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Ethical decision-making in nurse education 
 
Audrey Adams (HNC, RN, BSc(Hons), MSSc, MSc) 
Lecturer 
School of Nursing & Midwifery Studies 
Trinity Centre for Health Sciences 
St. James's Hospital 
James's Street 
Dublin 8 
Tel: + 353 1 6082777 
Fax: + 353 1 473 2984 
Email: auadams@tcd.ie  
 
 
Elizabeth Fahey McCarthy (RGN, RM, RNT, MA Ed (Oxford Brookes)) 
Acting Director of Postgraduate Courses 
Course Co-ordinator Conjoint Postgraduate Programmes 
Lecturer/Co-ordinator across Undergraduate and Postgraduate Progammes 
Tel + 353 1 608 3861 
E-mail: faheymce@tcd.ie  
 
Purpose  
There is an inherently moral aspect in nursing care delivery (van der Arend & 
Remmers-van den Hurk, 1999). However, there has been little consensus on the 
content and approach to the teaching of ethics in nursing curricula (Allmark, 1995). 
Nevertheless, there is evidence in the nursing and educational literature which would 
support a constructivist approach to this area of nurse education. Rather than the mere 
transference of information to the student which characterises traditional teaching 
methods (and many computer learning packages) constructivism strives for the 
transformation of the learner’s world view through a process of enquiry, interpretation 
and construction of their own, personally meaningful knowledge (Cunningham, 
1992). The purpose of this project was to implement a constructivist approach to 
ethics with an undergraduate student cohort, which included providing them with an 
interactive cognitive tool to help them enquire into and explore some of the moral 
aspects of nursing care. 
 
Design  
Students are encouraged to reflect individually on clinical-based scenarios and 
consider the ethical issues involved before discussing them online with their 
colleagues. A program was developed in FlashMX and distributed on CD ROM to 
facilitate the students’ acquisition of ethical language and adopt a logical approach to 
ethical decision-making by creating an interactive version of Purtilo’s decision-
making model.  
 
On the CD ROM there is a main menu that has links to ethical resources on the Web, 
a discussion board, information about Purtilo’s model and help information. The main 
screen has links to text story files of clinical situations that are dynamically loaded 
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into the user interface. Students may also listen to instead of/as well as reading the 
text, thereby achieving dual encoding and enhancing user experience. 
Results  
This tool has been tested on a student cohort and their evaluation of it will be 
reported. 
 
Implications  
Main features: flexibility both in terms of mode of delivery and content. It can be used 
on a LAN, the Web or CD ROM. The stories are dynamically loaded from external 
text files so even someone with a basic knowledge of computers can change, adapt 
and modify the material to meet student needs. The interactive design will hopefully 
encourage reflection and ethical debate leading to a greater sensitivity and 
understanding in relation to moral aspects of nursing (Benner, 1991). This program 
could be very easily adapted for other health care professionals and the online 
discussion board provide cross-disciplinary communication and understanding in a 
very complex area of care. 
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Quality of life issues relating to severe and profound intellectual disabilities – a 
review of the literature 

 
Vicky Andrews 
RNMH 
Diploma in Nursing 
Bmus(Hons)RNCM 
35 Harold Bridge Court 
Harolds Cross 
Dublin 6W 
 
 
Government papers are stressing the importance of the quality of intellectual disability 
services through effectiveness and efficiency.  They recommend using consumer 
surveys as a way of gathering this information.  This paper reviews the literature on 
quality of life and ways of measuring this concept. Researchers are clear that 
objective and subjective appraisals of an individual’s quality of life need to be sought.  
This enables the service to have a comprehensive picture of one’s quality of life.  
When we use a service we will consider whether it was of a good/bad quality or 
high/low standard.  We all consider different aspects to be important and we make up 
our own minds and assert our opinions.  Communication skills and cognition enable 
us to do this.  The question here is how do we gain subjective views from individuals 
that have severe or profound cognitive disabilities.  There is a huge amount of 
literature relating to quality of life and individuals that have the capacity to 
communicate and comprehend the issue.  But, there is a clear paucity of data 
concerning individuals that have severe or profound cognitive disabilities.  While 
Government policies are a positive move towards increasing the quality of life of an 
individual, there may not be enough empirical evidence to suggest that the methods 
available to us are valid and reliable.  It is shown in this review that more research is 
needed to provide valid and reliable ways to measure quality of life for people with 
severe or profound intellectual disabilities. 
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LIABILITY ISSUES FOR MIDWIFERY IN THE UNITED STATES:  
CLOSED CLAIMS REVIEW OF 68 CASES  
 
Diane J. Angelini. EdD. CNM. FACNM. FAAN  
Clinical Associate Professor  
Department of OB-GYN, Brown University 
Director, Nurse Midwifery  
Women & Infants' Hospital 
101 Dudley Street  
Providence, Rhode Island 02905 USA  
 
Sr. Editor, Journal of Perinatal and Neonatal Nursing  
 
Background:  
Liability in obstetrics in the United States is an on-going and ever present problem. 
Although liability claims for nurse midwives are very low in comparison to those of 
obstetricians, there are areas where risks can be modified. A review of nurse 
midwifery closed legal cases to identify repetitive practice patterns seemed a 
worthwhile study. Data from such review can formulate the basis for risk modification 
strategies and improved patient safety.  
 
Design:  
Closed claims review of nurse midwifery cases in the U.S.  
 
Sample:  
68 closed nurse midwifery claims in the U.S. (1982-2001) from various regions of the 
U.S., predominantly the Northeast USA  
 
Data Collection:  
13 cases from malpractice insurer; 55 other cases complied from a legal research 
service subscribed to by plaintiff and defendant lawyers; other cases from nurse 
midwives themselves; one from a state-related insurer  
 
Data Analysis:  
Data analyzed demographically by year, geographic location and monetary settlement 
amounts. Analysis by two reviewers noting percent agreement on all common areas of 
liability. Sub-analysis of each common area of litigation is presented as well.  
 
Results:  
• 8-10 common areas of litigation with nurse midwifery cases are noted. They 

include: shoulder dystocia, abnormal fetal heart rate abnormalities, missed 
diagnoses, exceeding scope of practice, poor resuscitative efforts, among others. 
Sub-analysis of each area of litigation is presented in detail.  

 
• Strategies to modify risk/liability for nurse midwives in the U.S. are presented.  
 
• Discussion of development of database to continue to identify and modify nurse 

midwifery liability risks.  
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A survey of mental health nurses’ experiences and perceptions of stalking 
 

Russell Ashmore 
Lecturer in Mental Health Nursing 
Department of Mental Health & Learning Disability, 
University of Sheffield, UK 
B.Sc.(Hons), RMN, MA, Cert. Ed, RNT, Dip. Coun.  
E-mail address R.Ashmore@Sheffield.ac.uk 
 
Stalking, or “a constellation of behaviours encompassing repeated and persistent 
attempts to impose unwanted communication or contact upon another” (Pathe et al, 
2002), has appeared in the media as well as the legal and academic literature with 
increasing frequency over the last decade.  Although a number of papers have focused 
on clinicians’ experiences of stalking, mental health nurses (MHNs) in the UK, have 
been surprisingly quiet on this subject. 
 
This study, the first of its kind in the UK, explored qualified MHNs’ perceptions and 
experiences of stalking.  A descriptive research survey design was adopted, with the 
use of British version of the Rutgers-Penn clinicians’ stalking questionnaire for data 
collection with an opportunist sample of delegates attending three mental health 
nursing conferences in the UK.  One hundred and twelve completed questionnaires 
were returned and analysed using SPSS (Version 12) to produce simple descriptive 
statistics. 
 
Fifty-six (50%) MHNs reported 64 stalking experiences lasting 1-5 years.  On the 
whole, victims were female (78.6%) and stalkers male (82.1%).  Stalkers were drawn 
from a variety of groups including mental health service users (32.8%) and work 
colleagues (21.9%) i.e. MHNs. 
 
Forty-three (76.8%) stalkers threatened their victims.  Threats included to physically 
injury (26.88%) or kill (23.2%) their victims and were delivered by telephone, post, e-
mail or direct contact with the stalker or through a third party.  Victims also reported 
being followed (42.8%), physically assaulted (21.4%), having their property damaged 
or stolen and receiving unwanted letters, presents, telephone calls, text messages and 
photographs (41.1%). 
 
MHNs also reported a range of emotional and behavioural responses to their 
experiences including: fear, helplessness, anger, anxiety, sleeplessness, depression, 
nightmares, and avoidance behaviours. 
 
The paper will explore the wider implications of these findings and argue that there is 
a need for MHNs to undertake further research in this area and develop initiatives to 
educate and support nurses addressing these types of experiences. 
 
References. 
Pathe MT, Mullen, PE & Purcell, R. (2002) Patients who stalk doctors: their motives 
and management.  Medical Journal of Australia 176: 335-338. 
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A survey of mental health nursing students’ contact with, and attitudes to the 
pharmaceutical industry 

 
1. Russell Ashmore 

Lecturer in Mental Health Nursing 
Department of Mental Health & Learning Disability, 
University of Sheffield, UK 
B.Sc.(Hons), RMN, MA, Cert. Ed, RNT, Dip. Coun.  
E-mail address R.Ashmore@Sheffield.ac.uk 

 
2. Neil Carver 

BA (Hons) MA, Cert.Ed, RNT, Dip. Coun 
Lecturer in Mental Health Nursing  
Department of Mental Health & Learning Disability  
University of Sheffield  
N.Carver@Sheffield.ac.uk  
 

3. David Banks 
      Senior Lecturer 
             BSc. (Hons.), MA, RMN, RGN, PGCE, RNT. 
        Teesside University 

    School of Health, University of Teesside, Parkside West Building, Park 
      Road North, Middlesborough TS1 3LF, UK 

 
Pharmaceutical companies (PharmaMarket Letter, 1995) have recognised the nurse’s 
potential as both a prescriber of medication and an influence on the prescribing 
patterns of doctors.  Furthermore, mental health nurses (MHNs) frequently attend 
‘educational’ presentations given by the pharmaceutical industry (PI) and receive 
promotional material which is found in clinical areas. 
 
Whilst attention has been drawn to MHNs’ relationship with the PI (Ashmore & 
Carver, 2001ab; Carver & Ashmore, 2004) no research exists in this area.  This paper 
attempts to redress this deficit by reporting on one aspect of a study exploring 
students’ and qualified mental health nurses’ relationship with the industry.  A survey 
design was adopted, with the use of a questionnaire for data.  The data from a sample 
347 of pre-registered mental health nursing students at two universities in the UK 
were analysed using SPSS (Version 12) to produce descriptive statistics.  In addition, 
any qualitative data was subject to content analysis. 
 
The concurrent session will present and debate the implications of the following 
finding for mental health nursing practice: 
 
• The frequency of contact between mental health nursing students and the 

pharmaceutical industry; 
• The perceived advantages and disadvantages of contact with the pharmaceutical 

industry; 
• Students’ attitudes towards contact with the pharmaceutical industry;’ 
• Influences of contact with the PI on mental health nursing practice  
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In view of the many recent criticisms of the PI, this paper will argue that there is a 
need for both individual nurses and mental health nursing organisations to debate this 
issue and offer clear policies to guide nurses’ contact with the industry.  The 
presentation will make suggestions as to what these policies may contain. 
 
References 
1. Ashmore, R. & Carver, N. (2001a) Does the profession need pharmaceutical 
representatives ?  Mental Health Practice 5(2): 18-19. 
 
2. Ashmore, R. & Carver, N. (2001b) The pharmaceutical industry and mental health 
nursing.  British Journal Of Nursing 10 (21): 1396-1402. 
 
3. Carver, N. & Ashmore, R. (2004) Anything to declare ? Competing interests in 
mental health nursing journals.  Journal of Psychiatric and Mental Health Nursing 11 
(In Press). 
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Student nurses’ use of their interpersonal skills within clinical role-plays 
 

1.  Mr Russell Ashmore  
Lecturer in Mental Health Nursing 
B.Sc. (Hons.), RMN, MA, PGCE, RNT, Dip. Coun. 
Department of Mental Health & Learning Disability Nursing, University of 
Sheffield 
E-mail address R.Ashmore@Sheffield.ac.uk 

 
2.  Mr David Banks 

Senior Lecturer 
BSc. (Hons.), MA, RMN, RGN, PGCE, RNT. 
Teesside University 
School of Health, University of Teesside, Parkside West  
Building, Park Road North, Middlesborough TS1 3LF, UK 
Telephone number: (01642) 384916 
E-mail address: D.Banks@Tees.ac.uk 

 
The effective use of interpersonal skills (IPS) by mental health nurses (MHNs) is 
essential if they are going to help the client resolve their mental health problems.  
However, there is a considerable amount of literature to suggest that MHNs do not 
communicate effectively. 
 
One framework frequently cited as a solution to these IPS deficits is Heron’s (2001) 
six category intervention analysis.  This framework is a component of many 
counselling courses and is used extensively by teachers of IPS within nursing 
curricula.  The popularity of Heron’s framework has generated a number of empirical 
studies, for example, Burnard & Morrison (1991) and Ashmore & Banks (1997).  
However, these studies are limited by their focus on nurses’ perceptions of their skills 
rather than actual skills. 
 
This poster reports on a study (Ashmore & Banks, 2004) that explored ‘actual’ rather 
than ‘perceived’ IPS used in a clinical role-play.  Forty-six mental health nursing 
students participating in a clinical role-play where they were asked to use their IPS to 
manage an encounter with a ‘client’ they were meeting for the first time.  Role-plays, 
lasting 10-20 minutes, were audio-taped and transcribed verbatim.  
 
Data were analysed using a content analysis framework based on the 6 categories 
identified by Heron (2001).  The following rank order of interventions emerged: 
catalytic, supportive, prescriptive, informative, confronting and cathartic.  The 
findings both challenge and support previous findings on nurses’ perceptions of their 
IPS.  The implications of these findings are discussed in relation to education, 
research and practice. 
 
References 
1.  Ashmore, R. & Banks, D. (1997) Student nurses’ perceptions of their interpersonal 
skills: A re-examination of Burnard and Morrison’s findings.  International Journal of 
Nursing, 34, 5, 335-345. 
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2.  Ashmore, R. & Banks, D. (2004) Student nurses’ use of their interpersonal skills 
within clinical role-plays.  Nurse Education Today 24: 20-29. 
 
3.  Burnard, P. & Morrison, P. (1991) Nurses’ interpersonal skills: a study of nurses’ 
perceptions.       Nurse Education Today 11, 24-29. 
 
4.  Heron, J. (2001) Helping The Client (5th Ed.).  Sage Publications, London. 
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 'Career success for Irish nurses in Britain: a loglinear analysis of a UKCC 
dataset'  
 
Mr David Banks 
Senior Lecturer 
BSc. (Hons.), MA, RMN, RGN, PGCE, RNT. 
Teesside University 
School of Health, University of Teesside, Parkside West  
Building, Park Road North, Middlesborough TS1 3LF, UK 
Telephone number: (01642) 384916 
E-mail address: D.Banks@Tees.ac.uk
 
 
Mr. Paul Pye, MSc.  
Senior Lecturer  
School of Social Sciences and Law 
University of Teesside 
 
 

Beishon et al (1995) reported on career experiences for minority ethnic nurses 
working in the British NHS. This is the most substantial study to date within the 
literature. However, the methodological approach adopted by the researchers 
effectively excluded examination of Irish cases.  

This paper reports findings from a secondary analysis of a large scale anonymised 
data set extracted from UKCC registration records. The sample frame totals over 600, 
000 active registrants. Irish cases here are treated separately from their British White 
counterparts. Comparisons are also drawn for other non-white minority ethnic groups. 

This paper specifically focuses on findings derived from loglinear analyses of 
demographic and professional variables. The results predict how career success is 
related to sex, ethnic identity, age, regional settlement, professional qualifications, 
type of employment and country of training.  
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British white or Irish white?: Northern Irish registrants responses to UKCC 
ethnic coding  
 
Mr David Banks 
Senior Lecturer 
BSc. (Hons.), MA, RMN, RGN, PGCE, RNT. 
Teesside University 
School of Health, University of Teesside, Parkside West  
Building, Park Road North, Middlesborough TS1 3LF, UK 
Telephone number: (01642) 384916 
E-mail address: D.Banks@Tees.ac.uk
 
Mr Mike Smith  
Senior Lecturer  
MCSP, Dip TP, Cert.Ed, Grad Dip Phys 
School of Health and Social Care  
University of Teesside  
Middlesbrough TS1 3BA  
England       
 
 
Public welfare agencies and professional health bodies within the United Kingdom are 
increasingly sensitive to questions of representation and exclusion. This has provided 
a number of specific challenges in understanding and working with agreed 
understandings of loosely bound concepts such as ethnic identity and religious 
affiliation.  
 
This paper provides findings on this topic from a secondary analysis of an 
anonymised UKCC data set. The statistical analysis reports on demographic and 
professional variables supplied by registrants living and working in Northern Ireland. 
Cross tabulation of post code and ethnicity data will also be reported on at area post 
code level.    
 
The findings show a distinctive case to be made for ethnicity within the province 
based on assumptions of nationality. Settlement patterns can also be distinguished by 
mapping of the above findings. 
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The benefits of within-method triangulation in qualitative research: a comparison 

of interview and diary data   
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The benefits of within-method triangulation in qualitative research: a comparison 

of interview and diary data 
 

 
Introduction 
The technique of ‘triangulation’ uses multiple methods of research in the same study 
(Fielding and Fielding 1986), and is used frequently in research in order to ensure the 
completeness of data and the confirmation of findings (Knafl & Breitmayer 1991). Six 
main types of triangulation have been presented in the literature: data, investigator, 
theoretical and methodological (Denzin 1989), unit of analysis triangulation (Kimchi et 
al 1991) and triangulation of communication skills (Begley 1996). Methodological 
triangulation has been divided into ‘between-method’, the use of qualitative and 
quantitative methods together in one study and ‘within-method’, the combination of 
two or more similar data collection approaches in the same study to measure the same 
variable (Kimchi et al 1991).  
 
Aim 
The aim of the main study was to explore the opinions, feelings and views of student 
midwives as they progressed through their two-year education programme in Ireland. 
The aim of this re-examination of data was to compare and contrast the use of 
interview and diary data in order to ascertain whether or not the use of this qualitative 
within-method triangulation resulted in more complete and confirmed findings.  
 
Literature review 
The literature describes the benefits of using within-method triangulation is that it 
produces two (or more) different sets of data. These two types of data are said to 
support each other, which leads to the confirmation of findings (Fielding and Fielding 
1986, Redfern and Norman 1994). This is not necessarily to be used as a tool of 
validation, which is inappropriate outside the positivist tradition, but as a strategy that 
adds rigour to one’s research (Flick 1998). Rigour is essential to demonstrate the 
authenticity of the research process and is the main means by which researchers can 
demonstrate integrity and competence in their work (Aroni et al 1999). 
Each type of data adds “an additional piece to the puzzle” (Knafl and Breitmayer 
1991), which leads to completeness of findings (Fielding and Fielding 1986, Redfern 
and Norman 1994). It has been suggested that this technique should lead to an 
improvement in the trustworthiness of data obtained and should also enhance the 
credibility of the findings. In general, this striving for more complete and confirmed 
findings will lead to enhanced “goodness” of the study (Arminio and Hultgren 2002). 
Although these benefits of within-method triangulation are postulated in a number of 
writings, it does not appear that any comparisons have been made of data thus gathered 
to test these assertions. This re-examination of previously collected data was carried 
out to assess whether or not these benefits are real and obvious. 
 
Study design 
The main study used between-methods triangulation and the qualitative section took a 
phenomenological approach (Begley 1997). The technique of within-method 
triangulation, using individual interviews, group interviews and diaries, was used in the 
qualitative section. Previous publications have presented a detailed description of the 
methods (Begley 1999a) and results (Begley 1999b, 2001a, 2001b, 2002) of this study. 
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Setting 
All seven midwifery schools in Southern Ireland were involved in the study. 

Population 
One hundred and twenty-five students were included in the quantitative section of the 
study. Of these, 31 agreed to take part in individual unstructured interviews, 19 kept 
diaries and all were involved in focus group interviews near the end of their 
programme. Ethical approval was granted by all seven institutions. All participants 
gave their informed consent to take part. 
 
Data collection 
The interviews were conducted at 3-4 months, 11-13 months and 22-24 months and 
were carried out in the students' homes, rooms in the nurses' residence or in their car. 
All interviews were audio-taped, lasted between 30-45 minutes on average and were 
transcribed in full. Thirty-one respondents took part in 89 interviews over a two-year 
period, but only the data from the first interviews was used in the comparison. 
 
The first interviews began with the question “You’ve been in the X Hospital now for 
three months, how are you finding midwifery?” and prompts that were used as 
necessary were: 
“How are you finding the learning side of things?” 
 “Tell me a little about relationships between you and other members of staff” 
“What are your thoughts on midwifery work?” 
“What do you think of childbirth now, after three months?” 
“What has been your best/worst day so far?” 
 
The volunteers who kept the unstructured diaries were asked to write down their 
thoughts, feelings and views about midwifery and childbirth and about the people they 
encountered during their working and learning lives, for a period of ten weeks. 
Nineteen diaries were kept, for periods ranging from 3 weeks to 10 weeks and 
generated a total of 19,151 words 
 
Data analysis 
Pseudonyms were allocated to all participants’ transcripts, which were loaded into the 
“Ethnograph” computer package. Coding was carried out, codes were combined into 
categories and themes emerged. Only the data obtained from the first interviews and 
from the diaries were used in this comparison, as these data had all been collected at 
approximately the same time, within the students’ first four months in the programme. 
The seven themes derived from these data were sent to the participants for checking. 
Agreement of between 79% and 100% was received for all themes. 
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Findings 
 
Data supporting each other 
The first comparison was made to see whether or not data from the interviews and the 
diaries supported each other; it was found that in many instances they did, as in the 
following example: 
 
+Nancy, 13th July 95, 1st interview, D, 58 - 62  
 
.....say you were on post-natal checks in the morning, you were shown one, and then 
you were 'off you go', (pushing out with hands) that was it, you know. 
 
+Valerie, diary, D, 61 - 67                                  
 
I certainly wasn’t a 100% sure of anything but I ...struggled through it - mainly by 
copying exactly the first post-natal check which we had both done. 
 
Here it was obvious from numerous comments in the interviews and some 
corresponding statements in the diaries that the students did not have much 
introduction to the work in a post-natal ward but were shown how to do things once, 
and were then left on their own to accomplish most tasks. There was remarkable 
similarity between diary entries on this topic and interview statements. Similarly, when 
speaking of their feelings of ineptitude and lack of knowledge, students made much the 
same comments in both diaries and interviews: 
 
+Amy, 14th July 95, 1st interview, E, 72 - 74        
 
.....and for the first two weeks I felt God, I have not got a clue, and I mean I didn't 
really... 
 
 
+Linda, diary, G, 12 - 22                                
 
All my previous knowledge seemed to evaporate and counted for very little. 
 
This support is all the more credible because the interviews and diaries were 
undertaken simultaneously, in that the diaries were written in the first two months, sent 
to the researcher and transcribed before being read or analysed. The data from the 
interviews done at three months were also transcribed and data from both sources were 
analysed together at about six months into the programme. In this way, no one data 
collection method could affect the other. 
 
Data correcting and clarifying each other 
The data did not so much correct each other as provide clarification in some instances. 
For example, there were “global” excerpts described in the diaries versus “detail” 
given during interviews. Petra here describes her impression that the students, who 
were all qualified general nurses with, on average, four years’ experience, were treated 
like students straight out of Preliminary Training School (or “PTS”): 
 
+Petra, diary, E, 416 - 420                      
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I do find however that student midwives in general are treated like P.T.S students 
which is sometimes a little frustrating. We do know something. 
 
 
That describes a ‘global’ view, but the same information came from the interviews in a 
more detailed form: 
 
+Gertie, 11th July 95, 1st interview, C, 1075-83       
 
Sometimes if I took somebody's blood pressure...I went down one day and I said it was 
such-and-such, and she said 'it couldn't be that', and she went in and checked it. And it 
was the exact same, but she never said 'you were right' or 'you were wrong’...I was so 
cross..... 
  
 
If the interviews had followed the diaries in the process of sequential triangulation 
(Field and Morse 1985), then facts written about in diaries could be checked, corrected 
and clarified as necessary in interviews. However, as a phenomenological approach 
was being used for this study, checking and correcting were not considered to be part 
of the aim.  
 
 
Data expanding and stimulating each other  
It was noticeable that the diaries produced facts, minute details of the students’ 
everyday lives that were documented, usually, in a dispassionate way: 
 
+Valerie, diary, D, 704 - 708                       
 
Another hectic day, even worse than yesterday, if that’s possible. Apparently the birth 
rate figures for the hospital are way up this month. 
 
The interviews, however, provided ‘flavour’ to the data as the students expressed, 
often vehemently, how they felt about certain issues: 
 
+Doreen, 6th July 95, 1st interview, C, 213 - 5   
 
…..it was pandemonium, absolute pandemonium a week later, there was overcrowding 
and everything..… 
 
+Eloise, 5th July 95, 1st interview, A, 207 - 210  
 
Bedlam, absolute bedlam. I had 17 mothers and babies all night and I think like, 
effectively, like, you have 34..... 
  
 
New data derived from each source 
Some data only appeared in the diaries and was not mentioned in the interviews. This 
was important, as without the diaries these facts would not have come to light, despite 
the large sample size and the very definite impression after 25 of the 31 interviews that 
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data saturation had occurred. For example, in these two excerpts the students are 
clearly saying that the frequent moving from ward to ward every three weeks in the 
first two months was upsetting to them: 
 
+Sally, diary, C, 380 - 383                                 
 
I wish I was staying on this ward longer as it’s only now I feel I am getting into the 
routine. 
 
 
+Zoe, diary, A, 123 - 125                                  
 
I was beginning to get used to the ward when I was then moved to another ward. 
 
 
This was not mentioned by any student in the first interview, possibly because they had 
by then completed at least another four weeks of clinical practice and had forgotten 
how fearful they had been. Another piece of information that came out of the diaries 
was that students’ confidence was boosted by positive comments made to them by the 
women for whom they cared. This did not emerge from the interviews, perhaps 
because it was a small detail in the overall tale they were telling, whereas in the writing 
of day-to-day events it would have seemed large on the particular day on which it 
happened: 
 
+Polly, diary, G, 378 - 389                        
 
.....one of the ladies.....told me that I seemed competent and very confident. She could 
not believe that I was only on post-natal a week and had only started my training.....it 
was a turbo boost to my confidence..... 
 
 
New data also emerged from the interviews, in that there was a deeper descriptive 
aspect to the transcripts that was missing from the dry, factual writings of the majority 
of the participants in the diaries. For example, many students wrote in their diaries that 
they had ‘delivered their first baby’ and had stated that it was a good experience. Ruth, 
in contrast, in her interview described her best experience in much more descriptive 
terms: 
 
+Ruth, 13th July 95, 1st interview, D, 577 - 594      
 
C.B.: Mmm...what would you say has been your best experience so far?  
Ruth: .....delivering my first baby, I think. I just loved that so much (smiling, leaning 
forward, nodding).                                                   
C.B.: Why was that so nice?                        
Ruth: There is nothing that can match delivering a baby into this world, just the joy of 
the parents ...just seeing a baby, I was nearly crying actually, afterwards. I just thought 
it was fabulous. 
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In part, this extra ‘flavour’ to the description of the interviews comes from the 
documentation of non-verbal cues noted during the interviews in the process known as 
“triangulation of communication skills” (Begley 1996), which cannot, of course, occur 
in diary data. Another example of this is seen in Olive’s description of how little she 
knew about breast-feeding: 
 
+Olive, 13th July 95, 1st interview, D, 201 - 205    
We had done no breast-feeding, we hadn't even touched breast-feeding in class, to be 
honest I hadn't even a clue (opens eyes wide, extends hands)..... 
 
 
Conclusion and recommendations 
Using within-method data collection involving the simultaneous use of interviews and 
diaries did result in the diary and interview data supporting each other, which resulted 
in the “confirmation” of findings (Fielding and Fielding 1986, Redfern and Norman 
1994). This was not an aim of the use of the technique, as this would be contrary to the 
phenomenological stance of the research; nevertheless, it did serve to reassure the 
interviewer that she was not unconsciously biasing the direction of the interviews at 
any stage. 
 
The diaries added extra factual detail and the interviews added extra opportunities to 
ask specific questions and to clarify misunderstandings. Thus, the data from both the 
diaries and interviews added “an additional piece to the puzzle” (Knafl and Breitmayer 
1991), resulting in the assurance of the “completeness” of findings (Fielding and 
Fielding 1986, Redfern and Norman 1994).  
 
In addition, noting non-verbal cues in the process of “triangulation of communication 
skills” during the interviews (Begley 1996) also added flavour to the reported findings. 
 
Above all, this combination of qualitative data collection methods, when documented 
in an audit trail (Koch 1994), added “rigor, breadth, complexity” (Denzin and Lincoln 
2000: 5) to the investigation, hence assisting in the process of “crystallising” 
(Richardson 2000: 934) our understanding of student midwives and their world. It is 
recommended that within-method triangulation be considered for use in every study 
where resources and logistical constraints allow.   
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BREASTFEEDING  – “ I  DIDN’T EXPECT THAT …”. 
 
Biesty Linda M.  MSc. (Midwifery), Pg Dip. Clinical Health Sciences Education, BSc 
(Hons) Midwifery, RM, RGN. Midwife Teacher, School of Midwifery, Rotunda 
Hospital, Dublin 1.  
 
This study aimed to develop an understanding into the breastfeeding experiences of 
women in Ireland. By exploring women’s expectations and experiences of 
breastfeeding, a more in-depth knowledge of what women in Ireland, breastfeeding 
for the first time believe their experiences will be like and if the reality matches was 
sought. 
 
A phenomenological approach was utilised to guide this qualitative study which 
explored women’s expectations and experiences of breastfeeding. A convenience 
sample of eight women, experiencing their first pregnancy participated in this study. 
Descriptions, which placed breastfeeding in the context of the women’s expectations 
and experiences, were generated by 3 in-depth ‘conversations’ which occurred at the 
34 – 36th week of their pregnancy, 3-4 days after the birth of their baby and again 3 
weeks after their baby’s birth.  Five themes, which emerged from the data related to 
the women’s expectations regarding the physical, emotional aspects of breastfeeding 
and also the influence they expected other people to have on their experiences. The 
data from the second and third conversations generated six themes, which related to 
the women’s physical and emotional experiences of breastfeeding, the influential role 
of others and the experiences which did not match their expectations. This paper will 
focus on the women’s unmet expectations of breastfeeding.  
 
The women who participated in this study were asked to share their expectations and 
experiences of breastfeeding, for many this proved to be a time of mixed physical 
feelings and a jumble of emotions. All of the women, even those who deemed their 
breastfeeding experiences positive, suggested that some of their expectations had not 
been met. Breastfeeding was a new experience, one that they expected to “be hard and 
demanding”, yet at times the overall physical experiences were more difficult to 
contend with than had been expected. Whilst breastfeeding was viewed as something 
that was natural and normal by the women they did expect that the baby would have 
to learn with them. However, the baby’s behaviour during this learning phase 
occasionally invoked feelings of shock. The time and effort required to instigate 
breastfeeding was a surprise, the length of time the baby fed for and the frequency of 
feeds was not expected. The women suggested that the physical and emotional 
demands that breastfeeding placed on them were more “intense” than they had 
anticipated and suggested that only by “sheer determination” did they persevere. 
 
The in-depth and unique insights, which emerged from this study, have highlighted 
the need for a longitudinal study exploring women’s expectations and experiences of 
breastfeeding in Ireland. If midwifery practice is to truly support women who suggest 
that breastfeeding may not be “as simple as I thought”, than an exploration of 
women’s expectations during their pregnancy is necessary with a continuation of this 
exploration over a longer time-span to truly develop an insight into women’s 
experiences of breastfeeding. 
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An investigation of the complex supportive needs of women over 65 years old in 
Scotland with breast cancer 
 
Louise Bissett RGN, RMN, RM, MN, PG Cert. Research, Registered PhD 
Student, 
Clinical Effectiveness Fellow (Women’s Health), CeNPRaD, The Robert Gordon 
University. 
 
In Scotland there is poor understanding of the social and environmental influences on 
the woman’s adaptation to the diagnosis of cancer within her own world and the 
support she perceives to be a requirement for staying well. The purpose of the study 
was to explore the patient’s recovery experience to identify supportive needs at home 
following breast cancer surgery. 
 
This exploration involved an in-depth study of an identified single case among other 
single cases and the construction of an entire group and their responses to a 
potentially devastating disease (22 participants) over a period of time. Women were 
followed during the first post-diagnosis year using semi-structured interviews at three 
time points. Professionals and others identified as significant supporters by the 
women were invited to participate at the time points by questionnaire completion. 
Validated measures were used for quality of life assessment (SEIQoL – a simple 
hybrid of psychometric and utility measure) and information preference (Degner’s list 
– a tactile matched pair choice of nine items). Recruitment of newly diagnosed 
women over 65 years old following breast surgery occurred at three NHS Trust with 
rural and urban stratification.    
 
To develop understanding with sensitivity and growth flexibility the iterative design 
was maintained through the interpretation. A technique was established for building 
levels of understanding and reduction of evidence from broad categories into 
patterned themes. Support needs have been explored through sequential story telling 
using level one and two analysis. Themes have been identified and explored through 
frequency identification and displaying connectivity in the level three analysis: event 
state network. This interim analysis encompasses incidents, emotions and the 
environment over time. 
 
The overall impression was one of a highly individual recovery experience influenced 
by the woman’s locus of control at that particular period in recovery. At this stage of 
the research it is possible to present the knowledge gained from the evidence as 
stories told by women about their experience during the year following surgery for 
breast cancer. The conference presentation is of the themes explored to provide an 
answer to the research questions. 
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Children’s mental health: rising to the challenge 
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Recent surveys have shown that mental health problems in children and adolescents 
are common and over time their prevalence is increasing.  British studies report a 
population prevalence of 10% (Melzer et al. 1999), while Australian studies estimate 
that one-quarter (27.6%) of children between the ages of 14-24 years meet the criteria 
for a mental disorder (Wittchen et al. 1998). In Ireland prevalence is of mental health 
problems in children is not established. Mental health problems in children and 
adolescents represent a substantial burden of disease and display considerable 
developmental persistence into adulthood. It is seldom possible to identify a single 
principle cause of mental health problems.  Zuberick et al. (2000) describe risk factors 
as distal: socio-economic inequalities or family re-formations and proximal: those 
closer to the individual and the family such as parenting skills, parental conflict, and 
maternal psychopathology. Due to the mulifactorial nature of causation, numerous 
uncoordinated agencies in the health sector, social services, educational sector, and 
corrective sector provide care for these young people.  
 
The funding of child and adolescent mental health is poor and the paucity of mental 
health services for children is a major barrier to the provision of effective care. Waters 
et al. (1992), reveal that the majority of emotionally disturbed young people are 
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treated in general and paediatric hospitals or adult psychiatric units, despite long 
standing consensus that child and adolescent specific mental health service are most 
appropriate. Because the majority of emotionally disturbed children and adolescents 
do not receive treatment within appropriate mental health services, it is questionable 
whether suitable care is provided.  In response to this the Report of Psychiatric 
Services (2003) recommends the funding of ‘inpatient’ child psychiatric units. This 
falls short of remedying the crisis in child mental health and is in contrast to the 
approach to psychological health advocated by the National Children’s Strategy 
(Department of Health 2000), which focuses on provision of suitable mental health 
promotion activities and stable home environments for children and adolescents 
during their formative years. 
 
Melzer H., Gatward R., Goodman R and Ford T. (1999) The Mental Health of 
Children and Adolescents in Great Britain. The Office for National Statistics, HMSO, 

ondon L
 
Wittchen H., Nelson B. Lachner G. (1998) Prevalence of mental disorders and 
psychosocial impairments in adolescents. Psychological Medicine 28: 109-126. 
 
Zuberick S. R., Silburn S. R., Burton P. and Blair E. (2000) mental health disorders in 
children and young people: scope, cause and prevention. Australian and New Zealand 
ournal of Psychiatry 34: 570-578. J

 
Waters B., Molony H. and Vandenberg D. (1992) Impaired Adolescents: can we offer 
them something better? In Kosky R et al. (eds.) Breaking Out: Challenges in 
Adolescent Mental Health in Australia Government Publishing Services, Australia: 

39-153. 1
 
Department of Health and Children (2000) The National Children’s Strategy: Our 
Children-Their Lives. Stationery Office, Dublin. 
 
Department of Health and Children (2003) Working Group on Child and Adolescent 
Psychiatric Services: Second Report . Stationery office, Dublin. 
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The location of Irish psychiatric nursing within the developmental trajectory of 
the Irish mental health system 
 
Damien Brennan, 
Lecturer  
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School of Nursing and Midwifery Studies, 
Trinity College, 
Dublin 2. 
Ph. 01-6083114 
dbrennan@tcd.ie
 

A dynamic relationship between individuals, asylums, professional medicine, nursing 
practice, law and various fragile social realities has resulted in a large cohort of 
individuals being institutionalised in asylums in Ireland since their establishment in 
1817.  While similar experiences are common in many societies, key aspects of the 
developmental trajectory of asylum construction and utilisation in the Irish context 
contrast with those in the United Kingdom, Western Europe generally and the USA.  
As a result the analysis and critiques of the construction of and responses to insanity, 
which emanate from outside of Ireland, do not transfer well when considering the 
Irish context. 
 
Based on a review of all original copies of parliamentary papers from 1850-2000, this 
paper sets out the extent of asylum utilisation in Ireland.  This level of utilisation is 
considered in the context of the developmental trajectory of asylum construction, 
practice and utilisation that is particular to Ireland.  This includes a consideration of 
colonisation, low levels of industrialisation, the lack of private enterprise in asylum 
provision, patterns of emigration, professional opportunity including nursing practice 
and the complex involvement / lack of involvement of the church in the asylum 
project.  While a dynamic interaction of such wide social processes has resulted in the 
extensive institutionalisation of Irish people, the analysis, logic and rationale for this 
remains fixed in the realm of the perceived dysfunctional mental state of the 
institutionalised individual.  The location of psychiatric nursing in Ireland within this 
trajectory is considered with resulting challenges and opportunities being set out. 
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An evaluation of the perceived education and training needs of nurses and care 
officers working in the Central Mental Hospital, Dublin. 
 
Michael Brennan Lecturer Practitioner RPN RNT MEd Dip Addiction Studies. 
National Forensic Service Central Mental Hospital Dublin 14 
 
 
The aim of this study was to identify the perceived education and training needs of staff 
working in this secure environment. The main objective was for the development of an 
educational programme at the Central Mental Hospital designed to provide the specific 
skills required to work in a secure environment. 
 
The Central Mental Hospital provides a national forensic psychiatric service. The East 
Coast Area Health Board and the Central Mental Hospital have made a commitment to 
the development of an education programme for this service. This is the first time an 
education and training needs analysis has been carried out for all nursing and care 
officer staff working at this hospital. 
 
A descriptive qualitative and quantitative design was used for this study. A 
multimethods approach to data collection was utilized. The data was collected in an 
organized and sequential fashion, for example one stage enhancing and leading to the 
next stage.  The three disparate but complimentary methods of data collection, 
Literature review, Focus groups and Questionnaires were aimed at giving all 
participants a fair and equal chance to contribute to the development of an analysis of 
their perceived education and training needs.  
 
Since the population involved in this study is extremely heterogeneous in terms of 
qualifications a sampling framework was required to represent the diversity of views 
and needs of this group. A quota sample, which is a non-probability approach, was 
utilized to select participants for the focus groups. A phenomenological method of data 
analysis was used, Colaizzi’s (1978) framework of data analysis was adopted for this 
process. A convenience sample was utilized for the questionnaires. The Author 
distributed and collected completed questionnaires directly. Data was coded manually 
and entered into SPSS (Statistical Package for Social Sciences) for analysis. 
Triangulation was utilized to systematically present the data obtained. 
 
This study identified specific skills, which nurses and care officers considered 
necessary to provide for the ever-changing needs of clients using this service. The 
provision of appropriate courses for this service will involve an agreement between 
management, education providers and staff groups at this hospital on how these 
education and training needs can be best provided. As the literature suggests the 
development of forensic nursing practice as a speciality depends on ongoing research. 
 
Reference: 
Colaizzi, P. (1978). Psychological Research as the Phenomenologist views it. In: 
Valle R, King M Existential Phenomenological Alternatives for Psychology, Oxford 
University Press, New York. 
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Barriers to, and facilitators of, Research Utilisation among Registered General 
Nurses and Registered Sick Children’s Nurses in the Republic of Ireland. 
 
Maria Brenner MSc BSc RGN RSCN, School of Nursing, Our Lady’s Hospital 
for Sick Children, Crumlin, Dublin 12. 
01-4096365   maria.brenner@olhsc.ie 
 
 
Introduction 
The last twenty years has seen a growing insistence that nursing should become a 
research-based profession (Department Of Health and Children 2003).  Although the 
quality and quantity of nursing research has grown exponentially, there remains a 
concern that the use of research findings in practice is not proceeding at a satisfactory 
pace.  The Research Strategy for Nursing and Midwifery in Ireland (Department of 
Health and Children 2003) identifies many factors affecting nursing research through 
a Strengths, Weaknesses, Opportunities and Threats (SWOT) analysis.  Apart from 
this study there remains a dearth of published studies on research utilisation in the 
Republic of Ireland. The purpose of this concurrent mixed methods study is to provide 
a better understanding of barriers to, and facilitators of, research utilisation among 
RSCN’s and RGN’s in the Republic of Ireland. The Innovation Diffusion Process 
Model (Rodgers 1995) provides a well established foundation to guide this study, and 
is based on a premise that knowledge flows through a social system, in this case 
nursing, in a predictable manner. Throughout this process characteristics of 
communication, of the adopter, the innovation, and the organisation influence the rate 
and extent of innovation diffusion (Rodgers 1995).  
This study is significant for a number of reasons, including the paucity of Irish 
research exploring research utilisation; changes in RSCN and RGN education and 
enthusiasm for nursing research at national level. This study therefore forms a 
foundation on which to build an understanding of attitudes towards research 
utilisation in the Republic of Ireland.  Furthermore, the proposed re-integration of 
RSCN/RGN education presents an opportunity to identify any disparate attitudes 
among these disciplines towards research utilisation.  As the pathways of RSCN and 
RGN education have diverged over the last ten years the results of the study has the 
potential to inform curriculum development in relation to research education. Finally 
there is clear enthusiasm to support and develop nursing research in Ireland. This 
study will inform research development by highlighting which aspects of research 
utilisation remain problematic in the clinical area.  This in turn may influence policy-
making, or guide research strategy development for respective disciplines. 
 
Literature Review. 
There is no universally accepted definition of research utilisation (Thompson 2001).  
Definitions of research utilisation vary from the literal translation of using research 
findings (Kreuger 1978), to descriptions of research utilisation as a process (Horsley 
et al.1983, Stetler et al. 1985, Fealy 1999, Polit and Hungler 1999). However, 
opinions toward research utilisation are increasingly positive, though there are few 
studies in this area (Pearcey 1995, Le May et al. 1998).  Recent evidence also 
suggests that the adoption of research is improving, albeit at a slow pace (Lacey 1996, 
Parahoo 1999, Van Mullem et al. 1999, Parahoo 2000, Rodgers 2000).  Favourable 
use of research is presented in a comparison study of 1,368 pre-Project 2000 and 
Project 2000 nurses’ perceptions of their use of research (Parahoo 1999).  In this study 
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Parahoo (1999) found that 63% (n=322) of general nurses reported using research 
frequently or all the time.  Parahoo (1999) acknowledges the limitations of the 
validity of self-reporting and it is unclear whether the respondents included indirect 
forms of utilisation in their understanding of the question.  Furthermore Parahoo 
(1999) does not present tests for uni-dimensionality or reliability, although the Likert 
scale used was developed specifically for this study.  However there is confliction in 
the level of research utilisation reported in the literature (Van Mullem et al. 1999, 
Rodgers 2000).  
Furthermore, diverse opinions exist among staff regarding the value of research 
education (Hicks 1996, Carroll et al. 1997, Parahoo 2000, Oranta et al. 2002).  Using 
the BARRIERS Scale, Parahoo (2000) and Oranta et al. (2002) studied barriers to 
research utilisation in Northern Ireland and Finland respectively.  Both studies found 
poor evaluative skills and lack of awareness of research as being significant barriers to 
research utilisation.  Oranta et al. (2002) proposes that these findings reflect the fact 
that research-based nursing is in its infancy in Finland, and highlight that there is only 
one peer-reviewed nursing journal in the country.  Parahoo (2000) recommends 
further assessment of nursing to evaluate research education.  However, research 
education is acknowledged to facilitate and positively influence the use of research 
findings (Camiah 1997, Dyson 1997, Hundley et al. 2000, Kajermo et al. 2001, 
McCleary and Brown 2002, Moss and Nesbitt 2003). Educational initiatives 
suggested include assisting with data collection in clinical settings, critiquing research 
studies, determining if findings are applicable to practice, writing a proposal, 
conducting a study, oral presentations and discussion groups (Hundley et al. 2000, 
McCleary and Brown 2002, Moss and Nesbitt 2003).   
However, a sustainable change is dependant on an adaptive organisational culture.  
Numerous studies internationally have used the BARRIERS scale to identify 
influencing factors (Funk et al. 1991a, Funk et al. 1991b, Walsh 1997, Dunn et al. 
1998, Nilsson Kajermo et al. 2000, Parahoo 2000, McCleary and Brown 2003).  The 
majority of this research cites organisational barriers such as lack of time, poor 
funding and unwillingness to change as significant barriers to research utilisation. 
Furthermore, presentation and dissemination of research findings and identification of 
implications for practice are a significant barrier to staff engaged in research-based 
practice (Hicks 1996, Lacey 1996, Retas 2000, Jolley 2002).  In light of these 
difficulties pertaining to presentation and dissemination of research findings, the 
literature reviewed identifies similar solutions.  The main proposal is for nurse 
researchers to adapt a variety of appropriate transmission methods to communicate the 
value of research (Lacey 1996, Rodgers 2000, Jolley 2002).  These include internal 
unit meetings and informal seminars, professional conferences, clinical practice 
journals and academic publications.   
 
Research Questions 
 What are the greatest barriers to research utilisation among RSCN’s and 

RGN’s? 
 Have demographic factors an impact on research utilisation between the 

disciplines? 
 Are there any additional barriers identified by RSCN’s and RGN’s that are not 

included in the BARRIERS scale? 
 What are the perceived facilitators of research utilisation for RGNs and RSCNs? 
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Methodology 
A concurrent nested strategy, as outlined by Creswell (2003), was used with a 
dominant quantitative approach.  This mixed method approach was informed by 
contemporary discussion on post-positivism advocating a realist perspective on 
nursing research (Schumacher and Gortner 1992, Dzurec and Abraham 1993, Clarke 
1995, Proctor 1998).  As a cross-sectional study, the researcher could accumulate two 
types of data simultaneously thus ensuring economical and practical data collection 
(Polit and Hungler 1999).   
 
Sample 
The target population of this study was all nurses on the An Bord Altranais Live 
Register of Nurses who are qualified as general nurses only, and all nurses on the An 
Bord Altranais Live Register who are qualified sick children’s nurses who may 
possess another nursing qualification. The Live Register maintained by An Bord 
Altranais was used as it permitted the use of stratified random sampling.   The sample 
size in this study was determined by addressing a number of factors: confidence level; 
sample error and confidence interval.  
 
Measurement Instrument 
The data collection instrument was a questionnaire using the BARRIERs Scale (Funk 
et al. 1991a), which was adapted from the Conduct and Utilisation of Research in 
Nursing (CURN) Project Research Utilisation Questionnaire (Crane et al. 1977).  The 
scale was further informed by Rodgers Diffusion of an Innovation Model (Rodgers 
1983). The scale consists of 29 structured items that measure barriers to research 
utilisation.  Four factors inherent in the scale are the adopter (nurse), the organisation 
(setting), the innovation (research utilisation), and communication (presentation).  In 
addition there is one open-ended question to identify the facilitators of research 
utilisation.  
The Likert scale was the dominant response format in this survey, providing a 
measure of extremity and direction (Dillman 2000, de Vaus 2002). This Likert scale is 
followed by an opportunity for the participants to identify up to four additional 
barriers to research utilisation. There was one open-ended question in the 
questionnaire, and the final part of the questionnaire focused on demographic 
information. The end of the questionnaire provided the respondent with an 
opportunity to offer further comments on the survey if they wished, and thanked them 
for completing the questionnaire (Dillman 2000).   
 
Reliability and Validity 
Reliability of the BARRIERS Scale was measured using Cronbach’s α and item scale 
total correlations (Cronbach 1951). Cronbach’s α for the entire scale was 0.87. 
Although the original study did not report total scale reliability this finding is 
consistent with two similar studies using the BARRIERS Scale (Retas 2000 α=0.91, 
Oranta et al. 2002 α =0.90). The researcher acknowledges that absolute reliability is 
unlikely (Behi and Nolan 1995) however, the use of Cronbach’s α was appropriate as 
it is the most widely used indicator of reliability (Black 1999, Munro 2001).  
Furthermore, the use of a sample frame and stratified random sampling improves 
confidence that the results could be generalised to the defined population (Newell 
1996).   
This study aimed to establish validity of the BARRIERS Scale using face, content, 
and construct validity.  Face validity was established by giving the questionnaire to 
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four RGN’s and four RSCN’s to determine professional appearance and layout.  
Content validity was utilised to ensure that the questionnaire adequately represented 
issues of research utilisation, and that the questionnaire was appropriate for Irish 
nurses. The researcher also endeavoured to determine construct validity by using 
factor analysis, acknowledging that it is challenging to establish (Burns and Grove 
1997, Polit and Hungler 1999).  In the original study using the BARRIERS scale 
(Funk et al. 1991a), factor analysis was carried out on 1,989 respondents.  From this 
analysis four orthogonal factors were identified.  Using a common convention only 
items that had a loading of 0.4 and over were retained on the factor scale.  
In this study factor analysis was performed with the Statistical Package for the Social 
Sciences version 11 (SPSS) using Principal Component Analysis (varimax rotation) 
(Munro 2001, Tabachnick and Fidell 2001, Pallant 2003).  The aim of factor analysis 
was to examine if, on the basis of peoples’ answers, a smaller number of more general 
factors could be identified.  These results would then be compared to the original 
study (Funk et al. 1991a). Factor analysis involved three steps: assessing the 
suitability of the data; factor extraction, and factor rotation and interpretation. 
Unfortunately  many items did not load onto the original factors, although this is 
consistent with other studies (Dunn et al. 1998, Retas 2000).  Therefore it was not 
possible to confirm construct validity of the tool. 
Quality and trustworthiness of the qualitative data  (Polit and Hungler 1999) was 
established in this study.  This incorporated the assistance of an expert in qualitative 
research, who confirmed data collection and data analysis of the open-ended question 
and the comment section.   
 
Ethical Considerations 
Permission to use the BARRIERS scale was sought from Professor S. Funk. 
Negotiation of access to the target population was made through An Bord Altranais 
and the set protocol as outlined by An Bord Altranais was followed.  The code of 
ethical behaviour in the research of human subjects is guided by the principles of 
beneficence, respect for human dignity, and justice (National Commission for the 
Protection of Human Subjects of Biomedical and Behavioural Research 1978). These 
principles form the basis of the American Nurses’ Associations human right 
guidelines (American Nurses Association 1985), which were adhered to for this study.  
Each questionnaire was accompanied by a cover letter, which outlined the purpose 
and significance of the study.  Potential participants were also explicitly informed that 
this was a voluntary study. The return of the questionnaire was viewed as an 
expression of consent (de Vaus 2002). 
Anonymity and confidentiality were assured as the researcher did not have access to 
the names on the Live Register of nurses.  Furthermore, the researcher adhered to the 
Code of Professional Conduct for each Nurse and Midwife (An Bord Altranais 2000) 
regarding research conduct.  The right to fair treatment is based on the principle of 
justice (Burns and Grove 1997), and was addressed by using random sampling. The 
primary aim was to identify current influences on the application of research-based 
findings in clinical practice.  It was anticipated that this information could influence 
policy-making or guide research strategy development in both disciplines.  This could 
in turn benefit the quality of care received by patients and their families.  While risk is 
present in all research (Polit and Hungler 1999), the risks to subjects in this study 
were minimal. 
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Data Collection 
This involved extraction of all the data from the Live Register of nurses that matched 
the specified criteria, thus establishing a sample frame. The next stage involved 
stratified sampling to select the samples required from the extract.  Reminder letters 
were sent to all potential participants two weeks following mailing of the 
questionnaires.   
 
Data Analysis 
Data was initially analysed using descriptive tests. Measures of central tendency 
included mean, mode, and median, and measures of variability included standard 
deviation, range, minimum and maximum.  Frequency and frequency percent were 
also reported. Further analysis was undertaken using inferential statistics to 
extrapolate more in-depth detail of the responses given.  These included, where 
appropriate, parametric and non-parametric statistics. Prior to the decision to use 
parametric or nonparametric tests a number of assumptions were determined.  These 
included exploration of the level of measurement of data and examination of the 
assumptions of normality.  Assumptions of normality were determined by using 
explorative statistics.  This involved determination of mean, percent trimmed mean, 
skewness, kurtosis, Kolomogrov–Smirnov, and histograms with normal curve 
superimposed ( Polit and Hungler 1999, de Vaus 2002, Pallant 2003).  Independent 
sample t-test, Pearson’s product moment correlation, and one-way analysis of 
variance (ANOVA) were used.  To further examine the impact of demographic detail 
on individual items of the BARRIERS Scale Kruskal Wallis Test was used.  
Content analysis was used to analyse the open-ended question regarding facilitators of 
research utilisation, and the comment section at the end of the questionnaire.  As there 
are no universal rules about how to use content analysis (Cavanagh 1997) coding 
categories were developed using an adapted version of the multi stage approach as 
outlined by Hickey and Kipping (1996).   
 
Findings. 
Of the four hundred nurses (200 RGN’s and 200 RSCN’s) surveyed, 158 returned the 
questionnaires which resulted in a total response rate of 39.5% (n=158).  The initial 
response rate was 27.5% (n=110), however there was an increase of 12.1% (n=48) 
following reminder letters. 
 
Question 1: What are the greatest barriers to research utilisation among RSCN’s and 
RGN’s? 
Items on the BARRIERS Scale are listed for RGN’s and RSCN’s (Table 1) in the 
order presented on the questionnaire with rank, and frequency of endorsement to a 
moderate or great extent. 
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Table 1  RGNs and RSCNs who identify each barrier as great or moderate 
Type 
of 

Barrier 

 
 

Item 

RGN 
Rank 
Order 

% RGNs Rating 
Item as Great or 

Moderate Barrier 

RSCN 
Rank 
Order 

% RSCNs Rating 
Item as Great/ 

Moderate Barrier 
Comm 
 
Comm 
Comm 
Comm 
 
Adopt 
Organ 
 
Organ 
Innov 
Adopt 
 
Innov 
 
Innov 
 
Comm 
 
Organ 
 
Organ 
 
Adopt 
 
Adopt 
Innov 
 
Organ 
 
Organ 
Adopt 
 
Adopt 
 
Innov 
 
Innov 
Comm 
 
Organ 
 
Adopt 
 
 
 
Adopt 
 
Organ 

Research reports/articles are not readily 
available 
Implications for practice are not made clear 
Statistical analyses are not understandable 
The research is not relevant to the nurses’ 
practice 
The nurse is unaware of the research 
The facilities are inadequate for 
implementation 
The nurse does not have time to read research 
The research has not been replicated 
The nurse feels the benefits of changing 
practice will be minimal 
The nurse is uncertain whether to believe the 
results of the research 
The research has methodological 
inadequacies 
The relevant literature is not compiled in one 
place 
The nurse does not feel s/he has enough 
authority to change patient care procedures 
The nurse feels results are not generalisable 
to own setting 
The nurse is isolated from knowledgeable 
colleagues with whom to discuss the research 
The nurse sees little benefit for self 
Research reports / articles are not published 
fast enough 
Physicians will not co-operate with 
implementation 
Administration will not allow implementation 
The nurse does not see the value of research 
for practice 
There is not a documented need to change 
practice 
The conclusions drawn form the research are 
not justified 
The literature reports conflicting results 
The research is not reported clearly and 
readably 
Other staff are not supportive of 
implementation 
The nurse is unwilling to change / try new 
ideas 
The amount of research information is 
overwhelming 
The nurse does not feel capable of evaluating 
the research 
There is insufficient time on the job to 
implement new ideas 

17 
 
15** 
13 
22 
 
10 
  2 
 
  7 
14 
25 
 
26 
 
24 
 
  8 
 
  3 
 
  4 
 
12 
 
21 
27 
 
  5 
 
  9 
29 
 
20 
 
28 
 
23 
16 
 
  6 
 
 19 
 
 11 
 
 18 
 
   1** 

53.5 
 

54.7 
59.3 
51.2 

 
62.8 
75.6 

 
67.4 
54.7 
41.9 

 
41.9 

 
48.7 

 
66.3 

 
74.4 

 
74.4 

 
61.6 

 
51.2 
40.7 

 
70.9 

 
65.9 
37.2 

 
51.2 

 
38.4 

 
50.0 
54.7 

 
68.9 

 
51.2 

 
61.6 

 
51.2 

 
82.6 

17** 
 
15** 
11 
24 
 
13 
  7 
 
  8 
10 
20 
 
22 
 
26 
 
14 
 
 3** 
 
  4** 
 
18 
 
23 
12 
 
  6 
 
  5 
28 
 
25 
 
29 
 
19 
21 
 
 2 
 
27 
 
 9 
 
16 
 
  1** 

54.3 
 

55.7 
64.3 
42.9 

 
60.0 
70.0 

 
69.6 
65.2 
50.0 

 
45.7 

 
37.1 

 
56.5 

 
75.4 

 
71.4 

 
54.3 

 
44.3 
61.4 

 
70.0 

 
71.4 
35.7 

 
42.9 

 
30.0 

 
52.9 
48.6 

 
78.6 

 
35.7 

 
67.1 

 
55.7 

 
81.4 

*Barriers were classified as being characteristics of the adopter (Adopt), the organisation (Organ), the 
innovation (Innov), or communication (Comm). 
** Signifies similar rankings among RGNs and RSCNs 

 

RSCN respondents agreed that twenty-three variables were  barriers to research 
utilisation to a moderate or great extent, with 20 barriers endorsed to a similar extent 
by over half the RGN participants. The most frequently cited barriers among both 
disciplines is lack of time to implement new ideas. All eight characteristics of the 
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organization feature in the 10 highest barriers of each discipline, with characteristics 
of adopter and innovation ranking among the five lowest barriers. Characteristics of 
the organisation and characteristics of the adopter each had eight items resulting in a 
possible range of 8 to 32. The mean score on the organisation scale for all respondents 
was calculated at 26.82 (range 9 to 36) and on the adopter scale 19.9 (range 8 to 32). 
This indicates that characteristics of the organisation present a greater barrier to 
research utilisation than characteristics of the adopter. Characteristics of 
communication and characteristics of the innovation had six items on each scale 
resulting in a possible scale of 6 to 24. The mean score for the communication scale 
for all respondents was calculated at 15.63 (range 7 to 23) and on the innovation scale 
14.43 (range 5 to 22). This indicates that characteristics of communication present a 
greater barrier to research utilisation than characteristics of the innovation, although 
the magnitude of difference is small.  
To further explore the differences between RGN’s and RSCN’s an independent 
samples t-test was used to compare subscale scores for each group. The magnitude of 
the difference for RGN’s and RSCN’s for each subscale was negligible. Furthermore, 
the relationship between each subscale was investigated for both groups using 
Pearson’s product-moment correlation coefficient. Preliminary analyses were 
performed to ensure no violation of linearity and homoscedasticity. There was a 
positive correlation between each of the sub-scales in both disciplines, varying in 
strength. It is noted that the relationship between characteristics of organisation and 
communication, and organisation and adopter are stronger in the RSCN’s surveyed 
(r=0.634 vs. r=0.657). There was a positive correlation between each of the sub-
scales in both disciplines, varying in strength. It is noted that the relationship between 
characteristics of organisation and communication, and organisation and adopter are 
stronger in the RSCN’s surveyed (r=0.634 vs. r=0.657). 
 
Question 2: have demographic factors an impact on research utilisation between 
RSCN’s and RGN’s? 
ANOVA with Tukey’s Honestly Significant Difference Test was calculated to 
identify the impact of demographic detail on each of the four sub-scales of the 
BARRIERS Scale. No significant impact of demographic detail was noted for RGN’s 
or RSCN’s in relation to each of the subscales. 

Question 3:  Are there any additional barriers identified by RSCN’s and RGn’s that 
are not included in the BARRIERS Scale?  

From Table 2 it can be seen that many of the ‘additional’ barriers are also included in 
the BARRIERS Scale. None of the RSCN’s identified education as an additional 
barrier, though RSCN’s found nursing management a barrier almost three times more 
frequently than RGN’s.  
 
Table 2 Additional barriers to research utilisation 
Barrier RSCN % (n) RGNs% (n) 
Education 
Time 
Nursing management 
Multidisciplinary support 
Resistance to change 

0 
31    (7) 
45.4 (10) 
18    (4) 
 4.5  (1) 

38    (14) 
30.5 (11) 
16.6 (6) 
11    (4) 
  2.7 (1) 
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Question 4:  What are the perceived facilitators of research utilisation among RGN’s 
and RSCN’s? 
Many suggested factors were found to belong to three of the sub-scales of the 
BARRIERs Scale (Table 3). Where two main categories were identified a ‘cause and 
effect’ rule was used, whereby the ‘cause’ was deemed the central theme and the 
‘factor’ was deemed a detail code. 
 
Table 3 Categories and detail codes of the facilitating factors 
Category RGN  

Detail Codes  
% (n) RSCN  

Detail Codes 
% (n) 

Adopter 
 
 
 
Organisation 
 
 
 
Communication 

Education 
Research Groups 
 
 
Management 
Resources 
Working relationships 
 
Research studies 

28 (19) 
19 (13) 
 
 
64.7(44) 
22   (15) 
13.2 (9) 
 
  3    (2) 

Education 
Research groups 
Quality standards 
 
Management 
Resources 
Working relationships 
 
Research studies 

70.4 (31) 
27.2(12) 
0.2 (1) 
 
31 (16) 
25 (11) 
1.13 (5) 
 
0.68 (3) 

 

Discussion. 
The ranking of barriers among RGN’s and RSCN’s was similar with four variables 
ranked at identical positions.  The findings of this study echo to some extent the 
findings of other studies examining the barriers to research utilisation.  These studies 
also ranked items as endorsed to a moderate or a great extent thus allowing further 
comparison with results of this present study (Funk et al.1991b, Carroll et al. 1997, 
Parahoo 2000, Retas 2000, Oranta et al. 2002, McCleary and Brown 2003). In relation 
to characteristics of the organisation all eight variables are ranked in the top ten 
barriers to research utilisation for RGN’s and RSCN’s.  The identification of 
characteristics of the organisation as the greatest barriers to research utilisation is 
consistent with other studies of barriers to research utilisation (Funk et al. 1991b, 
Carroll et al. 1997, Parahoo 2000, Retas 2000, Oranta et al. 2002).  From an Irish 
perspective this result may be explained by the increasing acuity of patients, poor 
staffing levels, and fiscal constraints in healthcare spending.  This results in 
tremendous pressure on staff to incorporate and evaluate research-based practice 
(Department of Health and Children 2003). Furthermore local affirmation of research-
based practice is dependent on an adaptive organisational culture, guided by managers 
who are committed to improving the quality of patient care. 
In this study characteristics of communication ranked as the second greatest subscale 
for RGN’s and RSCN’s, thereby indicating that presentation and dissemination of 
research findings continues to be problematic for both disciplines.  This is consistent 
with previous studies (Funk et al. 1991b, Parahoo 2000). The greatest communication 
barrier noted by RGN’s was that ‘the relevant literature is not complied in one place’ 
which ranked as the eight greatest barrier to research utilisation in the overall scale, 
although RSCN’s ranked this as fourteenth.  However, two of the communication 
variables 'implcations for practice are not made clear’ and ‘research reports are not 
readily available’ are ranked fifteenth and eighteenth by both RGN’s and RSCN’s.  
This problem is confounded by differing presentation styles favoured by nursing 
journals (Smith and Masterson 1996). The variety of presentation styles includes 
varying emphasis on writing style, theoretical focus, methodological issues, 
presentation of statistics and practice implications (Smith and Masterson 1996).  The 
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lack of availability of research reports is noteworthy for both disciplines.The literature 
reviewed acknowledges that the quantity of paediatric nursing literature is low 
globally (Traynor et al. 2001, Borbasi et al. 2002). In relation to RGN findings, it has 
been recognised by Traynor et al. (2001) that there is an increase in the quantity of 
nursing publications.  However, the increasing number of specialist areas, as outlined 
in the Agenda for the Future Professional Development of Nursing and Midwifery 
(National Council for the Development of Nursing and Midwifery 2003), may suggest 
that RGN’s have insufficient literature for their specific area of practice. 
Characteristics of the adopter subscale were ranked as the third greatest barrier to 
research utilisation by RGN’s and RSCN’s.  However, one of the characteristics 
provided significantly different results for RGN’s and RSCN’s. This was in relation to 
‘the nurse is unwilling to change/try new ideas’. RGN’s ranked this as number 
nineteen, whereas RSCN’s ranked this at number twenty-seven, indicating that 
RSCN’s may be more willing to embrace research based practice than RGN’s, or it 
may be that RGN’s are more cautious about embracing innovations at a time of 
continuing change. However, the innovation subscale was ranked as the lowest barrier 
to research utilisation by both disciplines, similar to two previous studies (Funk et al. 
1991b, Parahoo 2000), thus indicating that RGN’s and RSCN’s are receptive to the 
idea of using research-based findings in practice.  These results are encouraging for 
the development and success of research based practice.  However, the results also 
highlight an opportune juncture for management to appreciate the willingness of 
nurses to engage in research-based practice and to utilise this opportunity to engage 
staff in practice development. The findings of the independent sample t-test identified 
no significant difference in the mean scores for each subscale among RGN’s and 
RSCN’s.  This supports the ranked scores previously discussed and is again more 
positive considering the diverse educational pathways of each discipline over the last 
10 to 15 years.  Furthermore, the results show no significant impact of demographic 
data on the overall score for the subscales for either discipline.  The overwhelming 
endorsement of organisation barriers transcends all ages.  This may again be due to 
the fiscal constraints being exercised at present in health services in Ireland.  As the 
majority of respondents are staff nurses it is possible that differences among clinical 
nurse managers and clinical nurse specialists may not emerge as significant due to 
numbers of participants from these grades.  
Facilitators of research utilisation include any factors that promoted the use of 
research-based findings in the clinical areas.  While RGN’s and RSCN’s differ in their 
identification of education and nursing management as additional barriers, the 
identification of facilitators shows an almost reverse situation.  The majority of 
RSCN’s identify education as a facilitator of research utilisation while the majority of 
RGN’s identify management as a facilitator.  Many studies have previously identified 
similar themes (Funk et al. 1991b, Carroll et al. 1997, Nilsson Kajermo et al. 2000, 
Parahoo 2000), although none of these studies identified the number of staff endorsing 
each theme.  
 
Limitations 
Some limitations were identified in the study in relation to research design, sample, 
data collection and issues of validity.  A concurrent nested strategy as outlined by 
Creswell (2003) was used with a dominant quantitative approach.  This approach was 
beneficial as it provided an opportunity to study the multitude of variables associated 
with research utilisation. However, the researcher acknowledges that this study could 
be criticised for not fully embracing ‘true’ triangulation and neglecting to give each 
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paradigm equal weight (Foss and Ellefsen 2002).  While time constraints prohibited 
more extensive data collection, this was compounded by the level of non-response.  
The initial response rate to the study was 27.5% (n=110) which increased by 12.1% 
(n=48) following reminder letters, thus confirming the benefit of follow-up letters as 
suggested by Dillman (2000) and Edwards et al. (2002).  Although the final response 
rate was appropriate for a mail survey, An Bord Altranais acknowledged that a 
considerable number of nurses fail to notify the board of address changes.  Other 
possible causes include lack of interest, busy workloads and associated lack of time to 
complete the survey.  A further explanation may be ‘survey overload’, however this is 
anecdotal evidence and is not supported by any Irish literature.  
The researcher acknowledges that the factor analysis output in both SPSS and SAS 
did not concur with the original study (Funk et al. 1991a).  There are a number of 
reasons why this may have occurred.  Many authors on research methods suggest that 
the use of factor analysis can have contrasting levels of success (Munro 2001, 
Tabachnick and Fidell 2001, Pallant 2003).  Furthermore, Watson (1998) suggests 
that there is no absolute approved method of selecting the number of factors to be 
rotated.  These problems are compounded by lack of consensus regarding the 
preferred ratio of variables to factors (Knap and Brown 1995, Munro 2001, 
Tabachnick and Fidell 2001, Pallant 2003).  However, the findings in this study are 
supported by Dunn et al. (1998), who also found results inconsistent with Funk et 
al.’s (1991a) original study. 
 
Conclusion   
It is encouraging at a time of proposed integration of RSCN and RGN education that 
congruent results among both disciplines were found in this study. The results indicate 
that organisational characteristics are the greatest barriers to research utilisation 
among RGN’s and RSCN’s, thereby consistent with similar studies internationally.  
Lack of time is cited as the greatest individual barrier for both disciplines and there 
are a number of possible explanations for this in Ireland at present. Inadequate 
staffing, increased patient acuity, progressive changes in education, fiscal restraint, 
and an increasing litigious culture places extra pressures on staff nurses who are 
striving to maintain and improve standards of nursing care.  
Communication characteristics are also identified as significant barriers to research 
utilisation by both disciplines.  Although nursing education has undergone enormous 
change in recent years, many nurses remain unclear in relation to research 
appreciation and critique.  This is compounded by inadequate library and internet 
facilities at local level, often resulting delays in attaining the literature required. 
 
Implications and Recommendations 
Research utilisation cannot be a task for individual nurses alone and the interest and 
engagement of nurse managers who advocate research-based nursing is crucial. This 
study also indicates that RGN’s and RSCN’s continue to have difficulty with the 
manner in which research findings are presented in the literature.  This has the 
potential to constrain the evolvement of research-based practice.  It is necessary to 
accept the lack of research skills among trained nurses and to provide opportunities to 
correct the knowledge deficit. Organisational support is imperative for the 
development of research-based practice. It is recommended that a designated budget 
be made available to provide improved computer facilities and enhanced onsite library 
facilities.  This has the potential to optimise any time available for reading and would 
provide clinical staff with optimum opportunities to access relevant literature. 



School of Nursing & Midwifery Studies, Trinity College Dublin: 5th Annual International Research Conference 
Transforming Healthcare Through Research, Education & Technology: November 3rd – 5th 2004  - Conference Proceedings A-K 
 

  

Furthermore, continuing research education for trained nurses is imperative to enable 
comprehension of research studies.  It is recommended that research education 
strategies be developed that take cognisance of the needs of staff not educated in 
research appreciation.  This could alleviate the stress experienced by staff when 
reading and critiquing research articles. 
Finally, this study builds on previous international research and provides a 
cornerstone for increased studies in this area at local level to guide curriculum 
development and research strategies in the future. Future research would add to the 
body of knowledge on research utilisation. It is recommended that a replication of this 
study in a few years could identify the extent to which nurse education and 
government strategies have promoted a research-orientated culture. 
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Research background 
This research has evaluated the implementation of the first Objective Structured 
Clinical Skills Evaluation (OSCE) undertaken in the new BSc in Nursing registration 
programmes at an Institute of Technology in the South West of Ireland. OSCEs, 
which have gained widespread acceptance throughout the western world as valid 
academic measures of nursing competence, have yet to be established in this country. 
This structured trial with first and second year student nurses is thus of major 
importance throughout the country and has the support of external examiners and An 
Bord Altranais. 
 
Research problem 
To understand the process and outcomes of Objective Structured Clinical Skills 
Evaluation (OSCE) from the perspective of the major stakeholder groups: first year 
general and psychiatric nursing students, second year general nursing students, 
lecturers, clinical placement coordinators and assessors. 
 
Research approach 
A utilisation focussed evaluation approach was adopted. This approach values the 
opinions and experiences of stakeholders. It is intended that findings can be used to 
feed back into the OSCE process to develop the validity and quality of the 
assessment. 
 
Process: A two stage research process was implemented. Stage 1 explored the OSCE 
process and outcomes through audiotaped focus group interviews, purposively 
selected, with all major stakeholders. Analysis of transcribed data resulted in 
hypotheses that were tested during Stage 2. This stage utilised a questionnaire survey 
of participants in the OSCE trials. The items in the questionnaire were derived from 
focus group data. 
 
Sampling: Stage 1 Focus groups: Focus group samples: 3 purposefully selected first 
and second year student focus groups and one evaluator focus group (comprising 
volunteers from lecturers and assessors groups). Stage 2 Questionnaire: The 
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questionnaire, following a pilot, was adapted and circulated to all first and second 
year students who had participated in the OSCEs. 
 
Analysis: Stage 1 focus group interviews: Analysis is qualitative and inductive. A 
grounded approach was adopted to uncover themes and issues around identified 
constructs. From the grounded analysis, specific hypotheses were generated. Stage 2 
questionnaires: Descriptive and inferential analysis carried out using SPSS version 
11.5. 
 
Results 
These indicate that the OSCE process has had a positive impact for all stakeholders. 
OSCEs were perceived to be a meaningful and fair form of assessment. Students 
identified that they felt more prepared for and more confident about forthcoming 
placements. The OSCE process is, however, perceived to be a stressful experience 
and requires considerable preparation effort by students. Mature students felt that 
significantly more practice effort was required but also felt significantly more 
prepared for placements and achieved significantly higher OSCE scores. 
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Introduction:
 
In the 20 minutes or so that I have been given to make this presentation I want to 
focus upon the findings related to the variation in lecturers conceptions of student-
centred teaching.  The findings being presented constitute only one aspect of a 
broader investigation that also investigated lecturers’ approaches to student-centred 
teaching (presented at last year’s conference) and the relationship between student-
centred approaches to teaching and lecturers’ conceptions of student-centred teaching. 
 
For the purpose of today’s presentation do 3 things before I discuss the findings in 
relation to lecturers conceptions of student-centred teaching: (1) briefly set my 
investigation in context at both national (UK) and local levels; (2) very briefly outline 
the appeal of student-centred teaching (particularly the appeal of humanistic education 
for nurse educators); (3) provide a very brief overview of the method employed in the 
investigation, and then move on to the findings themselves. I will then highlight the 
implications for nurse lecturers holding these conceptions of student-centred teaching. 
When discussing the findings I will be outlining the characteristics of the five 
categories of description that were constituted as a result of the analysis.  I will also 
talk about some of the interesting, and potentially conflicting aspects, which may have 
implications for patient-centred care. Twenty minutes isn’t a long time in which to 
provide a detailed description of the findings or to share the somewhat lengthy 
interview extracts that would illuminate each of the categories. However, with this in 
mind, I have provided interview extracts to be included in the conference proceedings 
as well as having a small supply that I can share at the end of the presentation. 
 
Context within which the study was undertaken:  
 
The current study was conducted at a time of great change in Higher Education 
generally and within nurse education in particular. In recent years there have been 
external pressures on the UK Higher Education sector with the publication of the 
National Committee of Inquiry into Higher Education (Dearing, 1997). In this 
summary report the committee recommended that all institutions of Higher Education 
should give higher priority on teaching and learning strategies that promoted student 
learning. Additional pressures in the field of nursing education come from a review of 
the preparation and training of nurses and midwives from the United Kingdom 
Central Council – now the N&MC (UKCC, 1999 – the Peach Report). The Peach 
Report called for a review of the teaching methods that were seen to be teacher-
centred to the use of more student-centred and facilitative methods – mainly Problem-
Based Learning (PBL). The focus on changing teaching methods as a way making 
nurse lecturers more student-centred is not an uncommon view expressed in the 
literature, particularly the argument for encouraging more student activity in their 
learning. However, focusing on student activity in learning, or indeed student active 
teaching/learning methods, is not as unproblematic as it may seem and may not, as the 
results of my study suggest, lead to lecturers adopting student-focused (or student-
centred) approaches to teaching. An important finding from my research, and an 
important omission in the research literature on approaches to student-centred 
teaching, is the link, or relationship, between how teachers conceptualise student-
centred teaching and the impact that these conceptions have on the approaches to 
student-centred teaching that nurse teachers adopt. This research builds on research 
conducted by Prosser and Trigwell (1999) who also demonstrated a link between the 
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way in which teachers conceptualise their teaching and the way in which they 
approach their teaching. However, there has been limited research into how teachers 
conceive of their teaching and how this relates to their approaches to teaching (Prosser 
et al, 1994), and only one study recorded in the nursing literature on teachers’ beliefs 
and attitudes towards student-centred teaching and learning (Jinks, 1997). 
 
Appeal of Student-Centred, Humanistic Education for Nurse Educators:  
 
Student-centred teaching is not a new phenomenon to many nurse educators and 
neither are the humanistic philosophies that are considered to underpin its use. See for 
example the writing of Rogers, Knowles and Freire. Humanistic education prioritises 
the need to develop relationships with students & for lecturers to provide teaching / 
learning opportunities that involve: 
 
• Fostering the acquisition of self-directed, self-initiated skills that have long-

term benefits to the student, the nursing profession and clients (Richardson, 
1988); 

• Changing the asymmetrical power relationship between students and their 
teachers that is considered poor role-modelling for empathic nurse-client 
interactions (Sweeney, 1986); 

• Mirroring the need for a more contemporary identification with the ethos of 
nursing practice away from behavioural models to one that emphasises the 
humanistic and emancipatory philosophy (MacLean, 1992) 

 
However, and despite the rhetoric contained in much of the literature on student-
centredness in teaching and learning and its link to nursing practice, there is limited or 
no research into how student-centred teaching is experienced by nurse lecturers (see 
for example Jinks (1997) on nurse lecturers attitudes to student-centred teaching and 
nurse educator’s views that being student-centred in teaching is about teaching 
methods). Despite the huge amount of literature in support of student-centred teaching 
and learning there is a dearth of research into such an important area. This latter point 
may be understood when we become aware of the debate and confusion about some 
of the main concepts being used. For example: 
 
• What is meant by ‘self-directed learning’ in nursing education (Nolan & Nolan, 

1997); 
• Student-centredness is a multi-faceted concept that means different things to 

different people (D’A Slevin and Lavery, 1991; Jinks et al, 1998); 
• Problems promoting a student-centred, adult orientation into nursing curricula 

due to the multi-dimensional nature of these concepts (Jinks, 1999) 
• The characteristics of self-directed learning logically requires no teaching at all 

(Iwasiw, 1987); 
 
In this latter sense, this research and the approach adopted is a departure from 
previous work in this area for the following reasons: 
 
• Previous research into effectiveness of various teaching methods is inconclusive 

and contradictory; 
• Limited research into student-centred teaching in nursing (1 study); 
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• Research from other Higher Education disciplines has focussed on teaching and 
researchers’ interpretation of teacher-centred/student-centred dichotomy 
(conceptual change approach); 

• No research into lecturers’ experience of student-centred teaching (conceptions 
or approaches to student-centred teaching). 

 
Research Method:  
 
Phenomenography is a qualitative research approach that aims to describe the key 
aspects of the variation of the experience of a phenomenon as opposed to the richness 
of individual experiences (Trigwell, 1999), and was considered to be an approach that 
was fit for the purpose of exploring the variation in lecturers’ experience of student-
centred teaching. I therefore adopted a phenomenographic approach to interviewing 
and analysis of interview transcripts to look for variation in the ways in which 
lecturers experienced student-centred teaching, namely: 

 
- Approaches to Student-Centred Teaching  
- Conceptions of Student-Centred Teaching 
- Relationship between Conceptions & Approaches 
 

 
• The sample in this study was selected in order to maximise the variation that 

may exist within a group of nurse lecturers who claimed to adopt student-
centred methods in their teaching practice. Interviews focused on specific 
aspects of lecturers’ actual teaching practice/events identified by them. 

 
• Interviews with 23 lecturers from a variety of disciplines within Napier 

University (Adult Nursing n = 9; Mental Health n = 7; Child Health n = 5, & 
Learning Disabilities n = 2). 

 
 
Results pertaining to data on Conceptions of Student-Centred Teaching:  
 
The analysis revealed five, logically related categories (conceptions) of description 
(structural – how the explanation was given by the teachers, and referential – the 
focus of teaching) related to these lecturers conceptions of student-centred teaching. 
The 5 Conceptions of Student-Centred Teaching formed an inclusive hierarchy: 
 

• Conception A: Student-centred teaching as helping students acquire the 
concepts and skills of the discipline  

• Conception B: Student-centred teaching as helping students develop 
personally meaningful disciplinary conceptions and skills 

• Conception C: Student-centred teaching as attempting to enhance students’ 
educational experiences and student learning through the nature of the teacher-
student relationship 

• Conception D: Student-centred teaching as promoting reciprocal rights and 
responsibilities in the learning process 

• Conception E: Student-centred teaching as assisting self-empowerment of 
students. 
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This study has demonstrated that there is a qualitative variation between each of the 5 
conceptions of student-centred teaching. Each of the above conceptions is 
qualitatively different from each other and form part of an inclusive hierarchy. At one 
end of the hierarchy, teachers holding Conception A talked about student-centred 
teaching as helping students acquire the concepts and skills of the discipline. is 
considered to be more limited, or less sophisticated, than subsequent categories. 
Teachers at the more inclusive end of the hierarchy (Conception E) talked about 
student-centred teaching as assisting the students to self-empower. In this sense 
student-centred teaching is seen as including helping students to acquire disciplinary 
content (Conception A); helping students develop personally meaningful conceptions 
and skills (Conception B); enhancing students’ educational experience and learning 
through the teacher-student relationship (Conception C); promoting reciprocal rights 
and responsibilities in learning (Conception D), however, it is the underlying, and 
reciprocal, educational and nursing practice beliefs and values that enable the teacher 
to focus on the students; their learning; personal development and professional 
practice that constitutes student-centred teaching. Humanistic perspectives heavily 
influence teachers holding this conception of student-centred teaching. Central 
features of this influence are a genuine concern for students, their learning and 
development and their professional practice. In these teachers’ views, if students are 
exposed to educational experiences in which they feel valued, respected, are provided 
with information about their learning and can make choices on that basis, they are 
more likely to take control of their learning; make informed choices about their own 
learning and the outcome, and to be able to transfer these positive benefits to their 
working with clients. These teachers’ conceptions of student-centred teaching 
(Conception E) are talked about in equal respect to the values and assumptions that 
they believe should underpin effective and empowering nursing practice. The 
qualitative differences between this conception (Conception E) of student-centred 
teaching and Conception A can be seen in the writing of Carl Rogers (1983) who 
states: 
 

“To give self-direction and freedom to children can clearly be a 
complete failure if it is simply a new ‘method’ (Conception A). 
Commitment and conviction are essential” (p. 53)(…)  “A 
person-centred way of being in an educational situation is 
something that one grows into. It is a set of values, not easy to 
achieve, placing emphasis on the dignity of the individual, the 
importance of personal choice, the significance of 
responsibility, the joy of creativity. It is a philosophy, built on a 
foundation of the democratic way, empowering each 
individual” (Conception E) (p. 95)(Bold, my additions) 

 
Teachers holding conceptions of student-centred teaching A and B would not feature 
in Rogers’ polarised conception of student-centred teaching because of the focus on 
content acquisition.  
 
Conception E is seen to be the most complex, most sophisticated, and more inclusive 
of the range of strategies and intentions. Conception E includes Conceptions A, B, C 
& D. Conception A, on the other hand, does not contain or include any of the 
subsequent categories. 
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The main characteristics of each conception are as follows: 
 
Conception A: Student-centred teaching as helping students acquire the concepts and 
skills of the discipline  
   
Teachers holding this conception talk about student-centred teaching as helping 
students acquire the concepts and skills of the discipline: 
 
 the focus is on the content that teachers think students need to have and 

teaching is to help students actively acquire this content using an appropriate 
method with no consideration of prior learning or experience (teacher’s 
conceptions and skills acquired in small groups using resources and materials 
provided by the teacher)  

 all that the students need to know in relation to disciplinary concepts and skills 
is addressed in this context (formal, classroom , time and no links to other 
aspects of the programme) 

 teaching is student-centred because of the student-centred method employed 
and is as a result of pressure from others (colleagues and faculty) and teacher 
antipathy to lectures 

 
Conception B: Student-centred teaching as helping students develop personally 
meaningful disciplinary conceptions and skills 
 
Teachers holding this conception of student-centred teaching, as in Conception A, 
focus on planning and providing learning events or situations in which students are 
actively involved in the acquisition of disciplinary concepts and skills – related to 
formal teaching and learning events within specified locations and parameters. 
However, and unlike Conception A: 
 
 student prior experience and how the student can be helped by  teachers to 

actively make links between what they already know is viewed as important 
 planning events in this way will help students to develop their: 

o self-confidence 
o motivation 
o trust in their own abilities, and 
o to experience changes that are taking place in their learning for themselves  

 
Conception C: Student-centred teaching as attempting to enhance students’ 
educational experiences and student learning through the nature of the teacher-student 
relationship 
 
In a similar way to Conceptions A & B, teachers holding this conception view 
teaching as encouraging student activity in their learning. But unlike teachers holding 
Conceptions A & B, teachers holding this conception believe that the student learning 
experience is enhance by teachers having a value system that: 
 
 positively values the students 
 positively values the contact and relationships that can be developed 
 informs the climate within which the student-teacher relationship and 

interaction takes place, and  
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 it isn’t what the teacher does with the student that is of primary importance or 
the techniques used, it is the way in which the teacher is with the students and 
the nature of the relationship that is formed between teachers and students that 
is of significance 

 this contact is not limited to classroom or other formal teaching interactions 
 
Conception D: Student-centred teaching as promoting reciprocal rights and 
responsibilities in the learning process 
 
Teachers holding this conception view teaching and learning as containing 
complimentary aspects of the respective roles that teachers and students have in the 
teaching learning process. In a similar way to Conception C, teachers holding this 
conception attempt to enhance the student learning experience by having a set of 
values and beliefs that positively values students. However, unlike Conception C, 
where the emphasis is placed solely on the beliefs and values that the teacher holds 
and what the teacher does in relation to setting the learning climate, in this 
conception:  
 
 both the teacher and the student have rights and responsibilities that can 

enhance the teaching and learning process that 
 reflects the conditional nature of the teaching and learning endeavour 
 teaching and learning is a process in which both the teacher and learner engage 

– 
 teaching and learning is a partnership between the student and the teacher 

 
Conception E: Student-centred teaching as assisting self-empowerment of students. 
 
In this conception of student-centred teaching, teachers have an awareness of the 
limitations of their role in facilitating changes to student conceptions of teaching, 
learning and nursing. As in Conception D, they believe that reciprocity in student and 
teacher roles may play an important part. However, and unlike Conception D, 
teachers holding this conception believe: 
 
 the balance of power should be firmly anchored in the students’ domain  
 reciprocity in respective student/teacher roles may provide equity and mutual 

benefit, but may not provide the student with a suitable basis for effective, and 
empowered, practice and learning that the students need to enhance their 
personal and professional development  

 as in Conception C, having a value base that values students may enhance the 
students’ experience in learning can also be seen in Conception E. However, 
having positive learning experiences, in and of themselves, may not necessarily 
lead to the development of the kind of empowered practitioners who will 
provide effective, informed care and to facilitate client self-empowerment  

 student self-empowerment is a central component of the students’ learning 
experience and personal and professional development.  

 that student-centredness is not a teaching or learning method or technique, but 
as a set of assumptions and values that should underpin teacher thinking and 
practice – providing educational experiences that can lead to student self-
empowerment in their learning, personal development and professional practice 
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 the conceptual changes necessary for effective teaching and learning identified 
in Conception D are important, but it is the underlying beliefs and values that 
are seen to inform the process of teaching and learning and the link between 
the educational values and professional values that underpin effective nursing 
practice. 

 
Implications: 
 
The results from this research indicate that conceptions of student-centred teaching is 
made up of four categories of description (or groups) – Group 1 – helping students to 
acquire content; Group 2 – enhancing the student experience through the nature of 
the teacher/student relationship; Group 3 – promoting role reciprocity, and Group 4 
– creating space for empowerment. Category 1 is related to two referential aspects: 
one in which the focus is on expert knowledge and skills alone, and the other focuses 
on both expert knowledge and skills and disciplinary knowledge and skills. The three 
remaining groups share the same referential aspect of student development. Group 1 is 
the least sophisticated, or complete, category, and Group 4 is the most sophisticated, 
or more complete, category of student-centred teaching.  
 
Teachers holding Group 4 have an awareness of the preceding 3 categories and view 
these as being part of their teaching and influences upon their teaching. For example, 
teachers holding this category view the purposes of student-centred teaching as 
employing student-centred methods aimed at helping students to acquire content (1) 
however, the process of student development is enhanced by the nature of the teacher-
student relationship (2) with a view to promoting student responsibility in learning 
and practice (3) by creating space for students to take more control of their learning 
and practice in a similar way that nurses should be working to assist client self-
empowerment. Teachers holding category 1 may not have an awareness of the other 
three successive categories and student development may not be an issue for these 
teachers. As with student-centred approaches to teaching, the context within which 
these teachers are working must be borne in mind when trying to understand the 
relationship between the categories, the how and what components of student-centred 
teaching. Teachers holding category 1, as with teachers adopting student-centred 
approaches to teaching A and B, had limited time, resources and greater student 
numbers which may serve to limit the development of their teaching beyond Category 
1. Their contact with students was limited to one week prior to students going onto 
clinical placement and they did not see these students after this week. Teachers 
holding categories 2, 3 and 4 however, had regular and close contact with their 
respective students and over an extended period of time. In this latter sense, student 
development could be seen as a more realistic and achievable part of their thinking 
and practice. Indeed, as their comments make clear, student personal and professional 
development was a key feature of their thinking and this was influenced by having a 
shared educational and nursing philosophy to promote student, and client, personal 
growth. Student-centred teaching is a process within which both the teacher and 
student take part and from which the students, and clients, will ultimately benefit. 
 
Previous research in a nurse education context revealed that whilst nurse teachers 
thought that student-centred teaching and learning was underpinned by humanistic 
perspectives, these teachers could not employ student-centred methods in their 
teaching practice due to factors out of their control, for example, high student 
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numbers and lack of human resources. In this research teachers conceive of student-
centred teaching in a variety of ways and their thinking does not support the belief 
that it is the teaching method that makes teaching student-centred. The interpretation 
in this study suggests that teachers conceptions of student-centred teaching comprises 
of four categories related to three referential components. Like the approaches to 
student-centred teaching, conceptions of student-centred teaching are also constituted 
in terms of an inclusive hierarchy. The least complete conception viewed student-
centred teaching as helping students to acquire content with a focus only on the 
content to be acquired. The most complete conception viewed student-centred 
teaching as creating space for student self-empowerment with a focus on students and 
their personal and professional development. Underpinning the most complete 
conception is the relationship between humanistic perspectives, education and nursing 
practice. In this sense, it was thought that students who experience self-empowerment 
in their educational experiences are more likely to practice in a way that empowers 
clients with whom they come into contact. There is a great deal of opinion in the 
nursing education literature in support of this most complete conception; however, the 
findings from this study provide the first empirical link with the assertions connecting 
conceptions of student-centred teaching and learning and nursing practice from the 
teacher’s point of view. Teachers holding the least complete conception, it is 
suggested may, in part, be influenced by the constraints identified earlier in this 
chapter.  
 
The implications from this finding are that the constraints within which teachers are 
working may directly influence their conceptions of student-centred teaching resulting 
in a conception that focuses on content and the acquisition of disciplinary content and 
skills. Where teachers have more control their conceptions are more likely to focus 
upon promoting positive student experiences through the development of the teacher-
student relationship, a reconceptualization of the respective roles that teachers and 
students have in the teaching/learning process for both students and teachers, and 
providing space for students to self-empower, all with a focus on student 
development. These findings indicate that there are differences between the findings 
from this research and research conducted on conceptions of teaching in other higher 
education disciplines. Possible reasons for this variation are posited as: the different 
ways in which nursing academics and other academics are influenced by their 
respective professional background experiences and practice; the relationship between 
underlying philosophical and theoretical perspectives used to inform teaching and 
learning in nurse education and its asserted analogous relationship with professional 
nursing practice; knowledge, skills and attitudes required for ‘therapeutic’ nursing 
practice; attitudes towards students, their development and the ‘end product’ of this 
disciplinary educational enterprise. To further complicate matters the differences in 
teachers’ conceptions of student-centred teaching and their conceptions of nursing 
will also have to be taken into consideration on staff development programmes and 
for managers when allocating resources to implement changes in teachers thinking 
about student-centred teaching. 
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APPENDIX  
 
Conceptions of Student-Centred Teaching – categories with 
illustrative quotations. 
 
Conception A: Student-centred teaching as helping students acquire the 
concepts and skills of the discipline: 

 
Researcher: ‘So the choice of group work wasn’t just because you like group work?’ 
 
‘No, probably not. I mean I do, personally, enjoy doing group work em but I admit it 
would have been easier to actually to just make it all lectures, but because it was 
preparation for practice that probably wouldn’t have gone down too well em in certain 
quarters and em…’ 
 
Researcher: ‘With your colleagues?’ 
 
‘Yeah, and personally I felt that if it was practice it shouldn’t be all lectures anyway. 
We should be able to and the fact that we already have something, you had 
catheterisation that we wanted to do there. So it was coming up with other things and 
the other thing is this course, it was the 97 programme so we were actually adapting 
things that we’d done in the previous programmes. So we were looking at things we’d 
done in the previous programme and thinking, ‘Where could we slot them in?’ So we 
were looking at things like nutritional assessment and thinking, ‘That needs to go in 
somewhere. It would work here so lets do it.’ And we’d always done it as a group 
work session, so it was feasible to put it in there. So some things are decided on by, 
you know, other, other things going on, you know, the fact the course structure and 
the time tabling. Because you can’t close your eyes to that, you need to make 
something work, feasibly, and especially when you’re talking about hundreds of 
students. To try and, I mean it’s really easier sticking them all in one lecture theatre, 
although there’s not enough of them em and not having to…You don’t need as many 
teachers either. I mean that’s another problem with this group work is you need more 
teachers…’ 
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Conception B: Student-centred teaching as helping students develop 
personally meaningful disciplinary conceptions and skills 
 
‘Where the student has a sense of control over their own learning. That they can share 
ideas with others in a non-threatening type of classroom way. Ok, four walls is still 
structure but what you do in those four walls, if it’s student-centred, allows them to 
flex their own knowledge muscles, if you like. It allows them to test, to try, to sample, 
to share and it isn’t, what, it isn’t is easier. A question, of course, it isn’t about sitting, 
expecting to takes notes, expecting to follow overheads through the mind of a teacher 
onto the paper of student and to be inwardly digested without thought. That is not 
student-centred learning to my mind. I’m not saying that all lectures can’t, aren’t 
student-centred but I think if you’ve allowed the student to see or demonstrate their 
own links with things that they already know and attach to them the new. And you’ve 
thought that through properly and they can see that they have got something that they 
can use before they work with what you’re presenting today as the new, then it is, it’s, 
it’s allowing them the trust and the confidence in their own ability to see their 
progress, to demonstrate that they are developing (Conception B)(…) Some teachers 
think that if you call a session a workshop, it’s student-centred because it usually 
involves small group work and people working round stations and picking up pieces 
of information off a board, or an article. But they’re not actually necessarily doing 
anything with that information (Conception A), and they’re not usually given enough 
time to discuss it and share it…But some teachers kind of wear it like a badge and 
they’ll say, ‘Well it’s a workshop. Of course its student-centred.’ But is it? If you 
actually look at some of that and what they’ve actually been asking, telling the 
students to do in that two-hour workshop, it actually is perhaps being teacher-dictated 
and teacher-lead all the way through.’  
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Conception C: Student-centred teaching as attempting to enhance 
students’ educational experiences and student learning through the nature 
of the teacher-student relationship 
 
‘I don’t know (laughs). Well what does it mean to me? Yeah, it’s really difficult to 
answer this without thinking that you’ve go to remember what Carl Rogers says and 
stuff like that, which I won’t because I suspect that’s not what you’re wanting. It 
doesn’t mean methods to me. It means, I think it partly means, I think methods come 
into it. But I think it means more, it’s more about philosophy and it’s something that’s 
about philosophy that informs a climate which doesn’t just move past methods. I think 
it moves past the classroom as well.’ 
 
Researcher: ‘Can you explain that?’ 
 
‘Well it’s about em, if you’re a lecturer em and you want students to, and you’ve got a 
particular educational philosophy, em and you want students to respond to you and 
respond to their learning in a certain way. Then I think that’s not just created em in 
terms of you going in for a classroom session and using a method (Conception A). I 
think maybe, I’m thinking kind of like a programme leader, I think it’s created by 
trying to have a relationship with students in, I suppose in a climate of learning across 
a programme.  And that’s incredibly difficult to manage because, you know, other 
people, don’t all do that. I think it’s back to kind of, you know, I think to help students 
learn in a student-centred way, they’ve got to feel safe, respected, to respect the 
people, you know, that are around them. So I, I don’t think that’s student-centredness 
but I think that that kind of climate part of it is important (Conception B). Or the 
personal part of it, how you perhaps also interact with students and relate to students 
and not just the classroom. When you’re seeing them about personal problems. When 
you’re seeing them em about an essay, supervision or stuff like that.’ (Conception C) 
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Conception D: Student-centred teaching as promoting reciprocal rights 
and responsibilities in the learning process 
 
 
‘Because, as well as getting the students to do some sort of academic hoop, which is 
what it is if we're saying that, 'This is what is required by management, but we really 
feel they're all priorities here in terms of student development' em there's got to be an 
aspect of the teacher which has to be accounted for in the, in this dyad as well, so the 
teacher has the right to job satisfaction, and the teacher has a right to the student being 
active and the teacher has a responsibility to the student to ensure that they give them 
the best deal possible. And likewise, then the student has a responsibility to learn as a 
student, and has a right to be enabled in that learning as a student. So, around the 
whole issue of student-centredness are the rights and responsibilities issue 
(Conception D). That's how I would sum it up (laughs), and some people would take 
their responsibilities more seriously than others. Either because they feel they have to 
meet outcomes for their own performance appraisal (Conception A), or because they 
get job satisfaction out of taking the responsibility down a particular road.’ 
(Conception C) 
 
‘Well, yes, that's right and that's why I said depending on what the students like if you 
take their learning needs into account. If they come back and say, 'I'll say come in' and 
they'll say, 'Look I'm really struggling with this. I don't know where I'm going,' then 
part of my enabling role would be to meet that need. As in, 'There are ways you can 
go about this. You've got a number of options, but you now have responsibility to 
choose an option. Not take the one I'm giving you. Choose an option. Choose a road.' 
So, as I was saying, that if you take a particular teaching approach for a certain issue 
or topic or whatever, then you also have to take into account how the student will 
learn and if that's on an individual basis with students, like portfolio, that's much 
easier. They either want a hands-off approach, they want em some direction or they 
want to explore something they've thought about and, and they're on their own, they're 
off on their own track and just need you to basically nod your head and say they're ok. 
I think.’ 
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Conception E: Student-centred teaching as assisting self-empowerment 
of students. 
 
Researcher: ‘Why is it student-centred? What does being student-centred mean to 
you?’ 
 
‘What does it mean to me? Well it’s philosophy really. It’s about the balance of power 
between people who are in control and people who are being done to (Conception D). 
And student-centredness is about trying to reduce the gap between the two. So, it’s a 
philosophy of empowerment I suppose. Self-empowerment.’ (Conception E) 
 
Researcher: ‘Self-empowerment?’ 
 
‘By the students (laughs), and it’s been evident, you know, in the use, the service user 
field, it’s, you don’t empower service users all you can do is help them to empower 
themselves so that’s actually what we’re doing here. We’re helping the students to 
empower themselves. We can do our bit to make sure that we’re not disempowering 
the students as far as we can within the restraints of our working environment 
(Conception D), but em the most that we can aim for is to help the students to 
empower themselves, and some won’t empower themselves. They won’t take, they 
won’t grasp the nettle. They’ll take the easy way out and not make use of the 
opportunity. But many of them will.’(…) I feel that everything we do in the course 
has to reflect what we should be doing as nurses with the people that we’re trying to 
help and that should be about empowerment; that should be about helping the people 
to empower themselves (Conception E); that we should be making sure that we don’t 
disempower them (Conception D). So, that’s simply it. It’s an integrating of what 
we’re doing on the course, module content, the assessment method that we use, the 
feedback that we give to students, integrating that with what nursing’s all about 
(Conceptions A, B, C, D & E). What the philosophy of nursing should be.’ 
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Introduction: 
 
Folate is a generic term used to describe compounds that have a common vitamin 
activity (Barrowclough & Ford 2000). It is a water soluble B vitamin (Vitamin B9) 
which is found naturally in leafy vegetables, citrus fruits, beans and whole grains. The 
terms folate and folic acid are used interchangeably in literature to differentiate 
between naturally occurring vitamin B9 (folate) and the synthetic form of folate found 
in supplements and added to fortified foods (folic acid). 
 
Folate gets its name from the Latin word “folium” for leaf. Almost 70 years ago in 
1933, whilst researching how to prevent anaemia in pregnancy, Dr. Lucy Wills 
discovered that pregnancy induced anaemia could be corrected by a substance found 
in yeast extract. This ‘corrective substance’ was found to be folate. As a constituent of 
both RNA and DNA folate helps produce and maintain new cell growth and 
development – a property that is especially important during periods of rapid cell 
growth such as pregnancy. Humans cannot synthesise folate and are therefore 
dependent on dietary sources for their recommended daily allowance. 
 
Ockenden (2001) states that as far back as 1964, folate deficiency was identified as 
one possible contributory factor in the defective development of the neural tube in 
utero. The phrase nueral tube defect (NTD) has since become the accepted term to 
explain this phenomenon and describes a group of abnormalities that arise from 
failure of the central nervous system  to fuse completely in the first few weeks of 
embryonic life.  
 
The first major study to examine the link between folate deficiency and NTD was 
undertaken by Hibbard and Smithells (1965). These researchers suggested that central 
nervous system malformations among babies born to a group of mothers in Liverpool 
possibly occurred as a result of defective maternal folate metabolism. Over a decade 
later two further studies fronted by Smithells (1976, 1977) produced additional 
evidence to link lower maternal serum folate levels to a higher incidence of NTD.  
 
Throughout the 1980’s an increasing body of research gave even further credence to 
the theory of a link between lower serum folate and higher risk of NTD (Laurence et 
al 1980, Rogozinski  et al 1983, Yates et al 1987, Bower & Stanley 1989).  
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Prompted by these and other research findings, in 1991 the Medical Research Council 
in the United Kingdom undertook a randomized, double-blind, multi-centered 
research trial to determine whether folic acid supplementation could prevent the 
recurrence of NTD. The results of this study showed clear evidence that 
periconceptual folic acid supplementation had a 72% protective effect against the 
recurrence of NTD in pregnancy (Medical Research Council Vitamin Study Research 
Group 1991). 
 
In the early 1990’s Ireland became one of the first European countries to issue 
guidelines on folic acid supplementation for women planning pregnancy (Department 
of Health 1993). All women likely to become pregnant were recommended to take an 
extra 400mcg of folic acid prior to conception and during the first twelve weeks of 
pregnancy. However, in Ireland, as in many other countries, the effect of public 
information campaigns has been varied. Research carried out in Ireland has 
consistently demonstrated that in spite of primary health promotion efforts, the overall 
uptake of periconceptual folic acid remains quite low (Milner et al 1996, McDonnell 
et al 1999, O’Leary et al 2001). Added to this the fact that as many as 50 – 60 % of 
pregnancies in Ireland are unplanned (Rundle et al 2004), the question must be raised 
about what would be the most effective way of improving periconceptual folic acid 
awareness and uptake among women of childbearing age? 
 
In an attempt to begin to confront this issue, I decided to assess knowledge of folic 
acid among a specified population of women of childbearing age i.e. female school 
leavers, to ascertain if current curriculum instruction regarding folic acid awareness 
was sufficient (this knowledge assessment took place within the broader context of a 
study that examined female school leavers’ knowledge of preconception healthcare). 
As it stands the Irish Education System provides only limited consideration to the 
need for preconception folic acid supplementation (Department of Education and 
Science Relationship and Sexuality Education (RSE) Curriculum Document 1999). In 
addition, a recent evaluation and review of the implementation of RSE programmes 
discovered that 25% of Irish Secondary Schools had no programme of any kind 
relating to relationship or sexuality education and, consequently, no instruction 
regarding the need for preconceptual folic acid supplementation.  
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Aim of Study: 
 
In an effort to influence future RSE curriculum development and therefore improve 
the level of knowledge of folic acid among a specified population of young women of 
childbearing age, I decided to assess current awareness of the need for preconceptual 
folic acid supplementation among female school leavers in County Louth. More 
specifically I sought to ascertain the following information: 
 
 Had female school leavers heard of folate / folic acid? 
 When did female school leavers believe was the best time to start taking folic 

acid supplements? 
 Did female school leavers know the recommended daily level of folic acid 

supplementation? 
 Could female school leavers name at least three good sources of folate / folic 

acid? 
 
Research Design and Methodology: 
 
In order to ‘describe and document aspects of a situation as it occurs’ and also ‘serve 
as a starting point for further research’ (Polit and Hungler 1995: 196), a descriptive 
survey research design was used for this inquiry. The study population comprised of 
all female school leavers in Co. Louth (female school leaver was defined as a girl in 
her final Leaving Certificate year in post primary school). In an attempt to generalize 
findings, avoid bias and facilitate objectivity, a simple random sampling methodology 
was employed as the preferred process in selecting representative subjects of the 
target population. Fourteen schools in County Louth were identified as having female 
students. Each school principal was approached and requested to supply a complete 
list of the initials of all females sitting the Leaving Certificate in June 2003. This list 
represented a total population of 815 female school leavers. The procedure for 
randomization involved allocating a 1-3 digit number to each initial, a random table of 
numbers was generated, and the person whose initials corresponded to each random 
number was asked to participate in the study. Consent for participation was obtained 
from students, parents/guardians and school authorities. Trinity College School of 
Nursing and Midwifery Studies granted ethical approval. Anonymity and 
confidentiality were guaranteed. 
 
The instrument used to assess knowledge of folic acid among female school leavers 
was generated by the author and was titled ‘Preconception Healthcare Questionnaire’ 
(PCHQ). Following pilot study of the questionnaire (undertaken in January 2003) 
minor syntax errors were identified and alterations were made to the PCHQ. 
Reliability and validity studies demonstrated that the PCHQ ‘measured the attribute 
that it was designed to measure’ (Polit and Hungler 1995: 173). Taking into account 
pilot study site, small female school leaver population (due to a very limited number 
of female school leavers in two sites no member of that particular school was 
randomly selected) and one late withdrawal, eleven of the fourteen schools identified 
originally participated in the final study.  
Eight schools chose to distribute the questionnaire themselves and three schools 
facilitated a postal survey. 
 
Findings and Discussion: 
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Guided by a Confidence Interval of +/- 5% and a Confidence Level of 95%, 247 
PCHQ were distributed to a random sample of female school leavers in County Louth 
in March 2003. A total of 133 questionnaires were completed and returned 
representing a response rate of 54%. The results were analysed using Statistical 
Package for Social Sciences version 11 (SPSSv11). 

Guided by a Confidence Interval of +/- 5% and a Confidence Level of 95%, 247 
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in March 2003. A total of 133 questionnaires were completed and returned 
representing a response rate of 54%. The results were analysed using Statistical 
Package for Social Sciences version 11 (SPSSv11). 
  
  
Demographic Data: Demographic Data: 
  
The majority of respondents (65%, n = 86) were aged 17 years, 19% (n = 25) were 
aged 18 years, 14% (n = 19) were aged 16 years and 1% respectively (n = 1, n = 2) 
were aged 19 and 15 years. The mean age was 17 years with a standard deviation of 
0.65 years (8months). 
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Awareness and Knowledge of Preconception Folic Acid Supplementation: 
 
Ninety three per cent of female school leavers (n = 124) had heard of folate / folic 
acid. However, despite research recommending that all women of childbearing age 
should supplement their diet with additional folic acid (Locksmith & Duff 1998, 
Monti 2002) only 18% (n = 24) of female school leavers believed this to be the case. 
Fifty three percent (n = 70) of respondents believed that if a woman is planning to 
become pregnant the best time to start taking folic acid was “when she is thinking 
about having a baby”. However, the fact that over half of all pregnancies in Ireland 
are unplanned (Rundle et al 2004) implies that although there is a general awareness 
of the need to take preconceptual folic acid, the majority of female school leavers are 
unlikely to be doing so at time of conception. As Milner et al (1996), McDonnell et al 
(1999) and O’Leary et al (2001) point out ‘knowledge of the benefits of 
periconceptual folic acid supplementation does not automatically imply uptake”. Nine 
percent of respondents (n = 12) had no knowledge of when was the best time to start 
taking folic acid supplements. This finding is evident despite recommendation in the 
RSE curriculum document that all senior cycle students need to be made aware of the 
benefits of preconception folic acid supplementation (Department of Education and 
Science 1999: 101). 
 
The results of these questions leads one to contemplate about the most effective way 
of improving uptake of periconceptual folic acid and consequently, attempting to 
further reduce the incidence of NTD’s.  
 
In 2003 the Food Safety Authority of Ireland published a report recommending the 
universal fortification of flour with folic acid at 200mcg/100g (FSAI 2003). At 
present the argument for flour fortification is thought to be sufficiently strong enough 
to recommend movement to the next stage of policy implementation i.e. consultation 
with regard to technical, legislative and international trading policy (Fourth Annual 
Report of the Chief Medical Officer 2004). If a universal flour fortification policy 
were to be adopted then every pregnant woman – including those experiencing 
unplanned pregnancy, would have an improved folic acid intake and therefore reduce 
their risk of NTD. 
 
Knowledge of the Recommended Daily Allowance of Folic Acid Supplementation: 
 
The majority of female school leavers (65%, n = 86) had no knowledge of the RDA of 
periconceptual folic acid supplementation. Only 26% (n = 34) knew it to be 400mcg. 
Four and five percent respectively (n = 6, n = 7) believed that the recommended daily 
periconceptual folic acid supplementation level should be 4g and 1g. It is apparent 
from these findings that Government efforts to inform secondary school pupils about 
the benefits and requirements of folic acid supplementation have had limited effect. 
Again the question needs to be raised regarding what is the most appropriate and 
effective strategy to improve periconceptual folic acid uptake? 
 
 
 
Knowledge of Sources of Folate / Folic Acid: 
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When asked to name three good sources of folate / folic acid, female school leavers 
were generally well informed. The three most frequent sources quoted by respondents 
were green vegetables, cereal (breakfast cereal) and oral supplements. Other sources 
names included milk, pulses, red meat, fresh fruit and bread. Two of the more 
innovative sources of folic acid cited by students included toothpaste and water! In 
considering these findings it should be noted that responses represented answers given 
in an optional open-ended question – not all participants chose to give a response to 
this question. 

When asked to name three good sources of folate / folic acid, female school leavers 
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Recommendations and Conclusion:Recommendations and Conclusion: 
 
It has been recognized for almost three decades that folic acid, taken before and 
during early pregnancy, is associated with a significant reduction in neural tube 
defects (Hibbard & Smithells 1965, Smithells 1976, 1977, Laurence et al 1980, 
Rogozinski et al 1983, Yates et al 1987, Bower & Stanley 1989, Medical Research 
Council Vitamin Study Research Group 1991). In the early 1990’s Ireland was among 
the first European countries to issue guidelines on folic acid supplementation for 
women planning pregnancy. However, in spite of numerous widespread public 
information campaigns, the majority of women would still not appear to be taking 
additional folic acid at time of conception (Milner et al 1996, McDonnell et al 1999, 
O’Leary et al 2001). Add to this trend the fact that over half of all pregnancies in 
Ireland are unplanned (Rundle et al 2004) and one is left with the unenviable situation 
where there may be a significant number of pregnant women who have not availed of 
periconceptual folic acid supplementation. 
The results of this study reveal a knowledge deficit among female school leavers with 
regard to timing and RDA of folic acid supplementation. These findings are evident in 
spite of Government curriculum guidelines recommending that school leavers should 
be informed of the benefits and necessity of periconceptual folic acid 
supplementation. 
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The outcome of this study may add momentum to the debate on the need for 
additional primary strategies to ensure more comprehensive prevention of NTD, in 
particular, fortification of the food supply with folic acid. In 2003 the FSAI published 
a report that recommended universal flour fortification. In September 2004 the (then) 
Minister for Health, Michael Martin, announced the establishment of a National 
Committee on Folic Acid Food Fortification that aims to address the broader aspects 
of implementing such a policy. In this way, one hopes that all pregnancies, both 
planned and unplanned, will benefit from a further reduction in the rate of neural tube 
defects.  
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Title- The role of the PHN in health promotion 
Gobnait Byrne, Colin Griffiths, Catriona Macgregor, Anne-Marie Brady & 
Professor Cecily M. Begley 
 
 
All Nurses have a role in health promotion as outlined in the learning outcomes for 
undergraduate nursing education devised by Bord Altranais (2000). However, for 
public health nurses (phns), health promotion is viewed by the Department of Health 
& Children in the job description of the phn (2000) and the health strategy (1994) as  
a key component of their  role and the Commission on Nursing (1998) recommended 
that phns should focus more on their health promotion role. The Cardiovascular 
Health Strategy Group (1999: 68) re-iterates theis and recommends that “all public 
health nurses should be supported to further develop their skills in health promotion 
and to opportunistically contribute to disease prevention in those with whom they 
come in contact”. 
 
The aim of this study was to explore the role of the Public Health Nurse (PHN’s) in 
the Irish community setting.  Purposive sampling was used and 25 nurses were 
interviewed.  Consent was obtained from all participants following an explanation of 
the research prior to data collection.  Grounded Theory was used to analyse the data 
and Nudist Version 6 was used to store and collate the data.   
 
PHNs accounts of their health promotional role will be presented using the framework 
of the five approaches to Health Promotion, as identified by Naidoo and Wills (2000).  
These are the medical or preventative, behavioural change, educational, 
empowerment and social change approaches.   Perceived barriers to the health 
promotional role of the phn will also be discussed.   
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‘DIRECT ENTRY TO MIDWIFERY’: ASPECTS OF THE EVALUATION OF 
THE PILOT PROGRAMME 
 
Margaret Carroll, Acting Director of Academic and Professional Affairs in 
Midwifery, RGN, RM, RNT, BNS, MSc., School of Nursing and Midwifery 
Studies, Trinity College Dublin, 24, D’Olier St, Dublin 2, Ireland carrolol@tcd.ie 
 
Professor Cecily M. Begley, Professor of Nursing and Midwifery/Director, RM., 
RNT, MSc., PhD., School of Nursing and Midwifery Studies, Trinity College 
Dublin, 24, D’Olier St, Dublin 2, Ireland 
 
At present, all midwifery students in Ireland are required to be registered general 
nurses prior to undertaking a two-year programme leading to registration as a midwife 
and the award of either a Higher or Postgraduate Diploma in Midwifery. The 
introduction of a pilot programme of ‘direct entry’ to midwifery was recommended by 
the Commission on Nursing (Commission on Nursing 1998) and, in June 2000, at the 
request of the Department of Health and Children, a pilot ‘direct entry’ midwifery 
programme commenced in Ireland with 20 students. The programme was run by the 
School of Nursing and Midwifery Studies, Trinity College, Dublin in partnership with 
The Rotunda Hospital, Dublin and the Our Lady of Lourdes Hospital, Drogheda. 
Because of the uniqueness of this programme within the Irish context and its status as 
a pilot programme, the Department of Health and Children specifically requested that 
the programme be evaluated. 
 
The aim of the evaluation was to describe the development, delivery and 
‘effectiveness in practice’ of a pilot programme and to determine the characteristics 
and the issues that were essential to the effectiveness of the programme and the issues 
that needed to be reconsidered. Case study research was selected as the research 
approach as it allows for the description, exploration and explanation of single or 
multiple cases, in this instance a single case. All key stakeholders constituted the 
population and were included in the study. This included: ‘direct entry’ midwifery 
students, Postgraduate Diploma in Midwifery student, midwives, midwife managers 
and midwife teachers. A number of obstetricians and paediatricians were also 
included. Multiple methods of data collection were used including structured 
questionnaire, focus group interview, interview, programme evaluations, minutes of 
meetings, correspondences etc. Descriptive analysis of data was undertaken.  
 
Overall, the project was evaluated by the participants as an overwhelming success, 
more so than could have been imagined at the outset and evident in the product 
produced, the calibre of midwife. Some of the key findings to emerge were: the 
participants believed that ‘direct entry’ to midwifery should become a route into the 
midwifery profession; immersion of midwifery students in practice from the outset 
and the support to facilitate this, provided in the form of supernumerary 
preceptorship, were key strengths of the programme; however, the short lead-in period 
did impact negatively on how informed and involved all key stakeholders felt. 
 
Commission on Nursing (1998) Report of The Commission on Nursing: A Blue Print 
for the Future Government of Ireland Dublin 
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Communications & information technology (CIT): a tool to enhance nurse 
education 

 
Marie Cameron, Lecturer, RGN, BSc(Hons), Des Chrystal, Martyn Main, 
Lindsey Watson, The Robert Gordon University, Aberdeen, UK  
 
Introduction 
Since the advent of Internet Technology in the late 1970’s (Naughton 1999) and the 
World Wide Web in 1992 (Grimes 1997), the potential of these resources has been 
examined for use in many areas of research and innovation.  The educational 
possibilities of this modality have long since been recognised (Ryan et al 2000), 
although the use of the internet in formal nurse education came relatively late in the 
developmental process.  The Robert Gordon University (RGU) in Aberdeen has been 
at the forefront of developing the use of Communications and Information 
Technology (CIT) in nurse education and now uses this technology in pre-registration, 
post-registration and Continuing Professional Development courses. 
 
Background 
RGU has been using CIT to provide distance learning opportunities to students since 
1999, when the Department of eLearning (DeL) was set up.  The School of Nursing & 
Midwifery subsequently offered its first distance learning course, the BA Nursing 
Studies, a post-registration academic qualification.  Since then the quality and 
quantity of courses offered has expanded considerably.  In March 2003 RGU became 
the first British university to achieve British Association of Open Learning approval 
for distance learning. 
 
What can be offered? 
A wide range of courses, delivery and assessment techniques can be offered that 
utilise CIT.  Examples of these are the School’s Cytotoxic Chemotherapy Short 
Course, which is offered as both an in-house or distance learning option, and the use 
of Question Mark Perception.  This is a computer-assisted assessment package that 
the School of Nursing and Midwifery at RGU are piloting for on-line assessment. 
 
Evaluation of e-learning 
RGU is currently involved in a multi-national project to evaluate the effectiveness of 
computer-based learning in European health and social care institutions.  The findings 
of this and other similar projects should ensure the educational quality of this teaching 
method, along with the generation of best-practise guidelines, leading to improved 
quality control. 
   
Conclusion 
It is easy to see that internet technology has many and varied potential applications to 
education in general, and nurse education in particular.  The Robert Gordon 
University has been at the forefront of the development of this resource and aims to 
continue and expand in this field, leading the way for other educational 
establishments. 
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Can the theory/practice dichotomy in clinical skill acquisition be narrowed 
through a problem based learning approach? 
Clancy A, RGN, MSc, RNT, PGDip (teaching & learning), HDNS (diabetes), 
PHd candidate  
 
The integration of theory and practice for clinical skill acquisition is an essential 
requisite for the professional nurse. Ensuring balanced integration is of utmost 
importance and one that has prevailed the nursing profession for decades.  Balanced 
integration allows for the complex transition of the novice nurse to that of expert 
reflective practitioner (Bevis 1989). Much debate continues to exist on how this 
balance can be achieved; yet to date no exact theory has been developed to create this 
magic mix of integration.  
 
Within the traditional hospital based nurse education programme, students acquired 
their clinical skills by receiving theory didactically by nurse educators and learnt the 
practical application of the same skills in make shift practical rooms attached to 
Schools of Nursing. Anecdotal reports would suggest that these practical rooms were 
perceived, as artificial environments with out of date equipment and bore no 
resemblance to the real clinical setting.  With nursing moving into the higher 
educational sector, these traditional practical rooms have been replaced by clinical 
simulation laboratories based within the university setting.  These ‘new skill 
laboratories’ are intended to provide the student with a safe controlled environment 
within which to practice, and prevent novices with fewer skills undertaking clinical 
placements on the assumption that they will always receive structured support within 
the clinical area. This has been a tremendous improvement as students are able to 
practice their clinical skills in a very realistic yet safe environment. However the 
balance between theory and the application of this theory is still up to much debate. 
Are students performing better at ward level. It would seem that with so many 
endeavors to improve nurse education, the age-old conundrum still prevails. 
 
With the innumerable teaching and leaning approaches that exist, problem-based 
learning can be considered appealing to nurse education and is one that might be able 
create this mix of integration. Within the traditional approach to learning students are 
provided with rules and regulations and asked to apply them to real life situations. 
With the problem based learning this approach dramatically change. The student is 
firstly presented with a problem and as they come to grips with the problem they 
begin to develop their own rules and regulations. Problem based learning aids the 
application of theory to practice. It acts as a channel for clinical skills acquisition and 
fosters the development of reflective practice. It provides opportunities for students to 
develop cognitive capabilities, to develop team and leadership skills; essential 
requirements for effective interdisciplinary care provision.  This approach mimics the 
real life clinical situation and therefore makes the link between theory and practice a 
lot easier. Using a problem based learning approach and utilizing the clinical 
simulation laboratories, might be considered an advantageous approach to produce 
graduate nurses who are knowledgeable, competent and safe practitioners.  
 
It is the aim of this paper to discuss the potential advantages of utilizing problem 
based learning as a innovative teaching and leaning strategy for integrating theory and 
practice for clinical skill acquisition.  It will also focus on the issues surrounding the 
design and implementation of a problem based learning curriculum. 
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A critical discourse analysis of the care study assignments of undergraduate 
student mental health nurses 
 
Gerard Clinton RPN, BSc (Hons), School of Nursing, Dublin City University, 
Glasnevin, Dublin 9. 
Tel: 01 7008523 
Fax: 01 7005688 
E-mail: Gerard.Clinton@dcu.ie
 

 

Introduction 
Language is inherent in the day-to-day work of nurses, being the medium through 
which much of that work is carried out (Crawford et al. 1999). The study of language 
is one of the most valuable means through which disciplinary/professional knowledge 
can be formulated, passed on, and explored Baynham (2000). To view the language of 
nursing, or of any other profession, as a homogenous phenomenon is to risk 
overlooking diversities within that discipline or profession (Baynham 2000). 
Mohr (1999) and Bjornsdottir (2001) both view language as epistemic – suggesting 
that it provides the basis for the creation and maintenance of patterns of knowledge. 
Crawford et al. (1999) have pointed out the need for educators to develop a more 
systematic approach to the language component of nurse education. This approach 
should be research-based and enable nurses to write accounts that convey the complex 
situations of service users in clear, accurate language (Mohr 1999). However, there is 
a paucity of knowledge about the professional language which nursing students are 
“writing themselves into” (Baynham 2000:20) under the tutelage of lecturers and 
clinical staff (Crawford et al. 1999).  
 

The Study 
This study was carried out within the context of a four-year undergraduate programme 
of full-time study at an Irish third level institution which incorporates clinical 
placements in affiliated health services. This programme was in its second year, with 
two cohorts of students studying across three strands: general, mental health and 
intellectual disability nursing. The study sought to analyse academic assignments 
written by second year undergraduate student mental health nurses in order to add to 
the available knowledge about the language currently being used by student mental 
health nurses.  
The main aim of the study was to inform nurses, particularly nurse educators and 
student nurses, about the language that undergraduate student mental health nurses are 
using to describe nursing care, and those involved in and affected by that care. This 
involved analysis of the emerging professional language of undergraduate student 
mental health nurses in terms of both its social context and its distinct semiotic 
elements. The academic assignments that were analysed were care study assignments 
with a reflective component. As such, these assignments enabled an analysis that took 
account of both the empiric and aesthetic characteristics (Leight 2002) of nursing 
language as well as the clinical and academic bases of that language. 
 

Methodology 
Many nurse researchers who espouse and use discourse analysis as a research 
methodology (Mitchell 1996, Hardey et al. 2000, Bjornsdottir 2001, Hardin 2001, 

mailto:Gerard.Clinton@dcu.ie
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Chater 2002, Arslanian-Engoren 2002) do so from a Foucaldian perspective. 
Although critical discourse analysis is derived from this approach, the distinguishing 
feature of critical discourse analysis is that it views discourse as dialectical – not 
merely being shaped by relationships within a society, but actually shaping them 
(Fairclough & Wodak 1997). 
In critical discourse analysis, semiosis within the context of social activity is seen in 
terms of being a part of that social activity, as well representing the social role being 
borne out through that activity (Fairclough 2001). For example, a nurse uses language 
in a particular way when s/he is ‘being a nurse’, and this use of language might 
change according to the social interface across which s/he is communicating (Allen 
1998). In this way nurses recontextualise the social roles and practices of others, that 
is, they interpret and represent them to suit their incorporation into their own social 
activity. This interpretation and representation includes reflexive recontextualisation, 
wherein the subject of recontextualisation is one’s own role (Fairclough 2001). 
Allen’s (1998) framework of communication boundaries provides a framework for 
understanding this process in nursing. Within Allen’s framework of nurse-nurse, 
nurse-client/relative, nurse-support worker, nurse-doctor and nurse-management, we 
see that nurses differ their language use according to who it is they are 
communicating with.  
The critical discourse analyst would see the communication of the nurse across these 
diverse interpersonal interfaces as indicative of ‘genres’. A genre is a distinct way of 
acting and communicating the actions of others within a certain social context 
(Fairclough 2001). This specific representation is seen as being constructed 
semiotically and as constituting part of the overall discourse. The discourse of nursing 
might represent the experience of the service user quite differently than might the 
discourse of the service user themselves. It is through these discourses that social 
orders are constructed, and from a semiotic perspective these are described in terms of 
an “order of discourse” (Fairclough 2001:235). Certain orders of discourse are seen to 
predominate, and within them certain genres may be prominent. 
With regard to the rigour of this study, Carr (1994) has noted that qualitative 
researchers can be sure of the data being representative of the subject being studied 
due to their immersion in the context of the data. However, this immersion in context 
can threaten validity if it prevents the researchers from interpreting data in a 
meaningful way (Sandelowski 1986). This is where frameworks for data interpretation 
and analysis, such as that offered by Fairclough (2001) for critical discourse analysis, 
can be helpful insofar as they offer a balanced and structured approach to data 
analysis and enable the study to be repeated by other researchers. 
Fairclough (2001) has pointed out that the researcher using critical discourse analysis 
needs to be aware that the research itself has inextricable links to the social network 
represented in the discourse under analysis. Reflection on these links is vital to the 
trustworthiness of the findings of the analysis, as is reflection on how accessible the 
findings of the study are to the individuals and groups represented therein. This 
reflection should incline towards answering the question, “How can critical analysis 
of the texts and interactions contribute towards emancipatory change?” (Fairclough 
2001:239), thus meeting a criterion of all valid research – having applicability to the 
improvement of the ‘real-life’ situation that has been explored. 
 
Data Analysis 
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Fairclough (2001:236) sets out an analytical framework for critical discourse analysis 
modelled on the concept of explanatory critique proposed by Bhaskar (1986). This 
framework comprises five stages: 
 
1. Focus upon a social problem that has a semiotic aspect 
2. Identify obstacles to the social problem being tackled 
3. Consider whether the social order needs the problem 
4. Identify possible ways past the obstacles 
5. Reflect critically on the analysis 

 
Stage 1: Focus upon a social problem that has a semiotic aspect 
The semiotic element of this situation involves the students’ use of language, with the 
matter being social in terms of both the socialisation of these students into the role of 
the nurse as well as in terms of the type of social relations they will develop through 
their use of this language across the different interfaces of communication in nursing 
(Allen 1998). As the students’ documentation of the care planning process in this 
instance was in fulfilment of the assessment requirements for an academic module, 
the care planning process was described in the format of a case study. 
 
Stage 2: Identification of obstacles to the social problem being tackled 
This stage has three subdivisions. These are the analysis of: 
a. the network of practices in which the problem is located 
b. the relationship of semiosis to other elements within the particular practices 

concerned 
c. the discourse by means of: 

• structural analysis: the order of discourse 
• interactional analysis 
• interdiscursive analysis 
• linguistic and semiotic analysis 

 
Stage 3: Does the social order need the problem? 
This stage examines the extent to which the language used by students in their care 
study assignments is a necessity of the social order of which they are a part. This is in 
preparation for Stage Four, which considers how obstacles to the removal of the 
problem can be dealt with. 
 
Stage 4: Possible ways past the obstacles 
This stage seeks to determine how the situation which has become manifest through 
the analysis of the texts might contain potential for change. In order to do this it 
focuses on disparities in the texts that might underpin problems and perhaps 
communication difficulties within the discourse.  
 
Stage 5: Reflection on the analysis. 
This reflection on the analysis hinges on an awareness of how the discourse that has 
been analysed sits within the wider social network, in addition to how the researcher 
and the research are positioned in this network. This reflection also focuses on how 
the research findings relate to the actual practice of those studied and the social 
groups to which they belong and interact with. The findings of the analysis, and the 
researcher’s reflection on them, should be shared with the relevant groups in such a 
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way as to promote “emancipatory change” (Fairclough 2001:239). In this regard, 
stages four and five focus on the contribution of the research to the social situation 
represented in the texts. In this regard I have endeavoured to disseminate the findings 
to as wide an audience as possible, including the students themselves. 
 

Findings 
The analysis of these twenty-two care study assignments revealed that in terms of 
structure they are hybrid texts, and as such embodied the “textual heterogeneity” 
ascribed to the academic writing of student nurses by Baynham (2000:17). In these 
texts the genres of ‘patient narrative’, care plan / case study and reflective practice are 
framed by the genre of the academic essay and referred to in the first instance by the 
academic genre of assignment guidelines (Paltridge 2000). This mix of genres is 
typical of academic writing in undergraduate nurse education, with Baynham 
(2000:17) describing nursing students as “living disciplinary and textual 
heterogeneity”. Graham (2001:1) has written of such generic hybridity as providing 
“powerful perspectives on changes in political, cultural, and economic relationships, 
most specifically at the level of institutions”. With Irish mental health nursing 
education as an institution undergoing changes in this regard, the focus on genre 
provided by critical discourse analysis is especially relevant. Also, student writers’ 
use of genre has proven to be helpful in understanding texts such as these in a 
discipline-specific context (Giltrow & Valiquette 1994), as is required by Fairclough’s 
approach to critical discourse analysis. 
The primary business of the texts was to represent the ‘ideal nurse’ at work. This 
work was specifically described in the care planning / case study genre, as well as in 
the “patient narrative” genre and the reflective genre. Power relationships is a major 
focus of critical discourse analysis (Fairclough 2001) and the relations of the ideal 
nurse with other professionals and service users were represented indirectly as much 
as in the explicit description of the work of the nurse. The analysis found that whilst 
many of the texts described the work of the nurse in depth, some texts focused more 
on the details of the work of other professionals than that of nurses, particularly with 
regard to making discipline-specific contributions towards the care of the service user. 
Students also differed in the degree to which service users were the subject of 
prescription in care planning / case study genre, as evidenced by the nature of the 
language – in particular the verbs – that they used to describe the actions of nurses 
and service users. Some service users in the texts were represented as relatively 
autonomous characters whilst others appeared only in the context of reacting to or 
being the subject of nursing interventions. Another feature that was apparent was the 
minimal use of the “patient narrative”, even thought the assignment guidelines had 
implied their importance in the care studies. Aborted “patient narratives”, or 
preference for professional documentation over service-user stories as sources of 
biographical information, were the closest that the student writers came to using co-
authored “patient narratives” in their assignments.  
The extent to which the student writers were able to write themselves into these texts 
was found to depend on the degree to which they could write reflectively and combine 
the reflective genre with the more impersonal genres of care planning / case study and 
the academic essay. Whilst some students achieved this in places, others struggled 
with such impediments as trying to write reflectively in the third person.  
Generally the findings concurred with those of Baynham (2000) insofar as they 
showed that successful student nurse writing involves the combination of distinct 
genres on order to present an authentic and in-depth portrayal of the ‘ideal nurse’. 
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Where students were not fluent in one or more of these genres, and/or not adept at 
combining them, their writing appeared to be less expressive and they would appear 
not to have written themselves into complex, discipline-specific accounts of nursing 
with the same success as some of their fellow students. This is where the issue of 
alerting the students themselves to these findings arises, as well as to the broader 
issues of language in nursing. 
 

Conclusion 
Student nurses should be enabled to critically examine language presented to them in 
their training as coming from a particular approach to the work of nursing and nurse 
education. Through such an understanding the student would be able to identify 
certain phraseology as custodial in nature, or as being ensconced in biodeterministic 
presupposition, or as representing the “rhetorics of user empowerment” (Crawford et 
al. 1999:340) - that is, to be keenly aware of the philosophy and paradigm which they 
represent. This would involve familiarising student nurses with some basic linguistic 
concepts, in particular that of genre. Through understanding concepts such as genre 
students could understand how the language that they chose to use is rooted in a 
specific socio-historical context (Johns & Swales 2002). Furthermore, those involved 
in the preparation of students for a career in nursing should be well informed by 
language-based research due to the impact that language can have in practice through 
its inadvertent social functions, assumptions and presuppositions (Crawford et al. 
1995).  
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CHASETOWN: a computer based health and social environment 
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Pamela Henry. SRCN, SRN, MEd, MSc. Lecturer, School of Nursing, Dublin 
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Morag Munro. BEng, MSc. Learning Technology Project Officer, Dublin City 
University.  
 
CHASETOWN (Computer based Health and Social Environment) is a web-based 
information and practice resource that allows nursing students to master the skills 
required in their professional practice, such as questioning; critical thinking; searching 
for sources of information; discussion and collaboration; and synthesis of information.  
 
Problem Based Learning (PBL) has been identified one way to facilitate the 
development of the qualities and skills required by today's nursing graduates (Alavi 
and Creedy 2001; Andrews and Jones 1996; Creedy and Hand 1994). At 
CHASETOWN's hub are generic case studies which create a “social context, or 
picture” of a patient. These are composed of documentation and resources such as 
patient notes, biochemistry/haematology test results, dialogues between staff 
members; images (X-rays, photographic images etc.); and audio/video clips. This 
information can be adapted to form the basis of specific PBL scenarios and tasks, thus 
allowing flexible re-use of clinical information according to different subject areas 
and levels of expertise.  
 
The system takes advantage of the general preference for user interfaces that mirror 
"real life” information seeking models (Shneiderman 1992) by mimicking the 
organisation of information in real life healthcare settings. For example, in the 
professional environment, if a nurse were interested in learning something about 
coronary care, he or she would go and speak to the staff on the coronary care ward. 
Likewise, in the CHASETOWN, he or she would “visit” hospital's coronary care ward 
and locate the required information.  
 
Alavi, C. and Creedy, D. 2001 Problem-based learning in an integrated nursing 
curriculum IN: Boud, D, and Feletti, G (eds.). The challenge of Problem-Based 
Learning. 2nd edition. Kogan Page: London  
Andrews, M. and Jones, P. 1996. Problem based learning in an undergraduate nursing 
programme: a case study, Journal of Advanced Nursing, 23, pp357-365 
Boud, D. and Feletti G. 2001. The Challenge of Problem Based Learning 2nd edition. 
Kogan Page: London  
Creedy, D. and Hand, B. 1994. The implementation of problem-based learning: 
changing pedagogy in nurse education, Journal of Advanced Nursing Education, 20, 
pp. 696-702. 
Shneiderman, B. 1992. Designing the User Interface - Interface Strategies for 
Effective Human-Computer Interaction, 2nd Edition. Addison Wesley.  
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An exploration of the long-term sequelae of frontal lobe injury sustained in 
childhood and an investigation of the effectiveness of a three-phase programme 
to remediate attentional and executive functioning deficits. 
 
Dr Niamh Coleman, Senior Clinical Psychologist, Adelaide and Meath Hospitals 
incorporating the National Children's Hospital, Tallaght, Dublin 24 
 
The presentation will firstly provide an overview of the literature on the psychological 
consequences of frontal lobe injury sustained in childhood.  This will be followed by a 
presentation of a study that explored the long-term sequelae of frontal lobe injury on 
three adolescents, seven years post-injury.   
 
The literature presentation will explore key issues in this subject area, including the 
relationship between the nature and severity of injury and the resulting cognitive 
deficits; the debate about whether plasticity of the developing brain positively 
influences the course of recovery and subsequent development; awareness of deficit 
as an important factor in the presentation of deficits; and the pattern of onset of 
deficits at early and later stages of recovery.  The literature testifies to the fact that it 
is very difficult to predict a pattern of discrete deficits that will result in a particular 
instance of head injury in a child.  However, the literature does indicate that many of 
the types of neuropsychological deficits associated with frontal lobe injury in children 
and adolescents are similar to those experienced by adults, even though the deficits 
may be manifested differently across the two groups. 
 
The study which is reported utilised a multiple-single-case design to investigate 
neuropsychological skills and deficits in three adolescents who had sustained frontal 
lobe injury seven years previously.  Neuropsychological assessment and interviews 
with the adolescents’ parents were conducted to establish the adolescents’ cognitive, 
psychosocial and behavioural difficulties.  The research established that the 
adolescents demonstrated significant deficits in attentional and executive functioning. 
A three-phase eighteen-session individual based programme, employing an AB design 
was used to remediate the adolescents’ attentional and executive functioning deficits.  
In Phase 1, the adolescents were trained in the use of effective ‘approach to task’ 
strategies within the context of Attentional Process Training.  In Phase 2, Self-
Instructional Training methods were utilised to enhance the adolescents’ sustained 
attention ability on visual search tasks.  In Phase 3, the adolescents were trained in the 
use of the “Guide”, a five-step cueing sequence to facilitate planning, problem-
solving, monitoring, evaluation and self-reinforcement designed specifically for the 
study.  Neuropsychological tests were used to investigate the effectiveness of the 
rehabilitation programme.  A number of these measures were repeatedly administered 
at baseline, following phase 1, 2 and at the end of the intervention.  Post-intervention 
interviews with the parents were conducted to evaluate whether there was a 
generalised effect of the intervention to the adolescents’ functional skills.  Clinical 
parameters showed that the intervention was effective.  Indications from the data 
analysis were also in the positive direction.  Discussion of the results concludes the 
presentation.   
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Abstract  
This paper will detail the development and use of case study approach to researching 
a nursing topic. Participant observation, interviews, field notes and will be discussed 
in an attempt to demonstrate how a scientific approach to research can be achieved 
through case study methodology. 
  
Case study method of research is a qualitative method of in-depth study of phenomena 
and one that strives for recognition alongside conventional scientific methods. What 
constitutes a case is open and varied. It may range from an individual to an 
organisation; a custom to a society. The phenomena under study become the case. Yin 
(2003) maintains that case method is a holistic approach to research in which the 
researcher can examine the complexity of people and their beliefs and decisions. This 
makes it a good research method for clinical nursing topics, as a holistic framework 
can guide the study. Its strength lies in what Hartley (1994) describes as the secret, 
informal and unusual behaviours that can be elicited from a case study approach. Thus 
the practical everyday situation is explored from within the situation using a method 
that allows a story to be told and the language of its craft to become part of the social 
construct of the case. 
 
While qualitative research in general and case study in particular is an ideal method of 
studying nursing topics, it lacks a formal structure of rules and methods commonly 
associated with quantitative research. This can be a cause of anxiety to a researcher 
who is unsure if they have captured all the relevant material and explored all possible 
aspects of the case. Each researcher using the case study approach needs to set their 
own standards and structures to guide their work and to ensure credibility, authenticity 
and confirmability of the work. Thus ensuring that case study becomes a valuable 
asset to the researcher seeking new knowledge for nursing practice.  
 
Hartley J. (1994) Case study in organisational research. In Qualitative methods in  
organisational research (Cassel C & Symon G., eds). Sage, Thousand Oaks, CA. 
  
Yin R. (2003) Case study research: design and method. Sage Publications. London.  
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The use of mixed methods of data generation in qualitative research: strategies 
for integrating observation and interview data. 
 
Graham Congdon PhD, MA, RN, RMN, OHNC, DN Cert., Cert Ed.  
Principal Lecturer, Placement Support Unit Faculty of Health, University of 
Central Lancashire, Preston, England PR1 2HE.  Telephone 01772 895118. 
  
Shirley Congdon, MA, BSc (Hons), Dip N(Lond) Cert Ed. RGN  
Assistant Director Undergraduate and Postgraduate Studies, John Moores 
University, Liverpool, England L2 2ER.  Telephone 0151 231 4122.  
 
 
Background. Technical and ontological issues can make the use of mixed methods in 
qualitative research problematic. Whilst debates in relation to the use of mixed 
methods across the quantitative and qualitative research paradigms are well rehearsed, 
those in relation to the use of mixed methods within paradigms are sparse.  
 
Aim. Whilst it is characteristic for qualitative researchers to employ a range of data 
sources, the integration of such data is not straightforward. The aim of this paper is to 
provide practical solutions to what is commonly debated at a theoretical level in 
relation to the use of mixed methods. To provide a vehicle for this complex debate the 
paper describes the strategies devised by the authors to integrate observation and 
interview data within an ethnographic study.  
 
Discussion. Great care must be taken throughout the process of data generation and 
analysis when mixed methods approaches are employed within one study. When 
employed without consideration to the technical and ontological consistency of the 
methods as well as the epistemological assumptions on which the methods are based a 
situation in which the researcher is left with a set of conflicting data that serve to 
create a “best fit “ approach to data analysis and interpretation. In such an approach 
the findings may be grounded in personal preference and bias rather than, as with the 
ethnographic study detailed here, a more systematic re-construction of the 
interpretations of those studied.  In order to consider the possibility of integrating data 
from different sources, researchers need to examine the technical and ontological 
consistency of the methods as well as the epistemological assumptions on which the 
methods are based. Such rigour and transparency is essential as the demand for 
methodologically robust qualitative research output increases.  
 
Key words: Mixed methods, ethnography, qualitative research 
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Engaging postgraduate students in a collaborative action research project: an 
evaluation of a participatory approach to learning.  
 
Shirley Congdon, MA, BSc (Hons), Dip N(Lond) Cert Ed. RGN. Assistant 
Director, School of Nursing, Liverpool John Moores University, Liverpool, 
England. 
 
Graham Congdon, PhD, MA, RN, RMN, Cert Ed. Principal Lecturer, Faculty of 
Health, University of Central Lancashire, Preston, Lancashire, England. 
This qualitative evaluation reports the use of a recently developed participatory 
approach to learning specifically designed to enable postgraduate health care students 
to acquire the skills and knowledge to facilitate them to undertake action research 
within clinical practice. This innovative approach to learning and teaching consisted 
of lecturers and students engaging in a collaborative action research project during the 
process of a fifteen-week postgraduate module. Whilst of secondary importance, the 
project aimed to identify factors that inhibit and enhance the use of empirical evidence 
by health professionals in clinical practice. Since action research is premised on the 
core concepts of democracy and collaboration, the primary emphasis was to engage 
the students in a democratic collaborative process whilst developing skills and 
knowledge in relation to action research. In this regard, working as co-researchers 
with the module lecturers during the action research project was considered to provide 
a vehicle that would facilitate such a process whilst fostering the confidence of the 
students to direct and importantly take ownership of the learning process. 

Collaborative and peer learning activities, participatory, interactive learning and 
interdisciplinary learning are cited as models of good educational practice (Hickie, 
1998). Furthermore, as Glen and Wilkie (2000) suggest, such active approaches to 
learning enable students to develop a range of transferable skills such as problem 
solving, verbal communication, self-enquiry, self confidence, self discipline and team 
working. In this context, this approach not only aimed to enable students to achieve 
specified learning outcomes in relation to action research but also to promote the 
acquisition of key transferable skills.  

This participatory approach to learning was evaluated in two stages. The first stage, 
conducted during the process of the module, employed a variety of methods. These 
comprised teaching diaries, interviews with lecturers, students’ learning diaries, focus 
group interviews with students and an end of module evaluation. Additionally, the 
assessed work of the students was compared with that of previous students who had 
undertaken a different version of the module with a more traditional approach to 
learning. The second stage of the evaluation comprised a focus group interview with 
the students some twelve months following completion of the module. 

The findings show that the accomplishment of a transfer of power from lecturers to 
students was pivotal to the successful implementation of this participatory approach to 
learning. This transfer of power, however, required both lecturers and students to 
engage in a process that created a decentring of role identities and ultimately 
dissonance within the group. Dissonance may be considered by some to be 
incongruent with collaboration and democratic decision-making necessary for 
successful participatory learning and action research. However, without engaging in 
the decentring process the transfer of power from lecturers to students could not have 
been fostered. In particular, when group dissonance was intense, the desire to revert to 
traditional modes of teaching was over-whelming. Whilst requiring careful 
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management, the dissonance experienced was short-lived for most students. Indeed, 
most students ultimately expressed high levels of satisfaction with their assessed work 
and importantly considered that their learning experience had enhanced confidence 
and created a positive shift in their ability to manage learning. 
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A partnership approach to preparation for preceptorship   
 
1. Charlotte Conlon, Nurse Practice Development Unit, St. James's Hospital, 
Dublin 8  
 
2.Margarita Corry, School of Nursing & Midwifery Studies, University of 
Dublin, Trinity College Dublin, 24 D'Olier Street, Dublin   
 
3. Mary Cotter, College of Nursing/Centre for Nurse Education The Adelaide 
and Meath Hospital Dublin, incorporating The National Children's Hospital, 
Tallaght, Dublin 24 
 
4. Louise Nolan, School of Nursing & Midwifery Studies, University of Dublin, 
Trinity College Dublin, 24 D'Olier Street, Dublin 2 
 
This poster illustrates the way in which one University and its linked hospitals using a 
partnership approach developed and implemented preparation for preceptorship. The 
study day was set up following the recommendations of the Nurse Education Forum 
(2000) that “each student whilst on clinical placement should be assigned a named 
preceptor who is a registered nurse” (:69). The aim of the study day is to enable the 
registered nurse to identify the core concepts of preceptorship in order to facilitate 
nursing students learning during practice placements. For the purpose of the 
preceptorship programme, the Preceptorship Sub-group Committee defined a 
preceptor as “a registered nurse/midwife who has been specifically prepared to guide, 
direct, facilitate and assess nursing students learning during a practice placement” 
(TCD, 2000). 
 
This poster reflects the partnership approach adopted to address the Nurse Education 
Forum’s recommendation, as outlined under the following headings: 
 
• Background and development of the Preceptorship day 
• Overview of the programme 
• Delivery to date 
• Evaluation of the Preceptorship Day 
• Future developments 
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An assessment of Irish paediatric nurses level of knowledge in relation to 
paediatric pain and pain management 
 
Joy Conlon  RGN, RSCN (H.Dip), RNT, B.Sc., M.Sc.  
Address:  2 Woodbrook Crescent, Castleknock, Dublin 15 
 
There is mounting evidence to suggest that paediatric patients are suffering 
unnecessarily as a result of ineffective pain management practices.  Despite the 
commonality of the pain experience, paediatric nurses do not view paediatric pain 
management as a priority and frequently aim merely to ease a child’s pain as opposed 
to removing it completely.  Ineffective paediatric pain management practices have 
been inadvertently linked to an inadequate nursing knowledge base, which ultimately 
results in unrelieved pain.  Paediatric nurses are viewed as the cornerstone to 
improving paediatric pain management; however this study highlighted the fact that 
they are not assuming this role.   
 
While there exists a wealth of literature relating to pain there was a dearth of research 
focusing on Irish paediatric nurses level of knowledge regarding paediatric pain and 
pain management.  The aim of this study was therefore to assess Irish paediatric 
nurses level of knowledge regarding paediatric pain and pain management.  A simple 
random sample (n=300) of both male and female Irish paediatric nurses was selected 
from two study setting, both located in Ireland.  Each participant was registered with 
An Bord Altranais and was practicing in the field of paediatrics at the time of the 
study.  A descriptive quantitative survey design was chosen to meet the aims of the 
study.  Data was collected using The Paediatric Nurses Knowledge and Attitudes 
Survey Regarding Pain (PNKAS) self-report questionnaire, which assessed various 
aspects of paediatric pain.  Overall a 59% response rate was achieved.  
 
The findings of this study highlighted a concerning lack of knowledge amongst Irish 
paediatric nurses regarding effective paediatric pain management practices, with the 
majority of the respondents achieving scores of between 56.8% and 72% on the 
PNKAS Knowledge Scale.  Also highlighted was an incessant belief in the many 
myths that surround paediatric pain and the use of opioid analgesia.  Previous 
education in the area of pain did not influence the respondents’ level of knowledge 
and 99% of the respondents believed that they required further education in the area 
of pain if their paediatric pain management skills were to be enhanced.  The use of a 
pain assessment tool was found to positively affect paediatric pain management 
practices; however pain assessment tools were not universally employed throughout 
the study settings.  The findings of the study strongly call for aggressive measures to 
educate Irish paediatric nurses in the area of paediatric pain management.  The 
findings also suggest the need for Irish paediatric nurses to adopt a proactive approach 
to paediatric pain manage.  If Irish paediatric nurses are to act as role models in the 
area of paediatric pain management and pave the way for improvements in this area of 
practice, they need to ensure that they are fully equipped with the fundamental 
knowledge and skills to fulfill the requirements of this principal role. 
 

• Ely B. (2001) Pediatric Nurses’ pain management practice: Barriers to change.  
Pediatric Nursing 27 (5), 473-480. 



School of Nursing & Midwifery Studies, Trinity College Dublin: 5th Annual International Research Conference 
Transforming Healthcare Through Research, Education & Technology: November 3rd – 5th 2004  - Conference Proceedings A-K 
 

  

• Leieskind J.C. and Melzack R. (1998) The International Pain Foundation: 
meeting a need for education in pain management.  Journal of Pain and 
Symptom Management 3 (3), 131-132. 

• Manworren R.C.B. (2001) Development and Testing of the Pediatric Nurses’ 
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Name: Kevin Connaire. RN: BNS; RNT; MSc; FFNMRCSI. 
 
Address: Centre for Continuing Studies, St. Francis Hospice, Raheny, Dublin 5. 
Email: kevinconnaire@hotmail.com  
 
Expertise in palliative nursing practice: myth or reality. 
 
Characteristics required to promote the caring process include the possession of 
patience, trust, and humility (Mayeroff 1971). Companionship, according to 
Campbell (1984), provides the genesis for the creation of attachment to patients 
through which the carer supports and directs patients in their journeying process. 
Noddings (1984) provides an alternative view of caring, as one that involves three 
aspects, namely, engrossment, attitude and observable action. These three aspects 
attempt to conceptualise caring process and actions; however, they provide little in 
proposing caring practices within her espoused theory. Watson (1984) provides three 
bases on which caring is created, namely, the will to care, the intent to care and the 
caring actions. In an attempt to clarify the process of caring, Mayeroff (1971), 
Campbell (1984) Noddings (1984) and Watson (1984) all provide theoretical 
perspectives through which caring is conceptualised. However, within the context of 
palliative nursing practice, the ill defined nature of caring within this area of practice 
provides little direction for practice. The aim of this study is provide an insight into 
the nature of expert palliative nursing practice developed in Ireland through a 
conceptual framework “Fostering an Optimal Functioning Self Through Living with 
Dying”. Data generated from interviews and observation of forty registered nurses 
will be presented that provides insight into the nature of expert palliative nursing 
practice. Data analysis was guided by philosophical hermeneutics. 
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Older people and pain: a literature review 
 
Author: Ina Connolly, H-Dip Gerontological Nursing, S.R.N. Care of the Aged, 
St Anthony’s Hospital, Dunmanway, Co Cork.  
 
Abstract: It has been identified in the literature that pain is a serious problem for 
many older people yet it's management in this population is often less than 
satisfactory. Older people may have more than one pain from multiple pathologies 
and their pain may be chronic, acute or both. It is evident from nursing research that 
older people suffer unnecessarily because of their own under reporting of their pain 
and misconceptions of health care professionals regarding pain management and 
treatment in the elderly. This leads to inadequate management and treatment of pain 
(Mc Caffery, M. & Pasero, C., 1999).  
 
Aim: This paper aims to present a review of the literature pertaining to the assessment 
and management of pain in older people.  
 
Methods: A computer search was conducted using MEDLINE and CINAHL. 
Although a large amount of literature was obtained, a paucity of research was 
identified.  
 
Conclusion: Better pain management leads to improved quality of life, increased 
mobility and ability to self care. A holistic and proactive approach is necessary. 
Future research should focus on improved assessment and management of pain in 
older people in Ireland.  
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Accident and emergency nurses attitudes towards “inappropriate attenders” 
 
Yvonne Conway 
Nurse Lecturer NUIG 
RGN, RNT, BNS (Hons), M.Sc. Primary Health Care 
14, Portacarron 
Ballymoneen Road 
Knocknacarra  
Galway 
 
The literature suggests that patients who attend Accident and Emergency (A&E) 
departments with primary care needs are been seen as undesirable, “inappropriate” 
and labeled in pejorative terms.    There seems to be a suggestion that A&E staff 
harbour negative attitudes to patients with primary care needs as they become labeled 
“inappropriate”.  
 
The purpose of this quantitative study was to explore emergency nurses attitudes 
towards patients who present to A&E departments with primary care needs.  Since 
nurses represent the largest group of health care professionals in an A&E department, 
their perceptions and attitudes are influential in determining how patients are viewed 
and the manner in which prescribed treatments are given.  Limited empirical research 
has been conducted which examines A&E staff perceptions of this population of 
patients.   
 
The study adopted a descriptive survey approach with the use of a questionnaire 
incorporating likert scale items, dichotomous questions and two open questions.  A 
convenience sample of 32 qualified A&E nurses was obtained from a large Regional 
teaching hospital in the Republic of Ireland.  A pilot study using similar subjects, and 
the same data collection and analysis techniques was conducted in the A&E 
department of a second teaching hospital situated in the same province. Permission 
was obtained from the Directors of Nursing of both hospitals  
 
The questionnaires were self delivered by the researcher to the A&E department and 
collected over a four week period in order to access all the subjects.  The data within 
the questionnaires were coded for ease of statistical analysis and analysed using 
descriptive and inferential statistical measures.   Spearman’s rho  was utilized to 
investigate the relationships between the responses to the Likert Scale statements.  
The responses to the open questions were content analysed into themes and items. 
 
The findings of the study suggest that there is a negative attitude towards primary care 
attenders and that that these patients are seen to be inappropriately using the A&E 
department. There is a wish to control access to the department and a dissatisfaction 
was revealed for the present lack of boundary control. The A&E nurses appear to pass 
judgement on the appropriateness of the presenting condition from a medical 
perspective. There was a dichotomy of opinions however, as paradoxically there was 
overwhelming support for developing the primary care role of the A&E department 
and also an awareness that patients may have a different perception of what 
constitutes inappropriate attendance.   
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Overall, the results uphold the sovereignty of the medical models definition of 
“inappropriate attenders” and support for the proposed changes in accident and 
emergency services appears to be based on the professional attitudes of what 
constitutes an appropriate A&E attendance.   The real issues therefore are clarification 
of roles and boundaries, identification of attitudes and perceptions of A&E staff 
towards patients, and subsequent training and education, which challenges the 
traditional A&E culture and establishes new systems of practice.  A change in attitude 
and philosophy will be a challenge for nurses, but is essential as negative attitude 
formation towards patients potentially undermines both patient care and nursing as a 
profession.  
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Nurses’ experience of caring for relatives of terminally ill patients 
 
Anne – Marie Corroon RGN, RNT, PGDip Ed., MSc Adv Nursing 
Nurse Lecturer 
School of Nursing & Midwifery Studies 
24 D’Olier Street 
Dublin 2

Research indicates that caring for relatives of terminally ill patients represents a 
problematic area of care and a source of considerable stress for nurses (Rittman et al, 
1997; Rasmussen et al, 1997; Costello, 2001; Kristjanson et al, 2001; Yang & 
Mcilfatrick, 2001; Main, 2002; McIntyre, 2002).  It is imperative that employers 
instigate measures to reduce occupational stress, through the provision of education 
and support in order to protect the health and welfare of nurses.  Exploration of the 
phenomenon is necessary to ensure that the educational needs of staff are identified 
and met and that appropriate supportive mechanisms are introduced.  No research 
exists detailing this phenomenon in the Irish healthcare setting.  Therefore this study 
was undertaken to explore nurses’ lived experiences of caring for relatives of 
terminally ill patients on oncology wards.  A hermeneutical phenomenological 
methodology was employed in this study. Purposive sampling was used and the 
sample was limited to nurses working in oncology with at least two years post 
registration experience.  Seven nurses were interviewed using in-depth open audio-
taped interviews, to explore their experience of this phenomenon.  The analysis of the 
transcripts was influenced by Gadamerian philosophy.  The concepts of the 
hermeneutic circle and the fusion of horizons were utilised to analyse the data.   

The experience of caring for relatives of terminally ill patients was found to be 
multifaceted, and though a difficult experience, it was clearly rewarding.  The 
relationship with the family was identified as being central to the degree of support 
that the relatives obtained from nurses.  The respondents felt unprepared for this role, 
though most reported that there was a good level of informal support available on the 
wards through debriefing.  Greater preparation and support are warranted as the 
experience can be emotionally draining.  Staff mentorship and continuing education 
may serve to address this need.  Further research exploring nurses’ and relatives’ 
experiences would greatly enhance the understanding of this phenomenon.  
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An operational definition of personal empowerment set within a nurse education 
context 
 
Shawn Costello. Senior Lecturer. MSc., BA., Dip SM., RN., RNT. University of 
Teesside. Middlesbrough. TS1 3BA England 
 
This paper will describe the development of an operational definition of personal 
empowerment. This definition was developed through the synthesis of an extensive 
literature review and content analysis of semi-structured interviews undertaken by a 
purposeful sample of (n=11) nursing academics and focus groups undertaken by a 
stratified randomised sample of nursing students (n=26). Both the nursing academics 
and nursing students were engaged in an initial preparation programme for nursing 
that was based upon an empowering philosophy. 
 
Empowerment is central to the World Health Organisation’s (1986) position on health 
development and public health and the National Health Service modernisation agenda 
(DOH 1999 & 2000) developing in the United Kingdom. Nurses play a fundamental 
role in this endeavour and have been asked to empower others (DOH, 1999 & 2000). 
In order to exert influence and improve the care of all people, fulfil their health 
development potential and facilitate the empowerment of others nurses themselves 
must be empowered (Rodwell 1996). Latter (cited in Kendall 1998) argued that the 
empowerment of nurses might culminate in an emancipated profession, which will be 
able to contribute in the socio-political arena. She also suggests that the recent 
changes in nurse education might also contribute towards nurses becoming 
empowered. Wuest and Stern (1991) also proposed that nurses could enhance their 
role in relation to personal empowerment through an increased knowledge base 
gained through nurse education.  
 
Empowerment, nevertheless, is arguably a contested concept and Leyshon (2002) 
recommends caution when utilising empowerment within the nursing curriculum 
without critical consideration and reflexivity. Rappaport (1984) advocates those who 
are seeking empowerment should define that empowerment. Accordingly, gaining a 
critical understanding of the concept of personal empowerment that is reflexive and 
realistic has distinct implications not only for the educators of nurses and the nursing 
curriculum but also for those engaged in the provision of health care and health care 
education worldwide. Conclusions drawn from this study offer an operational 
definition of empowerment that has been developed through critical consideration and 
that is reflexive and realistic. 
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Perceptions of ageing and ageism  
 
Loretta Crawley, College Lecturer, BNS, M. Equality Studies, RN, RM, RON, 
RNT. School of Nursing and Midwifery, University College Dublin, Ballsbridge 
Campus, Shelbourne Road, Ballsbridge, Dublin 4 
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Fax            00 353 1 716 6450 
E-mail Loretta.Crawley@ucd.ie
 
 
Introduction 
The main aim of this paper is to critically describe the literature in relation to 
perceptions of ageing and ageism and to explore the contradictions between peoples 
perceptions of ‘being old’ and ‘not feeling old’.  Set within the context of an ever-
changing society and increasing growth of older people this paper explores the 
existence of ageism within health care and implications for nursing practice 
  
Ageism 
The work of the equality authority on foot of the Employment Equality Act 1998 and 
the Equal Status Act 2000 has highlighted that there is widespread ageism in Irish 
society.  Ageism can be defined as the systematic stereotyping and discrimination 
against people simply because of their age (Butler 1969; Bytheway 1995; Minichiello, 
Browne et al. 2000; Equality Authority 2003).   Ageism also includes prejudice or 
discrimination against or in favour of an age group.  For the purpose of this paper 
ageism refers to discrimination or prejudice against older people.   
 
In an increasingly youth oriented society, a lack of positive images of older people 
and advertisements that promote age defying treatments, contribute to a culture that 
views ageing as something to be delayed for as long as possible.  Both men and 
women state that ‘they do not feel old’ and some do not tell their age, for fear of being 
viewed in a less favourable light.  As a result of ageist language, and culture, people 
internalise a denial of their own ageing and collude in their own oppression, thereby 
reproducing ageism. 
 
Ageist views come from various sources which include a lack of knowledge about the 
status of older people, insufficient close interactions with older people, or a fear of 
becoming old which according to (Ory, Kinney Hoffman et al. 2003)translates into a 
desire to distance one self from ‘being old’.   
 
Negative stereotypes, ill informed assumptions as to the relationship between age and 
a persons capacity has according to the Equality Authority (2003) shaped decisions 
affecting older people for example processes of discrimination identified by the 
Equality Authority (2003, pg 58) are age based differentials in educational attainment, 
the lack of opportunity for older people to access training and education and equality 
of opportunity to participate in the workforce after retirement.   
 
Prejudices and discrimination against older people is increasing and is more prevalent 
in the western world (Palmore 1999).  Prejudice is manifest in various ways, for 
example many people believe erroneously that older people are lonely, bored and live 
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alone.  Beliefs can reproduce stereotypes, which may then be represented in ageist 
language.  Ageism can also be reinforced and reproduced by the media, for example 
the way in which older people are portrayed on television, newspaper accounts, and 
radio.  The impact of the ways in which older people are represented on television not 
only affects older people themselves but also impacts on the ways in which older 
people are perceived in the community and contributes to the process of stereotyping.  
According to(Laslett 1991) embarrassing and demeaning stereotypes has the effect of 
marginalizing older people from mainstream society by ‘removing signs of 
effectiveness and worth from the elderly, disposing of them as of no account’ 
 
Ageism in Health Care 
Ageism in general society infiltrates into health and social care settings.  (Ward 2000) 
states that health care staff and agencies working with older people may also possess 
ageist attitudes.  Ageist attitudes disadvantage older people and can contribute to 
abuse of older people in health and social care settings.  Ward (2000) also suggests 
that anti ageism training needs to be in place for staff and decision makers who are 
involved with older people.  Development of anti ageist frameworks needs to be 
developed in collaboration with older people themselves.   
 
Research with Older People 
(Reed, Weiner et al. 2004) discuss the importance of nurses developing closer 
partnerships with older people while engaging in research that will have implications 
for older people.  Nurses need to develop a knowledge base for practice that 
empowers older people and challenges professional hegemony.  They suggest that 
attitudes of nurses, older people and wider society are frequently ageist and that 
assumptions made in research are based on the stereotypes that older people are 
passive and uncritical.  To promote empowerment and prevent exploitation of older 
people older people need to be involved in throughout the research process. 
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Retaining Junior Emergency nurses  
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Ms Tania Mallows  
C/O A&D Department  
Basildon & Thurrock University Hospital  
NHS Foundation Trust  
Basildon SS16 5NL England 
 
Within the UK emergency environment recently it has been difficult to attract 
emergency nurses to work in this speciality.  We work in one of the top 10 Foundation 
hospitals within the UK, Basildon and Thurrock University Hospitals NHS 
Foundation trust.   
 
Approximately 1 year ago our recruitment and retention rates were poor.  
Consequently we relied on a significant amount of bank and agency nurses to provide 
acute nursing care.  This group of staff were temporary in nature and were unaware of 
our policies and protocols and were generally unaware of our emergency care 
environment.  Consequently the patient experience of Emergency Care was poor 
 
We have dramatically improved our recruitment and retention rates over the past year.  
This has been in part due to the development of our Staff nurse development 
programme.  This programme has been led by a Senior Sister within the A&E 
environment and has been evaluated and amended to meet the needs of emergency 
care nurses. 
 
This programme has been designed to meet the needs of the newly qualified staff 
nurse who has chosen to work in the emergency care environment.  The aim of the 
programme is to enhance and develop the newly qualified staff nurses knowledge and 
skills. 
 
The programme involves our directorate investing in our junior staff nurses future by 
providing full study leave for the duration of the programme.  Content of the 
programme is primarily delivered by our own staff with contributions form other 
members of the multidisciplinary team.  Content includes: 
 

• Evidence based wound closure techniques 
 

• Evidence based Cardiac Care including ECG interpretation and MI treatment 
options 
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• Attainment of an ILS (Intermediate Life Support Course) 
 

• Practical evidence based trauma scenario teaching 
 
The result of having this programme in operation has been significant.  We have 
relatively low turnover rates of staff nurses.  Our junior staff nurses are better 
prepared for work in our emergency care environment.  This has reduced their stress 
levels.  Our existing experienced staff feel valued as we celebrate their knowledge in 
experience.  This has assisted in retaining our staff base and a consequent reduction in 
the use of temporary staffing.  The programme has fostered excellent working 
relationships between the multidisciplinary team 
 
The programme is one of continuous improvement.  It is regularly reviewed and 
enhanced by listening to the feedback of previous participants.  The nursing care has 
improved and our complaints have reduced. 
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The NHS Plan (2000) set emergency care the target that by the end of 2004 no patient 
will be waiting more than 4 hours in A&E from arrival to admission, transfer or 
discharge whilst also seeking to improve the patient and carer experience of a 
hospitals emergency provision. This has resulted in A&E departments reviewing their 
current practice in an effort to introduce new ways of working. 
 
With this is mind we at Basildon & Thurrock University Hospitals NHS Foundation 
Trust have implemented the RAPT team. Patient’s presenting within the ‘Majors’ 
stream are seen, assessed and provided initial treatment immediately on arrival by the 
RAPT team which includes a Senior Clinician, Senior Nurse and Emergency Support 
Worker.   
 
Our aim is to provide all patients with a rapid (15 minute max) nursing/medical 
assessment immediately upon the patient’s arrival using a set of components that 
point to a managed care perspective of the initial assessment in A&E. Ensuring all 
patients undergo experienced assessment, providing a streamlined approach and 
avoiding duplication. 
 
Our RAPT team is currently operational Monday – Friday between the hours of 9 am 
to 9 pm and is conducted in three 4-hour shifts with a dedicated assessment area. 
When the patient is referred directly to specialty we endeavour to transfer the patient 
to the assessment unit, therefore reducing the demand on capacity in A&E. 
 
Following a 5 day trial one third of patients seen by the RAPT team were referred 
immediately to a specialty team and the average waiting time from arrival to 
discharge or referral fell to 118 minutes from 287 minutes. 
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Following initial assessment and requesting of relevant investigations the patient 
would fall into one of four categories (BAEM 2003): 
 

• Obvious admission – these patients should be referred to the admitting 
team 

• Probable discharge within the four-hour period 
• Patients whose presenting complaint requires the results of investigations 

initially requested by the RAPT team and further examination prior to 
referral or discharge. 

• Immediate discharge 
 
We have established that the common cause of complaints from patients and relatives 
is a lack of communication and delayed early pain control; both of these issues are 
addressed immediately upon the patient’s arrival by the RAPT team. 
 
The ingredients for success include having nominated senior members of the team to 
provide this service. They have to be capable of making rapid decisions about 
investigations and the referral process if appropriate. They also need to have 
confidence in the decision making process. This system provides consistent and 
prompt high quality care for our patients. 
 
This represents a major step in the evolution of our specialty. 
 
DOH  (2000).  The NHS Plan.  A Plan For Investment, A Plan For Reform.  Crown 
Copyright HMSO.  London. 
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Being nil by mouth – a hermeneutic inquiry  

Patricia Cronin – Lecturer, MSc, BSc, DipN (Lond), RGN, RNT. Trinity College,  
School of Nursing and Midwifery Studies, 24 D’Olier Street, Dublin 2 

‘eating is so social whether you do it with somebody or alone. It’s what we do as 
human beings, it’s this inner essence, about how somebody survives. It’s part of your 

core, it’s a natural part of being a human being’ 
 (Study Participant) 

 
The purpose of this hermeneutic inquiry was to capture the meaning and develop a 
construction of patients’ experiences of being nil by mouth. The idea for the study 
arose from clinical experiences where patients by virtue of their medical diagnosis 
were compulsorily nil by mouth for long periods of time. From a physiological 
perspective these patients were nutritionally sound but it was noted that little attention 
was paid to the potential psychosocial impact of their nil by mouth status. Reflecting 
on the patients’ status, the researcher came to consider her own beliefs and values 
about the ‘taken-for-grantedness’ of eating and drinking. There was a realisation that 
the social, cultural and spiritual aspects were a pre-reflective feature of daily life and 
their significance only became apparent following an empathetic encounter with 
another person who was denied that privilege. The subsequent discomfort was 
associated with the raising to consciousness that in previous practice encounters these 
had not been considered and the focus of care had been on physiological nutritional 
status. 
  
The study was undertaken using Heideggarian/Gadamerian phenomenology and the 
philosophical concepts of  ‘lived experience’, ‘being in the world’, ‘hermeneutic 
circle’, ‘fusion of horizons’, ‘dialogue’ and ‘prejudice’ as purported by Husserl, 
Heidegger and Gadamer comprised the philosophical framework.   
 
Unstructured multiple interviews were the primary source of data. Additional sources 
included biographical and contextual details of the participants and the researcher’s 
journal. Data were analysed using an adaptation of Leonard’s (1989) framework. 
Patterns of meaning emerged and were identified as ‘loss’, ‘being normal’, ‘decision-
making and control’, ‘social context of eating’, and ‘choice of living/choice of dying’.   
 
Participants in the study reported significant ‘losses’ that were bound in the overall 
illness experience and were multifaceted and complex. On a primary level, the loss of 
eating function was acutely felt with obsessional thoughts about food and a craving 
for the taste of food. Secondary losses were associated with a loss of self-
understanding, a sense of alienation and loss of social integration. Their illness 
experience disturbed their sense of being normal and this manifested itself with a wish 
to return to a pre-morbid state. Being unable to eat or drink was a constant reminder 
of their abnormal state. Their overall illness experience was a challenge to their 
personal autonomy and hence their decision-making and control. They considered the 
question of whether their lives were now worth living and they used their pre-morbid 
states as an assessment baseline. Here responses differed between a commitment to 
strive for as good a quality life as possible to an ambivalence about living or dying.  
 
Although small scale this study has implications for practice and will form the basis 
of a larger scale study.  
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ABSTRACT  
 
INTRODUCTION ( AIMS AND OBJECTIVES)  
 
Dr Seamus Healy proposed a motion to the Board that a Single Assessment Process 
should be implemented with regard to older people within the North Western Health 
Board. This motion was accepted. A multi-disciplinary group was set up to address 
this issue, led by Dr Paula Hickey. Members of this group include consultants, nurses, 
GPs, and representatives from social work, O.T., physiotherapy and speech and 
language therapy.  
 
The Community-based multi-disciplinary team working in the field of Old Age 
Psychiatry wished to look at a number of assessment tools currently available to see 
how Mental Health needs were assessed. We looked at a number of tools which had 
previously been created, with a view to piloting one or more in this area.  
 
AIMS 
 
1.  To consider which of the tools was most appropriate for a comprehensive 

assessment of any individual to include mental health needs  
2.  To consider how well the results related to each other when used in relation to 

the same client. i.e. Was there consistency in the indicated level of need in an 
individual across the three assessments.  

 
METHODOLOGY  
 
A number of assessment forms were considered by the team, but very quickly it 
became evident that some of them did not address the mental health needs of the 
patient sufficiently, so we reduced the number of possible tools to three - 2 of which 
were quite broad in their structure, and 1 of which was more comprehensive. These 
were:  
 
The Winchester Disability Rating Scale (WDRS)  
The Easy Care Elderly Assessment System (Easy Care)  
The Camberwell Assessment of Needs in the Elder1y (C.A.N.E.)  
 
Each member of the team completed all three assessments on each of two clients, 
ensuring that the 'snapshot' they were capturing related to the same moment in time 
for each of the subjects 
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RESULTS  
 
48 assessments were returned out of 60, giving a response rate of 80%. The subjects 
were divided as 5 male and 11 female with a mean age of 77 years and 4 months. In 
general we found the tools to be roughly comparable in identifying whether a client 
was physically dependent or not, but the WDRS score gave no indication as to which 
area/s the dependence may lie, and the Easy Care did not consider the area of 
psychological distress. The C.A.N.E. showed itself to be the most comprehensive in 
the areas it covered, and also it identified whether each area of need was met or still 
needed to be addressed.  
 
CONCLUSION  
 
From the results available at this time, it can be concluded that of the three tools 
sampled, the C.A.N.E. was considered the most appropriate for the level of 
assessment required by our team. This is not to say, however, that we recommend this 
tool - the length of time taken to complete this assessment could make it more 
difficult to be embraced by all health care professionals. 
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Abstract 
Following the implementation of new diploma courses in 1992, several studies sought 
to provide information on the skills of newly qualified nurses (Gray 1998, Runciman 
et al 1998 and Runciman et al 2000). These, and other studies, specifically indicate 
that nurses manifest deficits in skills expected of newly qualified practitioners. 
Although Gray’s (1998) and Runciman et al’s (2000) primarily qualitative studies 
sought the views of some diplomates, the views reported were largely those of 
preceptors and employers. The quantitative study reported here sought to develop 
information obtained in these previous studies by seeking the views of newly 
qualified nurses regarding their own skills. Information was gathered in four specific 
categories: management of care, interpersonal skills, teaching and learning and direct 
care giving skills. A quantitative approach was adopted using a Likert scale postal 
questionnaire. The questionnaire was piloted. The sample consisted of all newly 
qualified nurses from two different cohorts, Group A, 6 months qualified (n=93) and 
Group B 3 months qualified (n=87). Data were analysed using Minitab and 
descriptive statistics produced. Examples of statistical tests applied included two 
sample t.tests, Freidman’s test and Kruskal-Wallis tests. Results showed there was 
very little difference in confidence levels between the two groups. Both groups were 
less confident in management of care than in any other category. Surprisingly, given 
the Nursing and Midwifery Council’s recommendations on preceptorship, in each of 
the four categories there was little or no evidence that preceptoring had any impact on 
the level of confidence of newly qualified nurses. This study will contribute to, and 
develop, the debate regarding skills acquisition and the role of preceptorship for 
newly qualified nurses. 
 
Keywords: Nursing practice, confidence, clinical skills, preceptorship, newly qualified 
nurses. 
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Introduction 
The transition from student nurse to staff nurse is a difficult one in terms of roles, 
responsibilities and expectations.  According to Charnley (1999) the “reality shock” 
described in Kramer’s research (1974, 1981) is a phenomenon where newly qualified 
nurses find themselves ill-prepared for the reality of nursing practice.  Charnley 
(1999) reported that new staff nurses often find themselves in the position of “learning 
to cope” rather than increasing their competence in practice. Nurses in Charnley’s 
study experienced considerable stress and anxiety during their first six months 
qualified.  This appeared to be attributable to several factors, including workload and 
lack of support. Central to this stressful experience was the nurses’ lack of confidence 
at time of qualification, a feature also identified by Luker et al (1996). In 1993, the 
UKCC advocated that newly qualified nurses should receive a four month period of 
preceptorship. In 1996 Maben & Macleod Clark concluded that a support programme 
would assist in easing the transition process. Bick (2000) considered that the present 
nurse education system and less clinical experience during courses were also 
contributory issues. The public’s perception of nurses is that they are competent and 
worthy of the trust placed in them.  Registration with the Nursing and Midwifery 
Council enables nurses to practice, but there is no guarantee that each practitioner has 
the required skills to practice competently – an issue highlighted by Dawes (1999). 
Several studies have focused on the importance of preceptorship in assisting the 
newly qualified nurse in the transition from student to registered practitioner and 
highlight the need for this support in relation to skills development (Castledine 1996, 
Farley & Hendry 1997, Bick 2000,). 
 
Gerrish (2000) undertook a comparative study related to experiences of nurses who 
qualified prior to the major educational reforms of Project 2000 (1985) and those who 
qualified in 1998.  This study examined and compared newly qualified nurses’ 
perceptions of the transition from student to qualified nurse pre and post Project 2000.  
Similarities between the groups in Gerrish’s study related to increases in 
responsibility following registration, heightening awareness of individual 
accountability and fear of litigation.  Further similarities were found related to 
managerial and organisational responsibilities.  Similar deficits were also evident in 
MacLeod Clark et al’s (1996) and Runciman et al’s (1998) studies of Project 2000 
staff nurses. 
 
In relation to clinical skills, Gerrish’s 1985 qualifiers felt that they had the essential 
skills necessary to perform as qualified nurses, whereas in the 1998 group, some 
participants felt that important skills were lacking.  Examples given related to drug 
administration and caring for patients on intravenous fluids.  These findings are 
corroborated in other studies related to Project 2000 nurses (Luker et al 1996, 
MacLeod Clark et al 1996, May et al 1997, Maben & MacLeod Clark 1998, 
Runciman et al 1998. However, findings also indicated skills deficits were usually 
rectified within a few months of qualifying. 

 
In recent years changes have taken place in nurse education programmes as it has 
attempted to increase its credibility as an art and a science in the world of academia 
while retaining the importance of the “hands-on” approach necessary in this people-
centred discipline.  Reforms were implemented through Diploma of Higher Education 
Project 2000 nursing courses in the UK.  The introduction of these courses which 
were education-led, research and practice based and accorded student status to 
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participants were not only required to reflect the high academic standards of a Higher 
Diploma, but also demonstrate relevance to wider societal, economic and political 
issues affecting health and well-being. 
 
The Fitness for Practice Report (UKCC 1999) and Runciman et al (2000), citing 
earlier studies by While et al (1995) and Luker et al (1996), noted that while nurses at 
the point of registration demonstrated key strengths in relation to knowledge base, 
communication skills and awareness of the wider social context of individuals; they 
also manifested deficits in skills expected of qualified practitioners in particular, 
clinical skills and managerial/organisational skills. 
 
Although Gray's (1998) study explored the experience of 10 diplomates in transition 
to staff nurse, reports of skills deficits (and indeed the strengths mentioned above) 
mainly represented the perceptions of preceptors and employers as opposed to the 
perceptions of newly qualified nurses themselves.  It was further highlighted by 
Runciman et al (1998) that there was difficulty analysing the concept of practical 
skills as four skill related terms tend to be used interchangeably - practical, basic, 
clinical and technical. 
 
 According to Gray (1998), in the first three months there were significant advances 
and by six months nurses in her study were much more confident in their abilities and 
were aware of their limitations.  This finding was also reflected in other studies by 
Runciman et al (1998), While et al (1995), Luker et al (1996) and MacLeod-Clark et 
al (1996). It is worthy of note that at least two studies mentioned recommended 
further research to explore the perceptions of newly qualified nurses themselves (May 
et al 1997 and Runciman et al 1998).  It is acknowledged that pre-registration Fitness 
for Practice courses are seeking to address skills acquisition through a competency 
based approach.  It is also important to recognise that Fitness for Practice 
recommendations were developed in the absence (or dearth) of recent research based 
evidence regarding the views/perceptions of newly qualified nurses. 
 
In light of the above, this study sought to examine confidence levels as perceived by 
newly qualified nurses themselves. This study hopes to inform educational practice in 
respect of teaching and learning nursing skills.  It is anticipated that the findings from 
this study will influence curricular development in the teaching, learning and 
assessment of nursing skills.  It may also provide a foundation for a subsequent study 
for comparison in Fitness for Practice programmes. The research question addresses 
four areas identified in recent research (Luker et al 1996, Runciman et al 1998). 
 
The study 
Aims  

• To establish how confident newly qualified staff nurses perceive themselves to 
be. 

• To inform the preparation of student nurses in relation to skills development. 
• To make recommendations in relation to skills acquisition. 

 
Research Question 
How confident do newly qualified nurses feel about their skills in the following areas? 
 

• Management of care 
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• Interpersonal skills 
• Teaching and learning 
• Direct care giving skills 

 
Research Design 
A quantitative survey approach was used in this study and this is an example of non-
experimental research. A survey approach is flexible as it provides the facility to 
collect data on people’s knowledge, opinions and attitudes (Polit et al 2001).  
 
Sample 
A purposive sample (n=180) consisting of all newly qualified staff nurses from two 
cohorts prepared by the University’s School of Nursing. Group A: 6 months qualified 
n = 93 (excluding 10 nurses used in Pilot Study). Group B: 3 months qualified n=87. 
 
Data Collection Instrument 
This took the form of a self-administered questionnaire comprising five sections: 
demographic information, management of care, interpersonal skills, teaching and 
learning and direct care giving skills. In total, the tool consisted of sixty six (66) 
questions using a Likert scale (Likert 1952 cited in Winstanley & White 2003). This 
scale was used to indicate agreement/disagreement with specific statements. All 
sections within the questionnaire, other than demographic information, were preceded 
by the statement “Please tick one box that indicates your agreement/disagreement 
with the following statements: Strongly Agree, Agree, Uncertain, Disagree and 
Strongly Disagree”.  
 
Reliability 
With the exception of demographic information the inclusion of the remaining four 
sections were informed by previous research (White et al 1995, Luker et al 1996 and 
Runciman et al 2000).  
 
Validity 
Content validity was addressed in two ways. Review of the literature informed the 
choice of questions and various experts reviewed and commented on the data 
collection tool. Face validity was achieved as the instrument focused on specific 
topics and leading questions were avoided. The instrument was pre-tested and piloted.  
 
Ethics Approval 
Approval was granted from the University use information from student records to 
access the target groups. 
 
Pilot Study 
The questionnaire was piloted with a small sample excluded from the main study 
(Group A, n=10). The pilot study provided information regarding the feasibility of the 
research design and achieved the following: 

• Testing of the procedures for selecting and recruiting the sample 
• Testing of the structure, sequence and clarity of the questions within the data 

collection tool 
• Determination of the length of time taken to complete the instrument 
• Testing of the proposed techniques for data preparation 
• Testing of the proposed procedures for data analysis 
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Response Rate 
Following recall, the response rate was 30% (n=3). All questions within the 
questionnaire were answered by all respondents who appeared to understand the 
questions in the same way. This suggested that the questions were unambiguous and 
were understood as the researchers intended them to be. No changes were made to the 
questionnaire. 
 
Recruitment Strategy (Main Study) 
A letter inviting participation in the study, an information sheet and a questionnaire 
were sent by post to the remaining nurses in Group A (n=93) and all of Group B 
(n=87). Return of the questionnaire represented consent to take part in the study. 
 
Response Rate 
Following recall, the response rate from Group A was 39% (n=36) and from Group B 
45% (n=39). Overall response rate for both groups equalled 42% (n=75). 
 
Data Analysis 
As a quantitative survey approach was used, data were analysed numerically. 
Descriptive statistics were realised and compared using standard non-parametric 
statistical tests. The statistical package Minitab (version 13.1) was used to facilitate 
this and an experienced statistician compiled the statistics. 
 
RESULTS 
The results of the data analysis are presented in the order of questions in the 
questionnaire that is, demographic information, management of care, interpersonal 
skills, teaching and learning and direct care giving skills. 
 
Demographic Data 
Gender, age, hours of work and shift patterns. 
The gender and age of the nurses who participated in the study are presented in 
Table1. As indicated, the majority of nurses in both groups were female (n=68). The 
overall mean age was 30 years.  
 
               Table 1 – Nurses’ Gender, Age, Hours of Work, Shift Patterns 

  Gender Number (n=75) Group A Group B 

Male 7 3 4 
Female 68 33 35 
 Age    
Minimum  21 20 
Maximum  45 48 
Mean  30 30 
Hours worked    
Full Time 66 32 34 
Part Time 9 4 5 
Shift Pattern    
Days+ Nights 55 25 30 
Days only 18 9 9 
Nights only 2 2 0 
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Management of Care 
This category sought information on nurses’ perceptions of their confidence in caring 
for varying numbers of patients, delegating duties to different grades of staff, 
recommending changes to patient care, giving reports, being in sole charge of the 
ward and discussing patient progress.  
 
Examining both groups together and applying the Friedman Test, there was clearly 
significant evidence (p=0.000) of differences between median levels of confidence 
scores with management of care being clearly lower than in the other three sections. 
In addition, when the two groups were examined separately, the same conclusion was 
reached. Further analysis also demonstrated (Kruskal-Wallis test) that it was only in 
the management of care section that there was anything suggesting that the two 
groups differ (p=0.090). The Friedman Test revealed that the six month qualified 
group demonstrated slightly higher confidence levels (median 85) than the three 
month qualified group (median 79) in almost every aspect of management of care. In 
both groups, confidence levels were high in caring for up to six patients. However, 
being responsible for the care of seven to thirteen patients demonstrated lower 
confidence levels, particularly for more than thirteen patients. Confidence levels were 
higher in the three month group when recommending changes to care but confidence 
levels were low in both groups in respect of being in sole charge of the ward. Overall, 
the six month group were more confident in delegating care to staff nurses, enrolled 
nurses, student nurses and nursing auxiliaries. In the three month group, confidence 
was higher when delegating care to student nurses and nursing auxiliaries. Similar 
high levels of confidence were reported in both groups in relation to giving change 
over reports and discussing patient progress. The 31 years and over age band had 
lower confidence scores in this category than those aged 30 and under (in the 
remaining three categories, age had no impact). 
 
Interpersonal Skills  
In this section nurses were asked to indicate their perceptions of confidence in respect 
of discussing patients’ progress with relatives, discussion with members of the 
nursing team, junior medical staff, senior medical staff, other disciplines and 
compiling written reports. 
 
Nurses in both groups were largely confident in discussion with all colleagues with 
the exception of senior medical staff. Both groups indicated high levels of confidence 
in compiling written reports and when discussing patients’ progress with the patients 
themselves and relatives. 
 
Teaching and Learning 
Information was sought on levels of confidence in the areas of assessing patients’ 
learning needs, planning to teach patients/families/carers, dealing with 
patients’/clients’ questions, using health promotion principles, ability to evaluate 
teaching sessions, skills of lifelong learning, ability to access relevant/current 
literature, teaching practical skills to student nurses, supervising student nurses and 
having the confidence to say “I don’t know”. 
 
The majority of nurses in both groups were confident in assessing patients’ learning 
needs. However, confidence levels fell related to planning teaching for 
patients/families/carers and when evaluating the effectiveness of these sessions. 
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Similarly, high levels of confidence were reported when applying health promotion 
principles but confidence levels fell when dealing with patients’ questions. In relation 
to ability to continue own learning and access relevant literature, the majority in both 
groups reported high levels of confidence. Approximately 20% in each group lacked 
confidence in teaching practical skills to student nurses and their confidence levels 
fell even further in relation to supervising student nurses. An overwhelming majority 
in both groups reported that they were confident in saying “I don’t know”. 
 
Direct Care Giving Skills  
In this section, respondents were asked to indicate levels of confidence in their ability 
to carry out a pressure sore risk assessment; provide mouth care; assist patients with 
eating and drinking; assess continence; perform a moving and handling risk 
assessment; implement moving and handling practices; initiate cardiopulmonary 
resuscitation; use correct hand washing procedures; apply infection control principles; 
carry out aseptic technique (wound care); recognise an epithelialising, granulating or 
necrotic wound; select an appropriate wound dressing; undertake male and female 
catheterisation; pass a nasogastric tube; administer a blood transfusion or intravenous 
infusion; administer oxygen, oral drugs and injections; operate syringe drivers; 
calculate drug dosages; inform medical staff regarding invalid prescriptions; seek 
advice if uncertain regarding any aspect of drug administration; understand effects, 
side effects and contraindications of common drugs. 
 
The majority of nurses in both groups were confident in carrying out pressure sore 
risk assessment, mouth care and assisting patients with eating and drinking. 
Confidence levels fell in relation to continence assessment, moving and handling risk 
assessment and moving and handling practice.  Less than 50% in each group reported 
confidence in their ability to initiate cardiopulmonary resuscitation, but both groups 
were confident in using correct handwashing procedures, applying infection control 
principles and carrying out aseptic technique in respect of wound care.  In relation to 
wounds, both groups were confident in their ability to recognise a necrotic wound.  
Over 90% of the 6 month group were confident in their ability to recognise 
epithelialising and granulating wounds, but confidence levels for the 3 month group 
were less (70%).  Neither group were confident in selecting an appropriate wound 
dressing (48 & 55%) or passing a nasogastric tube (less than 50% in each group).  The 
majority of both groups were confident in relation to administration of oxygen, oral 
drugs and injections.  However, less than 45% in each group were confident in the 
operation of syringe drivers. Confidence levels were high in seeking advice regarding 
any aspect of drug administration (100% & 94%) and recognising invalid 
prescriptions (75% & 85%) but fell in both groups when calculating drug dosages and 
recognising effects/ side effects (61% &72%) and contraindications (64% & 53%) 
N.B 6 month group percentages appear first.  
 
In all four categories male nurses were more confident and their means and medians 
consistently showed higher averages when compared to females. The application of a 
two-sample t test revealed that preceptoring little or no impact on confidence scores 
across the four categories. 
 
Discussion 
This study is too small to generalise results however, inferences may be drawn from 
some of these results. Newly qualified nurses in this study lacked confidence and this 
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is consistent with Kramer et al’s (1974, 1981) and Luker et al’s (1996) findings. Both 
groups in this study, although confident when caring for small numbers of patients, 
lacked confidence when caring for thirteen patients and over, this is similar to 
Gerrish’s study (2000). In addition, this study found relatively little difference 
between the three and six month qualified groups. However it might be suggested that 
nurses who have been qualified for six months should be confident in providing care 
for over thirteen patients. Indeed, Macleod–Clark et al’s (1996) and Runciman et al’s 
(1998) findings reported increasing proficiency and confidence between six and nine 
months. If employers share the expectation that nurses at six months should be 
confident in care provision, a more structured approach to management of care should 
be adopted  by preceptors, regarding the experience offered to third year students. 
This approach should also facilitate the acquisition of skills of delegation. This study 
demonstrated that newly qualified nurses were more confident delegating to students 
and nursing auxiliaries. This was reported elsewhere (Gerrish 2000) and raises 
concerns about the appropriateness of delegation and related professional 
accountability. 
 
Related to professional accountability is newly qualified nurses’ responsibility to 
continue their own learning. This study found that whilst the majority expressed high 
levels of confidence, a small number were low in confidence. It is concerning that 
following three years of higher education that some nurses, albeit a small number, feel 
insecure in this important area. 
 
Some findings in respect of direct care giving skills are concerning and merit further 
comment. Less than fifty percent of nurses in this study felt confident in operating 
syringe drivers. This is despite the trust providing mandatory training in this area. 
Additionally, the skill of drug calculation raised concerns. Given that errors in these 
areas of care can seriously affect clinical outcomes, this again raises concern 
regarding patient safety and professional accountability. These concerns have been 
reported elsewhere (Luker et al 1996, MacLeod Clark et al 1996, May et al 1997, 
Maben & MacLeod Clark 1998, Runciman et al 1998). 
 
Other aspects of drug administration identified further areas of concern. Whilst the 
majority of nurses expressed confidence in seeking advice about any aspect of drug 
administration, when specific questions were asked related to invalid prescriptions, 
contraindications, side effects, there existed some disparity and confidence levels in 
these areas did not reflect the former assertion of confidence.  In the 3 month group, 
16% lacked confidence in giving drugs by injection.  While it could be argued that the 
majority were therefore confident, this skill is practised from second year in the 
education programme and students are designated as being clinically competent in this 
skill.  Questions may therefore arise regarding the accuracy of clinical assessment and 
the amount of experience afforded to students.  The same could be said of other skills 
assessed in practice. It is important to note however this study sought to investigate 
confidence, not competence. Whether confidence is linked to competence has not 
been addressed in this study.  
 
Conclusions and Recommendations 
The skills of newly qualified nurses and the role of preceptorship have been the focus 
of several studies in recent years and this study contributes to the ongoing debate on 
the acquisition of skills.  
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Recommendations emerging from this study: 

• To enhance confidence, clinical experience should afford third year students 
the opportunity to practice under supervision the management of care for 
more than thirteen patients. 

• The ability to appropriately delegate should be assessed.  
• Clinical assessment of newly qualified nurses should continue for 3-6 months 

post qualification. 
• The need for increased awareness by students and qualified nurses regarding 

their code of conduct/professional accountability.  
• Curriculum review should address these areas.  
• Employers should ensure that a programme of experience is implemented for 

newly qualified staff nurses to assist the transition from student to staff nurse. 
• A more structured approach to supporting newly qualified practitioners needs 

to be adopted. 
 
The authors acknowledge that a larger study using methodological triangulation 
would yield more valuable data. 
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A qualitative study of staff nurses’ experiences in caring for patients from ethnic 
minority groups. 
 
Rita Cusack, Senior Staff Nurse, RGN, RPN, BNS, MSc, RNT, 
23 Darley st., 
Harolds Cross, 
Dublin 6.  
 
Background: 
In recognising the multi-cultural composition of contemporary society in Ireland the 
nursing profession is faced with the expanding role of providing care, which is 
responsive to the individual needs of patients from ethnic minority groups. In view of 
this current social change, the purpose of this study is to explore the experiences of 
staff nurses’ in caring for patients from ethnic minority groups in psychiatric nursing. 
 
Design of study: 
A qualitative study using a grounded theory approach was used. In depth semi-
structured formal interviews was conducted with a purposive sample of ten registered 
psychiatric nurses in a psychiatric unit in the Dublin area. Data collection and analysis 
was concurrent using the constant comparative method.  
 
Findings:   
Poor communication and the inability to develop a therapeutic relationship, 
exacerbated by a lack of knowledge of the patients culture and the lack of appropriate 
educational and nurse training were the experiences of nurses’ in caring for patients 
from ethnic minority groups 
 
Conclusions/Recommendations 
The exploration of staff nurses’ experiences in caring for patients from ethnic 
minority groups has highlighted issues that hinder the delivery of safe and effective 
patient care. To address these issues it was recommended that there is a need for 
nurses to consider health and health care as a culturally constructed concept and not 
solely in a westernised medical vein. Consideration should be given to the 
development of suitable interpreting service, also numerous improvements are 
required to take place in the educational and training system for nurses.   
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The effectiveness of pilot midwifery-led services in the North Eastern Health 
Board: The protocol for the MidU Study 
 
Declan Devane,1 Cecily Begley,1 Mike Clarke.2 

 
Background 
Internationally, the maternal and neonatal mortality and morbidity of midwife led 
units (MLUs) have been shown to be comparable to that for women of similar low 
risk status cared for within traditional care settings. However, uncertainty remains 
about the relative effects of these services. The MidU Study, the first randomised trial 
of midwifery-led care versus consultant-led care in the Republic of Ireland, will 
address this uncertainty.  
Hypothesis to be tested 
No difference between midwifery-led care and consultant-led care for healthy women 
without risk factors for labour and delivery as measured by rate of interventions, 
maternal satisfaction and neonatal and maternal morbidity and mortality outcomes. 
Methods 
Ethical approval for this study was granted by the School of Nursing and Midwifery 
Studies, Trinity College, Dublin and the Health Board within which the study is 
taking place. All pregnant women attending two maternity centres are given 
information about the trial. Healthy women assessed to be at low-risk of 
complications are offered the opportunity to join the study, and those who consent are 
randomised to midwifery-led care or consultant-led care on a 2:1 ratio, with a target 
accrual of 1500 women. Data will be analysed using an intention to treat approach, 
which includes all mothers and their fetuses as randomised. An independent Data and 
Safety Monitoring Board (DSMB) has been established for the trial. The trial protocol 
is described in this presentation, including information on eligibility criteria, sample 
size calculation, recruitment and randomisation; along with definitions of the 
interventions, outcomes, and the current status of the trial. 
 
1School of Nursing and Midwifery Studies, Trinity College Dublin, Ireland. 
2UK Cochrane Centre, Oxford, England. 
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The nurses’ role in sharing information with patients recovering form a 
Myocardial Infarction regarding the resumption of sexual activity  
 
Ms Ciara Dowling RGN DipNS BNS 
Staff Nurse 
Coronary Care Unit 
Mater Misericordiae University Hospital 
Eccles Street 
Dublin 1 
Ireland 
 
Abstract  
 
Cardiac rehabilitation as a secondary prevention of cardiovascular disease can be 
defined as a crucial element in promoting the highest possible quality of life for the 
patient. Rehabilitation programmes are designed to educate and assist the patient post 
myocardial infarction (MI) to achieve the best possible physical, mental and social 
conditions so that they may resume their life as normal.  
 
Effective cardiac rehabilitation programmes view each individual holistically 
incorporating all aspects of their personality. Sexuality is recognised as an integral 
aspect of personality and self esteem. If a patient post MI is to be rehabilitated 
effectively his / her sexual concerns cannot be ignored. 
 
Nurses play a major role in educating all patients and their relatives. A survey 
performed in the UK showed that 84% of rehabilitation programmes were managed 
by nurses (Thompson et al, 1997). Meeting the needs of the patient post MI is a 
professional imperative. There have been numerous studies undertaken, 
internationally, aimed at analysing the magnitude of information and advice given by 
the nursing profession, to post myocardial infarction (MI) patients, with regard to the 
resumption of sexual activity. However, there is limited evidence of such studies 
conducted within the Irish health system 
 
On review of the international literature it is apparent that, both the patient and the 
nurse recognise the exchange of information to the patient regarding the resumption 
of sexual activity post MI as the nurse's overall responsibility. However the existing 
literature indicates that this practice is uncommon leaving the patient uninformed 
which may carry consequences. 
  
This paper aims to highlight the key nursing practice issues regarding the provision of 
information to the patients regarding the resumption of sexual activity post MI. This 
paper will also highlight the silences in current research and suggest areas for future 
research.  
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Ethnomethodology: a suitable methodology for the study of intimacy in the 
nurse-patient relationship.  
 
Maura Dowling, 
MSc (Nursing), BNS (Hons), RNT, RGN, RM, Cert. Oncology. 
Lecturer. Centre for nursing studies, National University of Ireland, Galway 
(NUIG). Phone: 091: 524411 ext: 3833 
email: maura.dowling@nuigalway.ie  
 
Deciding on an appropriate methodology for this study has been a convoluted journey 
of much learning for me.  I never imagined when I started reading almost two years 
ago that I would end my journey at ethnomethodology.  This is because I was firmly 
fixed on critical hermeneutics only one short year ago.  The journey from critical 
hermeneutics to ethnomethodology can be somewhat traced by the links of critical 
hermeneutics with phenomenology (Dowling 2004).  I had thought critical 
hermeneutics was the ideal methodology for my study of intimacy in nursing as my 
reading has found that nurses sometimes informally experience that articulating their 
affective reactions to a particular patient is criticised by other nurses (Handy 1991, 
May 1991, Morse 1991).  Critical hermeneutics also seemed ideal because it guides 
research when “…both the meanings of a common and culturally based lived 
experience and an analysis of the oppressive social structures that maintain the nature 
of that experience, are needed” (Ruangjiratain & Kendall 1998, p.44).    Furthermore, 
critical hermeneutics stresses the need to expose individuals to the meanings they 
cannot see themselves (Thompson 1990), and this view tentatively links to the 
analysis of ‘taken-for-granted’ aspects of our daily lives as in ethnomethodology. 
 
The links between ethnomethodology and phenomenology are strong.  So much so 
that ethnomethodology could crudely be described as a fusion of phenomenological 
and sociological, but in such a way that neither is transformed (Heap & Roth 1973).    
 
Ethnomethodology is a relatively contemporary development in sociology with it 
being publicly recognised as an approach when Harold Garfinkel published his book 
titled Studies in Ethnomethodology in 1967 (Cuff et al 1984).  Garfinkel’s work 
(completed in 1958) was written under the intellectual influence of Alfred Schutz, a 
student of Husserl. Schutz (1899-1959), who developed what is known as 
“phenomenological sociology”, attempted to incorporate the phenomenological 
viewpoints of Husserl with sociological ones including Weber’s ‘verstehen’ and 
Mead’s symbolic interactionism in an attempt to fuse sociology and phenomenology.  
Schutz (1978) argued that the tacit knowledge held by individuals is used to deal with 
practical situations. Nursing is fundamentally a practical discipline so the views of 
Schutz were of interest to me.   Also, through my reading I discovered that through 
talk, identity is used and the tradition of ethnomethodology mobilises this process 
(Antaki and Widdicome 1998).  I argue that nurses develop an ‘identity’ in their 
nurse-patient relationships.  Nurses who others consider become ‘over-involved’ with 
patients are considered different from their colleagues.  du Gay et al (2000) argue that 
identities are constituted in and through ‘difference’, and therefore are naturally 
‘dislocated’, i.e. reliant upon an ‘outsider’ that both refutes them and supplies them 
with the setting for their possibility.   
 

mailto:maura.dowling@nuigalway.ie
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Returning to Schutz, he also appears to adopt the notion of ‘bracketing’ the natural 
attitude promoted by Husserl.  However, this concept of ‘bracketing’ is termed 
“ethnomethodological indifference” by Garfinkel and Sacks (1970) (cited in Gubrium 
& Holstein 2000).  I will return to this issue later.  
 
Ethnomethodology is often viewed as a type of sociological analysis.  Garfinkel 
considered that ordinary members of society had a major role to play in the 
production of social order as opposed to Parsons who argued that social order is 
created through socially integrated systems of norms (thus leaving little scope for 
everyday production of social order) (Gubrium and Holstein 2000).  
Ethnomethodology may therefore be a methodology suitable to studying the social 
order that surrounds intimate nurse-patient relationships.   According to Parson’s 
“theory of action”, we share values that are beyond us and rule us, and in order to 
avoid distress and restrictions, we tend to conform to the rules of common life 
(Coulon 1995).  I would argue that this is too simplistic an explanation of the social 
order surrounding intimate nurse-patient relationships.  It suggests that nurse-patient 
intimacy could be studied by a priori assumptions and examined without considering 
nurses’ common-sense experiences of close relationships with patients.  
Ethnomethodology views this relationship between actor and situation differently, and 
as one that is not stable and unchanging, produced by cultural rules, but one that is 
produced by processes of interpretation.  This shift from Parson’s normative paradigm 
to an interpretive paradigm of ethnomethodology represents a major change in 
sociological thinking (Coulon 1995). 
 
Another sociological influence on ethnomethodology is that of the writings of 
symbolic interactionism.  This influence is most evident in what is termed the “pre-
ethnomethodological’ era, where the work of Erving Goffman resulted in a new 
sentiment towards interactonism, which subsequently laid the seeds of early 
ethnomethodological thought (Attewell 1974). Returning to the issue of identity, the 
labelling of a fellow nurse as ‘deviant’ (as reported by Handy 1991) can be examined 
from a symbolic interactionist standpoint.  Interactionists insist on the creative role 
played by individuals in the construction of their social world, and has had a strong 
influence in the study of deviance in American sociology (Coulon 1995).  For 
instance, Becker (1963) regarded deviance from social norms as a result of the 
interpretations that members of society use with regard to certain individuals.  
Therefore, nurses may consider other nurses’ intimacy with patients as deviant 
possibly because they have been socialised to believe this.  Nurses are socialised to 
behave in a certain way when relating to clients.  The resultant behaviour affects not 
only the identity of the nurse, but also the patient. Menzies’ (1960) seminal work 
illustrates how the method of organising nursing work results in both nurses and 
patients losing their identity. Similarly, Jourard (1971), argues that the latent function 
of rigid interpersonal behaviour denies individuality in patients.  It could appear from 
this brief discussion of symbolic interactionism that grounded theory could also be a 
suitable methodology for the study of nurse-patient intimacy.  However, it is my view 
that symbolic interactionism, if taken alone, is not adequately sensitised to issues 
relating to alienation and domination (Kushner & Morrow 2003).  This also illustrates 
the blurring of qualitative methodologies.  The phenomenological movement has 
influenced not only the work of Schutz as previously discussed, but also symbolic 
interactionism and grounded theory (Thompson 1990).  
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Thus, the influences of phenomenology and sociology on the inspiration for the 
development of ethnomethodology are evident.  However, Balilyn (2002) indicates 
that Garfinkel was also strongly influenced by Wittgenstein’s later writings on 
“ordinary language” philosophy, and he did so long before they became widely 
known in sociology (Lynch & Sharrock 2003).  This influence of Wittgenstein is seen 
in the utilisation of ‘indexicality’ by ethnomethodology (which will be addressed 
later).   
 
With some understanding of the links between phenomenology and sociology with 
ethnomethodology, it is timely to discuss what are the key issues relating to this 
methodology, and continue to present it as a suitable methodology for the study of 
nurse-patient intimacy.  
 
Ethnomethodology literally means the study (ology) of people’s (ethno) methods of 
knowing about and creating social order (method) (Porter 1998).  Ethnomethodology 
is basically a way of studying how people in everyday settings reason and formulate 
their actions.  Ethnomethodology has its focus on the mundane activities that people 
engage in during their daily lives (Porter 1998), and it aims to gain an understanding 
of “taken-for-granted” rules which shape our everyday lives (Heritage 1984).  I 
encountered a bit of a stumbling block with this view, as the development of an 
intimate relationship with patients could hardly be described as “mundane”.  
However, the Oxford English Dictionary gives an interesting definition of 
ethnomethodology as “a style of sociological analysis associated with H.Garfinkel, 
which seeks to expose and analyse the methods by which participants in a given social 
situation construct their commonsense knowledge of the world”, which provides some 
clarity for me.  Much of the knowledge utilised in nursing is personal and aesthetic 
(Carper 1978), particularly where nurses utilise themselves in their therapeutic 
relationships with patients, and ‘everyday’ nursing practice is complex and often 
taken-for-granted (McLeod 1994).   Ethnomethodology is therefore suitable as a 
methodology to uncover this everyday, taken-for-granted aspect of close nurse-patient 
relationships in nursing practice.  Moreover, related terms of intimacy are 
involvement, closeness and engagement (Dowling 2003) and nurses do become 
involved and engage with patients in their everyday caring role.  Furthermore, the 
possibility of intimacy in nursing is everyday. It just requires a right mixture of 
readiness (Schuber 1989), time and space (Allan 2001).   
 
Reading about ethnomethodology is not easy. I found two distinct trends in 
ethnomethodological writings and my next task was to find which was the one 
suitable for my study.   Two distinct movements in ethnomethodology appeared in the 
early 1970’s with the emergence of the study of behaviour within organisational 
settings (especially those dealing with people) and the second one being a new kind of 
sociolinguistics with the analysis of tape recorded conversations (Mennell 1975).  The 
second period came to be called “conversational analysis” by colleagues.  This period 
is represented in the work of two of Garfinkel’s colleagues, namely Harvey Sacks’ 
and Emanual Schegloff (Psathas 1977).  
 
However, both ethnomethodology (EM) and conversational analysis (CA) are 
discussed simultaneously by some writers (eg Paoletti 2002).  This is not surprising as 
the collaboration of CA and EM over many years has rendered efforts to distinguish 
their thought complicated (Psathas 1977).  There is a distinct difference between them 



School of Nursing & Midwifery Studies, Trinity College Dublin: 5th Annual International Research Conference 
Transforming Healthcare Through Research, Education & Technology: November 3rd – 5th 2004  - Conference Proceedings A-K 
 

  

however, with conversation analysis having its emphasis on “talk-in-action” (rather 
than talk and interaction) (Holstein & Gubrium 1998). Furthermore, the work of 
Harvey Sacks is accused of paying minimal regard to the issues associated with 
indexicality (Attewell 1974).   
 
Attewell (1974) argues that Harvey Sacks limits his analysis to cultural productions 
(i.e. transcripts of language), and abandons the aspects which constitute the context in 
which indexical language is produced, and by which it is understood.  This point was 
crucial as to my decision-making as which ‘type’ of ethnomethodology I would adopt 
for the study because intimacy in nursing is deeply engrained in context.  I carried out 
an earlier concept analysis of intimacy in nursing which revealed that its references 
(i.e. the range of events and circumstances over which the application of the concept 
is considered fitting) are in relationships that occur over time, and  when 
individualised nursing care is practiced (Dowling 2003).  I was at last getting 
somewhere! 
 
For ethnomethodologists, meanings are essentially indexical, meaning that they 
depend on the context, and only through the situated use of talk and interaction do 
objects and events become concretely meaningful (Holstein & Gubrium 1998).   
 
Another central concept of ethnomethodology is reflexivity, a term taken from 
phenomenology, which argues that individuals bring who they are to each new 
situation.   Garfinkel uses the term ‘reflexive accountability’ as he considers 
accountability to be reflexive, because it is a constituent feature of activity, which is 
personified in the activity itself (Peyrot 1982).  
 
The concept of ‘reflexivity’ poses many questions for me.  The use of the term in 
general research discussions assumes that the researcher should explain how his/her 
own experiences has or has not influenced the stages of the research process, and it is 
a concept central to feminist inquiry (King 1994).  However, the view of reflexivity 
when applied to ethnomethodology appears to refer to the ‘actors’ themselves.  
Nevertheless, an element of reflexivity appears to also apply to the researcher in 
ethnomethodology.  The researcher (following the influence of Husserl) must adopt 
“ethnomethodological indifference” and vigorously resist any personal judgements of 
the correctness of the members’ activities.  To achieve this ‘indifference’ the 
researcher could record personal beliefs and biases as in phenomenological research 
(van Manen 1984).  However, my reading so far of studies adopting an 
ethnomethodological approach has not revealed any discussion of this issue.  
Nevertheless, I plan to record observations of my own reflections.  The integration of 
a research diary, taking into account negotiations with members that led to the 
analysis of the setting, is considered by Coulon (1995) to be “at the heart of various 
forms of reflexive socioanalytical theory” (p.46).    
 
Reflexivity and indexicality are married in ethnomethodology. Applying this to 
intimacy in nursing, it could be argued that nurses classify what is regarded as an 
“appropriate” relationship with patients, and therefore rely on this understanding of 
what represents an “appropriate” relationship with patients, and this awareness is 
dependent on the context and taken-for-granted suppositions. 
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The issue of context in relation to reflexivity is thereby key in discussions on 
ethnomethodology, where to ethnomethodologists it describes a “reflexively” 
constituted relationship between particular actions and the relevant conditions of 
identity (Lynch & Peyrot 1992).   
 
My next step was to make some firm decisions on data collection.  Intimacy fits into 
the human science approach to the intersubjectivity of the nurse-patient relationship.  
The researcher in the human science approach becomes the instrument and a co-
participant in the uncovering of meaning of everyday lived experience for those 
involved in the research study (Lather 1991).  Having “insider” knowledge of the 
study setting is also important.  Garfinkel rejected Husserl’s philosophical and 
introspective method of analysis and replaced it with a commitment to naturalistic 
observation grounded in a great familiarity with and, ideally, a “bona fide competent 
in the discipline under scrutiny” (Maynard Clayman 1991).  Garfinkel refers to what 
he terms “unique adequacy”, where the ethnomethodologist learns to be a competent 
practitioner of whatever social phenomena they are studying (Rawls 1999), and I have 
already acquired this “unique adequacy”.   
 
There is no mandatory set of methods in ethnomethodology, so long as it is adequate 
to the particular phenomena being studied (Lynch 1996). However, Holstein & 
Gubrium (1998) assert that the ethnomethological approach relies on “naturally 
occurring talk to reveal the ways ordinary interaction produces social order in the 
settings where the talk occurs” (p. 143).   
 
In keeping with the ethnomethodological view of data collection, I initially planned to 
conduct participant observation over an extended time period. When conducting field 
research ethnomethodologists are compelled to borrow methods from ethnography 
(Coulon 1995).  Porter (1991) argues that it facilitates the researcher in becoming 
familiar with the assumptions and conventions, which live in the social environment 
being researched. I feel that I have already had some ‘insider’ knowledge of intimacy 
in nursing. However, I am cognisant of the views of Lober and Farrell (1991) who 
warn that relying on insider knowledge can be ruthlessly upset if it assumed that just 
because I am a nurse, I will also understand other nurses.  Furthermore, as previously 
mentioned, I must adopt “ethnomethodological indifference” and vigorously resists 
any personal judgements of the correctness of the members’ activities.  
 
My initial plan to engage in participant observation soon changed as the numerous 
problems with this surfaced. The decision of choosing participant observation rested 
uneasily with me. I spent weeks labouring over how I would collect data as a 
participant observer.   I would be working with students of mine, and my clinical 
skills are ‘rusty’. Ethically, how could I ensure that all patients knew my role as 
researcher? This is an issue experienced by Savage (1995). Savage’s (1995) details of 
her participant observation also highlights the problem of distractions which come 
with being a participant-as-observer.  This issue was also anticipated by Lawler 
(1991) who detailed her experience of observer for her study as a frequent and lengthy 
visitor to her close friend following major surgery in hospital.  This covert 
observation did raise ethical considerations for Lawler (1991) but she stressed that she 
was primarily a visitor and her researcher role was secondary.  Also, Savage (1995) 
documents how some relationships with nurses developed into friendships and she 
consciously excluded valuable and informative data from social events (outside work) 
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as she felt she did not have informed consent to include such interactions/details 
outside the work setting.  
 
I had at the outset planned to collect data in a variety of care settings (hospice, acute 
medical ward, acute surgical ward, and an elderly care unit).   But when I discussed 
this with a colleague familiar with ‘phenomenological sociology’, she forced me to 
question my aims for a multi-site study and reconsider how this fits philosophically 
with ethnomethodology.  Her advice now makes a lot of sense.  As indexicality is key 
to ethnomethodology, attention to the context of the study setting is vital.  Currently, I 
am swaying between oncology and gerontology as the care setting for data collection.   
I am particularly interested in caring in gerontology as caring has been found to be 
especially difficult with older people (Remennick 2002).  But my specialist 
background in Oncology is also a strong influence on my choice.  What I am sure of 
is the variety of sources of data collection I will utilise in this study.  This follows the 
advice of Coulon (1995) who argues that ethnomethodologists adopt the varied 
methods employed by other qualitative sociologies.  
 
To conclude, human philosophy has promoted the concept of a relationship between 
the nurse and the patient as achievable.  There is evidence to suggest that nurses and 
patients benefit from mutual sharing and openness with each other.  However, the 
blurring of patient and nurse boundaries is not often viewed positively, and regularly 
results in restrictions against nurses who express fulfilment in their close relationships 
with patients.   
 
This study of intimacy in nursing will employ ethnomethodology in order to attempt 
to uncover how nurses manage intimate relationships with their patients in their 
everyday practice. It is hoped that such a methodology will uncover the taken-for-
granted element of this concept, and shed light on the institutional interactions that 
shapes intimacy in nursing.  
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Development of a Model to assure quality from an organisational perspective. 
 
Kay Downey-Ennis, 
Quality, Education and Research Officer, 
Daughters of Charity Service, 
Central Management, 
St. Vincent’s Centre, 
Navan Road, 
Dublin 7 
 
Abstract 
 
In order for quality to become embedded there is a need to ensure that the model used 
assures full integration of the various approaches to achieve effectiveness from an 
organisational perspective.  Specifically incorporating critical success factors: 
leadership, consumer focus, employee participation, education and training, process 
management, communications, measurement and continuous improvement will assist 
organisations in their quest to achieve overall organisational effectiveness.  This paper 
proposed such a model based on a rigorous evaluation of existing models and 
empirical research on quality management.  
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BARRIERS TO THE TEACHING MOMENT: REGISTERED NURSES' 
PERCEPTIONS OF PREOPERATIVE PATIENT EDUCATION IN AN 
ACUTE IRISH HOSPITAL SETTING  
 
Author: Liz Fitzpatrick, Lecturer, RGN, RNT, BNS, M.Sc 
School of Nursing and Midwifery, University College Dublin, Shelbourne Road, 
D4 
 
Many experimental studies have been carried out over the last forty years to measure 
the effect of structured preoperative education programmes on postoperative patient 
outcomes, with the result that structured educative approaches are generally accepted 
as beneficial to patients (Shuldham 1999). The aim of this study was to explore a 
group of registered nurses' perceptions of preoperative education, and to gain an 
insight from a qualitative perspective on how preoperative education is managed in 
the context of an acute Irish hospital setting. There has been relatively little research 
of this type into this aspect of care. This, coupled with an interest in how preoperative 
education is currently managed in light of the body of evidence that has developed to 
support structured approaches, formed the impetus for carrying out this study.  
 
A grounded theory approach was utilised to discover what is going on from the 
nurse's perspective. Twelve registered general nurses participated in the study. The 
method of data collection was semi-structured interviews using a topic guide that 
evolved throughout the research process based on emergent concepts. Data were 
analysed using Glaser & Strauss' (1967) and Glaser's (1978, 1992) method of data 
analysis using open coding, category development and the use of constant 
comparative analysis.  
 
The findings of this study indicate that preoperative education is a poorly defined 
aspect of care. It is suggested that nurses meet with many barriers that limit their 
ability to engage in preoperative patient education. The categories 'Competing 
Demands' and 'Nurse-Related Factors', and their sub-categories, indicate that these 
barriers exist due to the multiple demands that preoperative education must compete 
with at the study site, and due to a number of factors relating to the preparedness of 
nurses to engage in this aspect of care.  
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CRITICAL THINKING: THE KEY TO TRANSFORMATION 
 

“Knowing is not enough, we must apply 
Willing is not enough, we must do. 

                -Goethe 
 

Professor Virginia Fitzsimons 
Kean University 
New Jersey 
 
Professor Linda Sheilds 
Foundation Chair in Nursing 
University of Limerick 

 
 
Aims 
A keynote address highlights the direction and the tone of the conference’s activities.  
So, that being the case, this presentation will define the Critical Thinking in the 
context of clinical practice, explore the components of such a perspective and relate 
Critical Thinking to research, education and technology development in Nursing 
practice settings. 
 
Systems Theory 
The word system is a synonym  for order.  And within the term order hierarchy or 
ranking is implied.  Central to systems theory is the concept that a change in any one 
part of the system affects the total system.  A system, all systems either grow or 
decay.  Absorbing energy, all systems increase their order or complexity or 
organization.  Dissipation of energy increases disorder or disruption.  All systems are 
relatively either opened or closed to their environments.  And adaptation is related to 
learning and to evolution and it occurs in degrees.   
 
An examples given is the daily occurrence of a sunset.  I have been told that Ireland 
has the most beautiful sunsets.  Is this true?  Where Dingle Bay?  Raise your hand, if 
you saw a beautiful sunset this past summer?    Oh really? 
 
Now raise you hand if you believe in Copernicus.  Is the sun the centre of the 
universe? If so, is it not the earth’s horizon rising that we are actually witnessing and 
not the sun setting?  How many other archaic fallacies are we clinging to in our belief 
systems?  What has to change?  What has to be transformed?   
 
Albert Einstein was told by others that he shouldn’t pursue physics because 
everything had already been discovered.  The rest is history or relativity to be specific.  
The great baseball player, Babe Ruth, held the record for home runs and at the same 
time he held the record for strike outs.  What can we learn from those statistics?  Just 
do it.  Take a chance.  Expect to win sometimes and expect to lose sometimes.  It 
comes with the territory of change.  Nothing ventured, nothing gained sounds like a 
trite phrase, however, it holds a great deal of truth. 
 
Whistler’s Mother posed as a painter’s model at the age of eighty.  Grandma Moses’ 
started painting at the age of 90.  I love the terrific PhD tradition of zeroxing your 



School of Nursing & Midwifery Studies, Trinity College Dublin: 5th Annual International Research Conference 
Transforming Healthcare Through Research, Education & Technology: November 3rd – 5th 2004  - Conference Proceedings A-K 
 

  

PhD degree document and send it to all of the people, especially teachers, who told 
you that you were not college material.  Nothing ventured nothing gained.  No pain, 
no gain. 
 
Bureaucracy keeps systems stable—and they are relatively closed systems.  But there 
is no such thing as homeostasis, only homeodynamics.  If a system, or person as a 
human system, aims to stay the same, that person or systems is actually going 
backwards.  We either grow or we decay.  When we grow, we are evolving into a 
higher level of sophistication, taking in information and energy.  We are learning and 
evolving. 
 
Research-based Practice is Competency-based Practice 
Dickson (2004) identifies competency-based practice as the process of managing 
one’s self; communicating; managing people and tasks and mobilizing innovation and 
change.  Evolution and taking in energy and information are the fundamentals of 
learning.  Learning is a change in behaviour more or less consistent over time. 
 
Critical Thinking is fundamental to the process of Transformation, the particular focus 
of this Conference.  It is quite like the scientific method:  raise a question or offer a 
hypothesis, consider the possible options available for solutions, test those 
possibilities, choose the best, replicate, implement and measure the change or 
transformation. 
 
Thinking Directions  
Vertical think is the position of asking a question and moving immediately to one and 
only one, answer.  Horizontal think, on the other hand is a broad and far more open 
approach to the thinking phenomenon.  A question is asked and many solutions are 
considered.  Many possibilities are tested.   Some will be proven effective, some will 
be discarded.  The basic rule is that there is no one solution, but often several.  
Flexibility and openness are the key works.  Stay loose is the posture. 
 
Basic to Higher Levels of the Learning Domains 
From Bloom’s Taxonomy of cognitive learning domains we can identify Knowledge 
as the ability to remember the learned material,   This is the most basic level of 
learning.  Comprehension is the ability to grasp the meaning of a concept, thought or 
principle.  Application is the ability to the use or apply the learning.  Each of these 
three levels is useful, but rather basic or lower levels of learning.   
 
Going up the cognitive learning levels, the higher order thinking skills (HOTS) or the 
critical thinking levels are identified.  These are the ability to analyze or to understand 
the structure of something.  Synthesis is the skill of creating a new whole or 
something.  And evaluation is to ability to judge the principle, work or concept. 
 
Synthesis 
 
If we are to speak of transformation of the health care system in Ireland, then we are 
talking about the higher order thinking skill of synthesis.  So transformation equals 
synthesis. We can compile information together in a different way by combining 
elements in a new way and offering alternative solutions.   
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Transformation equals synthesis.  To put synthesis or transformation into action let’s 
use the verbs which describe the actions:  compose, construct, create, design, develop, 
imagine, invent, originate, solve, improve.  All action words.  Each will effect a 
transformation. 
 
The Only Constant is Change 
OK so we need to do a whole lot more than know about something.  We need to do 
more than merely comprehend something, to grasp its meaning.  In fact, application or 
using the learning won’t even transform a system.  Synthesis, or creating a new whole 
is needed for transformation. 
 
Clinical judgment, higher order thinking skills are prerequisites for continuous quality 
improvement in  clinical practice.  Synthesis is something new, a transformation.  
Critical thinking is the vehicle by which this occurs. 
 
Why do nurses have to be proficient in critical thinking?  Patients are much sicker 
today than they were even ten years ago.  The acuity level is higher because patients 
now live when they would have died even before coming to the hospital.  Consider for 
example, the patient with an acute myocardial infarction; the patient in end stage renal 
disease, the patient with retinopathy secondary to brittle diabetes.   
 
The consumer movement leads to patient and family involvement and responsibilities 
on the health care team.  Nurses require more complex skill sets to meet patient and 
health care system demands.  Outcome evidence is demanded as never before 
envisioned.  New problems need new ways of seeking solutions. 
 
In looking over the list of presentations for these three days, it is wonderful to 
consider the emerging models for change in education, technology and research in 
Ireland.  These presentation topics herald the redesign of nursing care delivery, 
nursing research, educational curricula and health care technology in Ireland for the 
next decade. 
 
Such emerging models will be useless if the nurses we educate do not have the 
thinking skills and correlate flexibility/adaptability to deal with  today’s and 
tomorrow’s world.   
 
Transformation, Critical Thinking and Synthesis 
The process of transformation, critical thinking and synthesis are benchmarked by 
planning, organization, processes and actions which are purposeful, informed and 
measurably outcome-focused thinking.  Such thinking creates, tests and transforms. 
 
Such thinking is far, far more than the application of procedures in nursing settings.  
Procedures were developed in the mid-1930’s as an outcome of time and motion 
studies at the University of Chicago.  They are wonderful.  They are necessary.  They 
are the minimum standards of care. 
  
Critical thinking on the other hand, is the identification of key problems, issues and 
risks in nursing settings.  Critical thinking is driven by patient, family and community  
needs.   We must see the individual in the context of the complexity of Ireland’s 
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society and health patterns.  Use horizontal think rather than vertical think.  Rather 
than a vertical, problem to solution model, consider a horizontal think posture. 
 
Think Healthy Ireland: 2015 
Consider having a longer term perspective on health care problems or challenges.  
Say, plan for ten years out.  This long term perspective is useful in a number of  ways.   
Strategies are based on principles of the nursing process or scientific method.  Use 
both intuition and logic, both the right and left sides of our brains.  Target strategies 
which make the most of human potential.  Compensate 
For problems created by human nature. Think horizontally: 
…TARGET THE GOAL – MEASURE THE CHANGE – TARGET THE GOAL – 
MEASURE THE CHANGE – TARGET THE GOAL – MEASURE THE CHANGE 
– TARGET THE GOAL – MEAURE THE CHANGE – TARGET THE GOAL - … 
 
The goal would be to transform the health status of the Irish people.  And it would 
look like this: 
By 2015, the  rate of x disease [cancer/cardiac disease, respiratory disease, childhood 
asthma, adolescent depression, premature births, macular degeneration]  will have 
been reduced from y per 1000 to z per 1000 persons in the population.   
 
Ask “How do we get there?”  What are the roles of the nurse in these goals?  What do 
we have to learn?  How does education have to change?  How questions does our 
research have to ask?  How must we ask technology to contribute?  And the bottom 
line is, as always, How does nursing practice change or evolve and transform to 
accomplish the stated ends? 
 
Systems theory dictates that there is no such thing as homeostasis, but 
homeodynamics.  Anticipate a state of constant re-evaluation and self-correction.  
Make it purposeful and conscious.  Strive to improve.  All of these  actions are 
grounded in professional standards and ethics. 
 
A Change in One Part of the System Changes the Entire System 
It is not necessary to change everything.  Systems theory tells us that when one thing 
changes, everything changes.  Just change ourselves and the entire system changes.  
And it changes in the desired direction.  Don’t leave change to chance.   
 
Be a Transformer 
Beware of the automatic vertical think.  If you hear:  That won’t work; No; We don’t 
do that here; I don’t think so; No never;  Maybe later;  Not now;  No; No; No; then 
you might very well be witnesses vertical think. 
 
Too often we want to focus only on outcomes or only on the problems.  Both 
perspectives are too narrow for problem-solving and certainly for transforming. 
 
Critical thinking in nursing is the measurable actions of striving to improve, to 
transform the practice of nursing.  This is the essence of research-based practice.   
 
Evidence-based, Critically Thought Out Practice Equals Transformation 
Measurement of nursing success is research or evidence-based practice.  When the 
outcomes are defined the end product is efficient, economical and there is satisfaction 
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for the nurse, the patient and the health care system.  “I am a terrific nurse…as 
demonstrated by these measurable results.” 
 
GOALS AND OUTCOMES DIFFER 
Goals spell out intent.  For example, to avoid illness and its complications; recovery 
from illness or dignity in dying.   
 
Outcomes, on the other hand, equal evidence.  Those observable and measurable 
results of our nursing actions.  The absence or reduction in signs and symptoms or 
risk factors to a %% level.  There is documentation of individualized, state-of-the-art 
care.  There is a conscience pushing up and forward the normal, standard ways of 
delivering care. 
 
Transformation is effecting outcomes.  Doing things in a new way.  Doing things in a 
better way.  Always targeting proof of efficacy of the nursing action success.    The 
critical thinker says, “Sure, why not?”  “Let’s give it a try.”  “Let’s just do it.”   
Responses all evidence of horizontal thinking. 
 
Synthesis Means Creating a New Whole 
The ultimate aim is for the people to be able to manage their own health care to the 
best of their ability.  Nurses facilitate the patient, family and community in these 
directions.   
 
Measure the improvement in satisfaction for client groups, agencies and nurses 
themselves.  Measure the containment of health care costs.  Ensure increasingly 
competent nursing practice.  Measure the nurses achievement of self-improvement 
targets, change and transformation.  Always anticipate that there is always resistance 
to change.  No such thing as homeostasis.  There is only homeodynamics. 
 
From the Traditional Model to the Predictive Model 
Synthesis is the design of something new equals transformation.  A treatment focus is 
on managing a problem after it is identified.  One problem and one solution at a time. 
 
The predictive model focuses on preventing problems and promotes health and 
independence for the individual, the family and the community. 
Population based care uses strategic data and evidence, horizontal thinking strategies. 
 
We can predict who or what population is at risk for certain problems.  We therefore, 
can design and implement an aggressive prevention plan.  This is the nurse in the role 
of health teacher and planner.  Nightingale said that the nurse looks after the person’s 
health. 
 
Proactive problem prevention is that in which the nursing action is more economical 
and compassionate: 
Teaching diabetics to stabilize blood sugars 
or 
delivering exemplary post-operative care for the person with an above the knee 
amputation secondary to peripheral neuropathy? 
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Predictive Problem Solving 
Examples:  influenza vaccine to both persons with chronic lung diseases and to their 
families as well, reducing the potential for exposure to the flu;  begin AIDS retro-
virus treatment before there is evidence of the virus in the blood;  intensive 
monitoring of the siblings and children of diabetics and those with a cardiac history  
or current acuity;  breast self-exams and mammography’s for all women over forty 
years of age;  all smoking cessation activities. 
 
TRANSFORMATION/HOTS/SYNTHESIS/CRITICAL THINKING 
 +PREDICT+PREVENT+MANAGE+PROMOTE+MEASURE+ 
           +PREDICT+PREVENT+MANAGE+PROMOTE+MEASURE+ 
           +PREDICT+PREVENT+MANAGE+PROMOTE+MEASURE+ 
---------------H O R I Z O T A L     T H I N K I N G --------------------------- 
 
The three-generational genogram is my favourite nursing strategy.  It predicts the 
range of health risks, family coping patterns, community support systems, and it 
facilitates the identification, planning for and measuring the outcomes for health 
behavioural change and care priorities. 
 
Technology is a fabulous vehicle to measure efficacy.  Synthesis equals creating a 
new whole, innovation equals change.  The thinker asks why?  The transformer says, 
“Sure, why not?” 
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The self-management of diabetes in the Gujarati Muslim male community.  
 
Elizabeth Fleming BSc (Hons), RN (adult). 
Research Fellow 
University of Central Lancashire 
Department of Nursing 
Greenbank 331 
Preston  
Lancs PR1 2HE 
Tel (0)1772 895134 
 
efleming@uclan.ac.uk
 
Aim: To develop an understanding of how the culture of the Gujarati Muslim male 
person impacts upon the self-management of his diabetes. 
 
Background: British South Asians with diabetes fair worse when compared to their 
white British counterparts in terms of diabetes prevalence, diabetes control, some of 
the vascular complications of diabetes and knowledge about diabetes self-
management. Other studies that have explored the culture of the South Asian 
community, have found cultural commonalities that could potentially impact on 
diabetes self-management. 
 
Methods: The research approach was underpinned by ethnography. Data was 
collected by interview and participant observation methods. Participants were 
identified through purposive sampling. Thematic analysis was used to make sense of 
the data. 
 
Results: Twenty-six pieces of data were collected from Gujarati (those that have 
migrated directly from Gujarat, India or from Gujarat via East-Africa) Muslim men 
and significant others. India and East-Africa are “worlds apart” in terms of culture, 
which includes kinship structures, dominant religious views, language and societal 
organisations, such as health care services and welfare provision. When Indians and 
East-African Indians migrate to foreign Britain the beliefs, values and life experiences 
which they acquired in their homeland remain with them, and shape them as people. 
The data demonstrated that 1) each person chose to self-manage their diabetes in an 
individual manner; 2) commonalities span the Gujarati Muslim male community. 
These include retention of dietary habits, religious beliefs and practices, family 
structure and negative perceptions of western medicines. These perceptions are not 
always congruent with those of the western health care practitioner. Improving health 
care provision for this group of people should incorporate means that overcome these 
disparities. 
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An exploration of the experiences of staff and family caregivers supporting 
persons with intellectual disabilities and advanced dementia.  
 
Sandra Fleming MS, Lecturer, School of Nursing and Midwifery Studies, Trinity 
College Dublin, Ireland. 
 
Mary McCarron, Ph.D. Lecturer, School of Nursing and Midwifery Studies, 
Trinity College Dublin, Ireland. 
 
Edmund Burke, MS, Research Assistant, School of Nursing and Midwifery 
Studies, Trinity College Dublin, Ireland. 
 
Philip McCallion, Ph.D., Director, Center for Excellence in Aging Services, 
University at Albany, Albany, NY 12222. 
 
Aim: To understand the experiences of staff and family caregivers supporting persons 
with intellectual disabilities and advanced dementia 
 
Background: Recent increased ageing and dramatic increases in longevity among 
persons with intellectual disabilities is a testament to the achievements of this services 
field. However, ageing when accompanied with dementia also presents new 
challenges that the service system is ill-prepared to address. There is a lack of 
systematically gathered information on the resource and care implications of ageing 
and dementia to support efforts to redesign programs. 
 
Method: In-depth individual interviews were undertaken with staff and family 
caregivers of older persons with intellectual disabilities living in two specialist ageing 
residential units.   The rewards and gratifications of caring, and factors predicting 
caregiver burnout were all investigated.  
 
Sample: In-depth semi-structured interviews were conducted with 10 staff randomly 
selected from the 2 units’ complement of 25 staff and with 5 families randomly 
selected from 17 available families for the clients served. 
 
Data Analysis: In-depth interviews were transcribed and entered in NUDIST in 
preparation for the identification of key themes. 
    
Results: Changes in care and resource demands, need for staff training, and areas 
where current programming was no longer meeting client needs were identified.  
Information on rewards and gratifications of caregiving and predictors of staff burnout 
in such care situations also emerged.   
 
Conclusions: The information gathered here helped to inform a redesign of services 
at the investigated agency. The findings also have implications for other providers 
seeking to address dementia, and ageing related concerns in care.   
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Health Promotion in Irish Hospitals 
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FFPHMI, FFPHM, Lecturer, and Professor Leslie Daly, MSc, PhD, Hon 
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Epidemiology, University College Dublin. 
 
Health promotion in health services, in particular, hospitals has been emphasised by 
the World Health Organisation through its policy reports. The adoption of the hospital 
as a key setting enabled health strategies to be developed for patients, employees, 
staff and communities. In Ireland, life expectancy is less than the European average 
and many deaths are attributable to preventable causes including smoking related 
cardio vascular disease and cancers.  We describe the results from a national hospital 
survey highlighting the level of health promotion activities and the impact of Health 
Promotion Coordinators. 
 
 
Aim: To identify the health promoting services and activities ongoing in Irish 
hospitals and make recommendations for best practice.  
Methods: The study was undertaken using three main approaches; a national census 
survey of hospitals in Ireland, an observational study of a selected sample and a 
review of hospital documentation. All hospitals in Ireland, with the exception of 
district and community hospitals were selected for inclusion (n=78). A telephone 
survey was conducted with hospital respondents, nominated by their Chief Executives 
or General Managers. The telephone interviews were prearranged and the information 
obtained was recorded on a questionnaire developed adapting an instrument utilised 
by Health Promotion Wales. The questionnaire contained eleven sections and in 
addition to demographic data, information on health promoting policies, groups, 
structures, communication methods, and on specific activities in relation to smoking, 
nutrition and physical exercise was captured. Following completion of the telephone 
survey, a number of hospitals were visited to validate responses obtained (n=14). All 
of the hospitals forwarded requested hospital documentation for further validation of 
their telephone responses. Data analysis of descriptive and inferential statistics 
(including frequencies, percentages, chi square analysis) was undertaken using SPSS 
version 10.0. 
 
Results: The response rate was 88.5% (n=69 hospitals) and represented all health 
boards in Ireland. In total 23.2% (n=16) of hospitals employed a Health Promotion 
Coordinator and 66.7% (n=46) of hospitals were members of the Health Promoting 
Hospitals Network (HPH). The main health promoting policy identified was a tobacco 
management policy (n=53). Less than ten percent of hospitals had a specific health 
promotion policy Analysis of the effects of employing a Health Promotion 
Coordinator or being a member of the HPH network identified that hospitals where 
Coordinators were employed were significantly more likely to be have a greater level 
of health promotion.  
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Curriculum Innovation - Advanced Nursing Practice 
 
Eileen Furlong RGN, RSCN, HDipOnc, RCNT, M.Sc.  
 
Rita Smith RGN, RM, RNT, FFNRCSI, M.Ed. Lecturers, School of Nursing & 
Midwifery, UCD.  
 
 
The Commission on Nursing (1998) delineated a clinical career pathway for nurses 
and midwives allowing for the development of advanced practice.  Educationalists 
have a responsibility to provide education for advanced practitioners which aims to 
have a positive effect on patient/client outcomes.  In 2000 a curriculum was 
developed in the School of Nursing & Midwifery, University College Dublin (UCD) 
based on international literature to meet the educational and clinical needs of future 
advanced nurse practitioners in Ireland.  This curriculum is based on a model of 
advanced nursing practice education provided in the University of Pennsylvania, 
USA. 
 
Aim:  To outline the student profile and the successful delivery of an advanced 
nursing practice programme in the School of Nursing & Midwifery, UCD.  Advanced 
nursing practice is offered as an optional pathway on the M.Sc Degree in Nursing.  
Nurses who hold a Masters Degree can take the advanced nursing practice modules 
separately. 
 
The Irish healthcare system has begun to explore the contribution of advanced nurse 
practitioners to the workforce.  This has influenced nurse educators to analyse and 
develop curricula and practice in a collaborative and partnership model.  In addition, 
the National Council for the Development of Nursing and Midwifery has published 
guidelines on the development of education for advanced nurse practitioner 
programmes (NCNM, 2002).   
 
Currently, the first graduates of the UCD programme are preparing for accreditation 
as advanced nurse practitioners.  The first and second years of the programme 
(2001/2002) had six applicants, the number of applicants doubled in the third year and 
this year the number of applicants has increased fourfold.  The programme facilitates 
students from the following specialities: cardiology, critical care, oncology, diabetes, 
emergency, primary care, stroke care, public health, paediatric, palliative and 
dermatology nursing.  The increase in the number of specialities reflects enhanced 
career opportunities in advanced nursing practice.  The availability of a structured 
framework for advanced nursing practice (NCNM 2001) has influenced this 
development in career opportunities.   
 
The successful delivery of this innovative, academically sound and clinically robust 
curriculum in the School of Nursing & Midwifery UCD allows for the provision of 
excellent advanced nursing care to patients/clients and families.  The educational 
process also allows experienced nurses to develop the skills and expertise to face 
today’s professional and societal challenges in providing clinical expertise in a rapidly 
changing and complex health care delivery arena. 
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Government of Ireland (1998) Commission on Nursing, Government Publications 
Dublin. 

The National Council for the Development of Nursing and Midwifery (2001) 
Framework for the Establishment of ANP/AMP Posts. 

The National Council for the Development of Nursing and Midwifery (2002) 
Guidelines on the Development of Courses Preparing CNS/CMS and 
ANP/AMP Practitioners. 
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ABSTRACT 
  
Background:  
Studies have consistently demonstrated that nurses are increasingly recognising the 
role research has to play in their daily practice. Despite this recognition the actual 
application of research findings in the practice setting is still poor. To date, the 
barriers to implementing research findings in the Republic of Ireland's practice setting 
have not been explored empirically. This study sought to address this gap.  
Aims: The aims of this study were to ascertain what registered nurses practising in the 
Republic of Ireland perceive as barriers to the implementation of research findings in 
the practice setting and to explore what they perceive would facilitate them in using 
research findings in their daily practice.  
Design: Cross-sectional survey.  
Methods: A non-probability strategy was employed with all registered nurses who 
commenced a nursing focused academic course accredited by the University of 
Dublin, Trinity College between September 2001 and February 2002 invited to 
participate. The ethical rights of the participants in terms of anonymity, privacy and 
informed consent were assured through a number of mechanisms. Data were collected 
via the BARRIERS scale.  
Findings:  
Eight of the top ten ranked barriers were organisation centred. The top barrier was a 
perception of insufficient authority to instigate change in the practice setting. The 
perceived key facilitators to implementing research findings included protected time 
for retrieval and evaluation of research findings, instrumental support from 
management, informed supportive personnel in the practice settings and accessible 
educational opportunities to augment critical reading skills.  
Relevance to clinical practice:  
The Irish Government is committed to providing the people of Ireland with an 
evidence-based health service. From a nursing perspective the findings of this study 
indicate that a number of strategies have to be introduced or enhanced in the practice 
settings before this commitment can be realised. 

mailto:glackenm@tcd.ie
mailto:d.chaney@ulster.ac.uk
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Rationale:  
Supervision is considered essential to the novice researcher in providing practical 
advice. Marland & Little (2003) outline 3 approaches to research supervision. The 
first is the more traditional one-to-one supervision process; the second approach is 
research groups which comprise active researchers undertaking programmes of 
research in similar topics with the third approach being group supervision which 
involves one person guiding a group of students that are conducting research on a 
similar topic area.  To date, the latter has not been subjected to widespread empirical 
investigation but with the number of nursing students requiring supervision rapidly 
out numbering the number of persons available to supervise further investigation is 
required to ensure it is a quality support structure.  
 
Aim: To evaluate the efficacy of group supervision as a means of supporting students 
during their research education.  
 
Design: Evaluative. 
  
Sampling/sample: Census sampling was employed with all students and members of 
the academic staff involved in supervision in the academic years 2002-3/2003-04 
invited to participate.   
 
Data collection: Study specific semi-structured questionnaires were employed to 
evaluate the efficacy of the supervision process. The ethical issues in relation to 
human research were respected.  
 
Data analysis: Analyzed using SPSS and via thematic analysis.  
 



School of Nursing & Midwifery Studies, Trinity College Dublin: 5th Annual International Research Conference 
Transforming Healthcare Through Research, Education & Technology: November 3rd – 5th 2004  - Conference Proceedings A-K 
 

  

Findings:  Group supervision emerged as an effective means of supporting students 
with both students and supervisors benefiting from the process.   The findings of year 
one’s evaluation led to a number of changes being instigated in year 2 to make the 
process more acceptable from both students and supervisors’ perspective. Group 
supervision has emerged as a model of supervision worthy of use. 
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A Study of Community Nursing Practice in the Galway Community Care Area. 

 
Authors: Griffiths C, Macgreor C, Brady A.M, Horan P, Byrne G and Begley C. 
 
 
ABSTRACT  
The aim of this study was to explore the role of the Public Health Nurse (PHN’s) in 
the Irish community setting. All Public Health Nurses within a county in the Western 
Health Board volunteered to participate in the study so as to ensure representation of 
PHN’s working in urban, rural and sland settings. 
 
A grounded theory approach was used (Glaser and Strauss 1967) in order to explore 
the role of the Public Health Nurse in the community setting.  
The sample was purposive and consisted of twenty-five volunteers of which two were 
Registered General Nurses, one Assistant director of Public Health Nurse and one 
School Nurse, there were twenty-one Public Health Nurses.  The participants were 
provided with an outline of the study and written consent was sought from all 
participants. The data was collected by means of a semi-structured interview; a small 
pilot of the interview was conducted. Interviews were held in participants’ work 
location, were tape-recorded and took approximately an hour each. All data were kept 
confidential using identifiers for participants. 
Interviews were analysed using the constant comparative method and the data was 
held on the software package “Nudist” version 6. 156 initial codes were identified, 
formed into categories and the relationships between the categories were identified. 
Data saturation was achieved, four themes emerged from the data namely “Jack-of-
all-trades: defining the role of the PHN”, “Essence of the PHN role”,  
“Communication”, and  “Challenges for the future”. The findings added to the body 
of knowledge regarding the role of the PHN in Ireland. 
 
 
Reference: 
 
Glaser, B. G. and Strauss, A. L. (1967) The discovery of grounded theory: strategies 
for qualitative research. New York: Aldine. 
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This paper discusses the use of Orem's (2001) Self-Care Deficit Nursing Theory as a 
means to meet the needs of people with intellectual disabilities. This paper highlights 
the potential contribution the application of the self-care model (Orem, 2001) to the 
intellectual disabilities setting from a philosophical and practical perspective. 
Although complex both in the language and construction, the self-care model (Orem, 
2001), is consistent with many contemporary philosophies relating to the care of 
people with intellectual disabilities. Orem's (2001) self care model and current 
practices in intellectual disabilities settings share certain similarities that render this 
model very useful for use in practice. The findings in this paper recommended that 
this model be re-considered for use in both practice and educational settings, and that 
further empirical work is required in this area.  
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Stephen’s Green, Dublin 2 
 
Introduction  
In this paper I will explore potential links between Bildung and an abilities-based 
approach to a practice development education programme in nursing in Ireland.  My 
exploration will support a view of Bildung being in a constant state of transformation 
and radicalism that can engage with the changing world of healthcare.  I will define 
practice development in the context of nursing and healthcare practice drawing on 
some examples of developing practice to illustrate its core elements.  Finally I will 
explore how these core elements might reflect those of Bildung and of an abilities-
based approach to learning. 
 
Background   
Within healthcare and in particular in nursing, professional development education 
programmes have been criticised for failing to demonstrate impact on practice and 
relying on the technical rational model where education on its own will lead to change 
in practice.  Practice development incorporates professional development by 
focussing on how knowledge, skills and values are applied to provide patient focused 
care (Manley & McCormack 2003).  A recent working definition offered by Garbett 
& McCormack (2002) recognizes cultural influences and need for support for change 
agents: 
 

‘Practice development is defined as a continuous process of improvement 
towards increased effectiveness in person-centred care.  This is brought about 
by helping health care teams to develop their knowledge and skills and to 
transform the culture and context of care.  It is enabled and supported by 
facilitators committed to systematic, rigorous and continuous processes of 
emancipatory change that reflect the perspectives of service users.’ 

 
This definition places practice development firmly in a critical social theory context 
with continual questioning of practices and culture, and all that underpins and 
influences them.  Moreover recent publications on practice development have turned 
to Habermas for a theoretical framework within which practice development might 
operate (Manley and McCormack 2003).  Examples of practice development have 
illustrated the impact on organizational culture and underpinning philosophy of care 
through what might seem a simple initiative such as introducing self-medication in an 
acute ward setting (Bellman 2003).  Any meaningful questioning of care delivery, 
routine practice and decision-making etc inevitably extends to other professional 
groups with implications for the dominant strategic force within care teams (Wells 
2000).  Thus multiple professions within a care setting become participants in 
discourse on practice.   
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Irish context 
Irish nursing is currently undergoing dramatic shifts in nurse education supported by 
funding initiatives for nursing degree and post-graduate programmes.  This has 
coincided with increased spending on and major reform of the health service.  The 
reform programme includes the mandatory response to the European Directive 
reducing the hours per week currently worked by our doctors.  Nurses will soon 
undertake much work traditionally undertaken by doctors.  For nurses this will mean 
looking at expanding nursing role and knowledge into areas previously dominated by 
a medical knowledge base.  In this context a distinction has been made between role 
extension and role expansion where the former simply refers accepting a new range of 
tasks.  Role expansion, however, implies bringing nursing knowledge to bear on new 
areas of practice or simply seeing practice differently. 
 
Thus the environment of care landscape is undergoing significant changes to its 
structure and governance while its largest employee group, nurses, are grappling with 
a new identity and purpose, and arguably loss of an old guardianship in the Kantian 
sense (Kant 1970).  In the Irish nursing context then, practice development – the 
questioning of practice – takes place in the midst of multiple identity crises that is to 
say where nurses are questioning their professional identity, discourses within 
healthcare teams are becoming more differentiated and organisations are being 
reconfigured.  Moreover practice development cannot limit itself to the practice of any 
one discipline; nursing practice development must necessarily be multidisciplinary in 
so far as all healthcare practice is multidisciplinary.  The contextual nature of practice 
development itself renders important the changing values in Ireland and their 
particular influence on healthcare.  At issue here is how nurses might seek to question 
practice, examine their professional identity and participate in the changing 
environment of care.  In other words one might ask how nurses in Ireland can become 
citizens of the world of healthcare. 
 
Bildung in its modern meaning  
Bildung in its modern meaning may be viewed as self-cultivation linking the self to 
the world in an animated interplay (Løvlie & Standish 2002).  Bildung reflects a 
constant process of engagement, self-criticism when facing different and often alien 
perspectives, an ever-developing self.  It is a dialectic between the possible and what 
appears as the limits of the possible in a given professional or social culture.  In this 
sense alienation is an inevitable part of remaining open to that which is different 
(Gadamer 2000) and crucially the idea that Bildung reflects is one of seeking ‘one’s 
home in the alien’.   
 
The idea of ever-developing self can be seen as a developed sense of working or 
process of reason or what Gadamer (2000) refers to as ‘scholarly consciousness’ 
(page 15) within which the mind moves.  It is this that brings to play memory, 
mindfulness and tact that is to say the capacity to recall, see things afresh or 
differently and sensitivity of mode of being that requires both an aesthetic and 
historical sense.  With these one can assess or make a judgement on beauty, the limits 
of a given age and the past (or otherness) in relation to the present.  For Bildung there 
has to be receptivity towards ‘the other’ as its central element reflecting a ‘disciplined 
interplay of promise and limitation’ (Cleary & Hogan 2001 page 527).  A learning 
relationship between self and other in this receptivity is implicit with the 
responsibility for such a relationship remaining with the learner.  For Gadamer 
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(Cleary & Hogan 2001) the emphasis here is on the personal responsibility in self-
education.   
 
Bildung as it became embedded in the Enlightenment tradition came to reflect the idea 
of movement from childhood to maturity into a cultural tradition in the sense of 
becoming properly human or rational.  Becoming properly human here implies 
submitting oneself wholly to guidance of reason so that one forfeits natural tendency 
towards impulse.  Importantly Bildung as the ‘means’ towards reason was not meant 
to infer instrumentalism.  Rather Bildung’s means towards reason was universally 
intended for humanity rendering alien any false consciousness such as dominance of 
instrumental reason.   
 
Bildung and healthcare practitioner   
Practice development is essentially about questioning practice in context of evidence 
to support what it is we, as practitioners, do, why we do it so and how it can be done 
differently.  This always pre-supposes a better way.  In this sense practice 
development implies continual formation.  From whatever angle we look at practice 
we cannot seem to avoid viewing as important the changing culture and context of 
health care delivery.  All of this is a given.  However such questioning of practice 
cannot be taken in isolation from the wider context of policy development, changing 
values, multiple voices in decision-making and implications for practice.  Thus 
practice development may be viewed as a continual questioning of practice and all 
that informs that practice at local, national and global levels.  Education for practice 
development then is simply education for continually questioning practice that 
extends well beyond that functional element of preparation of the individual for the 
work environment.  In traditional professional development education, development 
of the practitioner might be viewed as instrumental or having a clear purpose towards 
accountable practice in the workplace.  However, preparation for practice 
development goes beyond individual accountability to explore the very meaning of 
citizenship within healthcare.  In this sense practice development reflects a dialectic 
between the possible and what appears as the limits of the possible in a given 
professional or social culture.  The core tenets of practice development point to 
engagement and interplay with differing perspectives. Thus, in relation to Bildung, the 
notion of returning to the self from the alien, or the possible and its putative limits, 
appears to resonate with the concept of practice development.  The ‘developer’ must 
engage in the development of skills that are both practical and inter-personal, taking 
one on a journey towards increasing reflexivity that enriches both character and self-
recognition in relation to professional and social citizenship. 
 
An education programme with its focus on practice development was designed by a 
group of nurses in Ireland coming together from clinical practice, nursing 
management and education.  The programme proved unique in many respects not 
least the clear emphasis on engagement in the interplay among the clinical practitioner 
(i.e. the student), clinical practice, organisation and education.  Students are already 
experienced nurses and, as participants of the programme, are required to undertake 
initiatives that are patient focussed.    Typically students of the programme drew on 
course work over the programme to question that which informed their day-to-day 
practice.  This encourages students to draw their practice knowledge, while also 
seeking out the practice knowledge of other professional groups involved in care, and 
to explore their patients’ experiences. The experiences of the students illustrate the 
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value of questioning practice in practice rather than the classroom.  The challenge 
then, it would seem, is how best to integrate education into a healthcare environment 
that is driven by measurable outcomes and where these very outcomes themselves 
might be questioned. 
  
Abilities 
A possible framework for practice-based learning may be found in the experience of 
Alverno College in the US.  Loaker and Jensen (1988) describe a focus on ability-
based learning in Alverno College with a working definition of assessment as a 
multidimensional attempt to observe and, on the basis of articulated criteria, to judge 
the individual learner in action.  Alverno College very deliberately uses the term 
‘abilities’ to describe complex combinations of motivations, dispositions, attitudes, 
values, strategies, behaviours, self perceptions, knowledge of concepts and of 
procedures (Mentkowski & Associates 2000).  As in Bildung, the development of 
practical engagement and the development of the practitioner who so engages are held 
to be inextricably related.  Abilities and Bildung seem linked and where Abilities may 
help express elements of Bildung.  However this is not to ignore the difficulties in 
attributing a specific liberal arts education approach to meaning of Bildung neither is 
my intention to imply any universal agreement on what is Bildung.  The abilities-
based approach as proposed by Alverno College support an integration of learning, 
development and performance, and the notion of interdependence of learning as 
process and outcome.  Performance implies inquiry into action that extends beyond 
competency to that point of interaction between values, judgements and skills and 
context.   
 
In the education for practice development context the abilities-based learning 
approach with its emphasis on performance appears to offer a meaningful framework 
for learning and assessment.  However I would like to focus on the question as to 
whether idea of Bildung might inform ways of seeing how abilities might go beyond a 
functionalist approach to preparation of individual for workplace.  If thus explored, 
the abilities-based approach to practice development may, through Bildung, be 
viewed differently in that it is focused on the development of an informed and critical 
practitioner in the broader socio-cultural sense.  Moreover this development both 
emerges from and feeds back into being a member of a profession, which in the final 
event remains socially and culturally embedded.  Thus the relationship between 
Bildung and practice development provides a rich landscape for exploring the 
changing world of work with its ethical, epistemological and ontological questions.   
 
Developing practice may be viewed as operating at two levels namely: through 
addressing policy developments, e.g. implementing guidelines, reform agenda, 
expanding roles etc, and inductively through questions generated at local level – the 
bedside so to speak.  In the reality of daily practice a balance must be drawn between 
meeting organisational requirements for implementation of policies etc and generating 
practice knowledge. For an education programme on PD that involves a partnership of 
student, facilitator, organisation and education institution Bildung perhaps offers a 
way through this.  The danger for a programme such as ours is that it becomes a 
mechanism for implementing evidence based practice and continuing quality 
improvement etc where it is effectively the organisation that is perhaps in the driving 
seat.  The inductive aspect of PD becomes lost or is silenced especially in the 
organisation’s world of managerialism.  Here, Bildung could be seen as a dialectic 
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between the possible and what appears as the limits of the possible in a given 
professional or social culture then perhaps it serves to cast greater emphasis on 
examining and generating knowledge from practice.  Bildung, then, might offer the 
means to emphasise the process of continual questioning that is integral to practice 
development. 
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Music is a medium used by many services for people with intellectual disability. 
Literature shows that the question to find out what services do has never been 
answered. This is a quantitative descriptive survey design to find out how staff who 
work in services for people with intellectual disability use music in the care that they 
give.  
 
The literature shows that in the area of intellectual disability, music is used for 
recreation, skills training, to increase the capacity of a person with intellectual 
disability to interact with others, to cope in situations of anxiety and stress, and to help 
people with cerebral palsy loosen contractures through music and vibration. From the 
literature a questionnaire was designed and was responded to by eighty-four 
participants from a variety of professions that are involved in music programmes in 
their services. Twenty-seven services were sent questionnaires throughout Ireland. 
The majority of respondents were nurses who worked in the area of severe and 
profound intellectual disability. Only twenty-five percent of respondents worked with 
people with a mild or moderate intellectual disability.  
 
Frequency statistics revealed a variety of music and movement, musical instrument 
and singing activities carried out by services. The value of music in the lives of people 
with intellectual disability is affirmed through participants overall perception that 
music increases their client groups capacity to interact and to change mood from 
negative to positive. Frequency data showed that staff that used music to teach skills, 
or participants that played a musical instrument reported higher levels of overall 
effectiveness in the outcome of their programmes. This issue is discussed along with 
the contradiction between that contribution of music therapists in the literature and 
their marked absence in present services. Ninety percent of participants see the need 
for their presence in services. The remaining findings are discussed in the light of the 
literature and recommendations made for future practice and research.  
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While it is generally recognised that Africa is a continent where there are widespread 
conditions of poverty and poor socio-economic circumstances, it also has the largest 
population of children under the age of 15 years. South Africa has a specific problem 
as it emerges from the years of a system that perpetuated disadvantage, poverty  and 
marginalisation through artificial divisions in society. Black scholars face a number of 
difficulties and a high rate of school failure and students requiring specialised 
education have been recorded. This situation has been exacerbated by a range of 
current problems which include poorly trained educators, overcrowding and poverty 
(Asmal. 1999). As a result, a growing number of parents of Black scholars choose to 
place their children in schools previously located in ‘White’ areas where the language 
of teaching and learning is English. This has resulted in a number of difficulties for 
young children learning to read and cope in another language and teachers endeavour 
to understand those children who do not progress. For these children the use of 
traditional approaches utilising standardised psychological assessment procedures 
originating in western societies is not helpful for a number of reasons including the 
use of  a medical model approach in the diagnosis of deficit. This study explores the 
use of an alternate approach, using  theories and procedures of Piaget and Luria, in 
order to elicit a neuro-developmental profile of the children and their difficulties.  
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Background: European figures indicate that 6-18% of hospitalised patients have a 
pressure ulcer and in the UK £60-300 million is spent annually on pressure ulcer 
prevention and management. In Ireland there are no national prevalence figures 
available and no national guidelines exist for pressure ulcer prevention and 
management. In order to deliver services that meet the needs of the target group 
knowledge must first be gained of the extent and specific nature of the relevant 
problems.  
 
Aims: The specific aims of this study were: 
 To gain insight into the use of the European Pressure Ulcer Advisory Panel 

(EPUAP) pressure ulcer minimum data set.  
 To establish pressure ulcer prevalence and risk status of the population in an 

acute hospital setting.  
 To identify the number and severity of pressure ulcers and prevention strategies 

in use.  
 
Methods: Using a team of tissue viability nurses, a cross sectional pressure ulcer 
prevalence survey was conducted, using the EPUAP pressure ulcer minimum data set. 
Permission to conduct the study was granted from the Director of Nursing Services 
and ethical principles were adhered to. The study site was chosen using random 
sampling and all patients were assessed (n=519). Data analysis was carried out using 
SPSS version 11. 
 
Results: Sixty three percent of the total population were in the acute care/high 
dependency care setting and 20% were identified to be at risk of pressure ulcer 
development. Overall, 78 pressure ulcers were identified, yielding a pressure ulcer 
prevalence of 15%, with 57(73%) at grade 1 or 2 damage. Most pressure ulcers were 
noted in patients older than 70 years (63%). A range of prevention measures was 
used, the appropriateness of these varied among the risk groups.  
 
Discussion: The findings from this study reflect those of previous prevalence studies 
in Europe, suggesting that there is a problem of pressure ulceration among patients 
within the Irish health care setting. The prevention practices in use in this study 
appear erratic and do not follow a logical pattern. The EPUAP minimum data set was 
noted to be user friendly and data analysis was straightforward. 
. 
Conclusion: This study provides a clearer understanding of the scale, nature and 
severity of the problem of pressure ulceration. Based on this information plans can be 
drawn regarding appropriate education and resource allocation and future research 
within the Irish population.  
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The use of portfolios for learning and assessment is becoming increasingly popular in 
healthcare education. The portfolio has the potential to facilitate professionals to 
become more autonomous learners and practitioners. For assessment purposes, the 
portfolio helps provide a structure and processes for documenting and reflecting on 
practice. This paper outlines the development of a framework for portfolio 
development in a Masters in Science in Nursing (MSc) programme, using an action 
research approach.  
 
Many definitions have been put forward in the literature for portfolios. Both Price 
(1994) and Jasper (1998) concur that a portfolio a dynamic record of growth and 
professional change that supports advancing practice. The framework has been 
developed during the ‘Taking Action’ phase, identified by Coghlan and Brannick 
(2001), in the first action research cycle. The student guidelines supporting the 
framework are influenced by current Irish documents. They embrace the core 
concepts of specialist nursing practice suggested by the National Council for the 
Professional Development of Nursing and Midwifery, and the competencies for 
nurses in the management of the health services, from the Office for Health 
Management (Rush et al 2000). In addition, the portfolio development process is 
anchored around personal development planning and is supported by tutorials, using 
the principles of action learning and facilitators. 
 
This is a new initiative on the MSc programme, which aims to promote personal and 
professional development of nurses in the 21st century, so that they can respond to the 
challenge of the increasingly rapid change and development in the Irish healthcare 
system. These proposed changes were first initiated in the Commission on Nursing 
(Government of Ireland, 1998). They were further supported in more recent 
documents such as the Health Strategy, Quality & Fairness (Department of Health & 
Children, 2001) and the more recent Health Service Reform Programme (Department 
of Health & Children, 2003). The National Council for the Professional Development 
of Nursing and Midwifery recognises that in educating nurses for specialist and 
advanced nursing and midwifery practice there is great scope for innovation in the 
development of roles in line with service need. 
 
The National Council for the Professional Development of Nursing and Midwifery 
(2002:2) state: 
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Collaboration and partnership between service providers and educational 
institutions will enhance the relevancy of educational programmes and take 
cognisance of emerging trends in healthcare needs and provision.  
         

One means of reflecting this collaboration is the development of a portfolio, a 
requirement by the National Council for the post of Advanced Nurse Practitioner, 
who must be educated to master’s level. In Ireland, there is currently no mandatory 
requirement by the nursing board to demonstrate continuing professional 
development following nurse registration. Nurses pursuing accreditation of a Clinical 
Nurse Specialist role are educated to Higher Diploma level, but do not necessarily 
need to produce a portfolio. The Office for Health Management propose that nurses 
take initiatives to move the service forward and show a willingness to try out new 
ideas. The portfolio was introduced to the MSc programme as part of a practice-based 
module, not only to meet the requirements of the National Council if students wish to 
pursue an Advanced Practitioner post, but to encourage personal and professional 
development towards a career pathway. Following meetings with students and 
clinical managers, and the involvement of the external examiner, in the pre-step of the 
action research cycle the portfolio was introduced, as part of a practice-based module. 
 
The practice-based portfolio is promoted as an active process, which involved 
collecting, synthesising and organising of suitable incidents from practice, which 
practitioners reflected on and which they considered provided the best evidence of 
achievement of the module learning outcomes. The learning outcomes centre around 
one of three pathways, Clinical Nurse Specialist (CNS), Advanced Nurse Practitioner 
(ANP) or Nurse Manager. Portfolios have been used in healthcare education for 
assessment purposes in nursing and medicine. Some studies found that, not only did 
portfolios enable theory and practice to be brought closer together, but that they could 
lead to improvements in practice and facilitate students taking control over their own 
learning (Murrell et al 1998; Mathers et al 1999).  The literature (Wenzel et al, 1998; 
Harris et al, 2001) states that the use of portfolios promotes the development of 
reflection, self-evaluation and critical analysis.  
 
To date one action research cycle is being undertaken and is at the implementation 
stage. Data collection methods planned for the ‘Evaluating Action’ stage includes 
questionnaires, reflective diaries, focus groups and one-to-one interviews. It is hoped 
that the portfolio will encourage the development of skills that will help graduates 
embrace change and foster a commitment to lifelong learning.  
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The ancient Greek “Myth of Pygmalion” recounts the story of a gifted sculptor who 
falls in love with his own creation of the “perfect” woman, whom he names as 
Galatea. He is so in awe of the statue that he asks the goddess Aphrodite to breathe 
life into it causing a living metamorphosis. This legendary tale has inspired numerous 
works, including George Bernard Shaw’s Pygmalion with its celebrated musical 
adaptation, My Fair Lady, proving that the difference between a “flower girl” and a 
“lady” is in the manner she is treated by others. The time-honoured fable is also 
ratified in the concept of the “self-fulfilling prophecy”, i.e. that if you treat someone 
according to your world-view – although it might be erroneous – he/she will 
eventually act according to your expectations.  

 
 

In this paper the argument will be posed that, in the context of health care, the ethical 
implications of certain concepts of “person” have a Pygmalion danger of endorsing 
the exclusion of those who are deemed non-persons from the moral realm. In order to 
facilitate this examination, I will refer to the work of the French philosopher Henri 
Bergson. He argues that there are two sources of morality: The static and the dynamic. 
These two sources of morality are inherent in the genetic endowment of the human 
species and both give rise to two radically different forms of human social 
organisation: The closed society and the open society. Static morality stems from the 
compelling moral force of social obligation, the necessity to cohere with the narrow 
interests of the social group, in a closed society. Dynamic morality inspires the 
experience of love for humanity, which transcends the particular social group, 
reaching outwards to create, what Bergson calls, an open society. The case will be 
made that Pygmalion concepts of person in health care ethics may reflect a static 
morality of a closed society rather than a dynamic morality of an open society. 
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Abstract 
Psychosocial Interventions (PSI) have been recognised as an important and valuable 
treatment to individuals with a serious mental health problem and their families. Over 
the past decade, PSI has gained momentum nationally through training courses such 
as the Thorn programme. Despite NHS provider organisations investing time and 
money in the training of mental health practitioners in Thorn based Psychosocial 
interventions, implementation of such interventions into practice post training have 
been inconsistent and fraught with difficulties. Literature to date, has focussed  mainly 
on the evaluation of the efficacy of Thorn trained practitioners in practice and 
evaluated attempts at transferring skills into practice. The aim of this study is to 
identify through the use of a qualitative methodology, if a tripartite meeting assists 
Thorn graduates to implement psychosocial interventions into clinical practice? 
Fifteen participants from a local NHS Trust (including eight Thorn graduates) who are 
involved in the tripartite meeting process were interviewed. Six core themes were 
identified using grounded theory methodology following the transcription and coding 
of interviews. The six themes are: framework for implementation; organisational 
drivers; thorn graduates position; service achievements; reforms to the process and 
threats to implementation. The themes identified indicate that the tripartite meeting is 
a valuable framework that assists thorn graduates to implement a range of 
psychosocial interventions into clinical practice and helps makes an impact upon the 
culture of an organisation through facilitating change towards evidence based 
psychosocial practice.  
  
Introduction 
Psychosocial interventions (PSI) have been popular with mental health practitioners 
since the advent of the Thorn programme (Gamble 1995) back in the early 1990’s. 
The publication of the National Institute for Clinical Excellence guidelines for 
schizophrenia in 2002 reinforces the need for family interventions and cognitive 
behaviour therapy to be routinely available for service users with schizophrenia and 
their families (Brooker & Brabban 2004). Psychosocial interventions is a generic term 
that describes a broad range of activities based on psychological and social principles 
carried out in collaboration with families, service users and others important in their 
social networks. The aim is to promote recovery for people with psychosis and 
associated serious mental health problems. The central premise of this approach is a 
stress vulnerability model (Zubin & Spring 1977) that proposes that psychosis is 
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triggered and maintained by an interaction of social, biological and psychological 
factors (NIMHE, 2004). 
 
Interventions that come under the PSI umbrella incude: outcome orientated 
assessment, behavioural family work, psychological management strategies for 
individuals, case management, early intervention and psychopharmacology (SIGN, 
1998). Numerous studies have shown that, psychosocial interventions can be carried 
out effectively by mental health professionals working in routine service settings 
(Brooker et al., 1992; Brooker et al., 1994;Lancashire et al., 1997). Evidence from the 
literature suggests that mental health professionals who are trained in the systematic 
application of psychosocial interventions, are more clinically effective with people 
with serious mental illness and their carers, than those staff who are not trained in 
psychosocial interventions (Brooker et al., 1992;Brooker et al., 1994; Lam et al., 
1993; Gamble et al.,1994). 
Despite the strong evidence for the efficacy of psychosocial interventions (Mari & 
Streiner 1994;Tarrier et al., 1998; Mc Gorry et al., 1996.,Brooker & Brabban 2004) in 
the treatment of individuals with serious mental illness and their families, it has been 
widely acknowledged that implementation into routine mental health services 
following training has been patchy and problematic (Tarrier et al., 1999;Brooker 
2001;Brooker et al.,2002).  
However, organisations continue to invest money and time in the training of mental 
health professionals in PSI training programmes such as Thorn and fail to resolve the 
problems with the implementation of such skills into clinical practice post training 
(Jackson 1998). This study was carried out to evaluate if a training & implementation 
strategy for PSI developed by Dorset Healthcare NHS Trust assisted Thorn graduates 
to be able to implement their skills into practice post training. 
 
Thorn Programme 
The Thorn training programme (Gournay & Birley 1998) is a nationally recognised 
skills based inter-professional training programme in psychosocial interventions for 
people with a serious mental illness. The programmes philosophy is to influence 
change in mental health practice in the care of people with serious mental illness and 
to improve significantly the health, social functioning and quality of life of this client 
group (DOH 1992). 
The Thorn programme was founded in 1992 with financial support from the Sir Jules 
Thorn Charitable Trust. The main aim of the programme was to make available an 
innovative, post-registration mental health nursing diploma/degree course, based on 
the latest research into effective treatment of schizophrenia and advances in 
community health care provision (Gamble 1997). Initially the programme ran at two 
national sites namely the Institute of Psychiatry, London and the University of 
Manchester and went through rigorous evaluation to measure the efficacy of the 
interventions for the first four years. More than ten years on, there are now twelve 
satellite Thorn accredited programmes across the country. 
The course is made up of four integrated (Beattie, 1995) modules: 
 
1.Problem oriented assessment 
 
2.Psychological management of psychotic symptoms and associated problems 
 
3.Family intervention        
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4.Integration of PSI into practice. 4.Integration of PSI into practice. 
    
Tripartite Meeting Tripartite Meeting 
The focus of the study is based on Dorset Healthcare NHS Trust’s training and 
implementation strategy for Psychosocial Interventions (Kelly & Ozanne 2004). This 
strategy was devised by a number of senior clinicians and managers within the Trust, 
as well as professionals with advanced clinical skills in psychosocial interventions. 
The central component to this strategy is the tripartite meeting (see below). 

The focus of the study is based on Dorset Healthcare NHS Trust’s training and 
implementation strategy for Psychosocial Interventions (Kelly & Ozanne 2004). This 
strategy was devised by a number of senior clinicians and managers within the Trust, 
as well as professionals with advanced clinical skills in psychosocial interventions. 
The central component to this strategy is the tripartite meeting (see below). 
  
  

Thorn Graduate Thorn Graduate 
  
  
  
  
  
  
  

    Thorn Lecturer Practitioner                                                        Line Manager     Thorn Lecturer Practitioner                                                        Line Manager 
  
  
The tripartite meeting in this context is defined as a regular meeting between a Thorn 
course graduate, his/her line manager and a Thorn course lecturer practitioner. The 
meeting is scheduled to last approximately one hour with the aim of providing support 
to the Thorn graduate and to ensure that the knowledge and psychosocial skills that 
they have acquired during the Thorn course are translated into clinical practice. It is 
anticipated that the tripartite meeting is one possible way of over coming the 
recognised obstacles and barriers that are documented in the literature (i.e. lack of 
time, difficulty integrating with caseload, access to supervision) that prevent  

The tripartite meeting in this context is defined as a regular meeting between a Thorn 
course graduate, his/her line manager and a Thorn course lecturer practitioner. The 
meeting is scheduled to last approximately one hour with the aim of providing support 
to the Thorn graduate and to ensure that the knowledge and psychosocial skills that 
they have acquired during the Thorn course are translated into clinical practice. It is 
anticipated that the tripartite meeting is one possible way of over coming the 
recognised obstacles and barriers that are documented in the literature (i.e. lack of 
time, difficulty integrating with caseload, access to supervision) that prevent  
Thorn graduates from implementing psychosocial interventions into clinical practice 
upon completion of the Thorn course. 
Thorn graduates from implementing psychosocial interventions into clinical practice 
upon completion of the Thorn course. 
  
Method Method 
Study subjectsStudy subjects 
At the time the study was carried out there were a total of sixteen Thorn graduates 
trained in PSI in Dorset Healthcare NHS Trust. It was decided to recruit a sample of 
graduates and their managers from this group. These graduates were from a variety of 
professional backgrounds that included occupational therapy, social work and nursing. 
The inclusion criteria required that the participants were: 
 

1. Graduates of the local Thorn programme 
2. Had been involved in at least one tripartite meeting with their manager and a 

Thorn lecturer 
3. Were attempting to implement psychosocial interventions into practice 

 
All Thorn graduates received a letter and information sheet introducing them to the 
study and what it would involve. Participants were made aware from the information 
sheet that the study was an evaluation of the tripartite meeting as a possible tool to 
implementation. Mason (2002,p.121) states: “essentially the work you are asking of 



School of Nursing & Midwifery Studies, Trinity College Dublin: 5th Annual International Research Conference 
Transforming Healthcare Through Research, Education & Technology: November 3rd – 5th 2004  - Conference Proceedings A-K 
 

  

your purposive sample is to help provide you with the data which you will need to 
address your research questions”. 
Upon receipt of expressions of interest to take part in the study, an opportunity was 
provided for potential participants to meet and discuss the study. Consent was 
carefully discussed prior to participants signing and giving their agreement in line 
with the local research protocols. The line managers went through the same 
recruitment and consent process as the graduates. It was emphasised to all participants 
that at any time throughout the study they were entitled to withdraw their consent. A 
total of fifteen participants took part in the study. Of the eight Thorn graduates 
identified for the study, seven were female and one was male. One was an  
Occupational therapist, three were nurses working in an acute in-patient hospital 
environment and four were nurses working in community mental health teams. The 
Thorn graduates had been qualified between six to thirty two months. Ages between 
the graduates ranged from twenty six to fifty two years, with the average age being 
thirty five. The four line managers of the Thorn graduates consisted of the following: 
one was female and an Occupational Therapist and three were males. Two of the 
males were Community Mental Health Team managers. The other male was the 
Senior Clinical Nurse for the acute hospital. None of the graduates line managers had 
any training in psychosocial interventions.  
 
Data Collection 
Semi structured interviews (Smith 1995) were conducted with participants. The initial 
interviews commenced with a ‘grand tour’ question: Tell me about the tripartite 
meeting? Following this, data that was generated from the participants in the 
interviews determined further questioning. Following the transcription of an interview 
codes, categories and hunches identified were pursued in subsequent interviews.  
Interview times varied from between twenty five to forty five minutes. 
All interviews were taped and written notes were taken by MK. All interviews were 
transcribed by him within 24 hours of the recording.  
 
Data Analysis 
Data was analysed using a grounded theory approach which is derived from 
sociological perspective and allows an open exploration of the participants 
perceptions. Strauss & Corbin (1990) describe grounded theory as a method used for 
the inductive generation and provisional verification of hypotheses from empirical 
data. Grounded theory employs a constant comparison method of data analysis. This 
involves comparing incidents, or events in the data, to develop categories (Rennie 
al.,1988). The constant comparative method involves a coding process, the first stage 
of which is open coding. Data are transformed and reduced to build categories.  
Through the emergence of these categories theory can be evolved and integrated.  
Categories were not preconceived but emerged through the analysis of the transcribed 
interviews. The approach used to code the data consisted of coding the verbatim 
statements of the subjects (Chenitz & Swanson 1986). 
 
Results 
Strauss & Corbin (1990) propose that in order to develop categories from the raw 
data, it is necessary to first identify the concepts contained within the data. The 
transcripts were repeatedly read through in order to become familiar with the data 
collected. By becoming accustomed with the mood and content of the transcripts, it 
was possible to conduct coding. This consisted of systematically reading through each 
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transcript and identifying concepts contained within each statement. This process 
generated a list of 50 preliminary  codes (see table 1).These codes were then put into 
categories accordingly. The actual words of the participants were used to code the 
facts identified. Following the identification of categories the data was refined down 
further to generate themes.   
The emergent theoretical codes were used to conceptualise how the codes and 
categories related to each other. Finally, six main themes were identified that helped 
conceptualise the data from the study as a description of the value of the tripartite 
meeting as a tool to assist Thorn graduates implement their skills in PSI.  
 
Table 1  Preliminary Codes 
 
             
            Managers  

• How Tripartite Meeting Helps Managers 
• Managers Role 
• Positive Manager Qualities 
• Managers Reactions 
• Managers expectation of Graduates 
• Factors Influencing Managers 
• Recognised Changes in Managers 
• Successful Skills for Positive Outcomes with Managers 
• Negative Attitudes 

Tripartite Meeting    
• Structure of the Meeting 
• Tripartite Meeting Benefits 
• Lifespan of the Meeting 
• Tripartite Difficulties 
• Lack of Meetings 
• Future Development of the Tripartite meeting 
• Efficacy of the Meeting 
• Future Changes For the Meeting 
• Suggested Changes 

            Graduates 
• Nature of Graduates 
• Difference between Graduates and Others 
• Graduate Development 
• Consolidating in Practice 
• Graduate Expectations 
• Benefits for Graduates 
• Impact on Graduates 
• Expectations on Graduates 
• Potential Problems for Graduates 
• Graduate Pressures 
• Casualties 
• Variables on Graduates 

            Barriers   
• Organisational Hurdles 
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• Difficulties in Clinical Practice Preventing Implementation 
• Reasons for not Implementing Skills 
• Unsuccessful Outcomes 
• Sacrifices 
• Boundaries 

Positive Influences   
• PSI and the Service 
• Suggested Improvements 
• Team Influences 
• Helpful Structures in the Trust 
• One Part of a Bigger Picture 
• Successful Outcomes in Service Terms 
• Components for Success 
• Major Drivers in the Trust 
• Role of Thorn L/P 
• Thorn L/P Functions 
• Ideal Scenario 
• Evolution 

Wider Context   
• Implementation in Other Areas 
• National Picture 

 
 
Identifying Concepts & Categories 
On further analysis, those codes representing similar constructs were fused together, 
reducing them from fifty codes into thirty categories. These categories were then 
grouped under five broad themes. The categories are described in table 2.  
 
Table 2  Categories 
  
Category Description Substantive Quotes  
Managers   
How tripartite 
meeting helps 
managers 

Participants reported how 
the tripartite meeting 
helps managers 

“gives them more insight into what 
PSI can offer” 
“helped him understand the kinds of 
things I wanted to do” 

Managers Role Participants describe the 
managers role in the 
meeting 

“they look at what’s being achieved 
and where the gaps are” 
“there to give graduates time and 
resources”  

Positive Manager 
Qualities 

Qualities that are seen to 
be important for 
managers to possess that 
assist implementation   

“A grounding in what is reasonable 
and achievable” 
“be empowering” 
“ to recognise that the two people 
with the skills are actually in the room 
with them” 

Managers 
expectations 

Managers highlight what 
they see graduates want 
from the meetings 

“they come in with relatively meagre 
expectations” 
“others have more cautious 
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expectations”  
Successful skills 
for positive 
outcomes with 
managers 

Strategies used in the 
meeting that are seen to 
get positive outcomes 
from managers 

“talk the managers language” 
“bring in government initiatives” 
“finding that middle ground” 
“highlight the benefit for the team” 

Negative 
perceptions of 
graduates 

Managers highlight their 
negative perceptions 
about graduates   

“Thorn graduates talk about the 
fidelity of the model…this makes 
others feel if you’ve not done the 
training, you can’t work with 
families. I think it gives the wrong 
message” 

Managers 
reactions 

Participants described 
how managers responded 
to graduates in their 
desire to implement PSI 

“she feels quite threatened by it” 
“I think she’s old fashioned” 
“fear of losing complete control of the 
graduate” 

Differences post 
Thorn 

Participants describe 
changes in their 
managers since being 
involved in the meetings 

“since I’ve done Thorn I’ve noticed 
she is moving things along more” 
“there is a culture amongst managers 
of a commitment to implementing 
PSI” 

Graduates   
Influence of 
seniority for 
graduate 

Participants describe the 
influence a graduates 
grade and experience has 
in terms of 
implementation  

“as a senior member of staff with PSI 
skills I’m in a position to influence 
managers and others… my opinion is 
respected and my position enables me 
to use my skills to improve patient 
care” 

Graduate 
development 
post training 

Participants describe 
further development after 
the course 

“one graduate has gone on to develop 
her own job description” 
“selling it to the team” 

Consolidation of 
skills in practice 

Participants describe how 
they put into practice 
what they learned from 
the course 

“try to think about what you’ve done 
on the course which might help you to 
do this” 
“opportunity to articulate my 
expectations” 

Impact on 
graduates 

Participants describe how 
their training in PSI has 
made a difference 

“lots of power to influence patient 
care” 
“had an effect on me changing my 
role” 

Benefits for 
graduates 

Participants highlight 
how they benefit from 
the tripartite meeting  

“it had a great bearing on facilitating 
work I wanted to do” 
“smoothed the way to me being able 
to implement my skills” 

Graduates 
expectations of 
the tripartite 
meeting 

Participants describe 
what they expected from 
the tripartite meeting 

“expecting to go in and have a 
debate” 
“have to give support to my rationale” 

Expectation of 
implementation 
on graduates 

Participants describe 
what they feel graduates 
should be able to achieve 

“assist in the implementation of 
change” 
“influence the person sat at the desk 
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next to them” 
“enhance service development and 
not just to improve her career” 

Threats to 
implementation 

Participants describe 
factors that can prevent 
graduates being able to 
implement their skills 

“my manager not wanting my role to 
change from what she’s employed me 
for” 
“my manager was verbally supportive 
but it didn’t happen in reality” 

Tripartite 
Meeting 

  

Structure of the 
meeting 

Participants describe the 
format of the tripartite 
meeting 

“It takes place every 3 months” 
“It looks at what aspects of PSI I want 
to implement and how we’re going to 
achieve it” 
“clear objectives and a timescale are 
set” 

Role of the 
meeting 

Participants describe the 
role the meeting plays in 
enabling graduates to 
implement their skills in 
practice 

“keeps the focus on what I’m actually 
doing” 
“gives me the motivation and energy 
to carry on” 
“it generates enthusiasm” 

Practicalities of 
the tripartite 
posing problems 

Participants describe 
practical problems 
associated with the 
tripartite meeting  

“getting three professionals together 
can be difficult” 
“meetings get cut short with 
emergencies, get delayed or 
postponed” 

Improvements 
for the meeting  

Participants suggest 
changes to the format of 
the meeting to enhance 
the process  

“Ideal if the Thorn graduate did take 
the lead” 
“keeping a central record of the 
meetings so other people involved in 
tripartite meetings can see how 
similar problems have been 
overcome” 

Lifespan of 
tripartite meeting 
 

Participants highlight the 
length of time the 
tripartite meeting should 
last for graduates 

“I’d say indefinitely” 
“not sure if it would come to a natural 
end” 
“over time it would come to a natural 
end” 

Efficacy of the 
meeting 

Participants describe the 
measures that show that a 
tripartite meeting has 
been successful 

“agreeing to a next meeting” 
“still giving input into it and agreeing 
action points” 
“ultimate measure is that what you 
agree is put into practice” 

Thorn L/P   
Role of Thorn 
L/P 

Participants describe the 
importance of the Thorn 
L/P in the tripartite 
meeting process  

“the linchpin who holds it all 
together” 
“primarily to support the graduate to 
implement their ideas” 
“keeps my manager focussed” 

Service   
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Organisation and 
PSI 

Participants give their 
view on the importance 
of PSI for the 
organisation 

“in terms of our strategy we want 
people in all areas to have those 
skills” 
“these skills are so necessary and so 
needed for the service” 

Essential 
components 
leading to 
implementation 

Participants highlight the 
factors that need to be 
adhered to in order for 
graduates to achieve 
implementation 

“ring fencing of time” 
“negotiate what part of your old role 
has to change completely” 
“the one who’s running the course 
needs to be in a clinical role, as a 
fellow employee of the Trust” 

Successful 
outcomes in 
service terms 

Participants describe 
what the tripartite 
meeting has achieved in 
terms of enabling PSI to 
be implemented 

“protected time to work with the 
family work service” 
“implementing a self help voices 
group” 
“to work on a one to one using 
specific cognitive interventions” 

Helpful 
influences 

Participants highlight 
influencing factors in the 
Trust that facilitates 
graduates to use their 
skills 

“theres a strategy for Thorn graduates 
to take their projects forward” 
“the supervision is already there” 
“level of commitment from senior 
management and the chief executive” 

Organisational 
hurdles 

Participants highlight 
barriers that prevent the 
implementation of PSI 

“the CMHT meeting on the same 
morning as the family work service” 
“not having that ideal view of 
services” 

Team influences Participants describe the 
influence a graduates 
team has in terms of 
implementation 

“in the organisation they get a lot of 
support from they’re colleagues” 
“some of the medics coming on 
board…and their commitment to PSI 
is very positive”  

Service 
influences 
preventing 
implementation 

Participants indicate why 
graduates could not 
implement PSI from a 
service point of view  

“momentum getting lost” 
“maybe it wasn’t seen as a priority” 
“managers can say no…because of 
the needs of the service” 

 
Theoretical Sampling 
The theoretical sample was chosen on the basis of attempting to refine my ideas based 
on the data generated and to develop categories further. Theoretical sampling is a 
pivotal part of the development of formal theory. The aim is to refine ideas by going 
back to the field choosing sample specific issues only and looking for precise 
information only to shed light on the emerging theory (Charmaz 2000). 
The theoretical sampling was carried out with two Thorn lecturer practitioners and an 
Operational Director. These three participants were able to provide more detail on 
areas of interest and importance derived from the data that was necessary to explore 
further. The insights gained through the process of theoretical sampling helped refine 
the data further and clarified those questions that arose from the on-going analysis.  
Conflicting data was also raised and reassembled based on the findings of the 
theoretical sampling.  
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Final Themes 
Following the theoretical sampling a final six core themes were arrived at from a level 
of abstraction which helped reduce the volume of data from the thirty categories into 
meaningful categories. McLeod (2001) comments that the main category or categories 
in a grounded theory study should possess sufficient theoretical resonance to function 
to link results of the study to findings and theories from other studies. Strauss & 
Corbin (1990) feel that the grounded theory model that is ultimately produced is, 
partly a matter of how the researcher saw things, partly a matter of the theoretical or 
professional community to which he or she belonged and partly inspired by everyday 
language of the informants. The themes from the study are described and discussed in 
more detail below.  
Table 3 Final Themes 
 
Themes Categories 
1.Framework for Implementation 1.Tripartite structure 

2.Facilitating the process 
3.Efficacy in practice 
4.Tripartite linchpin  
5.Key components for success 
6.Essential topics in meetings 

2.Organisational Drivers 7.Helpful influences 
8.Changes required 

3.Thorn Graduates Position 9.Consolidation in practice 
10.Facilitated towards development 
11.Impact on role 
12.Influence of seniority 
13.Expectations of others 
14. Helping the process 

4.Service Achievements  15.Service developments in PSI 
5.Reforms to the Process 16.Modification of the tripartite 

17.Lifespan of tripartite 
6.Threats to Implementation  18.Practicalities posing problems 

19.Negative attitudes 
20.Cultural problems 

 
Discussion 
The final six themes generated from the analysis are discussed in conjunction with 
relevant literature from the field of psychosocial interventions. 
Framework for Implementation 
All participants in the study recognised the important role the tripartite meeting plays 
in assisting Thorn graduates to implement PSI. Participants were familiar with the 
structure of the meeting and felt it provided a regular forum for discussion to enable 
all parties to negotiate agreements and problem solve practical difficulties such as 
time to carry out the intervention. Participants reported that the tripartite meeting has 
helped graduates and managers to overcome some of these practical difficulties 
through negotiation. This is in contrast with several studies (Kavanagh et al., 1993;  
Fadden 1997; Milne et al.,2000) that have highlighted the main problems preventing 
implementation as practical difficulties encountered by staff. These include having 
sufficient time from the service to implement the intervention and integration with 
caseload or other responsibilities at work. The participants also highlighted that 
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collaboration between all three parties involved in the tripartite meeting plays a 
crucial part in helping facilitate graduates to use their skills in practice. In keeping 
with the findings from Brooker et al’s (2001) study that having a designated PSI 
strategy results in organisations being more ready to implement PSI. Thorn graduates 
and their managers felt that having a PSI strategy with the tripartite meeting as the 
focal point resulted in individuals being keen to invest the time and effort in 
collaborating to achieve change in service delivery and patient outcomes. Baguley et 
al (2000) have recommended that education providers and service providers work 
together to ensure that those trained in quality skills are supported locally in their 
implementation. The majority of participants were in agreement that a tripartite 
meeting every three months had helped to maintain interest and motivation in 
implementation and keeps PSI firmly on the agenda for both graduates and the 
organisation. This finding is further supported by Haccoun (1997),who outlines the 
importance of constructing and maintaining trainee motivation and self-efficacy once 
they are back in practice if transfer of training is to take place. 
Organisational Drivers 
Participants reported the importance of the tripartite meeting in relation to the training 
and implementation strategy devised by senior managers and clinicians in the Trust. It 
was felt that this has helped PSI become embedded in the culture of the organisation. 
Brooker et al’s (2001) study found that those organisations with a PSI strategy were 
more ready to implement PSI than those organisations without such a strategy. One 
participant felt that a major factor in influencing Thorn graduates to utilise their skills 
in practice has been the on-going involvement and championing of PSI by the Chief 
Executive of the Trust. The participant viewed this factor as a key feature in the 
organisation implementing these skills across service areas to improve the patient and 
carer experience. Numerous studies (Rogers et al.,1986; Liberman & Eckman 1989; 
Corrigan 1995; Schoenwald & Hoagwood 2001) highlight the importance of having a 
champion to promote the innovation. However, the champions in these studies are 
usually from the ranks of a treatment team or a clinician (Milne et al 2000). Brooker 
(2001) also points out that managers rarely plan PSI developments within the context 
of broader operational service strategies. It is therefore significant to note, that in this 
study not only were there clinical champions influencing implementation but the 
Chief Executive of the Trust was reported to have played a key role in terms of 
championing and supporting the implementation of PSI into practice in the 
organisation    
Thorn Graduates Position 
The study also highlighted that the Thorn graduates own position in the 
implementation process is multi-faceted. Participants reported that the tripartite 
meeting assists in the consolidation of their training and helps facilitate further 
development of their practice. Participants reported a range of expectations that they 
felt other people in the Trust had in terms of influencing practice and service delivery. 
Some literature reports that managers have expectations that Thorn graduates are 
heroic changers of services (Gamble 1997; Tarrier et al 1999). However, this study 
indicates that managers and Thorn lecturer practitioners locally have more realistic 
expectations of what it is hoped the graduates will achieve in the long term and the 
level of support needed to achieve this. Tarrier et al (1998) comment that 
organisational support systems are crucial for trainees, if systematic programmes of 
care are to be developed for those with serious mental illness. The present study 
indicates that graduates have a strong level of commitment and belief in the outcomes 
of PSI for clients and carers. It was reported that this level of belief helps to motivate 
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graduates to take forward their skills in practice. This is in contrast with the Kavanagh 
et al (1993) study that showed the difficulties that therapists had in integrating 
behavioural techniques into a broader range of conceptual frameworks. 
Service Achievements 
Participants were clear about the range of interventions that graduates are currently 
implementing into practice as a result of the tripartite meetings. Significantly, all 
graduates in this study are carrying out family interventions one day a week as part of 
the Trust’s family work service. None of the participants reported experiencing any 
difficulty in being able to implement these skills. This is in contrast to the Kavanagh 
et al (1993) and Fadden (1997) study where over half of the staff from both studies 
found it difficult to implement family intervention skills in practice. Brennan & 
Gamble (1997) reported similar findings. Another significant outcome from this 
present study showed that the local Thorn graduates are working with an average of 
six families each. Participants also reported no difference between the number of 
families the more recently qualified graduates are working with compared to those 
Thorn graduates who have been qualified for more than three years. In a recent study 
by Bailey et al (2003) staff that had completed a one year family intervention training 
course were seeing a mean of 4.3 families after a year and a half post training. Those 
staff that had been trained for three years or longer were seeing an average of 5.3 
families. Therefore, the local Thorn graduates are reportedly seeing more families 
overall, with no reported difference in the amount of families engaged in family 
interventions based on the length of time post training. Hughes et al (1996) note that 
therapists need a high level of skill to not only engage families but to offer meaningful 
interventions that meet all their needs. Participants in the local study have also 
reported receiving regular support through peer supervision for family work and 
clinical supervision for individual PSI. This helps to ensure that graduates are 
developing their competencies and maintaining high quality in their interventions with 
families. Brooker (2001) reports the faithful implementation of psychosocial 
interventions in routine clinical practice and clinical settings is dependent on a 
number of factors. It is essential that PSI is high quality and involves a level of expert 
clinical supervision that will engender confidence in the trainee. 
Reforms to the Process 
The changes to the tripartite meeting process recommended by the study participants 
were mainly of a practical nature. These changes would make explicit the roles and 
functions of each individual involved in the meeting. By having a mutually agreed set 
of ground rules, each of the parties involved would be familiar with the boundaries set 
and therefore be aware who is responsible for re-scheduling cancelled meetings. This 
in turn would reduce the risk of a Thorn graduate missing a meeting and help reduce a 
loss of focus or momentum. Participants also indicated the need for a standardised 
template for recording a summary of the meeting and a list of objectives for the 
graduate to work towards as opposed to individualised records such as in a letter 
format. By maintaining this record of each tripartite meeting on a database, 
participants felt it would assist other Thorn graduates and their managers to become 
familiar with successful ways of overcoming recognised barriers to implementation. 
Participants felt that such a database would give a clear indication of the range of PSI 
being implemented across the Trust, assist with the monitoring of the quality of such 
interventions and provide a mechanism for feedback on behaviour change in 
teams/service settings in terms of implementing PSI. These features are in common 
with some of the literature in relation to successful implementation of a practice. For 
instance, Torrey et al (2001) prescribe three elements: predisposing or disseminating 
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strategies, such as educational events or written material; enabling methods, such as 
practice guidelines and decision support; and reinforcing strategies, such as practice 
feedback mechanisms. Drake et al (2001 p.180) state: 
“to produce positive changes, the evidence on effective services and the 
implementation procedures must be available to all stakeholders in the service 
system”. The Thorn graduates in this present study support this concept.   
Threats to Implementation 
Participants indicated a range of threats to implementation in practice. However, 
major barriers outlined by the graduates concerned mainly the lack of tripartite 
meetings that took place and the culture in some of the service areas. Two participants 
felt that the reason they were not fully utilising their PSI skills apart from family 
intervention was due to the lack of meetings. It is important to note that both 
graduates were working one day a week using family intervention skills as part of the 
agreement from their last tripartite meeting. Yet, they stopped taking forward their 
individual work in PSI. It could be hypothesised based on the data from the study, that 
the lack of support from within their individual clinical areas may have resulted in the 
graduates feeling less motivated to continue with the individual PSI work. However, 
due to all graduates working one day a week in the family work service as reported, 
these two graduates may have felt more support and motivation to continue 
implementing these skills from their peers by being part of this service. This finding is 
in contrast with other studies on family intervention (Fadden 1997; Kavanagh et 
al.,1993; Brennan & Gamble, 1997; Bailey et al.,2003) where organisational issues 
such as not having sufficient time from the service to do the intervention, integration 
of family intervention with other responsibilities at work being identified as causing 
the most difficultly in implementing family intervention into practice.Some 
participants in the study highlighted that the PSI philosophy was not embraced by all 
of their team members. These participants reported that they were the only individual 
in the team with those skills, therefore, they felt that part of their role was to influence 
the team culture. This, however, has proved a difficult task and they reported feeling 
isolated at times. In this context the tripartite meeting was a great source of support 
and helped motivation to continue using skills in practice despite the team culture. 
These findings may reflect wider contextual issues, for instance a criticism by Mc 
Keown et al (1998) of  Thorn training is that the training takes place away from the 
environment in which the psychosocial interventions are carried out. This has created 
difficulties for many Thorn trained nurses who return to workplaces that are 
inadequately organised to make best use of their skills. University of York (1999, p.1) 
report that: 
“whilst individual beliefs, attitudes and knowledge influence professional behaviour, 
other factors including the organisational, economic and community environments of 
the practitioner are also important”.  
Therefore, it is important to involve graduates teams in the implementation process by 
consulting and negotiating about the most appropriate psychosocial intervention to be 
implemented in their service area and on how best to implement it. 
 
Limitations of the study 
The aim of this chosen method was to expand upon previous research findings and 
gain a deeper insight into the tripartite meeting process in it’s attempt as a tool to 
assist Thorn graduates to implement PSI into practice. 
The study was limited by the fact that the short timescale available to conduct the 
study resulted in a relatively homogenous sample being recruited into the study. The 
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interviews were conducted among a group of Thorn graduates and this represented 
only a small and specific group of Thorn graduates, therefore, the identified themes 
cannot be generalised to the large Thorn graduate population. In terms of data 
collection, the interviews were conducted among a group of local Thorn graduates in 
one geographical area, who all practice in a local mental health Trust therefore certain 
themes from the findings will be unique to this locality and organisation.  
The study may have been limited by the fact that the researcher collected data from 
within his own organisation and this may have influenced the participants willingness 
to openly discuss their views and beliefs about the tripartite meeting. The fact that the 
researcher has been involved in tripartite meetings with some of the participants may 
have resulted in a hawthorne type effect (Barker et al.,2001). A more independent 
researcher or even an outside Thorn graduate conducting the open interviews may 
reduce this possibility. The researcher also failed to distinguish between Thorn 
graduates attempts at implementation of PSI in different service settings such as in-
patient settings, community services and rehabilitation services. Participants in this 
study were from all three service areas and no distinction was made in the study to 
determine if one service area was more effective than another at implementing PSI 
into practice. 
It is also worth noting that the researchers existing experience of implementation of  
PSI into practice, knowledge of the literature and pre-conceptions may have 
inevitably influenced the identification of themes. 
However, whilst acknowledging potential bias, it is important to note that the 
identification of higher-level themes was supported by an expert in qualitative 
analysis with no knowledge or experience of the participants, or any theoretical 
perspective on the implementation of PSI. In addition, it is anticipated that the use of 
this methodology would have ensured a more transparent process identified from the 
audit trail than some of the other approaches previously described in the literature. 
 
Future Implications 
The findings from the fifteen participants in this study suggest that six main themes 
can be reliably identified from the data and describe the role the tripartite meeting 
plays for Thorn graduates and the organisation in implementing PSI into practice. The 
themes identified suggest that the tripartite meeting is an effective framework to assist 
an organisation to facilitate Thorn graduates to implement PSI into practice. The 
results also support Brooker et al.,(2001) finding that by having such a strategy helps 
the organisation to implement PSI. This study has also been valuable in terms of   
adding new dimensions to the understanding of the implementation of PSI.  
Specifically, the impact the Chief Executive can have as a champion for PSI in the 
organisation, the level of motivation the tripartite meeting generates in graduates, how 
regular meetings maintains the focus and keeps PSI on the agenda of the organisation 
and the influence a service such as the family work service has on the Trust in terms 
of affecting it’s culture around PSI. 
A greater understanding of the tripartite process has emerged with suggestions on how 
to improve the meeting to maximise the efficacy for Thorn graduates. The findings 
from this study concur with the recent establishment of a NIMHE National PSI 
Implementation Workgroup (Brooker & Brabban 2003) that aims to set national 
standards for the implementation of PSI and collaborate with local mental health 
development centres to assist the implementation of PSI into service settings. 
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In terms of future research, It may be beneficial to compare the implementation of PSI 
by Thorn graduates in different service settings to identify if the service setting makes 
a difference to the implementation process.  
Replication of this research by evaluating a different strategy used by another 
organisation with different Thorn graduates in a different geographical area, would 
allow a comparison of identified themes between both strategies.  
Both qualitative and quantitative methodologies in a further study would also 
maximise the views obtained from the participants involved in the tripartite meeting. 
With twelve Thorn training courses currently in the country, there is the need to carry 
out a longitudinal national survey, which could be informed by this study, on how  
Thorn graduates are managing to implement PSI into practice. This national study 
would help to identify where and why graduates are being successful and the areas 
that graduates are currently not achieving implementation and the reasons why. 
Finally, research is needed to compare different implementation strategies between  
Trusts in inner city areas with Trusts in semi rural/rural areas. This would help to 
distinguish the challenges faced by Thorn graduates in these respective areas and 
identify key factors that need to be incorporated to ensure effective implementation of 
PSI. In this way, benefits to the Thorn graduates, the organisation and the clients and 
carers can be maximised. 
 
Conclusion 
The findings from this study suggest that a number of conclusions can be drawn 
concerning the tripartite meeting in assisting Thorn graduates to implement PSI into 
practice. The tripartite meeting has three key areas that it anticipates graduates will be 
able to achieve in terms of applying their skills in practice. These are family work, 
individual work with patients and taking forward the graduates integration study. It is 
felt that the tripartite meeting is an approach to tackling the difficulties to 
implementation that is transferable to other areas.   
The tripartite meeting appears to offer a valuable framework to Thorn graduates, 
healthcare provider organisations and educational institutions in assisting PSI to be 
taken forward into practice. As the core of the Training and Implementation strategy 
that was constructed by senior individuals in both organisations, all three individuals 
involved in the tripartite meetings feel part of the process in facilitating the graduates 
to utilise their skills post training. Brooker (2001) comments that NHS Trust’s need to 
develop a dialogue with education providers so PSI trainers become more aware of 
the organisational context in which training takes place. Otherwise any investment in 
such training may be completely wasted.  
The tripartite meeting helps maintain a focus on the implementation of PSI for the 
graduates and the organisations. By having a meeting every three month’s PSI is 
facilitated to become part of the culture of the organisation is kept firmly on the 
agenda. In turn, this helps the Trust to recognise the importance of PSI in planning 
operational service strategies in meeting government targets set in the National  
Service Frameworks (1999b) such as early intervention services. 
The tripartite meeting provides an opportunity for all involved to problem solve 
barriers to implementation. This specific function is a significant feature as the 
literature on PSI (Fadden 1997; Brennan & Gamble 1997; Baguley et al.,2000) 
highlight the range of barriers encountered by trainees/graduates in their attempts to 
implement their skills in practice. No specific strategy has been suggested as to how 
to tackle these barriers. This present study has shown that the tripartite meeting 
overcomes the more common barriers; of time to carry out the intervention and 
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difficulty integrating skills with other responsibilities. The biggest barrier identified 
by participants was if the tripartite meeting got cancelled or didn’t take place.       
The study highlights the level of support the tripartite meeting offers Thorn graduates 
and how having the meeting every three months, again, keeps graduates motivated to 
take forward the objectives agreed at the meetings and to develop their skills further 
in practice. Baguley et al.,(2000) highlight the importance of education providers and 
service providers working together to support the workforce in implementing skills 
based training into practice. The study has also demonstrated the level of commitment 
from the Thorn graduates, line managers and Thorn lecturer practitioners to enable 
PSI to be implemented in practice. It also highlights the important role the Thorn 
lecturer practitioner plays in the process. 
The tripartite meeting has enabled a range of services to be developed by Thorn 
graduates such as Family work, An Early Psychosis Service (STEPS) as well as 
interventions such as voices groups, social skills training and relapse prevention 
training to be successfully applied in practice.  
It is also significant that all Thorn graduates in the Trust are applying family 
intervention one day a week as part of the family work service. Also that every 
graduate is working with an average of six families which is in contrast to several 
other major studies (Kavanagh et al.,1993; Fadden 1997; Bailey et al.,2003). 
All Thorn graduates have been able to develop their old role by carrying out family 
intervention, individual work and take forward their integration study from the course.  
The tripartite meetings have helped facilitate this development of modified roles in 
the Trust. Some new posts have been created as a result of the process. These posts  
Clinical Charge Nurse Posts. These posts have enabled these graduates to devote their 
time entirely to the implementation of PSI into practice, the training of others in PSI 
strategies and the development of new PSI services within the Trust. 
The main conclusion drawn from this study is that the tripartite meeting is making an 
important contribution to enabling collaboration to take place between the Trust and 
the University in ensuring Thorn graduates are able to use their skills in practice post 
training. . This collaboration supports Thorn graduates to implement PSI successfully 
into practice. Most importantly, by implementing PSI into practice Thorn graduates 
help to improve the care and experiences of the patients with serious mental health 
problems and their carers. 
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The aim of this paper is to elicit student nurses’ perceptions of the impact of 
mentorship on their clinical learning. A qualitative Research approach with 
phenomenology to guide the study was used. A purposive sample of 29 third year 
student nurses participated in this study. This study was undertaken at a British 
University. Data were collected by focus group interviews. Three focus group 
interviews were undertaken. An adapted version of the Darling Measuring Mentoring 
Potential (1984) was used to guide the interviews.  The focus group interviews were 
well suited to the study, since it   gave students an opportunity to reflect on their 
experiences in a group setting. One of the limitations of this method of data collection 
is that information may become distorted due to group processes. The researcher 
considered using a triangulation method to check the internal consistency of the 
findings, but this was not possible due to time constraints. Data analysis was 
undertaken on the basis for phenomenological enquiry put forward by Colaizzi 
(1978). The findings of the study indicated that the mentor played a major role in 
enhancing students’ learning through support, acting as role models, performing 
socialisation roles and acting as assessors. On the basis of the finding of the study 
there was a general agreement that there would need to be more emphasise on the 
acquisition of analytic skills and problem solving for students. The relationship with 
the mentor was perceived as a major factor in enhancing or inhibiting learning. While 
this is a small study its findings reiterates the importance of a clinical learning 
environment, which is conducive to learning. 
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Abstract:  
• Aim:  
To develop national standards and an accompanying monitoring system for services 
for people with disabilities in Ireland in order to ensure that services are provided to 
an agreed level of quality and that the level of quality is consistent on a national basis.  
 
• Background  
In Ireland, it is estimated that the Department of Health and Children spends 
approximately €1.2 billion per year on the delivery of services for people with 
disabilities by more than 500 organisations. More than 25,000 people with an 
intellectual disability and 40,000 people with physical and sensory disabilities avail of 
these services. These services are provided by both non-statutory (i.e. voluntary 
organisations) and statutory bodies (i.e. health boards).  
 
As an independent statutory body with a remit in the development and monitoring of 
standards of services for people with disabilities in Ireland, the National Disability 
Authority (NDA) initiated the National Standards for Disability Services project in 
June 2002, in partnership with the Department of Health and Children.  
 
• Methods:  
1. National call for submissions: more than 500 written submissions. First draft 
developed. Sept. 02-J an. 03;  
2. Consultation process: national conference followed by a nationwide consultation 
process. Nearly 600 people participated in this consultation process. Feb. 03-April 03;  
3. The second draft was piloted in 20 services. Sept. 03-Dec. 03;  
4. An external consultant evaluated the pilot in order to evaluate the standards, the 
monitoring process and the audit tools. Dec. 2003-April 2004;  
5. Second draft was amended and reviewed by a number of international experts. Feb. 
04 - May 04;  
6. It is proposed that the standards will be officially launch at the end of Sept. 04, 
subject of the approval by the Minister of Health and Children 
 
• Results:  
The development of the first National Standards for Disability Services will provide a 
benchmark to ensure that all services reach an agreed level of performance across the 
country.  
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• Conclusion:  
The performance of an organisation can be assessed by establishing the degree of 
attainment against standards, using an innovative monitoring system that focuses on 
measuring the quality of service from the perspective of service users.  
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