughout the course.
The high level of attendance at management educational courses suggests
that:

(a) When the educational céncept becomes fashionable

and

(b) Regional Health Authorities fund the programmes,
local empfqying authorities will take advantage of the provision offered.
It may be Fhat if the same emphasis Qas giVen to other formé of
~ educational programmes for nurses, the same high levels of attendance

could be anticipated.

In what areas do nurses‘idgntify,a need for updating?
~ In Appendix A Table A5 shows.us that respondents mostvfreqﬁently
identified a need for: |
1.  “General clinical updating.i .
Overall 25% of respondents recorded this. |
Statistically significant differences existed between the respohsés
of: |
Midwives - 123 and
Others - 27%
This difference may indicate the effectiveness of the obligation upon
midwives to attend updating éourses every 5 vears.
No other statistically significant differences were observed.

2. Interpersonal skills.




Table A7 in Apbendix A shows Qs that 22% of respondents recorded
a need for training in interpersonal ski]]s(A
Quénzer (1974) noted in her study that nurses were unaware
that interpersqnal skills could be used therapeutically for
patients and Dodd (1974) found that nufsing staff, in the hain,
did not consider that such skills could be ' inculcated during
edﬁcationé] programmes. Bergman (1979) examiniﬁg the educational
ﬁeeds of Unit Head Nurses (a group she equates with Charge Nurses in
: fhis_country) in Israel, found that such nursesAidentierd human
relatidnsvskills as first in ordér of importance in tréining needs.-
In the present research the qﬁestion asked was:
""Could you list any subjects which you consider
could uSéfuIIy be studied by nurses in'charge‘_'
of wards or departments to help them develop and
mainta?n tﬁe skills required of them." |
The replies categorised as “iﬁterpefsohal skills" were identified
by the researcher from the folfowfng seven groups of responses:
(a) Need‘té understand patients’ anxieties.

(b) Need to help staff understand patients’ needs. (This

~_included reference to. social and psychological aspects).

(c) Need to know how to support relatives in periods of
great stress e.g. bereavement. '

(d) Need to know how to relate to relatives generally.

(e) Need to know how to integrate staff. into the ward team.

(f) Need to know how to make the ward team cohere.

(q) Need tovknow how to help other groups understand

* ward needs.
As in Bergman's (1979) study it can be seen that in this research
nurses did give high priority to these factors without labelling them

precisely. |t may be that changes in society generally are the



’precipifating e]éments here since nurse training, historically,
Whilst acknowledging the importance éf an'empathetic approach to
patient care has been able to devote little time, in a crowded
curri;u]um to developing these skills. (See pages |5 and Appendix G
for information én tﬁe content of nurse traiﬁing programmes) .
Stati§tically signiffcant differences were observed between the
‘féllowfngvgroups: |

Those with dependents . = 16% recorded a need for interpersonal
skills.

Those with no dependents = 27% recorded this.

Males - 14% andr |

Females - 27% of whom recorded this.
’Time qualified also influenced:-

0f those qualified less than 15 years - 36% ideﬁtified

and ; 0f those qualified 15 or more years =~ 15% identified.
Itvis possible that pebple with dependents and also those who have
a-number of years experience may feel that they have acquired such skills
by means of their life's experience. There is, perhaps a danger here
in assuming that all lives yield sufficient experience to enable people
to develop such skills and that others will be capable of internalising
the experience'td enable them to develop these necessary skills.‘
Another area of need identified by respondents,‘albeit to a lesser '
degree, was that of teaching skills. v

Appendix C Table €3 tells us that 8 respondents had training-as
nurse teachefs, either having clinical teachers certificates ér were
Registered Nurse Tutors. kAnother 30 respondents had attended 3~5
"day programmes deécribed either as Art of Teaching, Examining or
Teaching and Examining.v This represents 13% of the sample. - Marson (1979)
writes of nurse training in the United Kingdom that it assumes that

nurses learn as they work and from this she makes a further assumption,



that trained nurse§ teach. Fretwell (1980) tested this in her stud*
of the ward as a learning environment and concludes that the Charge
Nurse both creates and controls this aspect of Qard experience for
nurses in tréining. ~ Goddard (1963) noted that Charge Nurses spent
little measurable time in interaction with learners.4lLaIean (1973) also
comments on the small proportion of the ward sister'é time;which was
spent’in_informaf communications with Iearnef nurses. 2% was the
propdrtion observed. A further 14 - 22 minutes per day on éverage were
sbent on formal communications (giving of reports etcetera) in
-_.each ward. Lalean also néted'that 20 communications an hour were
liable to fragment the Chérge Nurses time and suggesfs that this pattern
leéves little time for teaching..ARevang (1962) atso noted the
: mu}tivafiate deméndé on the ward sistef andithe paucity of time
‘actually available to be spent with learner nurses. These studies ﬁuggest 
that where}there isziittle interaction there can be little teaching‘and
Lamond (1974) says of learner nurses that they recordéd thé Charge
Nurse as potential teacher in only one third of bossible choices. Also,
Catnach and Houghton (1961) in their study of methods of teaching in
nurse training schools did not observe any incident which they
categorised as ''teaching' by Charge Nurses'during the month in which
their data wems collected. However, Schurr (1968) reflect§ the Charge
Nurses’views on this\with the qhofed cémment, "Whatever we do we
are alﬁays teaching." Pembrey‘(1978) (see page 15| ) seems to support
this. Fretwell (1980) also, in her exhaustive study of the ward as
a learning'environment recérded that the time spent by Charge Nurses
in the teachiﬁg of learners was obServed’to vary from 1% - 13% of the time
available.
Respondents in the present research record relatively low

priority to the acquisition of teaching skills and in response to

the question, '"Are there any programmes available to you to enable



you to develop the teaching skilis_required of you in your ward

or department?' Some mentioned rolé mddels; doctors,

sisters, other‘nurses._ Others stated that to train as a nurse
enabled the nurse to develcp teaching skills for use in the ward
situafion.v.

Overall 12% of respondents recorded a need for training in teaching
skills. (Appendix A, Table A7). There‘were gtatistically-‘
significant differences‘between: Z

Those qualified for less than 5 years - 20% of whom .
' - recorded this need. -

"Those qualified for 25 or more years: - 6% of whom
‘ recorded this.

'ThereAare fndications from this and from other étudies,
‘Goddard (1963) Lalean (1973) Lamond (1974) Fretwell (1980)
~ that no c!eaf understanding exists of the role of the Chérge Nurse
in theifeékhing of learners. Indeed Marson (1979) states that a
frequenfly heard comment from Charge Nurses interviewed in her study
was "o, . 0if | hadeanted to teach | would have taken a nurse tutor
courée? Marson posits that if the emphasis was moved Froﬁ “teaching”
as a didactié activity aﬁd placed on '"learning' as a personal
developmeﬁt, some of these difficulties would be overcome; a plea
for a facilitator ofvlearning rather than abteaéher. Ogier (1979) draws
.éomewhat similar conclusions from her research stating that emphasis
should be‘plaéed oh training in intérpersonai skills to enable
Charge Nurses to meet the learning néeds of nurses in‘traininé.‘ The
laCk of ébnsensusrbetween tﬁe expectations of the educétiona]iéts
and the perceptions of Charge Nurses is in need of further exploration
since during a period when reéearch indicatés the inCreasing

multiplicity of demands upon the available time of the Charge Nurse,



incre;sing emphasis has also been placéd upon the teaching aspects
of the role. Lalean (1973) suggests that ﬁhe implications in terms
of time of the teaching component of the Cﬁarge Nﬁrse role should |
be acknowledged apd ¢atered'for 6r‘the_]éck of available timeAghould
be duly accepted and adequate alternative arrangements made.

Other skills needed - less frequently recorded.

1. Specialist skills - 10% recorded.
This category described needs associated with
specialist areas of work andlincluded referenée to
uﬁdating in theatre work, infensive therapy,
neurological, renal and coronafy care knowledge.
2. Technical Skills - 5% recorded.
This category described knowledge needed
' to manage equipment and included reference
to mon?toring equipment used in assessment
diagnosis ahd therapy.
3. Academic Skills - 4% recorded.
This cateéory ihcluded reference to the bip]oma
of Nursing, studies in éociology; psychology
and-biochemistry. |
It Wés a surprising finding in this research that few respondenté
mentioned fhe Diploma in Nursing as a part of continuing education in
nursing. Foﬁr respondents recorded reference tojgzploma in Nursing.
One had been awardedAthe Diploma and one thé Advanced Diploma in
Midwifery. wa others mentioned this as a possible avenue for further

. study. This is discussed further on page 159,

Post-basic and Inservice Tutors

Question 12 in the questionnaire used in the survey

asked:
'Is there a nurse specifically in charge of education for

qualified nurses in your districtl'



ﬁuring the period of the survey there were threé districts in the
sample who had a nurse designated as a Senior Tuktor, post-basic
training or Senior Tutor, in-service‘trainfng. Only 4k4% (124)
answered this question. 90 respondents said that there was such a
tutor. 30 came from districts which did not Have chh a post. |
30 said that there was not a tutor for bost4basic education.

10 came from distr%cts that had a tutor in post.

- This data suggests that respondents either‘didvnot interpret
the question correctly or that the presence of a tutor specifically
responsible for‘this aspect of nurse education Had, at the time of .
the survey, made little impact upon the districts generally, An

incréase in the number of such appointments_withih-thé Region may well
‘.Have given gfeater publicity within tﬁe districts to fhe éxistence

of the post and brought about greater'awareness. The lack of
consistencigin‘the réSponses means tha£ the information must be
treated with caution and these responses ‘have not been included in the
data éntered for computer anaiysis. |

Basic Nursing Training - was this sufficient to equip respondents

for their present role?

Thi;'questjqn produced.replie§ which wére surprising in view of
the other information offered. |
54% answered ''Yes''. |
-Statistically significant differences exist betﬁéen;
Those quélified less than 15 year; - 43% of whom recorded this and

Those qualified 15 or more years ~- 62% recorded ''Yes''.

Respondents from hospitals of less
than 100 beds ’ - 75% recorded 'Yes"

Respondents from hospitals of 100
or more beds

L5% recorded this.



" Most respondents who considered that their basic training was.
sufficient to enéble them to undertake théirbbresent post commented
Aeither: |
(a) that they had trained at a time when basic training

was considerably better than the training being presently

- offered.

(b) that they had trained at a training school which offered

Qery much bétter'training than was available in most

hospitals. | |
Oniy some respondehts recorded training at teaching hospitals.
It is possible that in replying to this question respondents Were
conscious of loyaltieS to an Alma Mater and considered that ﬁegative
replies implied unjustified criticism of the trainfng school.
| McGﬁire (1964) discusses this and suggests that this loyalty to hospital
incu]catedyduring th; training period, inciudes a denial of the fight
to criticise. The design of the survey did‘ndf allow this subject to be
_pursued and it is an interestiﬁg area for further exploratién. It
would be useful fo know; for example, why Nursing Officers considered
that basic training equippéd them sufficiently since no respondent in
the survey‘in Nursing Offfcer posts could have trained at a time when such
posts existed. Also it could be asked, What difference does hospital
size maké? Are changes in practice less evident in hospitals of.less
than 100 beds?

It was asked of resbohdénfs if they séw a needAof short.
updating courses from which they couldvchoose a programme to meet
their own individual needs.

In Appendix A, Table A18 shows us that 97% of respondents
saw a néed for this. There was some divergence of view as to whether

such updating should be voluntary or compulsory. Amongst the 97% who



recorded a need 71% considered that sﬁch uédating should be
voluntary.

28% felt that this should be compu]sory;

Stétistica]ly significant differenceé exist only between:

Those working in general areas - 77% of whom prefer
' ‘ ’ voluntary attendance.

Those working in specialised‘areas

(this includes midwifery). ~ 63% of whom prefer voluntary
attendance. '

Appendix A Tabie Al9 also demonstrates the view of respondents
regarding systematic updating such as that which is mandatory for
- midwives. (See pagelfh-for the rules applying ﬁofmandatOry updatfng
for midwives) |
Overall 3% of'respondents considered that this was unnecessary.
Statistically significant différences exist between the views of
réépondent; regardin; whether or not such updating should be compulsory.
84% of midwives recorded that it should. |
53% of others recorded that it should.
58% of all respoﬁdents considered that there:should be systematic
updéting on a compulsory basis. |

Proportion of respondents who recorded satisfaction with

opportunities available to them to update nursing knowledge.

Scale 2 (described in the methodology chapter, page 81 was designed
~ to measure respondents levels of satisfaction with the facilities

- perceived by them to be avaiIaEIe to enable competence in nursing to
be maintained. As with Scale 1 the limitations on such measurement

‘ was'récognised and only scores of 25 and less were used to identify
dissatisfacﬁ?on, whilst scores of above 75 were accepted as indicating

satisfaction with facilities.



In Appendix B Table B3 shows fhat:
Overall L6% of respondents registered dissatisfaction.
8% registered satisfaction.
Statistically significant differences were identified between the
following groups:r .
‘Respondents'on night duty - 59% of Whoﬁ scored 25 or less.
Respoﬁdents on day duty - 42% of whom scored as dissatisfied.
_ Married nurses - 59% scored 25 or less
Unmarried nurses ~ 37% scbred 25 or less.
Home commitements also influenced:
Those with dependents - 50% scored 25 or less.
Without dependents - 41% scored as dissatisfied
Specialty.alsobhad an effect:
. Midwives recorded 16% as dissétisfied.
Othe}s recordé& 51%.
Grade influenced in the general division:
'21% of Nursing Officers scored 25 or less
54% of Charge Nurses scored as dissétisfied.
~ Table Bh4 in Appendix B shows us thét participants in post-basic
educationél programmes do not exhibit different responses overall
but those who have participated in 3 or m6re programmes show
statisfically signif{cant differences from:those who have not
participated.
Other factors whfch may Ee éf importance to nurses when they are

considering the need for updating nursing knowledge include :

1. Potential mobility
2. Preferred time span
3. Preference for full time or part time study.

Who is free to travel?

Appendix A, Table Al3 shows that only 19% of respondents recorded



an ability to travel away from the home district.

‘Statistically .significant differences exist between:

Married respondents - 13% of whom could travel
and Unmarried respondents - 29% of whom could.
Those who work full time - 23% who could travel and

Those who Qork part time - 5% of whom who could.

Thié may be demonstrating that career orientated respondents
(those who work full time and are unmarried) can devote hore time to
- the updating of nursing knowledge than can other staff.v It must be
remembered, however, that ail of the respondents In'this‘study ére in
charge of wards and departments for some part of the working day or
night and will need to be as wé!l informed as any other nurse who is

in charge.

How long should a programme last?

Apﬁendix A, Table A9 shows that more than half (79%) prefer study
progrémmes lastfng no more than 1 Weeé  and only 10% of respondents
consider attendances ét éourses of longer than 1 monthf

35% of respondents record a willingness to use their own time to keep
bup‘to date with nursing.

There are no stafistically significant differences between groups.

Part time study rather than full time study?

In this research part time study is defined as study undertaken
whilst still résponsfble:fof the ward or department. This méans day
‘rélease or some similar arrangement or study undertaken butside
’working hours. |
~Appendix A, Table Al3 shows that:

41% of all respondents prefer this.

Statistically significant differences exist between:




Those working on night duty = 5Ly

and Those working on day duty - 38% of whom prefér part time study.

Those qualified 25 of more years =~ 57%

and Others A - : - 36%

1
.
g
5%

Those working in‘specialty areas

~and Others ‘ - 39%

Who could extend the working déy to include study/travel

"Appendix A, Table A.13 shows us that:

Overall 50% of respondents could extend.

Statistically significant differences exist between:

Nursing Officers ' - 72% of whom could extend
and Charge Nurses - L49% of whom could

One other group who show statistically significant differences
are those:
Working at nights o - 61% of whom who could not extend

and Those working on days - 45% of whom who could not.

The subprogramme Mulfip]e Regression was used to idenfify variables
whicH predicted levels of éatisfactionvwith facf]ities recorded on Scales
1 and 2. fhe variables included were those which showed significant
differences in the scores 6f certain categories of respondents.

"Séale 1

Variables:

Sex of respondents
Shifts worked

Grade of nurse



Availability of journals:
- in hospital
= . in work place
Attendance at post-basic educational programme
(including all three categories)
Social status
Presence of dépendehts

Type of nursing (general/maternity)

" The results of this ana1ysis were disappointing in that only 17%
of the variance could be accounted for by the variables entered. The
variables influencing were:

Availability of journals
Grade of nurse

Sex of respondent
Reading of medical journals

Attendance at post-basic educational programmes.

In Appendix B,lTable‘B 5 ft can be seen that 7% of fhe variance
can be accounted for by the presence of jdurnals in the workplace., The
other variables accounted for the remaining,!ﬂ% of variance. This suggests
that a varizty of jourhals ciréulating thfbugh wards and departments,
perhaps on a Unit baﬁis, would enable nurses to achieve hfgher levelsr.

of satisfaction with facilities available,

Scale 2
Variables:

.Sex of respondents

Shift worked

Grade of nurse
Availability of journals:

- in work place
- in hospital

Reading of medical journals

Attendance at post-basic programmes (including
all three categories)

Social. status
Dependents

Type of nursing.




Table B 6 in Appendix B shows that 21% of the variance can be
accounted for by the variables entered and that 17% of the variance can

- be influenced by one variable only. Thus:

Table 12

_Presence‘of dependents - . , | 17%

t Typé of nursing - | 1%
Grade of nurse - 1%
Sex of respondents - 1%

| Shift worked - )
Availability of journals - )
Social status - )
Reading of medica]yjournals - ) 1%
Attendance at post=~basic )
education programmes (all three )

categories).

This nggests th;t the presence of dependents amongst nursing staff
has a strong influence on the acéeptabiliﬁy of educational courses
available to them and since 45% of respondents (see page 91) in the
sample recorded that they had dependents, the p]annfng of such programmes
must take ’coénisance_of this.

In ordér to make the utmost use df the data available, the Finaf
éommentsisupplied by respondents were investigated using the process of
bcontent analysis. Lindzey and Aronson (1954) stéte that when usiﬁg this

vpfocess, categories may be identified by heans of a preliminary |
' impressiohistic analysis ana Gal tung (1967) that these categories must be
treated in the same way as other units of analysis. |In this research the
categories were identified from the unstructured final comments of
respondents and the analysis yielded 10 classes of response; 9 specific
and 1 generalised category containing’miscellaneous entries,

98 (35%) respondents made 185 comments, 6 comments related to the

respondents’ interest in the questionnaire and have been abstracted from



the rest of the analysis, leaving 177 comments.,

Category 1

A need for new knowledge to enable trained nurses to keep

up to date with nursing.
51 respondents referred to this - 29% of comments.
This is 18% of all respondents

Category 2

An expressed awareness of discouragement from the organisation
for whom they worked, in their efforts to keep up to date with

new knoWledge,'
31 respondents referred to this - 18% of comments.,
This is 11% of all reSpondents

Category 3~

A»neéd for a new flexible approach to continuing nursing -
education. Here the use of films, cassettes and postal courses

wéfe mentioned.
28 respondents referred to this - 16% of comments.
This is 10% of’all respondents
‘Category 4 |
A need for publfcity regafding lTocally avai]abfe programmes.,
12 respondenf; referred to this - 72 oficomme“nts°
V‘Thig is 4% of all respondents,

A need for library facilities at times when the library can

~ be used.
12 respondents referred to this - 7% of comments.
This is 4% of all respondents.
" Category 6 |
A need for compulsory updating programmes.,
12 respondents referred to this - 7% of comments.

This is 4% of all respondents.



Category 7
A need for‘more'appropriate management training.
10 respondents referred to this - 6% of comments.
| Thi; is 3% of all respondents
Category 8
A need forleffective programmes to give some skii] in

~ teaching nurses on the ward.
8 respondents referred to‘this - l&%_of.ccr‘nments°
| Thfs is 3% of all respondents
‘Category 9'
An_identification of post basic up—dating'pfdgrammes,being

used as a ''reward" rather than as a necessary part of staff

development.
6 respondents referred to this - 3% of comments.

This is 2% of all respondents

Percentages are rounded, where appropriate.. Such percentages become -

less valid as numberé diminish,

This group contained responses from:

3 Charge“NQrses who kept up to date with nursing.by reading

nursing journals,

2 Charge Nurses who kept up to date with nurses by talking

to doctors.

-~ 2 Charge Nurses who stated that trained nurses should keep
up to datéwwith nursing by nursing patients and not by going

on courses,

The opportunity to qtilise a different technique for data gathering,
within the framework of an otherwise rather tightly structured questionnaire
is useful and this self-generated data enriches the research and content

ana]Ysis enables such data to be disciplined into identifiable categories.




Table 13

Categories of Comments

"Related to Percentage

"of Comments and of Respondents

| Category | % of Comments , ‘% of Respondents
1 . 30%  (51) | - 18%
2 | 18y @3N 113
3 " 16% (28) 10%
L ' 7% (12) Ly
5 % 2 | g
6. | 7% (12) by
7 6%  (10) 3%
8 5% (8 3%
s | om (e 23

(Figures in brackets represent numbers of comments)



" "CHAPTER 11

Analysis of Interviews

"The ward sister is:
A paragon of virtue
A fount'of all knowledge

A Jack of all trades and master of all."
- Opinions collected by P Young for a study sponsored
by the King's Fund. She continues "' ... but as‘yet

there is no traihing for this arduous role."



Webb‘(i977) suggests that different‘data gétheringltechniques,
applied to thé samé problem help to clarify response. In the présent
research; trianguiatjon was attempted by means of the following approaches:

1. Thé use of qﬁeétionnaires. |

2. The content analysis of final comments in the

questionnaires.,

3. The use of data from interviews.

Benney and Hughes (1956) consider that by its very nature the
interview is a transitory experiehce and nofethat it is essential to
establish a réciprocafory relationship in the short time available,
thereforé én intérviéw, whfch is a meeting with a burpose, is dependent
upon interaction bétwéen the peoplé involved. - Benney, Reismén and Starf
(1956) remind ﬁs that the interviewer takes certain attributes to the
intérviéw and éomment on the inflﬂence that factors such as age; sex or
ethniq'grouphﬁay.havé Jpon the data collected. Wiliiams’(1970) also
conciﬁdés that interviéwer role performanceAis a factor influencing
réSponse° These viéws wéré useful reminders of the diffféuity‘of
developing absolﬁté neutrality whén conducting interviews. Page 79
describés.the attémpts made by the'résearcher to reduce‘any'potential
ténsions asSéciated.with the interview. The experience of Davies (1971)
in initiating intérvfews with Charge Nurses also influenced. Charge
Nﬁrses to‘whomquest?onnéirés were beingvdistributed (those who were
se]ectéd for interview) wére asked to participate in an interview and
the time was set as soon as was convénient for the Charge Nurse. Most
appointménts weré made for the afternoon of that day and all appointments
were kept, the rééearcher stating that’if the ward situation altéred and
the wofk pressﬁres Qere too great at thé time arranged a new appointment
would be made. In fact; althoﬁgh sémé interviews were delayed no-

interviews were cancelled.



As already described (page$0 ) fhe intérview setting varied
according to the local situatioﬁ and the researcher concentrated on
achieving a period free from interruption, jn énrenvironment which enabled
~a relaxed discussibﬁ tb,take place. Thevweather was dry and warm and the
- gardens were often ﬁsed_whén there were secluded areas with seats available.
Appendix F shows the check list used to.guide the interview. .The
questionnaires already distfibuted was also utilised in the initial stages

of each interView to identify the priofity given to the items included.
. Table 14

'Priority Given to ltems in Section 1

Priority ltem. . ... .. .. . ..
1. : Need for adequate nursing library
2. ~ Need for journals in an accessible place
3. Need for small specialist ward library
b, Adequate selection of journals
5. Journals available in workplace
6. 'Library opening hours to suit users

Thevrésponses here reflected the respondents perception of what
Qas avaflableof Some respondents referred to the inaccessibility of libraries
‘and some to the libraries being desighed”for learner nurses and therefore
that trained nurses were not appropriate users, The foliowing stafement
demonstrétes: |

"I have the feeling that | should not borrow anything

although they don't mind my reading in the library."

Hospitals in some districts were very scattered and this was
indicated by some respondents as a reason for difficulty in taking
advantage of district library facilities which were known to be available.

Financial difficulties facing the National Health Service was regarded by




many respondents as a limitation on any funds which could be legitimately
be made available for the dispersion of books/journéls throughout hospitals.
Comments regarding journals included these aspects:

Journals were available in some hospitals and in small
hospitals were readily available in sitting rooms or

dining areas.
Journals were available in School 6f’Nursing libraries.

Journals were available but in situations such as the

waiting areas around nursing administrative offices.

The researcher Was able to obéer?e that this wés indeed the case.
Many hosptials had, ffeely available, in_waiting areés attached to nursing
administrative offices collections of one or moré nursing jburnaléollHowever,
as Davies (1971) notes thé comp]exitieS'of.the status'hierérchies in nursing
,ﬁay mi]itaté;ggainst thg utilization of journals in these circumstances and':
it was evident from discussion with Charge Nurses that journals, available
as described;Awéré not considered to be easily accessible as feference
material; 'Thére wéré sﬁbtleties here which were not explored fully,
Chargé Nﬁrses interviéwéd considered that nursiﬁg journals were a means pf’
keeping ﬁp to daté with nﬁrsing but severé] respondents nggested that
léaving thé ward to -look Qp information in journals would not.be considered
appropriate béhavioﬁr;

4.Nﬁrsingk0fficers;T:on the other hand,bexprésSed>the views that

joﬁrna]s wéré avéilablé to all trainéd staff and none of those interviewed
considéréd.that the siting of these joﬁrnéls in administfative office suites
would inhibit their use by ward staff. |

Thé nééd for appropriate text books to be available in the wards was .
mentijoned by sévéral Charge Nﬁrses;’some of whom used their own books in
this way. Many of thésé déséribed their téxt books as out of date. One
Charge.Nﬁrsé statéd that shé tried to add oné such book regularly and

estimated that she contributed books every couple of years.



Appendix C Tablé 18 contains information on the variety of journals
avéilab]e to nurses and it éan be seen that there are few nurses who
feﬁord a wide selection of joUrnals being available. 79% of respondents
Arecord 1 - 5 journals avaiiéble° Some respondents used the Post-Graduate
vMédica] Centre'Library; stéting that it was easy to Qet permfssion and that
the selection of jourﬁalé was wide.  Again, only those working in hospitals
designated és_District‘General Hospftals meniioned this. The percentage of
Nursing Officers who percéived a wfder selection of journals being available
to them was 14% and Charge Nurses 8%. This difference may reflect the
difference in role which exists, since Charge Nurses, as Davies'(197l)
deséribed ‘are ward-centred and therefore may perceive avéilébility
strictly in ward terms, whereas Nursing Officers by definition are Unit
based‘and‘a unit may be dispersed geographically, allowing the Nursing.
Officer'acces$ to faci]jties over a wider érea and therefore increasing
awareness, -' ﬂ

vAt intérview somé.Charge Nurses also mentioned making their own
joﬁrna]s available to staff within their wards. Others (3) mentionéd
medica].joﬁrnajs béing'left'by doctors. However, these were not available
on a systematic basis. |

That the nﬁrses interviewed saw a need for updatfng information to
be available to aid proféssiohalldevelopmenf was well supported-by the
interview fihdi_ngso Respdndents were also well aware‘of the ffnancial
implications of sﬁch fécili?ies° There was some conflict as to the
jﬁstification for spénding morévfunds and the lack of reality assdciated
with such expectations waé mentioned by several Charge Nurses, who indicated
that when bﬁdgéts wéré tight, as they perceived them to'be, it was unrealistic
to think that sﬁch expenditﬁre would be made. Several Charge Nurses indicated
that . their Loca]'AchQrity Libraries were helpful in obtaining professional

material,

The next area which was discussed was clinical deating relating



to educational programmes.,

‘Table 15

Priority Given to ltems in Section 2

Priority  Type of Prograﬁme.
182 4 _ District based clinical progiammes
3. ~ Need for specialist updating
L, o Need for more formei training programmes
5. Better organised local lecture programmes
A67 . ‘SeriesAQf iecei_study‘daysAcovering‘one topic.

It is appreciated that it is unrealistic to expect nurses, who.
are not educationalists to identify specific training/educational methodsb
end what wasxhoped herz was that those interviewed wonid be able to indicate
‘deficits. It 'was evident from responses that nufses were thinking in very
traditional terms when they considered anyvupdating methods . |

MacGnire'(T96h).has indicated the narrew professional basisvof nurse
training and it is a weakness in the presentvstudy that no particular effort
was made to nrobe the views of respondents regarding the effect of this on
their perForhance as Charge Nurses. Certainly, from the information offered-:

it was appafent that nnrses were well aware of the essentiei‘natnre of

interpersonal skills reiated'to the‘Charge Nurse role but only 2 Charge
Nnrses stated specifically that they felt a lack of such training in their
nufsing educationo |

There'was a consensus view amongst those interviewed that updating
programmes'for'trained nnrses shonid be available locally.  Most nurses
considered fhat the additional burden of having to leave theif home district
wonid rednce interest in Snch programmes if they were available. |

‘sﬁbsquént data relates to the information detaiiee in the Check list.

(see Appendix F).



The attitude of the employing authorities towards the needs of respondents
to update nursing knowledge was sought. If this was not mentioned
spontaneously it was asked if those being interviewed considered:

a. They were encouraged to take advantagevof updating

opportunities? -
b. Their ability to'do this was taken for granted?
c. There was fndifference to their ability to do this,
- d. They perceived themselves as being discouraged fro% doing
this, ' ' '
I't was interesting that almost all reeeondenfs considered the
'financia} implications of updating programmes and this constraint was offered
by some as an explanation for lack of’encouragement. in addition, many
Charge Nurses stated that it was relatively easy to get funds if furfher
education was heeded to train as a teacher of nurses but that further
edueation‘in*clinical matters (if it lasted longer than one day)iwes regarded

as a luxury in relation to clinical nurses,

“"Table 16

“Attitudes to Updating

ﬂReépohseéﬂ. ..... T i Numbers.
Positively discoﬁraged 8
Not discoeraged but little available 7
Not discouraged bet no moneyavailable 7 ;
Updating taken fer granted 5
AEnccﬁkagéd;jyxtt.1‘.:..' ............... b

In addition to these comments, some Charge Nurses in the general
divisions also commented that attendance at any kind of educational programme

was presented by way of reward, rather than as a necessary commitment to



compétence. Two Nursing Officers interviewed, on the other hand
considered that Charge Nurse ''expected everything to be handed to them
on a plate." |

Several nurses‘discussed this topic ih terms of ''professional’
v updatihg° This c]earfy meant that they were seeking knowledge relating
to nursing and did nof necessarily implyré sociological definition of
professionalism. However, this awareness of a body of knowledge
hecessary to nursing may be an indication that nurses are, as Fretwell
(1980) states, in a developmental state regarding prbfessionalismo'

It is perhaps USefql here to remembér that because of the interViewan
format used,‘it was not possible to maintaih a set method of questioning |
nor to use pre~determined probes td elicit .information. The interviewer
did howevér, endeaQOur to maintain a neﬁtra] attitude and most probing took
the form of “Coﬁld you explain thét a little" or "Am Ivinterpreting you
correctly?" ?At the eéé of each interview the interviewer read to the
'respondént.what she had recorded and aménded any mis-interpretations,

,Pﬁrsﬁing thé qﬁéstion of updating needs and its potential for reducing
thé timé spént with patiénts: |

Chqrgé Nﬁrsés in thé géneralfdivisfon‘expressed these views:

‘a. Keeping up to date with nursing did not reduce the time
spent with patients because it had to take place in the

periods out of working hours.

b, Time spent in improving knowledge is of benefit to patients

because it results in better care,

Midwiféry staff statéd that the time spent in updating and
increasing knowlédge was a necessary part of a midwife's career. Patients
wére more ]ikély to be well looked after if the midwife was confident and
know]édgeablé midwives were more fikély to be confident.

.NQrsingIOFFiCérs all stated that they felt that the investment of time

was not to the detriment of patient care. This was referring to their own



needs and one Nursing Officer consideréd that more training was needed
in management techniques but that‘thisvwas actively encouraged where She
worked. ~Four of the Nursing Officers intefviewed did not consider that
they had opportunfty for systematic updating. One considered that the
present management trainihg available within the National Health was
systematic and adequate.

All midwifery.staff regarded their opborfunities for.systematic
updating to be adequate. | |

| Charge Nurses in the géneré] divisions‘respbnded differently. There

was generallagreemeht that there was~ﬁo ppportunity'for systematic updating.
One Charge Nﬁrse who had attended a Joint Board of Clinical Studies course |
just before hér appoinfment to her post a few months before the survéy said
that she fé]ﬁithat was happy about her own opportunities but she did not know
what others did. Two main points were made:- |

1, Those who toSk time and trouble were unacknowledged.

. 2, .Those who made no effort were régarded as being jusf

as competent as those who did try to keep up to date.

This evidénée of a need for effort to be rewarded, either by
being réqognised by seniors or in terms of promotion; was also néted by
Bérgf(1973) in an American study. No Chéfge Nurse’interviewedvregarded
local stﬁdy'episodes as offéring opportﬁnity of systematic ﬁpdating. However,
in one Health District thé Post-basic department of the School of Nursing
cdnsidéred that tHey prindéd the opportunity for Charge Nurses to devise
ways of meetin§~their‘own updating needs in a sYstemafic manner by offering
them,the.possfbility of taking bart inbany,programme available whether for
learnérs or trained nﬁrsesv No nurse interviewed in that district indicated -
any awarénéss of such obportuhities;

When the data for this research was.collected the effects of the 1974
reorganisation -of the National Health Service were still being felt and

respondents expressed the following views on this:-



a. Management changes of this kind had little impact on

nurses working in the wards.
More than two thirds of respondents indicated this. A few
"~ nurses statéd that decision making took very much longer. Another small
‘group considered that the reorganisation had brought great Eenefits to
the hospital.

Varying views were expressed regarding the nursing‘management
structure operating; bMost nurses considered that the management -pattern
developed after the pubiication of the Salmon Report (1966) had resulted
(see page k4 ) in benefits for the Charge Nurse wnich enabled ner/him
to concentrate on the delivery nf care to-the patient within the wards.
However, some Charge Nurses recognised their relationship with Nursing
Officers as being part of a social éxchange (Chapman 1977)° These Charge
Nurses viewéd themsélves as risking a loss gf autonomy in clinical decision
making in éxthangé~for;a reduction in administrative work., One Charge Nurse .
explainéd; "t takés away some of the irritating interruptidns but you pay

"~ a price in interference at ward level,"

This was considéréd by most of those interviéwed to have improved
considerably but about half of the Charge Nurses qualified this by saying
that opportunitles for higher salaries had improved but not for nurses
‘who wanted to remain Tooking after patients. All Nursing Officers felt
thaticaréér oppOrtunitiéS'wére-improvédo
| Oné othér aréa of information was investigated. Nursing literature
$incé 1970 has containéd many references to the role of the Clinical Nurse
Consultant. The Royal Coilege of Nursnng Paper (1974) describes the
“training for. such a roie and gives some descriptive deflnituons of its
Qperatlon. In descrlbing.the post to the nurses interviewed, care was .
takén to différéntiaté‘this from thé roié of Clinical Specialist, usually

a Nursing Officer, operating in a specialty field, for example, the nurse



in charge of a Renal Dialysis Unit. The role was defined as a nurse with
cfinica] expertfse who wbﬁld be available to the Charge Nurse for
consultation on clinical nursing problems;- lt’was sﬁggested that this
 expertise would be based on experience enhanced by advanced aducation. The
~education needed was not‘specifievd° Two Charge Nurses considered that this
might be an interééting development allowing patient orientated nurses to
remain‘in touch with patient care. However, both these nurses were sceptica]l
of the ability of such nﬁrses to maintain‘clinical expertise and bbth E
considered that the rolé would bé,in'conflict‘with medical éonéUlfants, who
wouid resent the development and créate’difffcuities for an iﬁcumbeﬁt° They
conéidéred, also, that nurses in senior management posts WOQ]d also see the‘
role as thréatening.; A]l other Charge Nurses considered that this'development
coﬁld oﬁly bé harmfﬁl to nﬁrsés in cﬁarge of wards. It was clearly stated
by.thésefnurses that clinical éxpertise~shou1d be available at ward level
and,that.nﬁr;ég‘of Cha;éé Nursé grade were the peobie who neeaed this and
shoﬁld.be éﬁcoﬁraged to’acqﬁiré‘and maintain this,

No midwifé saw‘thé rolé as a reality, citing the need fof practitioners
to.bé éxpérts invthé'pracficé of midwifery. | | |

ANﬁrsiqg Officérs résponded differently. AIll but one of the‘Nursing
Officérs.con;idéréd‘that.thé.rolé described was the one that they enacted.
Somé of,thesé nﬁrsés had available their job descriptions which described
'thé.NQrsing Officér as a:clihicai expért (thesé jdb descriptions were based
on those examp]é$‘givén'in.thé Salmon Réport; 1966) . (see pagehs5 ). The
responsessﬁggéstéd.that.this_poténtfai dévelopment wa§ seen as a threat to
statﬁs and déscribéd as 1ikély to create difficﬁlties for the nurse in the
ward and for Nursing Officers, | |

A1l the Chargé Nﬁrsés interviéwed described the Nursing Officer as an
.”énab]ér“.who was nééded to.clear the way for the Charge Nurse so that she/he
coﬁld.conééntraté on.thé organisation of patiént caréo' No Charge Nurse

reported that the Nursing Officer operated as a clinical expert,



In Chapter 3 the literature was examined'to clarify understanding
of the concept of role énd tHe development of conflict both within and
between roles. It was apparent from the interviews undertaken that although
sociological terminolog§ was not used, the nurses interviewed had considerable
understanding of the concept and also had awafeness of pétential areas of
conflict. Charge Nﬁréés saw the,difficﬁlties experienced by Nursing Officeré
~whose awareness of the nééds, for example, for adequate étaffing feve]s, was
difficult to réconci]é_with management policies épérating. Role boundéries
were c]éarly recognised - Charge Nurses differentiating between the Nursing
Officer's control of resoﬁfcés and the Charge’Nﬁrses control over the |
organisation of the servicés-within the ward., .One Nuksing Officer also -
discussed_ro]é stréss which she re;ognisediat Senior Officer'leveirand
comménted.that, “Shé (thé Séniof Nﬁrsing Officer) cannot go on fighting
for resourcés for Qs asAshé doés; it makes her job‘impossiblé° No-one seems
to;be ab)é t6 understand the need of nurses for édﬁcationa]ropportunitieso”
Professional dévélophént was also acknowledged as a'réqﬁiremenf, one Charge
.Nﬁrsé stating that4nﬁrsés.in,chargé of wards stagnate if they do not havé
thé opportﬁnity to'acqﬁiré information on developmentsvin'nursingo' Pembréy
(1980) in discﬁssion with.Chargé Nurses stated that not 6nly did Charée
ANQrsés néédjécce;sV§o néw,knowledge in nﬁréing but neeaed té‘have the means
of assﬁring.thémsélvésAthat théir knowlédge was cﬁrréntoi This seemed also

to be identified by the nurses who_weré interviewed for this research.

‘Other  Interviews

in ordér to éstablishkthe degree to which updéfing, post-basic
edﬁcation‘was availablé to.nﬁrsés, interviews were sought with those who
provided edﬁcationa] programmés for'nﬁrées,and in addition to personnel
in Schools of Nﬁrsing; répréséntatives from other institutions responsible
for thé edﬁcation of tfainéd:nﬁrées were arranged. These included the

Royal College of Nursing, Joint Board of Clinical Studies, two universities



and a polytechnic. In Schools of Nursing in the districts included in

the sample, three schools had a tutor responsfble for post-basic/in-service
education in post for several years previous to the survey. Ono school
made such an appointment during the survey and the othér two districts
-made such an aopointment later, Respondents from hospitols in fhese
districfs.who worked ih hospitals peripheral tovthe District General
Hospital were not alwayo aware ihat there was such a péfson‘in post ih
the'dfstrict, suggesting that exfsting oommunioatioh systems were not
always sUcceésful, although one district reported that all educational
sossions were advértised on prominent notice hoardo and were jdentified

by brightly coloufed notices., This howeverhmakes thé assumption that the
target population looks at the nOtioe board. The type of programme avoilable
in the districts which had a tutor in post, varfed considerahlyc The main
thrust in one dIStrlCt was through courses approved by the J01nt Board of
Clinical Studles, whxlst at the same time offer:ng study days to Charge
“Nurses and other trained nurses covering a variety of topics. In this
district'élso the départmént‘was prépakéd to offer study facflities to any
Chargo Nhrse.who idéntified a particdlar neod, utiIising-any programme
being provided by.thé School of Nursing. This flexible appfoach was
féoogniséd by somé»norses in the District General Hospital Bﬁt staff in
other hospitals in thé District were not so well informéd° Another District
‘ offored‘a variety of sthdy dafs for trained staff and provided these on a .
hierérchical basis which méant that‘similar'programmes‘wére repeated for
several gfadés of trainéd,norses, résoltihg in nurses being eligible to
atténd pﬁogrammos évéry féw months. Topics inc]uded ]ecthres on fire
prévention in a programmé.which also had a lecture on the behavioural
sciencesg. Another programme was devoted to alcoholism. In this School
most SesSions weré»part of a worhing day; the other sessions taking all of
a warking day! A Third District in thé year before the survey offered

thirteen sessions to trained nurses, for example, surgical dressing



techniques, care of fhe dying, and legal aspects of nursing. Thisvdisfrfct
also provided Art of Examining programmes and had an affiliation with a
College of Education which provided training in teaching techniques'on a
half-day fe]ease basis for ten weeks. |In the Year previous to the survey
vtwe]ve people had attehdedc In these districts the programmes provided
werebbaéed on needs identified by the providers from information acquired
from staff within the Health Districts,‘ No particular pattern was identified
in the provision nor was there ény evidence of follow-up or reinforcement of
the inforﬁétion preseﬁted° Nurses who were responsible for educational
programmes for trained nurses wefe also responsible for the provision of
insérvice training for nufsing auxiliaries, which may have,encroached upon
the time available for the plénning and developﬁent of programmes for traiﬁed
nur$és° »It'must also be noted fhat ménagement education waé the responsibility
of another educational system organised by the Training bivision of the
Regional Health Authority.
Health Districts without fﬁtors specialising in post-basic

educational programmes, at the time of the survéy, offeréd the same ad hoc

' approach to the updating of nursing knowledge but.évén less systematically
and fewer study days were available. Interestingly, in all Health Districts,
~all staff réborted»g study session devoted to the change to an fhternational
system of measurement within the National.Health Service, This change had
been occurring at differeht rates in different sections of the Service over
‘several years and the period of the survey'marked the end of the changeover.
In an interview with personnel at the Hendon Police College, étaff concerned
with the ongoing training of éxperienced police officers, stated that whilst
it was difficult to plan programmes for poliée officers which would generally
update personnel;‘all areas responded immediately to the production of
programmes devoted to riot control techniques. Perhaps the Systeme
International represents for nurses the concrete area of change that riot

control represents for the police. This of course stresses the importance



‘of‘noting what changés are dccurring and sharing this perception with
" nurses themselves;lin order to plan programmes which meet expectations.
Certainly. the Eesponses of Charge Nursesriﬁdicate that what is offered
locally, whilst ft may be intéresting, is unSatisfactory in enabling nurses
'tp.feel confident that they are‘maintaining their competence and increasing
knowledge; It is worth remembéring thét:Luck-et'a] (1971) writiné of
patients, hospﬁta]s‘and opératibna] reéeérch, say of the Charge Nurse that
'.shé/hé has a largevamoﬁnt of discretion in the drganisation of patient care
.which thﬁs affects thé tréatﬁent and care that patients receive. It isbthis-
importéncé of the Chargéthrsé role which creates the need for emphasis on
thébability of Chargé,NQrsés to maintain competence by means of educétional
deating; in addition to empirical exténsion of knowledge.

On page L}érespondéntS'indicatéd awareness of certain biases existing
in thé Sﬁpport given-to.nﬁrsés pﬁrsﬁing advanced nursing education. Interviews
with staff'f}dm the t&é universitiés_offer}ng advanced nﬁrsing education with

"a clinical option confirméd this to somé‘dégféec_ Personnej from both
EdianrQh:and Manchéstér notéd thatvnﬁrses who chose thé clinical programmes
n(]éading to" a taﬁght master of science dégreé)‘were mostly selflfinancing

or from'ovérseas; ln-Léeds whéré an exténsion programme leads to a first -
dégréé"for‘frainéd nﬁrses it was also reported that applicanté were having

‘ difficﬁltyfin raising finéncia] sﬁpporto At the timé of the survey these
thréé?institﬁtions wéré thé only coﬁrsés available to nurses at an advanced
'académicAIévé] an& thé Leeds programme was in the plaﬁning stage at the time
of,thé sQrvéy, It is thﬁs apparent that theré is litflé choice available to
.nﬁrsés.whéh’sééking such édﬁcation_and the leaning towards locally produced
programmes‘may.well be influencéd by the distance from home of the courses
availab]éo

It is hécéssary ﬁow to discﬁss the London University Diploma in
Nursing céﬁrsé which is avaflable in many centres throughout the country.

Only 4% of respondents recorded this programme as a means of updating nursing



knowledge or increasing nursing knowledge. - Interviews could not be

N arranged with staff from the university but a letter published in a nursing

journal, Burtt-Jones (1980) states that this course fegistered L, 027 students :

for 1976-770' There has been no opportunity to identify why this discrepancy .
exists_andvinterQiews with Charge Nurses indicated that whilst respondents
were aware of the eXistence of the cdurses,they seemed to view them as
largely irrelevant. The absence of information from the university makes
it difficult to draw any conclusions from this informatfoﬁo
It has been stated that respondents were knowledgeable about the
“provision of specjal?st education in hursing (pagei o) andArecognisedbthe
vé]ue of these courses in developing skills in these specia]fies° Information
- from the Joint Board of Clinical Studies discussed the remit of the.Board
(see page67). The programmes provided were not designed to update
knowledge in the specialties in which training is provided and a]though the
gap which egfsts in tH; provision of updating programmes for general nurses
was'acknow\edgéd (see also the Third Report of the Joint Boafd of Clinical
Nursing Studies, pagef6%), the present terms of reference of the Board do
~not encompass this ésbecf of nursing education, | |
"An in;erview with a representative of the Royal Co?lege of Nursing, at
the London Headquarters, indicated that their advanced‘nursiné educational
" programmes concentrated mainly on teacher tra}ning courses and on.education
 in managemenf and administration. Certain specialty afeas,’éuch as
Occupational Health are also cateréd»forg In additionvto‘these, Diploma
in Nursing programmes are available. Nurses in clinical practice are
helped by assistance in the development of‘assoCiations for those with
certain specfa] needs, for example, those working in renal dialysis units
and assist in the o?ganising of conferénces et cetera, for these self-help
groups, whilst acting as facilifators in the development of the associations.
In examining the facilities available to trained nurses for

educational development, the respondents lack of awareness of much opportunity



reflects the reality. There is a lack of co-ordination in what is made
available and little new thinking in what needs tb be pr§v1ded. The useful
libraries available iﬁ London are not helpfu] to nurses in other areas and the
library facilities available in the Health Districts through the Post

Graduate Medical Centres are designed to meet medical rather than nursing
rneedsn Thevfwo streams of éducation available, management and clinical, are
:organisedvindependently of eachAother and no common cofe identified and:built
upon, However the social science basis of management éourses’could.be useful
inrextending knowTedge in other aréaslofvnursing and could be used to meet
criteria whicﬁ‘still need to be developed, so that educational prégrammeS'

can be evaluated as part of an ongoing system of nursing éducation°



" 'CHAPTER 12

Discussion and Conclusions



Discussion

In recording the way nurses use libraries, it is apparent from this
'étudy that the libraries available to trained nurses are neither
coﬁveniently»aVailab]e to them nor do they contain material which is
necessarily useful. Indeed, for many reSpbndenté their right to adequate
library facilities was a somewhat unexpected concepto There is a need for
nurses tb be made aware of the valuable nursing writings now being published
and where these are’availab]e° Research on topics of intérest to nurses
working in wards need to be brought to the attention 6f such nurses in a
systematic way. Seminars/discussions would eﬁable this to occur. There is
no evidence from respondents in the study that such opportunities are
.available. Such seminars cduld form part of.an educational pattern which
would allow discussion to develop afound the topics being highlighted in
journals et cetera; since without such oppdrtunities Charge Nurses are
somewhat isoiated with?h their own departments and have little outlet for
exchangfng views with their peers. . From the information supplied on journal
reading;'it can be séénrthat the range of jqurnais within reach of these
nurses was véry limitédé Most respondents rgferredAonly to the Nursiﬁg.
Mirror and the Nﬁrsing Times. Medical journals, such as the British Medical

Journal, The Lancet.and Modern Geriatrics, were recorded as beingbavai]able ‘

by about 20% of respondents. A further 2% mentioned other journals. Little

reference was made -to material publishea overseas, The reéoénition of the
sjmi}aritiés of nﬂréing problems existing in other countrieg, despite the
differences in tHe'érgéniéation of nursing services and training could be

of value to nuréés; Othér perspectiVes,'which contribute to new thinking,
coﬁld lééd to new solutions to old problems. The existfng provision of
reading material for trainéd nurSes is:of minimal usefulness in reaching the
nurses in charge of wards and there is little incentive, at present,’for
nurses to make thé considerable effort needed to overcome this. The number

of nurses using public libraries for professional purposes indicates that the



inconvenience/inédequacy of hospital libraries at District level dées
aét as a constraint Upon‘their use;
Wi thout know]edge shared amongst nurses‘by means of journals and

other published méteria] and opportunitiésvto discuss and evaluate such new
knowledge, it is difficult for this to.be disseminated and assimilated. This
researéh shows that, at‘present, there iéklittle evidence that opportunities
of this kind exist. Thekséoreg on Scale 1 which record satisfaction with
such facilities suggests that there is an awareness among respondents

that a-more systematic approach to the problem is néededc

vMoving on to othef‘processes by which trained nurses keep up to date -

wifh new knowledge, 58% had‘attended some formal post—basic.tréinihg
.progfaﬁme, and on. the whole were well ihformed regarding Joint Board of
C]iﬁical Studies. courses available. fhere was however a clear understanding
of fhe financial implications associated with other types of educational |
programmes éhd ChargefNurses stated,'at interviéw, that unléss nurses
werevinterested in acquiring a teaching qualification, it was virtually
impossiﬁle'to be-considered for any advanced nu%sing eddcational programme.
‘This was borne out by comments made by educationalists in Edinbﬁrgh,
Manchester and Léeds, where it was stated that students taking clinical or
research opfions in the programmes offered, were,‘in the main, se]f—financed,
whilst those attending teaching optioné-were seconded. It is appreciated that,
only a small proportion of Charge Nurses Qi]l be interested in tﬁe educational
progrémmés offered by the universities. However, the newer developments of
'ex;ension programmes offered by polytechﬁits, which enabie nurses to build
on their basic nursing education and undertake studies leading. to a first
degree, will offer greater opportunities in the future. if, however the
officfal indifference recognised in relation to programmes already

available persists, the effort needed by nurses to overcome this resistance,
in addition to the’efforts needed to undertake additional studies may prove

too difficult. The Diploma of Nursing programmes also could be used as means



of‘offerlhg educat ional development to nurses seeklng promotion to
‘eCharge Nurse_grade, pfeeuming that it.could be organised to meet this
need° | |

When the data were collected for the oresent research only the
universities of Manchester and Edinburgh were offering»edvanced nursing
~education with a clinical optloho In addition  to thls, management studles
at advanced level are available at several universities and polytechnics |
and there is a course in Social kesearoh with a Health Service option in
the University of Surrey. It can be identified, therefore, that lack of
awareness of opportunities of advancedvprofesslonal education thch is
clinically based can be associated with the paucity of.such Facilitlesot

Af District level only 24% of respondents foond local postebasie
educatlonal programmes useful. Indeed, despite some very flexible attitudes
vvvinvsome Schools of Nursing, little of this seems to oermeate the Staff of
these dlstriets° There is clearly a need for all educational opportunity
to be given greater publicityo This is really suggesting that the hethods
presently used, however adequate they seem, do not reach many potential
reciplents and that some revolutionary thinklng ls needed to overcome this.
‘Thislperhaos also applies to Diploma courses. It was also noted that most
programmes offered:were of an ad hoc nature and followed no particular
pattern. There was. no evidence of systematic updating programmes being
offered locally. In some districts there was little evidence of updatlng,
post-basic programmes of any kind. Soﬁe Cherge Nurses stated at interview
lthat they fodnd it difficult to menage attendance at the few programmes
available becadse of»the vagaries of ward staffing. (This was in reference
to the difficulty experlenced by Charge Nurses in olannlng staff duty
rosters to meet eoch reqdlrements because the necessity for making up
deficits of Staff‘in‘other wardsbfrequently required the redistribution of
staff at short notlce);

In investigating the literature relating to nursing,‘the researcher




attempted to indiﬁate the essential attribﬁtes of nursing and the
philosophies which guide practice,' The identification of tHe role o% the
,ChargekNurse wasvalso sdught from the Iiierature and the importance of this
fo]e in the delfvéry of care to patienté was confirmed. Some of the
stresses which exiét at ward level were also demonstrated. What has not
Abéen made clear, pérhaps, is the confribufioﬁ of the learner ﬁurse to the
situationo A conéiderab]e proportion of the staffvin any wafa are
untrained, many of these being nurses undergqfng'trafninge -For the Charge
Nurse this means that,'not only do these nurses need tb_be trained and
>supervised but the progfessioh of nurses through their training means that
there are frequent changes of personnelvand the nurse in charge fs
constaﬁtiy managing the delivery of patient care through the services of
nurses who are learning their skills and whose kﬁow]edgé and abilfties she/
he has little time to assess and who, moreover, move on to other aspects of.
fheir trainiéé to makeﬂ}oom for a further allocation of learner nurses., vln
this situation of frequent change of staff the Charge Nurse must ensure
that the delivery of patient care is safe for pafients and must also enable
learner nurses to develqpvnursing skills both of a technical and social
nature. It has been indicated in this’research that little emphasis has
been placed 6n the acquisition of interpersonal skills during training and
the present overcrowdeéd curriculum leaves little time for their development.
The opportuniffes for teaching within the ward environment are, as Fretwell
suggests; Iikély to be limited by the pressures to "get on with the work'.
There is an anomaly here; inithat Charge Nurses, Qho have not been trained
in teaéhlng methods seem to be expected to ''teach" in the most difficult
situation of all; the stress filled and frequently work over-loaded wards
'of hospitals. How they teacﬁ‘and what they teach-is never clearly definedo
Pembrey sﬁggests that nurses learn some of thefr skills by modelling their
behavioﬁr on that of Charge Nurses who exhibit such skills, and some work is

at present being undertaken to enable Charge Nurses to acquiré the skills




they need by means of role based training. This experimental programme

is, at present, at an early stage of development and is available only in
~ two hospitals, and in oniy one ward in eacH hospital. The existence of this
one experimental training scheme for Charge Nurses highlighfs another
paradox in nursing; that this role which is conceded to be a key role ih

the nursing care_ofcpatients has no established training to eqﬁip nﬁrses

to undertake the role. In view of this it is not surprisihg.that
opportunity to maintain knowledge or to acquire new knowiedge in any
systematic way is very limited.

Nurses in this study were knowledgeéb]e of the variety of‘5pecia1ist
training offered by the Joint Board of Clinical Studieg and the ﬁecessity fér
such training for nurses working in specialist units was also recognfsedo |
Nurses were also well informed about ﬁraining leading to registratibn on the
supplementary registers, indicating that where opportunities for improving
nursing know}edge exisE, Charge Nurses know of them. 'There is also evidence.
from the scores on Scale 2, which records satisfaction with updating
facilities, that greater proportions of Charge Nurses in General divisions
record écores in the ﬁdissatisfiéd” area of the scale. (45% of respondents
of this grade scored 25 or below) . The smaller pércentage ofiNursing
Officers inlthis division who scored in thé.dissatisfied part of the scale
is interesting, since there are no more opportunities for updating.clinical
kndw]edge avaiTab]é to Nursing Officers and there were no statistical]y
signiffcént differences in the attendance between the two groups. There
were’howevef statistically significant differences in the pfoportions of
Nursing Officers recording lo;al study eﬁidodes as a means of keeping up to
date with nursing and a greatef proportion of Nursing Officers found that
the management trafniﬁg progrémmes met their needs. It is worth noting that
Nursing Officers attended the same brogrammes available to Charge Nurses,
suggesting that managementvtraining is geared more to the needs of Nursing

Officers than Charge Nurses. This may be some support for the view expressed



by Smith that the Administrative aspect of the Nursing Officer role is
the predominent aspect in the real rather than in an ideal world.
However, these findings may only mean ﬁhat'qusing Offi;ers as a group
are more satisfiéd generally‘thanvare Charge Nurses., In the case of
~midwfves, ggain, a much smaller.proportion record scores in the dissatisfied»
area of Scale 2. These Eespondents,'in addftfon.to their attendance at
statutory refreshér courses, recorded highér proportions attending Joint
Board of Clihica1 Studies courses, Midwivés'alsb recorded a 1ower.prdportion
) of respondents Who found that the maﬁagement trafning met their needs. It
may be that the very specialist natufe of midwifery praﬁticevresults in
midwives having little interest in prégrammes nottcouchéd in midwifery
termse"Or; that the greater opportunities for prbfessidnal updating
,ayailable'to midwives makes theh more discriminating in their judgements.,
Midwiyesbalso show statistically significant differences'in the |
proportions who consider that refresher courses should be compulsory.
Amongst those who were ﬁot in.favour of compulsory courses there were
comments showing that these midwives were considering the difficulties
involved in making arrangements to live away from home for the necessary
five‘days,vnot that the course were of no value. This view was reflected
by other respondents who show a strong bias in favour of updating
educational programmes beingvavailable in the home district. It was also
recorded that many fespondents would be prepared to contribute some of
their owh‘time.to post-basic education, The usual qualffiéation made was
that such a contribution should be “réa_sonable”°
In the responses from those who were interviewed there was little
evidence that the concept of a Clinical Nurse Consultant role was fully
understood and most respondents discussed the organisational difficulties
of a Nurse Consultant role without conceptualising the benefits whfch may

be available to the Charge Nurse from this development. It is possible

that such a role would evolve more easily when the development of updafing



. and ongoing post basic educational programmes have becbme a reality,

The nurses who comprise the sample in this research provide
evidence that for Charge Nurses in the General division ofAnursinQ in
this Regional Health Authority, keeping up to date with nursing knowledge
is largely a matter of individual effort unsupported by any educationally
‘organised programmes. Not only is there evidence of little professional
education 6rientated towards Chafge Nurses to equip them to undertake the
role, but there is also little in the way 6f systematic’edﬁcatfona] inputs
available to sﬁch nurses afteriappointment. Charge Nurses‘in this étudy
identified a need fof clinical updating and for increased knowledge of
;.ihterpersonal skills (which Argyle and dthers posit can be taﬁght, uéing
a variety of methqu). These have also been identified by nurses of
this grade in research undertaken in chér countries and suggest growing
consciousness among nurses of the demands made upon those who are‘directly‘ 
involved in Lhe organ{sation of care to patients. It is ﬁanifest that
dgspite the many opportunities available to nurses to enable them to .
acquire trainfng in specialist fields (the programmes provfded by the
Joint Board of Clinical Studies) there is little opportunity‘available to
Charge Nurses to maintaiﬁ competence by means of the systehatic updating
of ndrsing knowledge and the acquisition-of new kn0wledge and that Charge
Nurses are aware of these deficiencieéu_ Theveducational system at present
available to nursés does not encompass'systematfc updating for trained
nurses and whflst it is not within the objectives of this reseérch_to
consider the development.of such programmes‘there is evidence from respondents
thét there is need for considerable innoVatioﬁ in the provision of such
education if nurses afe to make use of opportunities in a way which will
not only'meetvtheir own heeds~but will offer evidencé of competence to.
employing authorities.

It is contended by the author that the era is passed when nurses can

rely on knowledge being acquifed by, as has been stated by Auld "a process



of osmosfs”, The public has the right to expect the trained nurse, who
éccepts responsfbility for their well-being when they become patients,‘to
be able to meet these éxpectations with confidence.

The further reorganisation of the National Health Service which is
now being contemplated opens up new possibilities for the structure of
nufsingo The literature abounds with referencgs to a need of develqpmeht
of a clinical careef structure for nurses and attention is drawn to the
ambivalence which exists, where nurses of Charge Nursé grade are:-

1. The most important nurse in the delivery of nursing

care to patients.

2. The nurse lowest in the management hierarchy.

" In this research Charge Nurses clearly state that Nursing Officérs
are not recdgnised by them as experts in clinical care and view Nursing
Officers as tyu]y ménageria] in that they (Nursing Officers) are l.'enab‘ler.s“,
givfng access to resources both of materials and personnel and it is a role
of major importance in allowing the Charge Nurse to concentrate on the care
of patients in tﬁe ward areas. In a new structure the two clear elements of
nursing respbnsibi]ity could be recbgnisedo Directors»of’Nursing Serviﬁes;
a new role envisaged could have support from tWo areas:-

1. Support from administrative staff recognised as being
responsible for the provision of goods; services and
staff to specific wards, and help from nurses with
certain specialist skills in management, e.g. personnel
skills. Educational programmes of academit credibility
are needed for these nurses which could be built upon
to enable those who wish tovprogress to more senior

' management posts to acquire further qualifications which
would have equal status with other maﬁagers in the Health

Service.,

2, Clinical support from nurses with acknowledged clinical
expertise. These nurses would be primarily available to

help Charge Nurses and would act as consultants to ward

‘nurses and would be responsible for increasing the body




of nursing knowledge by research and for disseminating

knowledge gained frbm local and other research programmes

to nurses working with patients, A tutor could form part

of this team and would offer a direct link with nursing i
staff who train nurse learners in addition to facilitating

learning by trained nurses.

It s suggested that the structure OQtlinéd is potentié]]y'available
now but that access td education to suppért such deveiopmént is haphazard
and uncoordinated, although'there are already in existence programmes of
training in research skills, Some of the nurses undertaking this work |
Would'be'in a position to register appropriate research with the
universities which would ]ead to ‘the award of higher degréesc

The researchér is aware that the propqsed.structure would.result

in a reduction of hférgrchy sinée nurses  outsiae the ward areas would be
operating primarily as ''enablers' in oneiform or another. The present
pay strﬁcture for trained nurses is so wide and so varied that rational-
isation to encompass this change is already both hecessary and desirable.

| To makelﬁuch developments possible there ié a need for a Learning
Resource Unit at Regional level to service and coordinate progfammesub
" Educational packages containing elements of learning from social and
bio]ogféél sciences are needed from trained nurses which would re]afe
more realistically to nur$ing needs thanfthe present educational programmes
“where some of the social skill learning'availab1e to Charge Nufses comes
from management edﬁcation and is_therefdre unrelated to the needs of patient
care., |t is also posited by the preéent researcher fhat there is a-neéd
for such educatiohal'programmes to be available ioca]]y in a form which
could be built into recognisable educational units which could bé lfnked
to a reward system, as medical continuing educatfén is linked., In such a
~development cligicél experts,-as postulated, could dperate without threat

to the autonomy of the Charge Nurse who would thus have the opportunity to



maintain and expand nﬁrsing knowledge and to view career development

bybméans of clihical’éxpértise, in addition to teaching and management.
It is ésséntial that nurses shoﬁ]d not lose the opportunify,

.preséntly availablé,to thém; tb produce a structure which a]lows career

development and professional satisfaction,-
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APPENDIX A Table 1 Information on Journal Availability

STAFF Journals  Sig. Journals  Sig. - TOTAL
’ ‘ : Convenient Circulate
% - : %
Overall ' 55 : 21
Nursing Officers (Gen) 64 NS - 39% *x 2 1df 28
- Charge Nurses (Gen) 52 ' - 13% = 12.4 213
‘Nursing Officers (Mat) 43 29 p(0.001 7
Charge Nurses (Mat) 72 - 50 36
: ‘ . ' ' 284
Grade : ‘ : R , ,
Nursing Officer - 60 NS - 37 ’ : 35
Charge Nurse 55 ' 18 249
‘ . 284
Social Status . : : ’ ,
 Married 52 - NS - 15 NS 182
Not Married ’ 62 30 102
. ' : ' ' ’ 284
Home Commitments , -
- Dependants 61 NS 19 NS 127
No dependents 51 ' 22 157
' - . ‘ 284
Sex . ' . : .
Male - 45 NS 9 x 2 1df 42
Female : 57 , 23 =3.94 242
, - p¢0.05 284
Type of Nursing '
General 3 55 o 13 - NS 117
Geriatric 68% x 2 1df 19 47
Specialty ~ 42 = 4.14 20 : 77
Maternity 64 p<0.05 46 v 43
- _ ' : 284
Time Qualified : -
- Less than 5 years 57 NS 17 NS 35
5 but less than 15 years 51 _ .18 o 92
- 15 but less than 25 years - .52 - 24 _ : 87
25 and more years . 64 : 20 , 70
’ o _ 284
Size of Hospital _ : : ,
‘Less than 50 beds o 73* *x 2 1df 21 NS 56
- 50 but less than 100 beds 611 = 9.35 14 28
100 but less than 200 beds | 56 : p<0.01 28 . 64
200 and more beds: C 46_! . 18 136
- o - 284
Shift : S - '
Night Duty ' 66 NS 15 NS 59
Day Duty ' 52 22 225
: ’ 284
Duty Span A ~ ‘
Full Time ' 56 NS 22 NS 220
Part Time 55 17 64
: ' 284

* variable which is significantly different



APPENDIX A Table 2

 STAFF

‘Overall

- Grade - Specialty
-~ Nursing Officers (Gen)
- Charge Nurses (Gen)
Nursing Officers (Mat)
Charge Nurses (Mat)

Grade
Nursing Officer
Charge Nurse

Social Status
Married
Not Married

Home Commitments
Dependents '
No dependents

Sex
" Male
Female

Type of Nursing
General

Geriatric
Specialty
Maternity

Time Qualified
- Less than 5 years

5 but less than 15 years
15 but less than 25 years

25 and more years

Size of Hospital
Less than 50 beds

- 50 but less than 100 beds
100 but less than 200 beds

. 200 and more beds

Shift
Night Duty
Day Duty

Duty Span
Full Time
Part Time .

(l) x 2 1df
(3 « 2 1df

non

o3
~1

SRS

p{0.0}
p<0.02

Information on Journal Reading

Read Nursing Journals

Buy

This Sig. This Sig. Last Sig. Nrs., Sig.

Week Month 3mth.
% % %
61 27 7
86 NS 11 NS - NS
59 27 10
86 - 14 -
53 39 )
86 NS 11 NS - NS
58 29 8
59 NS 27 NS 10 NS
66 26 3
61 NS 30 NS 3 NS
60 24 10
43 (1) 26 NS 21 NS
64 27 5
67 NS 20 NS 9 NS
53 38 4
60 25 10
58 35 -
49 37 NS 9 NS
72% (3) 18 8
59 30 9
57 29 4
59 NS 27 NS 5 NS
61 25 11
64 28 5
61 26 9
71 NS 20 NS 3 NS
59 - 28 8
61 NS 27 NS 7 NS
62 25 8
(@ « 2 1df = 10.60 p<0.005
(&) X 2 1df = ~4.32 pe0.05

Jnls.
%
51

36
54

.57

44

40
53

53
49

54
50

55
45

46
55
60
46

51
66) .

I
a
39
46

61

53

46
53

52
50

NS

NS
NS
NS

NS

-NS

(2)

(4)

NS

NS

TOTAL

28
213

36
284

35
249
284 -

182
102
284

127
157
284

42
242
284

117
47
77
43

284

35
92
87
70

- 284

56
28
64
136
284

59
225
284

220

64
284



APPENDIX A Table 3

STAFF

Overall

Grade - Specialty A
Nursing Officers (Gen)
Charge Nurses (Gen)
Nursing Officers (Mat)
Charge Nurses (Mat)

Grade
Nursing Officer
Charge Nurse

Social Status
Married
Not Married

Home Commitments
Dependents
No dependents

Sex
Male
Female

" Type of Nursing

General

Geriatric
Specialty
Maternity

Time Qualified

Less than 5 years

5 but less than 15 years
15 but less than 25 years
25 and more years

Size of Haospital

Less than 50 beds

50 but less than 100 beds
100 but less than 200 beds
200 and more beds

Shift
Night Duty
Day Duty

Duty Span
Full Time -
Part Time

* variable which is significantly different

Information on the Use of Libraries

Used
Professional

“Library in

Year
Preceeding
Survey

%

54

T1*

51
57
55

68

- 52

59
45

56
51:

36
57

52
53
56

56

57

64

55
37

38
43
50
65%

58
53

55
48

Sig.

NS

NS
NS
NS

NS

NS

NS

NS.

Used Other Sig.

Library for
Professional
Purposes Year
Preceeding
Survey

%

35

39 : NS
36
14
33

34 NS

35

41 NS

.26

37 NS
34 '

21 NS

38

32 : NS
40 :
39

30

46 NS
32 '

39

30

36 NS
29
36
36

42 NS
43

34 NS

37

TOTAL

28

213

36

284

35
249
284

182
102

. 28B4
127

157
284

42

242
284

117
77

43
284

35
92
87
70

284

56
28
64
136
284

59
225

284

220

- 64

284



APPENDIX A Table 4
STAFF .
QOverall

Grade - Specialty
Nursing Officers (Gen)

Charge Nurses (Gen)

Nursing Officers (Mat)
Charge Nurses (Mat)

Grade
Nursing Officer
Charge Nurse

Social Status
Married
Not married

- Home Commitments
_ Dependents
No dependents

Sex
Male
Female

Type of Nursing
General
Geriatric
Specialty
Maternity

Time Qualified
Less than 5 years

5 but less than 15 years
15 but less than 15 years

25 and more years

 Size of Hospital
Less than 50 beds

50 but less than 100 beds
100 but less than 200 beds

220 and more beds

Shift
Night Duty
Day Duty

~Duty Span
Full Time
Part Time

Usefulness of Hea-lth‘Service Library

perceived as available

Met needs
All Some
1% . 61%
29 54
10 61
-29 57
8 75
28 54
10 63
10 - 59
17 66
12 , 64
13 59
17 48
12 . 64
14 58
21 40
5 v 74
12 72
11 66
12 63
12 64
- 14 54
12 45
18 43
12 6l
11 73
14 56
12 63
64 64

55 55

- 33

None

- 1%

39
- 36
14

34
35

41

- 26

37
34

21
38

32

40
39
30

46 -

32
39

36
29
36
36

42
33

34
37

TOTAL

28

213

36
284

35
249
284

182
102
284

127
- 157

284

42
242
284

117
47
77
43

284

35 -
92
87
70
284

56
28
64

136

284

59
225
284

220
64
284




APPENDIX A Table 5

STAFF
TOTAL

Overall

Grade - Specialty

~ Nursing Officers (Gen)
Charge Nurses (Gen)

Nursing Officers (Mat) |

Charge Nurses (Mat) -

Grade
- Nursing Officer
Charge Nurse

Social Status
Married
Not Married

Home Commitments
Dependents _
No dependents

Sex
Male
Female

Type of Nursin
General -
Geriatric
Specialty
Maternity

Time Qualified
Less than 5 years

5 but less than 15 years
15 but less than 25 years

25 and more years

Size of Hospital
Less than 50 beds

50 but less than 100 beds
100 but less than 200 beds

~200 and‘ more beds

Shift
Night Duty
Day Duty

Duty Span
Full Time
Part Time

Information on the Reading of Medical Journals.

Should

‘Read
- %

82

75

82
86
86

77
82

81
83

80
83

7
-

82
77
82
86

80
84
87

73

71
64
91
85

81
82

81

83

Have Read

Last
Week
%

5

Wi wne

U W

—
NOPN

TN B W ON W\

\S V]

Last

Month Sig.
% % -
10

11

8.
14
17

11

10

8} x 2
4, 1df
13 . =7.33
16 p£0.01

~ In prev.

3 Months
21
29

20

43
19

31
20

19
24

18

24

12
23

15

15
32
23

31

25
19
16

18
14
20
24

19
22

23

28
213

36
284

35
249
284

182
102

.284

127
157 -
284

42
242
284

117 .
47
77

284

35
92
87
70
284

56
28
64
136
284

59
225
284

220
64
284




APPENDIX A Table 6 Respondents Views on Professional Updating

STAFF Need of Opportunity for -~ TOTAL
' Great Some Little  None Too Adequate Some None
Much
% % % % % % ’ % %
Overall 20 74 3 2. (1) 14 69 16 .
Nursing Officers (Gen) 11 86 . - - - 14 82 - 28
Charge Nurses (Gen) 22 73 3 3 (1) 11 67 21 213
Nursing Officers (Mat) - 86 (1) - - 71 29 - 7
Charge Nurses (Mat) 25 69 (1) (1) - 22 - 72 6 36
: : : : ‘ . 284
Grade v , : - '
Nursing Officer 8 86 (1) - - 26 71 - . 35
Charge Nurse ' 22 72 3 2 (1) 13 - 68 18 249
‘ ' : SR 284
‘Social Status , ‘ o
Married ; - .20 75 2 2 (1) 13 - 68 18 182
Not Married 21 72 > 3 - 18 69 13 102
: ’ - 284
Home Commitment o . ,
Dependants ' 22 71 4 2 (1) 15 66 16 127
No dependents 20 74 2 2 - 12 70 17 157
: 284
Sex : : , . _
Male .19 69 7 5 - 7 62 .31 42
Female s 21~ 75 2 2 (1) 16 69 14 242
' : 284
Type of Nursing }
General ' 15 79 2 3 - 14 69 15 117
. Geriatric : 30 62 6 2 - 11 68 21 = 47
Specialty : 22 74 3 (1) (1) 9 69 21 77
Maternity 21 72 5 (1y - 30 65 5 43
: ' . 284
Time Qualified o . : B
Less than 5 years 37* 60 - (1) - 9 71 20 35
5 but less than 15 years 17 79 2 - - 13 - 68 17 92
15 but less than 25 years - 22 73 3 (1) (1) 10 72 15 87
25 and more years 14 74 6 6 - 24 61 14 70
' ; , ’ ’ 284
- Size of Hospital ' o
Less than 50 beds - 20 73 4 4 - - 12 64 23 56
50 but less than 100 beds 29 68 - 4 - 4 79 14 28
100 but more than 200 beds 16 77 6 2 - 22 59 19 64
200 and mare beds 21 74 2 2 (1) 14 72 12 136
' A ‘ : 284
Shift ' ' : ;
Night Duty 22 73 3 (1) - 15 61 24 59
Day Duty o - 20 73 2 (1) 14 70 14 225
: 284
Duty Span : _
Full Time ' . 21 72 4 3 (1) 13 69 16 220
Part Time 17 81 2 - - . 20 64 16 64
284

* x 2 1df = 7.1 p/0.01



APPENDIX A Table 7

STAFF -

Overall v
Grade - Specialty
Nursing Officers (Gen)
' Charge Nurses (Gen)
Nursing Officers (Mat)
‘Charge ‘Nurses (Mat)

Grade
Nursing Officer -
Charge Nurse

Soéial Status
‘Married
Not Married

Home Commitments

Dependents
No dependents

Sex
Male
Female

Type of Nursing
General

Geriatric -
Specialty
Maternity

Time Qualified
Less than 5 years

5 but less than 15 years
15 but less than 25 years

25 and more years

Size of Hospital
~Less than 50 beds

50 but less than 100 beds
100 but less than 200 beds

200 and more beds

Shift
Night Duty
Day Duty

Duty Span
Full Time
Part Time

Area Educational Need

Identified Most Frequently

General Sig. Inter-
Clinical person
Updating Skills
%

25 22
21 14
29 24
14 ‘ 19
17 A 1
26 23
31 22
16 A
28 16
24 27
29" C 14
25 ©23

x 2 1df
213y = 4.81 23
31} p(0.05 23
343 22
1% 16
37 379
20 2T
28 15%
24 16x
27 - 14
32 , 21
22 23
25 24
27 19
25 23
27 22
20 20

Sig. Teach-
ing

Skills

12

21
11

4
8

20
10

15
6

x 2 1df
= 4,98 11
p40.05 12

14
11

11
13
13

9

x 2 1df

= 8.79 20%

p<0.01 9
16
6%

11
15

15
11

* variable which is significantly different

Sig.  TOTAL

28
213
7
36
284

35
249
284

182
102
284

127
157
284

42
242 .
284

117
47
77 .
43

284

x 2 1df

5.05 35

- p<D.05 92

- 87
70
284

56
28
64
- 136
- 284

59
225
284

220
64
284




APPENDIX A Table 8

STAFF |

- Overall

.Grade - Specialty
~Nursing Officers (Gen)
Charge Nurses (Gen)
Nursing Officers (Mat)
Charge Nurses (Mat)

Grade :
Nursing Officer
Charge Nurse

Social Status
Married
Not Married

Home Commitmenis
Dependents
- No dependents

Sex
Male
Female

Type of Nursing
General

Geriatric
Specialty
Maternity

Time Qualified

Less than 5 years

5 but less than 15 years
15 but less than 25 years
25 and more years

Sizevof Hospital
l_ess than 50 beds

50 but less than 100 beds

100 but less than 200 beds
200 and more beds

Shift
Night Duty
Day Duty

Duty Span

Full Time
Part Time

* x 2 1df = 30 p<0.000

Areas of Educational Need
Identified Less Frequently

‘Technical

Specialist
Skills . Skills
% %
10 5
- . 4
12 5
(1) -
6 6
(1) (1)
11 5
12 5
8 4
11 6
10 4
5. 7
11 4
9 7
15 6
10 1
7 5
9 3
. 8 7
11 3
13 6
12 - 4
7 4
11 5
10 6
15 7
9
11 6
8 2

Academic
Skills
%

= 0 \W W

W B

TOTAL

28

- 213

36

- 284

35

249

284

182

102
284

127
157
284

42
242
284

117
47
77
43
284

35

92

87

70 .
284

56
28

- 64

136
284

59
225
284

220
64
284



APPENDIX A Table 9 ‘ ‘Respondenfs Views on Time Span of Educational
: - Programmes Preferred '

' , A A A Use Own
STAFF ' Day Week  Month Longer Time TOTAL
, % % % % %
Overall 32 47 8 10 35
Nursing Officers (Gen) 29 54 (1) 14 43 28
Charge Nurses (Gen) 30 48 10 -9 34 213
Nursing Officers (Mat) . 57 43 - - 43 7
- Charge Nurses (Mat) - 44 39 - 14 33 36
’ . . : - 284
Grade ' ' ' ’ AT
Nursing Officer - 34 51 (1) 11 43 35
Charge Nurse 32 . 46 8 10 34 249
; 284
Social Status , _ -
Married 34 42 9 13 - 32 182
Not Married 30 56 5 4 40 102
- : - 284
Home Commitments ' :
Dependents , 35 46 7 9 39 - 127
‘No dependents o . 30 48 8 - 10 32 157
. : ' ' 284
Sex ' _ _ ' o
Male ‘ ' 29 38 12 12 38 42
Female . ) 33 49 7 9 35 242
o : : " 284
Type of Nursing
General - 32 44 10 8 27 117
Geriatric ' BT 23 57 6 11 45 47
Specialty : - 30 49 9 12 42 77
Maternity 46 39 - 12 35 43
284
Time Qualified :
Less than 5 years . 26 46 9 17 31 35
"~ 5 but less than 15 years 32 50 -8 9 36 - 92
15 but less than 25 years . 28 52 7 11 38 a7
25 and more years o 43 39 9 6 23 70
; 284
Size of Hospital , ,
Less than 50 beds - 38 41 11 4 - 30 56
50 but less than 100 beds 25 68* - - 32 - 28
100 but less than 200 beds 38 44. - 8 11 33 64
200 and more beds 29 47 '8 4 . 39 136
; ‘ ' - 284
Shift »
Night Duty » 42 39 8 7 41 59
Day Duty : 30 49 8 11 34 225
, 284
Duty Span ; :
Full Time 29 48 10 10 36 220
Part Time : 44 44 2 11 34 64
284

* x 2 1df = 5.3 p¢0.05



-

"APPENDIX A Table 10 "~ More Frequently Mentioned Methods
Available to Nurses Enabling Them to Update.
Nursing Knowledge '

STAFF Nurs- Con- Sig. Own Sig. Dist- Sig. TOTAL
: ing sult- Re- rict
Jnls. ants sources Study _
Rounds : Episodes
: : (last 12/12)
, : % % % %
Overall o 95 52 38 24
Grade - Specialty ' ‘ '« - :
Nursing Officers (Gen) 9 46 71% (1) 39+  (2) 28
Charge Nurses (Gen) .96 53 32 :22% - 213
Nursing Officers (Mat) 100 57 29 14 : 7
Charge Nurses (Mat) 92 47 44} 25 36
' ' . ) - 284
Grade : : ‘ ,
Nursing Officer ' 97 48 - 63 34 , 35
. Charge Nurse o 95 52 34 22 249
_ ' _ , 284
Social Status : N
Married , 96 51 39 21 182
Not Married - 95 53 ‘ 35 26 102
: o ' o - 284
Home Commitments ' :
Dependents 94 54 -39 22 127
No dependents , .95 52 36 25 157
S - o : 284
Sex : : ‘ : : :
Male '_ ‘ 90 43 33 10 ) a2
Female E : 96 53 38 26 242
. , : 284
Type of Nursing - : . , _
General : 96. 58 32 25 117
- Geriatric 96 42 40 21 : 47
Specialty , 95 49 43 - 23 .17
Maternity - 93 49 42 .. 23 - 43
Time Qualified : IR
Less than 5 years | 9 gszw (4) 34 20 , 35
5 but less than 15 years 98 - {67 ' 39 30 92
15 but less than 25 years = 98 55 ‘ 40 .23 87
- 25 and more years 90 Mb ' 34 17 70
v R 2y ' 284
Size of Hospital , _ : o T
Less than 50 beds o 91 41 27 14 ‘ 56 -
50 but less than 100 beds 96 50 . 46 21 ' 28
100 but less than 200 beds 97 61 ‘ 30 25 ' 64
200 and more beds 96 52 44 27 136
: : - 284
-, Shift ' , .
Night Duty 95 25 (5) 36 20 59
Day Duty : 95 59 38 24 _ 225
' ‘ - _ ’ 284
Duty Span :
Full Time . 95 55 39 ‘ 24 220
Part Time - 95 39 34 20 64
‘ ' 284
(1) x 2 1df = 15.95 p<0.001 (4) x 2 1df = 7.18 p<0.01 |
(2) x 2 1df = 4.00 p<0.05 - (5) x 2 1df = 21.26 p<0.00%
(3) x 2 1df = 5.36 p<0.02 , : .



‘Table 11 Number of Post Basic Educational Programmes
Attended - Categories 1 and 2 only

STAFF : Nil 1 2 3 4 TOTAL
: : % % % % %
Overall ' 42 36 17 4 (1)
Nursing Officers (Gen) 35 39 21 4 - 28
Charge Nurses (Gen) 51 35 11 - 3 - 213
- Nursing Officers (Mat) = - 14 43 43 - 7
. Charge Nurses (Mat) ' - 44 47 6 (1) - 36
o ' _ 284
Grade S . S
Nursing Officer : 28 . 34 26 11 - 35
Charge Nurse . ; 44 36 16 3 (D 249
: : o . 284
Social Status , S : ’
Married ‘ 51 33 11 4 (1) 182
Not Married : ‘ - 26 42 L 27 5 - 102
: ' ' 284
Home Commitments . :
Dependents ' , 42 37 15 5 (1) 127
No dependents ‘ 41 36 19 -4 - 157
, : : ' : 284
- Sex , '
‘Male - 50 24 17 9 —_ 42
Female : 41 38 - 17 3 (1) 242
v N ’ - 284
Type of Nursing . :
General o S 44 44 S 11 1 - 117
- Geriatric o 68 25 6 - - 47
Specialty 47 29 17 8 - 77
Maternity - 39 46 12 (1) 43
' 284
Time Qualified C , :
Less than 5 years 54 31 11 3 - 35
-5 but less than 15 years 35 36 23 . 6 - 92
15 but less than 25 years 49 32 13 5 (1) 87
25 and more years o 36 44 19 1 - 70
- ‘ . 284
Size of Hospital _ ,
- Less than 50 beds 50 34 C 14 2 - . 56
"~ 50 but less than 100 beds 54 18 25 4 - 28
100 but less than 200 beds 28 42 22 8 - - 64
200 and more beds . , 43 38 - 15 4 (1) - 136
' ' . ' : 284
Shift ’ S
Night Duty 52 34 10 3 (1) 59
Day Duty 39 37 19 4 - 225
: - ‘ o 284
Duty Span : ' ' ' D
Full Time -39  37- 20 4 - 220
Part Time ‘ 52 34 8 .5 (1) 64

284




APPENDIX A Table 12

STAFF

Grade - speciality
Nursing Officers (Gen)
Charge Nurses (Gen)

Nursing Officers (Mat)

Charge Nurses (Mat)

Grade
- Nursing Officer
Charge Nurse -

‘Social Status
Married
- Not married

Home Commitments

‘Dependents
No dependents

| Sex

© - Male

- Female

Type of Nursing
General
Geriatric
Specialty
Maternity

Time Qualified
Less than 5 years

- 5 but less than 15 years
15 but less than 25 years

25 and more years

‘Size of Hospital
Less than 50 beds

50 but less than 100 beds
. 100 but less than 200 beds

‘200 and more beds

Shift
Night Duty
Day Duty

Duty Span
. Full Time
Part Time

Programmes - Formal

Category 1
Clinical

(Registers) -

63
47

46
67

48
50

42
50

44
23
44
100

54
46

36
46
62
49

39
52

52
39

Category 2
Other
Clinical

mostly J.BC:S. Lectures etc.

Informal
Category 3
Short courses
Conferences

- OND

11
16

11

TOTAL

28
213

36
284

35
249
284

182
102

284

127
157

284

42
242
284

117
47
77
43

- 284

35
92
87
70
284

56

28

64
136
284

59
225
284

220
64
284




"~ Table 13

STAFF

- Overall

Nursing Officers (Gen) -
Charge Nurses (Gen)
Nursing Officers (Mat)

'Charge Nurses (Mat)

Grade
Nursing Officer
Charge Nurse

Social Status
Married
Not Married

Home Commitments
Dependants
No dependents

Sex
Male
Female

Type of Nursmg.
General

Geriatric -
Specialty -

- Maternity

Time Qualified
Less than 5 years

5 but less than 15 years
15 but less than 25 years

25 and more years

Size of Hospital
Less than 50 beds’

200 and more beds

Shift-
Night Duty
Day Duty

Duty Span
Full Time
Part Time

Respondents Views on Educational Programmes

Venue, Time Span etc.

- Could  Sig. Part
Travel " Time
From Study
Home
District
% , A %
19 ' 41
25 -39
17 ~ 43

29 57

- 25 33
26 43
18 41

o x 2 1df
13 =11.0 42
29 p<0.001 41

16 42
22 40
24 43
18 41
26 39:
13 43
16 - 57%
26 33
26 31\
13 .

18 383
24 57%
25 : - 46
11 S 43
16 : -39
20 - 40
12 54
21 38
x 2 1df
23 = 11.01 39
5 p£0.001 SO

Sig.

x 2 1df
= 7.77

 p<0.01

x 2 1df

= 9 . 34
p<0.005

x 2 1df
=5.92
p40.02

Hours Sig. TOTAL
Avail-
. able
(Could
Extend)
50
71 28
51 213
72 7
41 36
284
o ox 2 1df
72 = 6.17 35
49 p<0.02 249
: 284
50 182
56 102
284
47 127
55 157
284
52 42
52 242
284
47 117
55 47
60 77
47 43
284
58 35
57 92
51 87
41 70
284
41 56
43 28
57 64
56 136"
284
x 2 1df
39 =4.9 59
55 p40.05 225
B 284
57 220
44 64
284

* variable which is significantly different



APPENDIX A Table 14

 STAFF

Overall

Grade - Specialty
Nursing Officers (Gen)
Charge Nurses (Gen)
Nursing Officers (Mat)
Charge Nurses (Mat)

Grade’
Nursing Officer
- Charge Nurse "

Social Status -
Married
Not Married

- Home Commitments

Dependents
No dependents

Sex
Male
Female

Type of Nursing
“ General -
Geriatric
Specialty
Maternity

Time Qualified

- Less than 5 years

-5 but less than 15 years
15 but less than 25 years

25 and more years

'Size of Hospital

L.ess than 50 beds

50 but less than 100 beds
100 but less than 200 beds
200 and more beds

Shift
Night Duty
Day Duty

Duty Span
Full Time
Part Time

Types of Teaching Preferred

Lecture
%

25

14
24
14
36

14
26

24
26

- 20
28

21
22,

21
23
26
33

29
24
22

- 27

27
18
27
24

30
23

25
23

Seminar
%

18

36

17
29
11

34
16

15
24

16
17

19
18

19

15

22
14

27
14
17

14
19
23

15
19

20
11

Both
%

52

46
53
57
50

48

52

55
45

61

45

52
52

52
57
48

51

- 57.

48

55 -
50 .

59

61
48
49

48

53

50
59

TOTAL

28
213

36
284

35
249
284

182

- 102

284
127
157
284

42

- 242

284

117
47
77
43

284

35
92
87
70
284

56
28

64

136
284

59
225
284

220
64
284



APPENDIX A Table 15 Respondents Views on Sufficiency of Basic Training
: to Equip them for Present Post

STAFF ‘ Basic Training Enough : TOTAL
: : % Sig. ‘
Overall , 54
Grade - Specialty : ‘
Nursing Officers (Gen) 36 : v - 28
Charge Nurses (Gen) ' 54 ; ' 213
Nursing Officers (Mat) 57 ‘ 7
Charge Nurses (Mat) . 64 ' - ' _ 36
: : : 284
Grade _ ; ,
Nursing Officer 40 SO ’ 35
Charge Nurse 56 : 249
. - 284
- Social Status : : _ :
Married 55 _ ’ 182
Not Married - 52 - ' 102
: R _ : ' 284
Home Commitments : : T
Dependents 59 _ : v 127
No dependents 50 . : ' 157
‘ ‘ - 28B4
- Sex
Male 57 : 42
Female : 537 %%%
Type of Nursing ’ ‘ ' :
General 54 x 2 1df = 3.93 p£0.05 117
Geriatric - 641 ‘ 47
Specialty : 43% , o 77
Maternity 63 ' : 43
: ; 284
Time Qualified : .
Less than 5 years . 49 x 2 1df = 10.3 p<0.001 35
5 but less than 15 years 41 92
15 but less than 25 years (61 : 87
25 and more years 64 . ' : 70
| | o ' ; 284
~Size of Hospital C : :
Less than 50 beds {79 © x 2 1df = 21.4 p<0.000 56
50 but less than 100 beds {68 : _— 28
100 but less than 200 beds £50 64
200 and mare beds 43 : ‘ 136
‘ ' D 284
Shift : :
Night Duty 58 : 59
Day Duty 53 ' , 225
' . . 284
Duty Span ‘
Full Time ~ 50 ‘ - 220
Part Time 67 : , 64

284



APPENDIX A Table 16

STAFF

Overall

Grade - Specialty
Officers (Gen)

Charge Nurses (Gen)
Nursing Officers (Mat)
Charge Nurses (Mat)

Grade :
Nursing Officer
‘Charge Nurse

Social Status
Married
Not Married

Home Commitments
Dependents
No dependents

Sex
‘Male
Female

Type of Nursing
General '
Geriatric
Specialty
Maternity

Time Qualified
‘L.ess than 5 years
5 but less than 15 years

15 but less than 25 years

25 and more years

Size of Hospital
Less than 50 beds

50 but less than 100 beds

100 but less than 200 beds
200 and more beds

- Shift

Night Duty
Day Duty

Duty Span
Full Time
Part Time

- Respondents Views on Management Training

Course Related Needed Needed Total TOTAL

Met
Needs

%

52

91
53
(1)
27

76
48

58
44

53

251

45
53

55

70
56
26

52

46

51
61

60
62
51
48

50
52

50
60

%

to .- More More Who
- Work - Theory Practi- Attended
-cal
Applica-
tion
%. % % % based on these
51 60 57
91 78 78 23
46 59 58 151
- 33 33 6
52 54 42 33
72 69 69 29
47 58 55 184
57 62 63 126
41 56 49 87
55 65 . 62 86
48 56 54 127
45 72 76 29
52 58 54 184
56 59 5 85
63 67 63 30
41 63 66 59
44 51 41 39
48 56 56 23
58 71 - 64 70
42 56 60 66
52 S0 - 44 54
52 60 60 40
69 44 . 56 16
47 61 55 51
49 61 58 106
53 37 32 36
40 47 46 177
49 60 58 173
58 57 55 40

who attended of 213



APPENDIX A Table 17 Post-basic Educational Programmes Attended

- STAFF Clinical Management  Sig. District TOTAL
: (Categories Study
1 and 2) Episodes
: in previous
: ' 12 months
% % . %
"Qverall ' 58 75 s , 24
Grade - Specialty ’ IR :
Nursing Officers (Gen) = 64 82 o 39 28
Charge Nurses (Gen) 49 71 : 22 213
Nursing Officers (Mat) 100 : 86 a ‘ 14 7.
Charge Nurses (Mat) - 100 92 7 25 36
T : ' : . 284
Grade * : y , :
Nursing Officer ' 71 83 » : , 34 35
Charge Nurse 56 - 74 . v 22 249
Social Status : , « - .
Married 49 69 ‘ : 21 182
Not Married - 74 85 . 26 102
' ' 284
Home Commitments : '
Dependents . 58 68 x 2 1df = 22 127
No dependents 59 81 - 6.49 p<0.02 25 157
' i — 284
Sex - ‘
Male ’ ' 50 69 10 - 42
Female o 60 .76 : 26 - 242
' » ‘ o 284
Type of Nursing ‘ : o
General , 56 73 , 25 117
Geriatric 32 . 64 o 21 47
Specialty 53 77 o 23 77
Maternity 100 91 R 23 43
A E ' : - . 284
Time Qualified e ' : » :
Less than 5 years 46 66 . _ ' 20 35
5 but less than 15 years 65 ' 76 ' 30 92
15 but less than 25 years 50 76 o 23 87
25 and more years 64 7 ' : - 17 . 70
' o . ' ’ ' - o 284
Size of Hospital _ S , :
Less than 50 beds = =~ 50 71 14 56
50 but less than 100 beds 46 57 - : 21 28
100 but less than 200 beds 39 . 80" , : S 25 64
200 and more beds 57 78 e 27 136
' , , 284
Shift ; , :
Night Duty 47 61 x 2 1df = 20 59
Day Duty ' 61 79 8.2 pd0.01 24 225
' , ' . 284
Duty Span '
- Full Time 61 79 24 220
Part Time 48 62 20 64

284



. APPENDIX A Table 13

'STAFF

- Overall

~ Grade - Specialty
Nursing Officers (Gen)
- Charge Nurses (Gen) -
Nursing Officers (Mat)
Charge Nurses (Mat)

Grade
Nursing Officer
Charge Nurse

Social Status
Married
Not Married‘ ‘

Home Commitments
Dependents '

. No dependents

Sex
Male
Female -

Type of Nursing
‘General

Geriatric
Specialty
Maternity

Time Qualified

Less than 5 years

5 but less than 15 years
15 but less than 25 years
- 25 and more years

Size of Hospital
Less than 50 beds - :
50 but less than 100 beds

100 but less than 200 »beds '

200 and more beds

Shift
Night Duty -
Day Duty

Duty Span
Full Time
Part Time

Programme Needed

Choice by Consumer from a Selection .

of Programmes

No Sig. ~ Voluntary

Need %
Nil 71

68
75
71
56

68

72

74

70

7

74
71

x 2 1df
= 6.68 78-
p<0.01 (77

66
71
69
- 79

70
68
66
76

71
72

71
72

68

(66
58

. Respondents Views on Type of Updating

Compulsory Sig.

%
26

21
25

.29

39

- 23

27

25
279

27

25

26

26

21
23
30
37

34
27
29
19

25

32

33
23

29

26

26

27

TOTAL

28
213

36
284

35
249
284

182

102
284

127

157
284

42
242

284

117
47
77
43

284

35
92

- 87

70
284

56
28
64
136
284

59
225

284

220

64
284



APPENDIX A Table l9 Respondents Views on Type of Programme Needed-

STAFF Set 'Refresher' Courses " TOTAL
‘ (Midwives already have these)
No Need Voluntary Compulsory Sig.

% % : %
Overall 3 38 58
Grade - Specialty ’ ‘ ’ .

- Nursing Officers (Gen) BT . 36 50 - 28
Charge Nurses (Gen) -1 44 54 213
Nursing Officers (Mat) - 29 71 ‘ 7
Charge Nurses (Mat) 8 6 - 86 ' - 36

: ' 284
Grade , :
Nursing Officer = 11 34 54 ’ 35
Charge Nurse 2 38 .58 : 249
: , : 284
Social Status oL v o R :
Married o 3 39 55 : ‘ 182
Not Married 4 34 . 62 102
, _ ' 284
Home Commitments - :
Dependents 2 40 .57 127
No dependents ‘ 5 33 59 : - 157
, : . .. 284
Sex ‘ : , : .
Male “ (1) 50 48 , 42
Female 4 36 60 : 242
. , : ' - 284
Type of Nursing v c . x 2 1df
General 3 46 o SU? = 14.36 117
Geriatric - 45 - 55% p<0.001 47
Specialty 5 36 - 56) 77
Maternity 7 9 B4x : ’ 43

' ' : ' 284
Time Qualified
Less than 5 years 6 29 66 35

5 but less than 15 years -3 24 3 92
15 but less than 25 years 5 .39 54 : , 87
25 and more years (1) 59 39 70
S : ' . 284
Size of Hospital ; ,
Less than 50 beds - 45 55 56
50 but less than 100 beds 7 46 ' 46 ‘ : 28 -
100 but less than 200 beds - 36 ' 62 ' 64
200 and more beds - 6 34 59 136

. ' 284
Shift ' _ o :
Night Duty 5 30 49 59

- Day Duty -3 36 . 60 : 225

284
Duty Span - :
Full Time 4 34 60 : ' 220
Part Time 2

48 - 48 : 64
: 284



¢« APPENDIX B



“APPENDIX B Table Bl

STAFF

Overall

Grade - Specialty.
Nursing Officers (Gen) -
Charge Nurses (Gen)
Nursing Officers (Mat)
Charge Nurses (Mat)

Grade _
Nursing Officer
Charge Nurse

" Social Status

Married
Not Married

Home Commitments
Dependents
No dependents

Sex
Male
Female

Type of Nursing
. General
Geriatric
Specialty
Maternity

Time Qualified

Less than 5 years

5 but less than 15 years
15 but less than 25 years
25 and more years

Size of Hospital
Less than 50 beds

50 but less than 100 beds
100 but less than 200 beds
200 and more beds

Shift
Night Duty
Day Duty

Duty Span
Full Time
Part Time

Scale 1

Sig.

or less

- B4

x 2 1df =
4.07 p<0.05

NS

X 2 1df =
6.74 p10.01
NS

NS

x 2 1df =

5.98 p£0.05

x 2 1df =
4.32 p<0.05

NS

NS

NS

NS

40

25 *
45 *

33

20

43

43
35

37
43

57
38

a46*
36
42
28*

40
42
41

37

46

50
47
33

41

40

39
44

‘Scores of 25 Scores of

more than 75
%

14
29 *

10 *
14

25

26

12

10
21

10
17

11
15
13
23

14
13

15

14

11
14

19

17
13

15
11

Sig.

x 2 1df
. 8.18

p<0.01
NS

NS
NS

NS

NS

NS

NS

NS

NS

TOTAL

28
213

36
284

35
249

284

182
102

284

127
157
284

242

- 284

117
47
77
43

284

35

" 92

87
70
284

56

28

64
136
284

59
225

284

NS

220
64
284



Scores Relating to Other Variables

Cat. 3.

APPENDIX B - TABLE B2 Scale 1
Influences Sige Scores of Sig. ‘Scores of TOTAL
' ' 25 or less more than
I 75
Availability of Journals > '
In hospital x“1df= 33% x 1df= 22% 157
. ) 6.61 . ’
Not in hospital 4,63 46% PL0.02 . 10% 127
P 0.05 : ‘
In department x21df= - 20% x 1ldf= 309 59
16.45 - 33.4
Not in department P2 0,001 50%. P40, 000 5% 225
Buying Journals _ o
Respondents who buy NoS. 44% N.Se 11% 146
Respondents who do
not buy 37% 17% 138
Reading Journals
(Mursing)
-~ Read in previous o v
three months N.S, 39% " NeSe 13% 271
Not read 50% 17% 12
(Medical) '
Read in previous ’2
three months X ldf= 33% x ldf= 23% 101
" Not read P<0.05 45% - PL0.Q1 9% 183
Use of Iibraries
(Professional)
Used in past year N.S. 32% N.S. 20% 153
Not used in past : ‘
year ' S 43% 13% 68
(Other for Prof. Purpose) _ :
Used in past year NeSe 35% N.S. 15% 100
" Not used in past
year : 44% 12%. 176
'Usefulness of Prof. x°1df= 26% N.S. 19% 174
Iibraries - Useful 42,46
Not useful P£0. 000 69% 4% 78
Post Basic Education
(Catn 1, 2) >
Participants- x“1df=2+3 38% N.S. 17% . 165
Non-participants P£0,01 44% 10% 119
Table 2 a ref, Scale 1 o
Scores Participants Sig. Non-Participants N
Post basic 25 or less 55% N.s. 45% 115
rogrammes ‘
Emﬁding- Above T5 70% 30% 40

EEC—



APPENDIX B Table B3 Scale 2

STAFF ~ Sig. % who Sig. % who TOTAL
: ‘scored 25 scored more
or less than 75
Overall D : 46 , 8
. Grade - Specialty ; : o :
Nursing Officers (Gen) x 2 1df = 10.5 21 14 28
Charge Nurses (Gen) - p£0.005 54% ~ 7 213
Nursing Officers (Mat) - o - 7
- Charge Nurses (Mat) L ; 19 11 36
' : 284
Grade » :
Nursing Officer © x 2 1df = 12.62 17 , o1 35
. Charge Nurse. - p£0.001 49 7 - 249
; v . 284
Social Status o s
Married _ x 2 1df = 4.29 59 7 182 -
Not Married - pL 0.05 37 , ' 9 , 102
o v ' : , 284
Home Commitments : : .
. Dependents : S - 50 8 127
No dependents 41 - 8 - 157
: ‘ : . 284
Sex - ‘ ’
Male ' 55 2 42
Female : o T 44 9 242
: 284
- Type of Nursing _ ' ,
Maternity ' x 2 1df = 17.75 16 - 9 43
~ Others . p40.001 51 7 24)
' B 284
Time Qualified v .
Less than 5 years 40 6 35
‘5 but less than 15 years 46 5 4 92
15 but'less than 25 years o 51 9 87
25 and more years : 41 - 11 70
_ o ' ' 284
~ Size of Hospital '
Less than 50 beds - , .. 48 11 ' 56
50 but less than 100 beds . 43 11 - 28
100 but less than 200 beds o 45 8 64
200 and more beds o - 45 ' 6 136
‘ 284
- Shift , : . ’
~ Night Duty x 2 1df = 5.61 59 10 59
Day Duty p<0.02 - 42 ’ 7 225
N o ; 284
Duty Span SR
- Full Time o : 43 7 220
o 9 64

Part Time . : 55
: ' 284




APPENDIX B ~ TABLE B4

* Description of
Scores Related-to Other Variables

"‘Scale No., 2

"Influences Score 25 or below Score above 75 N
Educational Needs Ideﬁtified v o
General (Clinical Knowledge 43 - T T2
Knowledge of Interpersonal
skills _ ~ 45 6 62 .
Knowledge of Teaching skills 61 9 33
Special Clinical Knowledge 52 7 29
Knowledge of Technical skills 71 - 14
Updating Methods used
(Other than Educational Prog.)
Own resources 49 109
Local study days | 34 | 64
Informal discussion B
medical staff 43 11 53
Lectures by medical staff 33 12 _' 24
Professional Associations 30 13 23
Nursing staff meetihgs 44 - 16
Contact with Schocl of Nursing 17 17 12
- Post Graduate Medical Centre - _
- Library 33 33 6
Participation in post - basic
Educational Programmes
. (including Cat. 3)
None 54 10 93
1 Programme 44 5 110
2 Programmes - 39 10 59
3 or more *23 4 22
2



Appendix B

- Table B 5

Regression Analysis

Summary Table Relating to

Scale 1

de0secnresssec

Nursing Journals
(available in work place)

(available in hospital) .ceeeeseesoess -

Grade of Nurse

®e0seetsvsvore

" Sex of Respondents ececssssccans
Reading of Medical 7 :
Journals _ ssevccscssccne
Attendance at Post-basic
Bducation Programmes tesecssessenss
( 3 cats.)

Total Variance accounted for .ecceess

Table B 6

Regression Analysis

. Summary Table Relating to

Scale 2
Dependents eececerecesene
Type of Nursing evescssccccces
(general /midwifery)
Grade of Nurse ceceeeecionsee
Sex of_Respondents | secsecsscecee

Nursing Journals

Social Status

Reading of Medical Journals
Attendance at Popst-basic
Education Programmes (3 cats.)

Total Variance accounted for eeeesees

17%

1%

1%

1%
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" Respondents who trained overseas N = 11
Country ' , Numbers
Pustralia 4
Sri Lanka 2
Ghana’ ‘ 1
Jamaica -1
South Africa 1.
India 1
Eire 1
TABLE 2
Distribution of Respondents throughout
Hospital areas
Medical /surgical - 117 .
Geriatric ' Y
Midwifery 43
Theatre ' 26
~ Intensive Therapy Units 14
* Qther ' 37
Total = : - 284

* Includes Ophthalmics; Accident &'Eﬁergency; Uroclogy; Outpatients;
Orthopaedics; Paediatrics; - Radiotherapy

TABLE '3
Category 1 Courses.- o N =172
Training _«' Number'

Midwifery ' : - 116
- Psychiatry A ' 26
* Teaching - 8
Orthopaedic 6
Tuberculosis 6
Sick Childrens’ 6
Tever 3
Health Visitor 1

* Tncludes Clinical Teacher and Registered Nurse Tutor training



APPENDIX C TABLE 4

Category 2 Courses N="170

Subject B Number

=
O

Family Plannihg
- Theatre work
Intensive Therapy work
Community training |
Opthalmic training
Accident & Emergency Workb
 Psychiatric training
Parentcraft training
Special baby care
ftnaesthetics
- Tropical diseases
'Neurolbgical,nursing

¥ QOther

S0 N W W B U B\ O O

* Other included Diagnostic radio therapy, Urology, Care of the
* Mentally “handicapped, Behaviour modification
training : ‘

TABLE 5

Category 3 Programhes ¥N=253

To?ics
Treatment of Cancer
‘Midwifery Theory
Care of Terminzlly ill
Care of the Zlderly
Care of a Tracheostomy
ACare of patients with Ren2l Tailure

Carz of Mentally Handicapped ?atients'




No. of Programmes attended
(including all programme categories)

Number %, respondents
1 Tpisodes _ 39%
2 TEpisodes 21%

3 or mors Episodes 1%




APPENDIX C

TABLE 7

Characteristicsof those who have
not attended any post basic training

C.N. (Gen)

married - 7

Work in Geriatric Unit
Qualified less than 5 years

Work in hospitals of less
- than 100 beds '

Work on Night Duty

'Wbrk Part-time

~ TABLE 8
Charqcteristicg of those who prefér
updating education . on a part-
time basis
Work on Night-duty
In Specialty areas »
Are gualified 25 years or more
TABLE 9

Characteristicsof those who could
travel from home district

Not married
Work full time




TABLE
APPENDIX C T2BLE 10

Characteristics - of those who are dissatisfied
with reading opportunities

Male

Charge Nurse

TABLE 11

Characterlstrcs of those who are most satisfied
with readlnr opportunities

Nursing Officer

General Division

TABLE 12

le 2 Characteristics of those least satisfied with
facilities

Works on ‘night-duty
Is married v
' Has dependents
Works in general division

Is of Charge nurse grade




APPENDIX C

TABLE 13
Characteristics of those who have
adequate opportunity for updating
Unmarried '
- Qualified 25 years or more
Work in hospitals of more than 100
beds but less than 200 beds
Are midwives
TABLE 14
‘ Characteristics of those who have no
opportunity to update
Male
Works on night duty
In hospitals of less than 50 beds
Is of Charge Nurse grade
TABLE 15
.Characteristics of those who identify a
need for interpersonal skills
Have no dependants
Are female » ,
Qualified less than 15'years -
" ‘Work in the General Division
TABLE 16

Characteristics of those who found basic
Nursing Training enough to equip for

. present post S

Qualified mere than 15 years
Work in a Non-specialist area

Work in hospitals of less than 100 beds




APTENDIX C.

TABLE 17

£dditional Progremmes not

recorded elsewhers N = 30
Course ' Time

Art of Examining ; 3 days

Art of Teaching , 3 days

Art of Fxamining ani
Teaching 3 - 5 days




APPENDIX C

TABLE 18

Mumbers of Journals

nsidered availables/Grade of Staff

Staff co
Journals Grade of Staff Total
¥.0. % C.N. %

o 3 o) | 33 | 3] 3
1 0 © | 1 | ()19
P 8 (23) 17| 1) | es
3 8 (23) 58 (23) | 66
4 -6 (7 32 (13) | 38
5 5 (1) | 10 | ) |15
6 3 (8) 7 (3) | 10
7 0 (0) 4 ()| 4
8 1 (3) 2 1] 3
9 1 (3) 1| (0.5)] 2

10 and over 0 (o) 6 v(2) 6

Total 35 100 249 {284

% rounded




APPENDIX C ' TABLE 19

 Journals ranked

by number of mentions

Nursing Mirror v‘v- ' ’ 201
‘Nursing Times 197

* Nursing Week : 73
British Medical Journal 52
Midwives Chronicle ' L2
‘Health and Social Services .35

- Journal
Midwives,,Healfh Visitors & ~ 35
Community Nurse ,
The Lancet - 33

* Queens Nursing Journal- .33
Modern Geriatrics’ ' | 30
Journal of Obstetrics and | /
Gynaecologists of Britain
Pharmaceutical Journal v 7v1
New Society 7
New Scientist 6
American Journal of Nursing 3

’* These journals are no longer published
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Dear

How Can Trained lurses ‘lesen Un!?

'Thislquestionnaire is part of a survey intended to discover if
trained nurses, those of clarge nurses and nursing officer grades,
feel a need to update their knowledre and what facilities they-
congider they need to enable them to do this.

- I know how busy you are (I myself work full tiwe as a nurse)
but feel justified in asking for your help since there is little ’
information available on the subject and quaiified nurses B
themselves are most likely to be aware if a need exists.

The information on the introductory page is very iwportant since
it will allow me to assess any local or swecial circumstances which
may influence individual views, All information obtéined will be
.confidential and individuals will not be identified, 4 code number
will enable me to send a reminder to anyone who has forgotten to
return the questionnaire. - -

The resezrch takes plece in the South "‘est Thames Region and
is registered with the University of Surrey.

I am very grateful for your help in'this matter and enclose a
stamped addressed enveloPe for the questiommnaire which I hope you

will return before

Yours sincerely,

(irs. izry Stanleton)




 APPENDIX E



QUESTIONNATRE

' ONGOING EDUCATIONAL NEEDS

OF TRAINED NURSES'




I"lease tick relevant box.

Grade:| 6 i.7 . Part time
' © . Full time

Home Commitments:s

‘Night"dﬁtyh‘

Day duty

-1~

Responsible for someons 16 years and under.

Responsible for someone over 16 years.,

Murse trainings

Did you train in this country?

If 'No', please state which country..................

Lre you a state certified midwife?

Do you practise as a midwife?

Lensth of time qpalified;.“

Iess than 5 years.
5 years but less than 15 years
15 years but less than 25" years

25 or more years

Goriatric
ledical
Surgical

Size of Hospital:e

Iess than 50 bveds
50 beds or
100 beds or

200 or more beds

Is your travelling time - -

to works &

or

more but less than 100 beds
more but less than 200 beds

vvvvvv

Specialtys

Male

Femald

I.7.0 Theztre
C.C.U A&
Lenal ' '

¢ Othercyvosocznbsa'o..t

..Less .than % hour? ..

.% hour or more but less than 1 hour?
-1 hoéur or more but léss than 2 hours?
- 2 or more hours?

DiVOrced4§
Separated [t:]

eo0o0cece e

LY

‘Unmarried © Widowed
Married
Yes No
Yes No
Yes 1 No
...'r:.‘.v.l'lii.
“Yes | | No
Yes No
D.N.T. )
Ophthalmic
Orthopoedic
Neurological

/Cont. ...



slease tick relevant box. -~

PR D

This section of the questionnaire relates to the opportunities avallable to you
to use books and journcls as a moeans of keepiny up t6 date with nur31nu.

(a) Vhich journals are available, in your h sPital, for you to ‘read?

A. Nursing Times oo DT
B. fueen's Mursing Journal P K
- 'C. Hdwives Chronicle
D. Health & Social Service Journal : -
‘E. American Journal of Mursing ___j T
F. Mursing Veelly L
G. Nursin'-ﬂirror __;
H. Brltlsh iledical Journal }
I. DNew SOCletj
J. The Lancet .
N. Nursing Chronicle L
L. New Scientist | =
. Journal of Obstetrics . Gynaecology
of the British Commoinwealth |
N. Tharmaceutical Journal __;4
0. Iddwife, H.V, & Community fmrsc |
P. Any otherS.eiceeeseereiooocvont ciioinnacs . e ..

(b) ire there journals conveuiently claced for ydu to browse through?
. ; ,

Yes ! Ho |

If "West,

b

(¢) ¥here are they available? ("leuse identify the journal, using the
anpropriate letter).

.. ™
Jourial Tlace
L oursa. L1808
.
® 5 90 0 0 0 6 0 00000 PTG 0 OO 0L 00l e @ 0 0 0 0680 00 80 000 0O P PO E e NS GO N 0000
® ® 6 8 5 5 0 0 % 00 900 P OO OO SN 0000 E PNy ....0'.......‘.l..'...'."'..."...
.l‘l."..ﬁ'.0..30.0..O'..‘O.."'DOO.‘ .’v'..'.C'O'.l.""."‘....hO..Ol.l'

2. (a) Do professional journals circulate through your working area?
Yes ?Tj‘ Noi !
If 'Yes',

(b) Could you identify these, using the arprorriate letter?

P I IS SRR B R AP B A S B SRR AP B A K B I BN BB BRI BN B K BN S N AN IR L U A B B B BN B AN BE AR BE I B BN A A e ¢ o o v LR

9 0 0 00 0 00 080 b . 80000000000 00000 .00 LEPe L0000Vttt LeesFRPLIVEBLL

3. (a) Do vou have tlke op-ortunity to read a mmrsing journal? Yes’ | Mo
(b) Hzve you rcad ome: —
(i) his week l |
/Conto.ao-on.



Flease tick relevant box. . o

3. (b)....Continued...'
(ii) +this month S

(iii) in the last threc ronths ;

(e) Did you:

(ig buy these? .

(ii) have them sunplied?
(iii) get 1 .ewm from any
other source?

T

s

9 © 005 00 60 00 8 L0 8O BO UL OV S 0L ECOE® 0N U, ELOLEEUVLEEELLL L EECET L LLBLO s e “ - o0

4. (é) Do you have the oprortunity to rcad a wmedical journal?v..Yes No j

(b) Have ‘you read ones
(i) +this week? 1

(ii) this month?
(iii) in the last 3 months

9 0 56 60 0 00 48 00 00856000560 060L0E0e 0060000006090 06°C0D000606LGCO0CO600Ce6SELLIEDOOPUVUECOEOOELLLEEECEOOVGS

Se Do you think there is any nced for trained nurses to read:
(a) nursing journals? Yes | No | |
(b) medical journals) Yes ! No

66 00 06006 090060080 600669 80800 .L % ¢ 060000060 +6060C006060060¢600060600v0oceocPOiscltts vbotovoecovos o

@ e e 00000 er P s P OO OLIGs e .3 68 % TG G DCLOO®OSOLESO OGS POOLLCOSDCOOOUSLLEL VS o6

Different types of library ifccilities are seilable for nurses. From the
statements below could you ider*ify the =i. ! of libraries which are available
to you for reference and loan pur* “ses. (Blonua *ick the relev nt box)

5. (a) Library for le-rilers only.

!
(v) Library for leurners which trainsd nurscs may use for 1

!

refereiice nurnoses. b

. . - . o T

Library designed to meet the needs < trained nurses. L

(d) Livbrary who.e facilities are desi,ncd to meet’the **W
needs of all nurses,

(e) Library desizined to be used by all trcined staff.

7. (a) Do the libraries available in youL district contain books and journals
vr S S] ? .
which you consider useful? Yeos ‘ No | ‘

&

$ 0 80009 000600 E 08I GG 00000 s00 00000000000 s00NRCO0NRCILOEBSLIOEOPINCOEROPPIOLVOIEOLE

© 6 5 0000000006600 0 0050606060009 00060066006060600060600060600e6060c0ieo -0000cso0000000c0006s00

(b) Do the facilities meet:

(i) all your needs?

(ii) some of your needs?

(iii) none of your needs?

/Cont.g......



Flease tick relevant box.

!
|-

8. (a) Have you used a professional libraiy in your districts

in the last week?

in the last month?

(1)
(ii)
(iii) in tho last year?

()

the last year?

® 6 0 00 0000 ¢ 0080 0 0¢AS0008 Ot eS8 L00060 LS OLOVSDCOCLS0EOGCEOLVBOLOVE .

ey

Have you used any other library for professional pur-oses, during

o]

L B RN

Yes [::j i

¢ 0

9 60 0000 GG S 66006 00 006080090 08 @5 ¢80 0 9C00 89 000CD0SEOOOCHNOE00CLESLOSOF(I OO . 6P 0000ers 00

20 0 0000000000000 00 000000 eop0assc b

9.

dissatisfied’.

,-ﬁ.._*u)\\\

A

® 0 000 FP PO GNOOLLSPEYFLEPPLOLULONESOIOOPLOEOSOSEGCE

I have drawn a thermometer which ran_es fro. ‘'very satisfied' to 'ver;
J

very setvisfied

\
ver” dissatisfied

Could you mark on this, with a line, how satisfied you feel with the
journal/iibrary facilities which are available to you, to enable you to

keep up -to—date with nursing?

/boni.....‘,..
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The next sectlon of the questlonnalre is concerned with- other ways 1n whlch you""
keep up~tp-date with nursing knowledge. v e

10.

11.

12.

13.

'

(a) Do consultants‘ rounds help you keep your mrofessional knowledge up=~to-

()

(v)

* 000
oo 00
s ee o

oo o0

(e)

(a})

date? N SRR Yes [::: No [::]'.

.000)..0'00‘.."0'00.0010000‘-ocoodcofuorl'!olctcbtc‘von-&o,.sw-..-onoo.f

© 6 0 0000066060000 80 00060060000 060086 0000000000 06000 0098080065000, 0640096066060 s00000000

Apart from consuitaﬁts rounds, what facilities are-available.to keep

your professional knowledge up~to—date?

© 0 0000000000089 0000000000080 0000000 INNLNIBLELEsILesseLLELOLEOLOOSLIOSNOOEOOSP

@ 900 0009 80009 5 060 080000000090 00080060000C0 00000700 ee000000s00000¢00p00coreos

Do you know of any vost-basic courscs for murses which you could

attend?

Please .0".0.0‘0.;..00!."!""..40'0'!l".ll{.."vm‘v“.‘.

1iSt any 'ooooco..olo'ono-otq]oot.'lulcota..c........,..;

tiat you
can remember

lDQ.Cl.O'.D".O'0.0'O'."C0.0'DOW"O!'U.O!COO'OO

Have you attended any of these courses?
(Include any training you have had since state reglstratlon)

e
® 0 0 00 0000000060600 0000000606066 00000000000000si002ccoLvboerEe
® 6 0 0 0 000 00 C 006 C P PO L0000 LS ELPLELLOSO0S9EP00POCIELELECUVLOEIELLNNTSS
B 8 6 0 0 06 000 0L 0 0P P E U PO O L LS N PE 00000 0EEeROONLIOINLIERNOIELECELIEBIE . SO

@ 9 0 L 065 G 88O B G PO L L PP NSP LYY EUSL LS BYOCPEL SOV

9 0600000V IOEIP P OOOPVIPOIILEISOLINCLEIOEGBSOLIDOIEOGELILOIOINOIOIORTILOTDEY

Did these courses meet your needs? ‘ Yes

@ 6 6 60 C 08 80P v 0060 908 8 C S0 098 6800000060800 OSNLRL OSSO L

6 6 00 0 006006 00 0060000 80000800 POOLII SN P OV OO PN ILIELLEL LN 00O

Is t.ere a nurse specifically in charge of educztion for qualified

3

3

nurses in your district? ’

Yes

o e 0

o000

coae

¢ 00 00

LRI 2 )
seccee

60 s090 0

Year

L B )

LU NS

c v es

R A I

——J
(Y Y

No

No

e s 000
¢ C oo
e s0s0 0

DI R IS

“« o6 v 0

\re there ongoing educational programmes planned for trained nurses?

(Sisters study days might be used for this),

Yes

Lo

Cail you list those »vnil "ile 2.0 vle last 12 monthse—-

© 0 8.0 000000000 00000008060 000000000 00600060800 060606085q¢ 8608060090060 8060090066600 0000

® 050900008 0000000006000 0 0000060000060 0060¢090000'0006090000600800 060600080 Qcessscetoen

Are there study periods based on one main topic around which a series

of lectures/éemlnars are arranged?

Yes

Approxivitoly how vy todics 1o the last 12 monthss—

o

® 00 000050000 0HPLL LI LY 00O 0000 0L N0 LN NSRS ONLCLILPPOEROSILOPOIEOIEOCEOETOSIRTETSOOS

® 00 5000000000000 000000000090 000000060000000000060000680006060060s0sPossssossesssosn
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Please tick relevant box. —6-

14.

15,

16,

17.

18.

(c)

(d)

Are there any programmes available to you.to enable you to develop the
teaching skills required of you in your ward or department¢

‘Yes No

00 0P 000 P PP EO OB EOLOOPOD OO PN OO G CO 000000006000 0000608806000 008000 0950060600000

Q.l.I0......'..l.OO.I.'.....I".".O'Il'.".l..'."""'.0."0...0....."0

.Could you 11st any subjects which you consider could usefully be studied

by murses in charge of wards and departments to -help them develop and

" ‘maintain the skills required of them?

0...'.'....Ol'-.'.l.."..".OIDDCO.JCOOOUOIO'OOO.l.ll.'..'.‘.."‘l..‘.c‘ut.

G € 0 60 00 0000060 6006060 0680060000 00600000000 50000050000 ¢0600008600ce0co0osPos0oi0biecor

'.a-co.loo-'oo.bo.¢30600‘.0000000’000Ooqtoonolcacoo.'avt.Gto.ocoo..noon...

Have you attended a management training course? Yes No L_i
If 'Yes', o g :

Did the course meet your needs? : . Yes No

Did it relate to your work? Yes No ;|

Any commen.CSOaOcO-..O'O.oo‘on‘-oc'b_ctvoooAvto.ooottcssttttss'snto.scotnoce<l

'YEEEREEEEEEENRYEYENEENFENEN NI I AR BB I B B I S A S B AR E AR AR 2N SR B BN B AN B B R A
Vere there aspects of management theory about which you wished to know

more? :
Yes No
Were there aspects of management practice about which you wished to know

2
more: Yes [;d, No

I bave drawn a thermometer again so that you can indicate, with a liue,
how satisfied you feel.with the training/educational facilities available

to you to enable you to keep up-to-date with nursing.

1/very‘satisfiedt

1
i

k'{-ve:ry dissatisfied

/Cont........



Please tick relevant box. - ' -1~

The next section is concerned with your views on the way to meet any needs that
tralned nurses may have for updatlng nur31ng knowledge.

19.

(a)

(b)

Do you feel any need to update your nur51ng knowledge9
Great Need | Some Need | Little Need |No Need

Do you have the op-ortunity to update nursing knowledge°
" oo 'firich Adequate |Some |{No op -ortunity :

Different types of educational programmes are available for adults., Please tick
the type you prefer. ’

20,

2l.

(a)
(v)

(c)

(i)

(ii)

(1ii)

Some one to tdlk to you - the lecture type of programme. Yes Nd[

The opportunlty to talk around a subject - the group dlscussion/éeminar
type of programme. Yes | | Mo ‘

You may like both of these or neither, if there is some other approach
which seems to you to be appropriate, could you list some details of
this? :

0 0 006060 0e 602060 @COLP VP OGIHOOP OO PO 060005000 0060060600000680000P00600ec09 08 000CVORSES : X ¢

9 0 60 00800000 e P800 06060 0000060600000 060600 080900800090 0000000080¢c0¢0s000000 s 8cos s

..“.O.‘ll'..00.'."..“.l...l.’l...."’......ll.l'll.l.v"..‘.'..“'.‘.'...

Which of the following study arrangements would you be able to attend?
(Please tick all of those you would find possible)

(a) Full time, away from your own district.
éb Part time, away from your own district
¢) Full time, in your*own district?
(d; Part time, in your own district?
(e) A course you could attend in your own time?

9 © 00 006060600060 0000000000 Cs 000 000608064 0060600306000 2006000006000 00s0psspeervssdsssory

..".O.......'O.'..'."Odh..tcIOC0.0COOOOODOOOID.O'l."...C".O.‘l"‘..‘..

Is the time span of such courses important to you? (Please ick
whichever ome of the following applies to yoﬁ).

(a) One day at a time only,

(b% One week (Mon - Fri) at a time ouly.

One month at a time only.

(d) Longer than any of these., (Please state limits)

@ @ 60 €0 00 00020006 00H 56000 LECOOCL O OB B &L O P E L LEEOCC LD OO 600COOCOELPIEOEECESENKFEEBCLES

Are the number of hours you are away from home per day a
consideration? (From the following statements, please tick the
one which applies to you). :

(a) Hours must come within normal working and travelling time.

(b) lours could be extended (Please state limits).

@ 0 9 0 00000 PP 000 C 00 QPO OGN NOEOO S8 0006 00 00 0CO0G P OFISELLCENRAEOEOLISOCEOOIOCOEBSOIBOOLOOIEOPOEOGGIES TSGR

(¢c) Time would not be a problem. ! l

(d) Ally. f‘lrther comellts..ou.uu,.oao00000000'Oluotoalolooolo.lcnc.o.lu.

00 000000000000 0000 800000000608 0006060000r)0ePessopvescssotrsesneccec/ocovivecey

Cont....



Tlease tick relevant box. -8~ e i

22.

(a)

8

(a)

- (o) -
(£)

Do you consider it useful to have short: courses of study avallable to‘

trained murses as an on-going programme from which they could choose?'"'i”

' Yes. 'No D

0000000-00.!0lcoao.atacano'-tnoooon‘cbu.coooco'vo.naoooob‘cno.-oconaa.

If 'Yes*, . 7T e .
Should attendance be voluntary? I Yes NQ
Should attendance be compulsory? ~— = Yes “No

© 0 0 00 9 0000060 ¢85 00 ¢ 0006 0060060000060 006000 0006060000606t (C800060Cesib606scceon

Do you consider it useful to have refrésher courses-every few years?

(gidwives already nave jhese). o Yes E:] No [::]

If 'Yes!', Pt RTINS S S
-Should attendance be voluntary? Yes No [ T
Should attendance be compulsory? ‘ Yes No

Y @ e W e e 0809000 CECNEGCOGOSEENIOEPIEL O P EOLLLLibY LB BLCEEEYLSCOOD L LLEOLEE

23,

® % €0 0 0 0P 0 B O PO G LOC YOS N0 O OO S PO LN LR L PULOLLUEEYL .80 PO

Have you found that basic training in nursing has been enough %o .
~enzble you to underteke the work required of you in Jour ward or -
department°

Yes |1 Mo

© ©0 0806000000 EESS 00 0OV UNGOO OO EPOPPO NP6 0CP 0000004 00ECO0EPCOO0OOSMSSLIET

[ e .
® 0000000000 0000000 P IRND N OEENO I EENO 0L 2900005080000 0000000000 GCEe0eee

vvvvvvv

Thank you very much for comvleting this questionnaire.

e o o . ‘ V/Cont...
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Are there any comments you would like to make on this subject, either to.
expand an area which.I have touched on or to introduce an aspect which I
have missed? I shall be very grateful for any information you care to offer.
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Toes sysiematic updating take place now?
s : . .
(explain systematic)

Tinuld you consider it?

!
i
{
1

1




APPENDIX G



AT e

The General Nursing Council for England and Wales

- SYLLABUS OF SUBJECTS FOR EXAMINATION

FOR THE CERTIFICATE OF GENERAL NURSING

I Principles and Practice of Nursing
Including First Aid

(i) Introduction

Outlines of the history and background of nursing.
Outline of the Health Service.

The Hospital, the various departments and functions, including its
relationship with the Local Health Services.

Personal qualities and attitudes required of the nurse.
Standards of ethical conduct.
Relationship between the nurse, the patient and the relatives.

The place of the nurse in the hospital team, relationship with
medical staff and other hospital workers.

(i) Ward Management
The plan of the ward routine and the patients’ day.

Elimination of noise. ,
Ventilation, heating and lighting.

Cleanliness of the ward as it affects the safety and comfort of the

. patients. - .
Care of linen; disposal of soiled and infected linen.
Care and use of equipment.
Care, storage and handling of food.

(iii) General care of the patient
Reception and admission of patients.
Transfer and discharge of patients.
Recording necessary particulars.

Care of the patient’s clothing and other belongings, including
valuables,

Observing and reporting on the patient’s general condition and
behaviour. - ' ' :

(G62-1969 4




.

The nurse’s rcsponsxbxlxty for the patient’s general cleanliness and
hygiene.

Prevention and treatment of infestation.

Bedmaking, moving and lifting patients, helping panents to get in
and out of bed.

Care of patients confined to bed.
Care of ambulant patients.
Serving meals.

Fceding patients. Measuring and recording fluid intake and
output. .

Recording weight.

Taking and charting the temperature, pulse, respiration and blood

pressure.
Observing and reporting on urine, faeces, vomit and sputum.
Giving and receiving reports.

(iv) Human behaviour in relation to illness

Effects on people of coming to hospxtal as m-patxcnts or out-patients
and effects on their relatives and visitors.

The nurse-patient relationship.

Patients’ reaction to illness.

The effects of emotional states on physical states.
Convalescence and rehabilitation.

(v) Nursing procedures
1.  Associated with general care of the patient

~Special positions used in pursing care.

Bed and cot making with modification of method required in
special conditions.

Methods of warming the bed.
Methods of relieving pressure.
- Prevention and treatment of pressure sores.
Disposal and/or disinfection of urine, faeces, sputum and vomit.
Care of incontinent patients.
Care of the unconscious pancnt
Last offices. ' . o
Bathing of infants and children.
Feeding of infants and children.

5
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Prevention of spread of infection (or surgical technique)

Prevention of spread of infection in a ward.

Principles of asepsis. '

Aseptic technique. ;
Methods of cleansing, sterilisation and disinfection.
Preparation of lotions. ‘

Conduct of surgical dressings and other sterile procedures.
Methods of securing dressings. '
Methods of disposal of soiled dressings.

Administration and storage of drugs

Weights and measures (Imperial and Metric System).
Rules for the storage of drugs and poisons.
Rules for and method of the administration of drugs.

Associated with speciclised conditions .

‘Care of patient before and after anaesthesia.

General pre- and post-operative nursing care.

Inhalations. .

Administration of oxygen; and oxygen and carbondioxide.
Nursing of patients requiring artificial respirators.
Intravenous and subcutaneous infusions.

Artificial feeding. _

Gastric aspiration and washout.

Preparation and administration of enemas of various types.
Passing a flatus tube. ‘

Colonic and rectal washouts.

Vaginal irrigations; perineal care; insertion of pessaries.
Catheterisation and irrigation of urinary bladder.

‘Treatment of the eye; bathing, irrigation, instillation of drops,

. application of ointments and dressings.

Treatment of the ear, swabbing, instillation of drops, insuffia-
tion, syringing, application of ointments and dressings.

Treatment of mouth and throat by gargling, irrigation and
painting. '

Uses and applications of heat, cold, medicated preparations.

Principles and methods of treatment by baths ‘and sponging.

6




-

Clinical procedures

" Collection of specimen of urine, faeccs vomit, sputum and

discharge.
Urine testing.

Preparation and care of patient and preparat:on of apparatus

for:—

(a) examination of ear, nose, mouth, throat; of respira-
tory, alimentary, urinary and genital tracts; neuro-
logical examination.

(b) Procedures including the examination of body fluids,
gastric analysis, renal and liver efficiency test, estima-
tion of basal metabolic rate, X-ray examinations;
lumbar puncture, cisternal puncture; bone marrow
puncture; venepuncture and venesection; aspirating

. the pleural cavity.

(¢) drainage of peritoneal cavity and subcutaneous tissues.

Opérating theatre technique

Preparation and use of theatre annexes.

Preparation, sterilisation, use and care of mstrumems and

other equipment.

- Position of patient for Operation

Observation and care of p tient during anaesthesia and

operation.

(vi) First aid and treatment in emergerncies

Aims of first aid treatment. :
Generai principles and rules to be observed.

Imp

Use

rovisation of equipment.

_Methods of moving and carrying mjured persons

of triangular and roller bandages and sph_nts.

Haemorrhage.
Shock.

Asphyxia.
Fractures.

Burns and scalds.

Poisoning.
Fits. , : _
Emergencies, ¢.g., fire and accidents in the ward.

7
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11. “The Study of the Human Individual

Introduction to the development of the human individual; physical
and mental.

General structure of the body with its relationship to funcnon; how
the body works.

The skeleton and its functions. How joints and muscles function.

Need for and supply of oxygen to the tissues.
- Principles of nutrition and basic dietetic requirements.
The use of food and fluid.

The circulation of the blood and the functions of the lymph and
tissue fluid.

Elimination of waste products.
‘Control of activity by the nervous system and hormones.

-The appreciation of environment; the senses of sight, hearing,

smell, taste and touch.

How mind and personality develop

The basis of mental hcalth constitution as a determmant of human
behaviour.
Family relationships and security.

Social development at school, during puberty and adolescence, at
work, in courtship, marriage and pareathood.

Maturity. Readjustments needed in middle age and old age.

Maintenance of Health

Housing and the home

Types of buildings.

* The problem of noise.

Provision of adequate ventilation, heat and light.
Provision of an adequate supply of safe water.

- Storage and care of food.

Disposal of rcfusc
Cleanliness.

The Individual

Clothing, nutrition, exercise and recreation; fatigue, rest and sleep.

g
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III. Concepts of Nature and Cause of Disease and

Principles of Prevention and Treatment

Nature and causes of disease

Congenital abnormalities.

Nutntlonal dxsordcrs—-deﬁmencxcs or excesses in the diet—failure
in absorption.

Endocrine disorders.
Emotional stresses. .
Trauma—types of injury and processes of healing.

Inflammation, symptoms and swns—local and gcneral effects and

results.

Infection—types of orgamsms and-methods of spread of infection;
rcactxons immunity.,

- New growths, types and characteristics.

Degeneration. -
Poisons. '
Undetermined origin.

These general headings setting out in the broadest possible lines
the nature and cause of disease should be applied in the study of all

~ types of conditions which will include general and specialised medical

and surgical conditions affecting all age group> and all systems and
organs in the body

‘The study of any condition from which a patient may be suf-
fering either of a general or specialised character sheuld include:—
Applied anatomy and physiology.
Cause. '
Symptoms and the well-known signs.
Reasons for investigation. -
Treatment. '
Nursing care to include observations and records.
Normal course of the disease.” Complicatioas. - )
‘Social aspects and rehabilitation. A

9
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Maintenance of health and prevention of disease

Factors contributing to the maintenance of h“alth mcludmg health
education (see Section II).

Personnel contributing to the maintenance of health and co-opera-
tion with the staff in wards and departments of hospital, the
family doctor and the Local Health Authority.

The personnel concerned with physical and mental care outside
hospital. ’
Factors contributing to the breakdown in health.

The influence of the patient’s home and economic background in
the prevention of disease and as an associated cause of disease:

The Social Services.

Treatment of disease

 Relevant items from Scction I, Principles and Practice of
Nursing, and the application of physiological processes included in
Section I, the study of the human individual, should be studied in
relation to the nursing care required in the treatment of any con-
dition from which patients may be suffeiing. -

Other aspects of treatment

1. Rest

Gcncral rest of mind and bbdy

Imporianoe of environment and planning the pan..nt s probrammc
to include adequate rest.

Physiological rest of affected organ or area.
Complications associated with prolongcd local or general im-
- mobilisation.

2. Dietetics
Normal dict.

Ward meals.
Modification of the normal diet in the treatment of various con-
ditions.

10
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_ 3. Pharmacology
Dangerous Drugs Act.

Regulations under the Pharmacy and Poisons Act.

The use, dosage, action and side effects of drugs commonly ordered

in diseases of :—

Cardio-vascular system
Alimentary system
Endocrine system
Nervous system
Genito-urinary system
Respiratory system
- Locomotor system
Preparations of vitamins and hormones
Anti-histamines
Chemotherapeutic agents.

4. Radiotherapy

Principles of treatment by X-ray and radioactive substances.

, 5. Physiotherapy
Principles of treatment. '

6. Psychiatric treatment

Principles of psychological treatment and therapeutic climate.

Special treatments and drugs used in mental disorders.

7. Occupaiional and industrial therapy

" Principles and use of occupational and industrial therapy as a

means of return to health and working capacity.

11
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General Principles of Medicine and Surgery

Curdio-~
vascular
system

Respiratory
system

Alimesntary
system

Urinary
system

Locomotor
system

Endocrine
system

Nervous
system

Special
senses

Communi-
cable diseases

Mental
disorders

.Female

reproductive

system

‘Male.

reproductive
system

Medical and Surgical Nursing

Abnormaiities of pulse, cardiac action and blood pressure.

Diseases affecting the heart, blood. blood vessels and
blood forming organs, lymphatic vessels and nodes,

Abnormalities of respiration.
Types of cough and sputum.
Diseases of the respiratory tract, lungs and pleura.

Abnormalities and disorders of appetite, swallowing,
digestion, absorption, metabolism, and defaecation.

Types of vomiting, diarrhoea and constipation.
Diseases of the alimentary tract and its associated organs.

Abnormality of urine.
Disorders of micturition.
Diseases of the urinary tract.

Abnormalities and diseases of bones, joints and muscles.
., Trauma. ~

Effects of disordered function of endocrine glands.

Disorders and diseases of the brain, spinal cord, and
peripheral nerves.

Assessment of level of consciousness, sensory changes and -

types of paralysis.
Abnormalities and disorders of sight, hearing, smell, taste

and touch. v
Diseases of the eye, ear, nose, tongue and skin.

Immunity. Use of Sera and Vaccines.
Mode of Spread of infection. '
Specific fevers.

_Venereal diseases.

Respiratory tuberculosis.

Inter-relation of mental and physical processes; psycho-
somatic disorders; psychotic and neurotic states.

Pregnancy; principles of ante-natal care.
The stages of normal labour.
Post-natal care of mother and child.

Disorders of menstruation, pregnancy, the puerperitm and
. the menopause. n

Displacements and diseases of the genital tract.

Disorders associated with these organs.

17
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 PREFACE

The Syllabus sets out in broad terms the subjects to be studied during
training for Registration in the general part of the Register maintained
by the General Nursing Council for England and Wales,

The concept underlying this syllabus is that of total patient care but for ‘

- convenience the syllabus is divided into three main sections; nursing,

the study of the individual and the nature and cause of disease together

‘with the prevention and treatment. These three aspects of patient care

should be learned concurrently throughout training. In this way the
various needs of patients will be closely linked together; their needs as
individuals and as patients requiring nursing and specialised care and
rehabilitation in preparation for return home.

The patient in hospital cannot be considered in isolation from the
community and the nurse must be aware of the services provided by
local health authorities and voluntary organisations to help and safe-
guard individuals in their home and work. The nurse also has an im-
portant part to play as a health teacher and must have a knowledge of the
factors in the environment which give rise to ill health since she will be
called upon to advise patients and their relatives on how to care for
themselves and their family in a way which wiil promote a state of
physical and mental well being. .

The syllabus includes a section on the elementary principles of manage-
ment which will form the basis for further post-registration courses.

:Learning will take place both in the teaching department and in the wards

and departments of the hospital with some experience in the community
services.. Teaching will be by means ot lectures, tutorials, group
discussions and project work.

Since nursing is essentially a practical art the majority of the training
period will be spent in the wards and departmenis of the hospital
learning and practising nursing skills under the guidance of Registered
Nurses. These skills and techniques are to be recorded in section 1 nf
the Record and the main types of conditions from which the patients
are suffering, are to be shown in section 2. These two sections are to
be a guide to the student in planning private study and writing patient
care studies. Each student nurse must be responsible for her Record
which should be completed regularly in consultation with the Registered
Nurses supervising and teaching in the wards and departments and
will thus provide a detailed record of training. :

The period of training is normally 3 years exclusive of excess sick and
special leave and student nurses will be required to pass written and
practical examinations prior to Registration. :

NI Y
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SYLLABUS OF SUBJECTS FOR EXAMINATION
FOR THE CERTIFICATE CF GENERAL RURSING

1. PRINCIPLES AND PRACTICE OF KURSING
Including First Aid

Introduction -

Qutline of the htstory of nursing as a background to the present day

Outline of the Health Service.
The hospital, the various departments and funchons including re-
lationship with the Local Health Services.

Personal qualities and attitudes of the nurse,

Standards of ethical conduct.

Relationship between the nurse, patients and relat:ves

The place of the nurse in the hospital team, relationship with medica!
stafi and other hospital workers.

Ward Organisation

Plan of patients' day.
Organisation of ward routine.
Ventilation, heating and lighting.

Reduction of noise.:
Cleanliness of the ward as it aﬁects the safety and comfort of patients.

Prevention of spread of infection.

Care of linen; disposa! of soiled and infected linen.

Storage and custody of drugs.

Storage and preparation of lotions and poisonous substances.
Care and use of equipment,

Care and storage of food.

General care of patients and nursing procedures

Reception and admission of patients.

Transfer and discharge of patients.
.Recording of necessary particulars.

Care of patients’ clothing and property.
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Observing and reporting on the general condition and behaviour of
patients.

Responsibility for the general cleanliness and hygiene of patients.

Bed and cot making with modification of method for special conditions.

Methods of warming the bed.

Moving and lifting patients, helping patnents to get in and out of bed

Relief of pressure and prevention of skin abrasions.

Care of patients confined to bed.

Bathing and feeding of infants.

Care of ambulant patients.

Serving meals and feeding patients.

Measuring and recording fluid intake and output.

Taking and charting the temperature, pulse, respnrat:on and blood
pressure.

Recording weight and height.

Giving and receiving reports.

Observing and reporting on sputum, vomit, urine and faeces.

Disposal andfor disinfection of sputum, vomit, urine and faeces.

Care of infested patients.

Care of patients requiring isolation.

Care of incontinent patients.

Care of patients in plaster or on traction. .

Care of unconscious patients.

Care of paralysed patients.

Care of the dying.

Last offices.

Care of patients before and after anaesthesia.

General pre-and post-operative nursing care.

Principles of asepsis, sterilisation and dISIanCtIOI'l

Aseptic technique.

Conduct of surgical dressings and other sterile procedures

Methods of securing dressings. _

Methods.of disposal of soiled dressings.

Administration of oxygen and other inhalations.

Nursing of patients requiring assisted respiration.

Intravenous, subcutaneous and other parentera! infusions.

Artificial feedmg

4 -
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Gastric aspiration and washout.

Preparation and administration of enemas and suppos:tones passing
of a flatus tube; rectal washout.

Vaginal irrigation; perineal care; insertion of pessaries.
Catheterisation, irrigation and drainage of urinary bladder.

_Treatment of eye; bathing, irrigation, instillation of drops, application

of ointments and dressings.

- Treatment of the ear; swabbing, instillation of drops, msufﬂatton.

syringing, application of ointments and dressings.
Treatment of the mouth, nose and antra.
Uses and application of heat, cold, medicated preparations.
Care of patients with pyrexia and hypothermia.
Principles and methods of treatment by baths and sponging.

Human behaviour in relation to illness
Effects on people of coming to hospital as in-patients or out pahents
How the emotions may affect the body.
Patients’ reactions to illness.

- Convalescence and rehabilitation.

The nurse-patient relationship,

Administration and storage of drugs

Dangerous Drugs Act.

Regulations under the Pharmacy and Paisons Act,.
Weights and measures (Metric and Imperial System).
Rules for the storage of drugs.

Rules for and method of administration of drugs.

- Tests and Investigations

Collection of speccmens of sputum, vomit, urine, faeces and dxscharges.
Urine testing. -

"Preparation and care of patients and preparation of apparatus for:

{a) examination of ear, nose, mouth, throat; of respiratory, alimen-
tary, urinary and gemtal tracts; neurolog'cal examination;
X-ray examinations.
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(b) Procedures including’ the examination of body fluids, gastric
~anaIyS|s renal and liver efficiency tests, investigation of endoc-

rine activity; biopsies; venepuncture; lumbar puncture; cisternal
puncture; bone marrow puncture; aSpnratmg the pleural cav:ty

L g mr—— e

and drainage of peritoneal cavity.

Operating theatre technique

Preparation of theatre and annexes.

Preparation, - sterilisation, use and care of instruments and other

equipment.
Positioning of patients for operation.

Observation and care of patients during anaesthesla and immediate

after care.

First aid and treatment in emergencies

Aims and principles of first aid treatment.
Improvisation of equipment. .
Methods of moving and carrying injured persone '
Cardiac arrest.

Haemorrhage.

Shock.

Asphyxia,

Fractures.

Bites and stings.

Burns and scalds.

Poisoning. '

Fits.

Emergencnes, e.g. fire and accidents in the ward.

Freparation for management

-Principles of management.

Principles of teaching.

: Communications.

6
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Il. STUDY OF THE HUMAN INDIVIDUAL

Introduction to the development of the human individual, physical and
mental,
General structure of the body in relation to function; how the body
WOrks.
The skeleton and its functions. How joints and muscles function.
“Exercise, fatigue, relaxation and recreation.
Need for oxygen and supply to the tissues. .
Basic dietary requirements; the use of food and fluid.
The circulation of the blood; the functions of lymph and tissue ﬂu:d
Heat regulation; clathing.
Elimination of waste products.
Reproduction. -
Control of activity by the nervous system and hormones; rest and sleep.

-

The appreciation of environment; the senses of sight, hearing, smell, -

taste and touch.

How mind and personality develop.

The basis of mental health.

Family relationships and security.

Social development at school, during puberty and adolescence, at work,
in courtship, marriage and parenthood.

Maturity. Re-adjustments needed in middle age and old age.

- Effect of the environment on health.’
Provision of a safe environment.
Community services.

Personal responsrb:htues for hea}th
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1il. CONCEPTS OF THE NATURE AND CAUSE OF
DISEASES AND THE PRINCIPLES OF PREVENTION
- AND TREATMENT

Naturs and causes of disease
Congenital abnormalities.

_ Nutritional disorders—deficiencies or excesses m the dlet—-fa:lure in

absorption.

Endocrine disorders.

Emotional stresses.

Trauma—types of injury and processes of healing.

Inflammation, symptoms and signs—local and general, effects and
results, '

Allergy and immune response.

Infection—types of organlsms and methods of spread of infection;
reaction; immunity. .

New growths; types and characleristics.

Degeneration.

Poisons.

Undetermmed orsgln

These general headings setting out in the broadest possxble lines the

nature and cause of disease should be applied in the study of all types
of conditions which will include general and specialised medical and

surgical conditions affecting all age groups and all systems and organs

sn the body.

Th° study of-any condition from which a pahent may be suffering either
of a general or specialised character should mclude
Applied anatomy and physiology.
-Cause.
Symptoms and the v.ell known s:gns
Reasons for investigation.
Treatment.
Ndrsing care to include observations and records.
Normal course of the disease. Complications.
Social aspects and rehabilitation.
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1. Rest

Maintenance of health and prevention of disease

Factors contributing to the maxntenance of health including health
education.

Personnel contributing to the maintenance of health and co-cperation
between the staff of hospitals, famny doctors and the Local Health
Authority.

The personnel concerned with physical, mental and social welfare of
the community.

Factors contributing to the breakdown in health.

The influence of the patient's home and economic background in the
prevention of disease and as an associated cause of disease.

~ The Sacial Services.

Treatment of disease

Relevant items from Section |, Principles and Practice of Nursing, and

the application of physiological processes included in Section Il, The
Study of the Human Individual, should be studied in relation to the care
required in the treatment of any condition from which patients may be
suffering. .

Other aspects of treatment

General rest of mind and body. :

Importance of environment and plannlng the patient's programme to
include adequate rest.

Physiological rest of afiected organ or area.

Complications associated with prolonged local or general immobil-
isation.

2. Dietetics

Normal diets. :
Modification of normal diets in the treatment of various condmons




3. Pharmacclogy

The use, dosage, achon and side effects of drugs commonly ordered in
dnseases nf :

: Cardlo-vascular system
Reticulo-endothelial system.
Respiratory system.
Alimentary system.
Genito-urinary system.
Locométor system.

Nervous system.
Endocrine system.
Skin and special senses.

4. Radiotherapy

Principles of treatment by X-ray and radio-active substances.
Care and custody of radio-active substances.

5. Physiotherapy

Principles of treatment.

6. Psychiatricdreatment

Principles of psychoiogica! treatment,
The promotion of a therapeutic environment.
Special treatments and drugs used in mental disorders.

7. Occupational and industrial therapy

- Principles and use of occupational and industrial therapy as a means of

return to health and working capacity.

4 s e g




[ .

system Diseases affecting the hean blooa b!ood vessels and
. blood forming organs, lymphatic vessels and nodes.
Respiratory Abnormalities of respiration.
system Types of cough and sputum.
Diseases of the respiratory tract, lungs and pleura.
Alimentary Abnormalities and disorders of appetite, swallowing,
system digestion, absorption, metabolism, and defaeca-
tion. _
Types of vomiting, diarrhoea and constipation.
Diseases of the alimentary tract and its associated
organs. '
Urinary . Abnormalities of urine.
system Disorders of micturition.
Diseases of the urinary tract.
: Locomotor Abnormalities and diseases of bones, joints and
; system muscles.
1
4 . =
Nervous Disorders and diseases of the brain, spinal cord, and
- system ~ peripheral nerves. :
Assessment of level of conscicusness, sensory
changes and types of paralysis. '
Endocrine Effects of disordered function of endocrine glands.
- system : .

‘GENERAL PRINCIPLES OF MEDICINE AND SURGERY
and assocxated nursing care

Caédio;vafcuiar Abnormalities of pulse, cardiac action and blood
and reticulo- pressure.

endothelial

N
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Reproductive
system

Special senses

Communicable
diseases

Mental
disorders

Traumatic
conditions

Co12.

Pregnancy; principles of ante-natal care.
The stages of normal labour.

Post-natal care of mother and child.
Family planning; infertility.

" Disorders of mens‘truatio.n, pregnancy, the puer-

perium and the menopause.

Disorders, displacements and diseases of the male
_and.female genital tract. -

Abnormalities and disorders of sight, hearing,
emell, taste and touch.

Diseases of the eye, ear, nose, tongue and skin.

Immunity. Use of Sera and Vaccines.
Mode of spread of infection.

Specific fevers.

Venereal diseases.

Respiratory tuberculosis.

Inter-relation of mental and physical processes,
psychosomatic disorders; psychatic and neurotic

states.

Burns; scalds; poisoning; multiple injuries. -




