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EDITORIAL

One often speculates how papers come into being. After having
had a vivid experience, one may think how a paper could logically
develop. Sometimes such exercises prove to be a stimulating begin-
ning. When members of faculty test nursing theories and concepts,
this process provokes questions and ideas to be explored further. The
need to respond to this thinking in a concrete form arises and those
involved write a process of their reactions. FFrom this, there may
develop what is seen as the framework for a paper. Many worth-
while efforts begin in this way. It seems to me that the reason for
the research-teaching component in nursing practice is to develop this
skill that precedes the research report. This may well be one of the
best sources from which articles on nursing practice arise.

To write, one may need certain incentives. One requires enough

time to mull over writings, develop further the thoughts that have
arisen from this, do more library research and then add concepts that

when tested will bring forth a new combination of ideas. If at this
point a paper is written and submitted to a periodical it may be ac-
cepted. This depends on the needs of that issue for that subject
material and the focus of the paper as it is related to current trends.
Some writers do well to have an audience to try out their ideas. This
gives needed encouragement. Others, born out of their experience,
know their own needs and work best alone. Writers cognizant of
their own needs and their own work habits capitalize on these them-
selves to produce the desired results of quality for a publication.
Whatever the case is, the writer is well advised in his initial endeavors
to allow sufficient time to explore the ways in which he works best.
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There are, of course, other factors that move writers into action.
Besides the desire to capture and express ideas, there is the sincere
commitment to share with others. The less attractive motivating
factor is that of the printer’s deadline date. Whether most of us like
it or not, with that date on the horizon most writers function with
increased efficiency and speed. Some are helped by reading further
afield and enjoying periods of reflection following practice. Others
find it fruitful to let materials settle before finalizing the work. This
latter step yields necessary polish to the paper.

Faculty members realize the human tendency to file writings away
in the desk drawer for further perusal when other pressures and
commitments give this endeavor less priority. That is a self imposed
choice. Since this situation exists, one wonders about the hidden
fruits of such labors that lie in files and in desk drawers across
Canada. Readers need the thinking of their colleagues and the
stimulus this brings.

As Nursing Papers begins to receive more manuscripts from its
newly appointed ambassadors in University Faculties of Nursing,
authors will be encouraged to write and to share. The ambassadors
might be well advised to look into facilities available on their cam-
puses this summer that will be supporting structure for their faculty
efforts. What are the facilities for typing manuscripts, for editing,
for taking courses that could assist the writers of papers that should
be published here?

This group of papers from The University of Western Ontario
represents a component in nursing, teaching and research. We at
The University of Western Ontario have come this far in 1971-1972.
Take up the challenge! It’s your turn!

Ethel M. Horn
Associate Professor, Faculty of Nursing
The University of Western Ontario



CREATIVITY AND THE INDIVIDUAL

There is a wast distinction
between creative thought and
action and merely knowing how
to do it.

SHEILA M. CREEGGAN
Assistant Professor, Faculty of Nursing
The University of Western Ontario

That sir, which serves and seeks for gain,
And follows but for form,

Will pack, when it begins to rain,
And leave thee in the storm.?

IN any organization there will be

people who fit this description, as spoken by the Fool in King Lear.
They are not committed to the future of the organization, but are
there because it meets their present need for a job, and money in
their pocket.

It suck’d me first, and now sucks thee, and in this

flea, our two bloods mingled bee.?

An organization, however, does not want such complete union with
the employee as is conjured up in one's mind by this conceit of the
17th century poet John Donne. For vested interests may then become
so great that any change becomes a threat. The organization may be
rendered as ineffective by those who see their life and job as one,
as by individuals who see it only as a necessary evil.
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The above two quotations are from the works of men whose con-
tributions have survived the test of time; they were creative in that
their writing shows originality of thought, expression, and form.
Creativity has frequently been reserved in its use to refer to the great
men in the arts or science when their books, paintings or discoveries
received world acclaim.

Creative ability, like most human traits, is found in the population
on a continuum. There is some originality in everyone and the ability
to produce original ideas can be measured.® This was an assumption
made by Wilson, Guilford, and Christensen when they set up a
battery of tests to measure originality. They “regarded originality in
turn as meaning ‘uncommon,’ ‘remote,” and ‘clever.” ”’* Five of their
seven tests, used to measure originality, showed significant interre-
lationships.® Their findings indicated that there was a factor com-
mon to the three definitions, which the authors tentatively named
originality.® Taylor, discussing creativity, says that to date school
grades, traditional intelligent tests, or sheer accumulation of know-
ledge are not valid measures of creative performance.” Thus, The
Fool in King Lear was the one who predicted the desertion of the
royal supporters, Shakespeare in his works often hides the creative
thinker behind the mask of apparent dullness. Donne, on the other
hand, liked to shock people by the use of remoteness (the flea and
love).

To return to organizations, a company is made up of many indi-
viduals; some will work to a satisfactory level, but contribute little
in original thought, others will be so anxious for security that they
will resist company growth if it means change. Others will see the
dangers of both approaches, not only to the company, but also to
themselves. For as Beck says, one of the most treasured possessions
of the individual is his creativity, and only by guarding it closely can
one “control events and . . . avoid being controlled by them in a
crushing and toilsome routine.”®

SECURITY VERSUS CREATIVITY

Beck’s words above suggest that you cannot have security without
using creative ability. If events are the controlling force in one’s
life, then one gives up the human rights — to make decisions, to
question, and to introduce change. Social organization frequently
makes it difficult not to see conflict arising from these two concepts;
many individuals see creativity in others as a source of danger to
their security as Machiavelli wrote in the early 16th century:

. the reformer has enemies in all those who
profit by the old order, and only lukewarm de-
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fenders in all those who would profit by the new
order, this lukewarmness arising partly from fear
of their adversaries, who have the law in their
favour; and partly from the incredulity of man-
kind, who do not truly believe in anything new
until they have actual experience of it.°

The leadership given to a group frequently will determine the
direction it will go. An excerpt from a book by Walker and Heyns
gives a formula for producing conformity :

Manage to arouse a need or needs that are impor-
tant to the individual or to the group. Offer a goal
which is appropriate to the need or needs. Make
sure that conformity is instrumental to the achieve-
ment of the goal and that the goal is as large and as
certain as possible. Apply the goal or reward at
every opportunity.r®

The result of working in a conformity-bound environment is one
that will be avoided by the individual who wants to have a lifetime
of growing. As Barzum significantly states it:

If we must all suffer, agree, worry, partake in
unison, under pain of reproof, then the world is
no longer a stage peopled by distinguished actors,
. . . there is only a tribe milling under a tent.**

Security without growth shortens the life of the individual, not
in years necessarily but in satisfaction in seeing what he can con-
tribute to life; his own, his family’s, his friends, society. Parents’
satisfaction is increased when they see the child they created grow
physically and mentally. The growing child is keenly interested in
how tall he is in relation to his friends and excited when he learns or
makes something new. Why, then, does this interest in growth often
stop? Tt is a powerful motivator, but it must be seen as a goal that
is worthy of attainment and acceptable to others.

Height of individuals in society is on a continuum, thus one indi-
vidual may be 5'4”, another 5’10” and another 6’4”. This is also true
of creative ability. Not everyone is capable of being the creator of a
great work of art, or of being a research scientist. Selye gives an
outline of the characteristics of the original thinker, the great scien-
tific discoverer. He states it thus:

The power of original, creative thought, reflects
on independent freshness of aspect. By independ-
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ence of thought I mean particularly initiative and
resourcefulness in taking the introductory step.
Thas, in turn, depends upon imagination, the power
to form a conscious idea of something not pre-
viously perceived in reality. It requires vision, the
discernment and foresight of what is important
at a time when importance is not yet obvious.'?

The individual described by Selye would of necessity be one who
was secure within himself, with risk-taking a strong personality trait.
That 1s, he would have to be willing to expose himself to situations
with uncertain outcomes, It is of interest that when the faculty of a
school of nursing was asked to rank-list the fifteen personality traits
measured by the Edwards Personality Preference Schedule, in the
order they felt would be desirable traits in graduates of basic bacca-
laureate program, they ranked fourth “Change — desire for at-
tempting new and different things, and experience of novelty and
change.”*® The rank-listing of students’ mean scores placed change
fourth for seniors and 5.5 for sophomores. Another study done by
Smith compared the results of entrance personality tests given to
219 students in a hospital diploma school, who had successfully com-
pleted their program, with those of 45 students who left the program
before graduation.’* In this study on the Edwards Personality Pre-
ference Schedule “Change” ranked fifth for the successful students
and fourth for the unsuccessful students. The other personality
test administered to these students was the Cattrell 16 Personality
Factor Questionnaire. The unsuccessful students mean score on Q,,
where “a high score indicates radicalism in attitudes and tempera-
ment as opposed to conservatism,””*® was higher than the mean score
for the successful students ; the significance of the difference between
means was at or beyond the .05 level.*®

Torrance carried out another study in a diploma school of nursing
in the United States using the Minnesota Test of Creative Thinking
and her results indicated “that nursing education does not necessarily
reduce the creativity of its students and eliminate the most creative
students.”*’

The researchers in these instances all cautioned against general-
izing from their findings, but they do indicate by their areas of study
that in nursing there is an interest in reasearching the relationship
between security and some factors related to creativity. However, the
frequent stress placed on step by step procedures in teaching and
practice, servant relationships to doctors and administrators, and
autocratic administration should not be discounted as causes for

6



drop-outs from nursing schools and reasons why some nurses leave
nursing in search of jobs where it is easier to grow and where tradi-
tion is not as strong a dictator of practice.

DEVELOPMENT

As a person looks about he can see that there is little growth with-
out attention, The plant without water dies, the play without an
audience is forgotten, the product without a user disappears from the
shelf. Creativity as a potential in all individuals will rarely flourish
unless the environment, through the many phrases of life, is condu-
cive to its growth. The child whose parents say, though often only by
action, T will love you if you are good, or, do as I say, is being taught
conformity, not creativity. If the exploring instinct leads to punish-
ment or loss of love, it is going to be used as a motivator of behavior
with greater hesitation. If in school the teacher expects the student
to listen, and if examination results depend on how much can be
memorized, or if the student can reproduce what he knows the teacher
wants, then where is the incentive to try something new? Where is
the stimulus to read the book not on the bibliography, to write the
paper that is different, to try the experiment just to see what the
results may be? In an environment where conformity is rewarded;
the knowledge that experimentation is part of learning may take the
individual years to discover — for many the realization may never
come.

The environment of a school at any level should be evaluated
not by the philosophy on paper, but on how it is communicated to
and by the teachers. The words of Sir Arthur Currie as quoted by
Kidd suggest an environment where stimulation of creative potential
would be a primary goal:

We do not want you to be the echoers of a thousand
platitudes but originators of new and larger ideas
... The task of education is to make men alive,
to send them out alive at more points, alive on
higher levels, alive in more ef fective ways **

The learner at all points in life must be aware of using his many
capabilities, and be anxious to experiment with new and different
ways of utilizing them. In his path of discovery he may well initiate
something, though small, that will change the pattern of work, play,
or living of many others. If, however, he never tries, no one will
know what has been lost. This is the intangible part of discovery: if
it does not work, many will be anxious to criticize, but if it had not
been tried, the fact it would not work would never be known. Yet
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out of the mistake may come another idea that may change many
patterns. Development takes time in an environment where there is
room to move. A leader can create an environment in which con-
formity or creativity is fostered. If creativity is accepted as a major
motivator to better performance, then an organization should consi-
der these words of Mayer:

. to enable the modern working man to attain
high levels of performance together with inner
satisfaction, one must create for him in the or-
ganization of his work ample space for personal
development, possibilities of individual initiative
and the self-responsibility and freedom in which
he is required and challenged to utilize his know-
ledge and his ability. It is within this realm that
such personal self-realization is developed with an
accompanying high level of material production.®

In nursing there are many questions that must be answered. Is
the education realistic in baccalaureate or diploma schools, realistic
in the light of the work environment after graduation? How can
we create an environment in the schools and the service area where
growth will be seen as a life long process? For example, there is
something very wrong, where in the educational setting the student
is encouraged to acquire skills in interpersonal relationships and pro-
blem-solving techniques, and then finds when she moves into the
work environment she is “on medications.” Tt is likely to be a full-
time job when done functionally, so her contact with the patients is
when she administers the drugs — not before to assess need — not
after to assess effect. She is following an order in a system. If she
stays in the job because it is convenient, she must give up part of
herself, or transfer that part away from the job. Development has
reached a turning point and growth through learning endangered.

The answer to the challenge of how to promote growth of em-
ployees is not simple. Some nursing departments may find the answer
if they are willing to experiment, some may have answers thrust upon
them from outside, and others because of fear of change will con-
tinue to impede the growth of those who come to them for employ-
ment.

CREATIVE PROCESS

Crosby suggests four steps that are involved in the creative pro-
cess: preparation, incubation, illumination, verification.?® Prepara-
tion involves recognizing that there is a problem, setting limits, and
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gathering information.*® The danger at this point is to look for a
solution in the context of familiar patterns; the creative thinker
will look for analogies.?? Incubation is that period when no solution
seems evident, or no line of attack open. Then the thinker goes off
about some other business and suddenly a solution, method of attack,
or partial solution presents itself.*® ITllumination is “the object of all
preceding effort in the crucial event which has been called illumina-
tion or insight.”?* Verification is when the evaluation of the solution
is carried out by the creator and his colleagues.?®* De Bono in a
description of what he calls lateral versus vertical thinking suggests
many of the same ideas. He describes vertical thinking as digging
the same hole deeper.*® This is similar to Crosby’s warning asso-
ciated with looking to familiar patterns for solutions to new pro-
blems. Lateral thinking, on the other hand, is similar to the idea of
looking for analogies, for “lateral thinking is thinking sideways:
not developing a pattern but restructuring a pattern.”?” However, de
Bono strongly disagrees with the idea that creative thinking neces-
sarily follows steps, but believes rather that it “proceeds by any
means whatsoever, so long as change is brought about.”*®* The
creative process is more than problem solving; while in many
instances progress toward change is facilitated by following a pat-
tern, creativity implies freedom from conformity. The creative idea
may well come before the problem is recognized; still the organiza-
tion will be better for it.

De Bono throughout his article stays away from the use of the
word creative and gives the following reason:

I have deliberately avoided using the word ‘crea-
tivity’ in connection with lateral thinking because I
think it too glibly fashionable.?®

This is a warning about the pedantic trap similar to the warning of
an educator who says:

Teaching only facts is beginning to have a per-

nicious sort of comnotation in the minds of some

of our highly-placed Canadian educators these

days, so they use high-sounding words instead of

‘facts’, words like understanding generalization,

concepts, or even principles.®®

This is no different than the trap created by fear; the fear that
prevents people from being themselves willing to admit their own
leanings and beliefs. As a nurse educator says:

With constant emphasis being placed on democra-
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tic values in all administrative literature, hardly
an administrative literature, hardly an administra-
tor, and certainly not a nurse administrator, dares
to admit to autocratic leanings.™

Creativity, principles, democracy are only words; what they mean
can be found in the dictionary ; interpretation of them appears in the
literature of many disciplines. The environment where they can be
behaviorally implemented must be created by people.

SUMMARY

Creativity is a potential of each individual, but this does not mean
everyone can create or discover something that will receive world
acclaim. This is not the goal the organization should expect. The
responsibility, however, of parents, schools, businesses, and society
is to encourage the growth of natural experimental instinct.

When leadership can give equal consideration to
ideas in conflict as to ideas in accord, propagators
of ideas will become self-directed and self-respon-
sible. Then leadership becomes an inventive pro-
cess, rather than a directive one, and encourages
the worker to evaluate his ideas so that ideas
have a sense of timeliness and purpose.®®

The responsibilityof nursing leaders is to create an environment
where the neophytes and practitioners can grow to their full potential
as individuals. They must encourage the development of problem-
solving skills so that self education continues as a life-time goal. They
must communicate verbally and nonverbally their acceptance of
change. If the environment is one where new approaches are dis-
cussed, tried, and evaluated, needed changes will be made and ac-
cepted.

In this atmosphere there will be less stress placed on knowing
“how-to-do-things™ and more on understanding and adapting to meet
the individuality of situations. Hilliard puts the question of creativity
to nurses in this way:

The artist can elect to work on a numbered paint-
ing. This will not tax his creative energies; yet he
will end wp with a finished picture. Or he may
choose to do an original oil. He will paint, stand
back and assess, add color here and subdue a
shadow there. When he is finished, he will be able
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to say, ‘Here is an original work. But with the
numbered painting, he can only say, “I've done this
according to a preconceived pattern and it is pass-
able.’*®

She follows this picture by asking, does the patient not deserve
the “oil painting” approach? In many hospitals the “numbers” ap-
proach is often the case. Nursing must ask why. It is not good en-
ough to say there is a shortage of nurses, that nurses are required
to spend too much time on non-nursing duties, or that institutions
require conformity. The individual nurses must be encouraged to be
responsible for expressing their views without fear, and helped to
see that to keep their own originality, they must guard the right to
provide creative care for patients.
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COLLECTIVE ACTION FOR CONTINUING
EDUCATION

The experience of one group of health professionals who worked
together for two and a half years in order to launch a program in
intensive care nursing. Cooperation of many segments of the com-
munity is demonstrated by descriptions of the multi-faceted activi-
ties undertaken by the communily project commitiee. The author,
who chaired the project committee, suggests the wtility of such a
model for collective action i a complex and rapidly changing world.

JESSIE MANTLE
Assistant Professor, Faculty of Nursing
The University of Western Ontario

Z?_\ LL SEGMENTS of society are vul-

nerable to change and the pressure to change increases steadily as
the world becomes more complex. Individual segments become more
and more interdependent and changes in one segment influence and
are influenced by changes in other segments.

The wide-scale emergence of intensive care units exemplifies one
response to the continuously and rapidly changing care of the acutely
ill patient. The emergence of the unit as a response to advances in
medical knowledge and changes in health care technology and delivery
has now become a pressure point making demands for change upon
other segments of the health care delivery system. The educational
subsystem, in particular, is being required to respond creatively if
these advances are to be translated into means for improved patient
care.

Programs in basic nursing education are designed to prepare gener-
alists, not specialists. As Murray has noted, the diploma schools simply
do not have the time to provide instruction in much more than basic
general duty nursing.! This is in contrast to the needs of intensive
care unit nurses who require a sound base of specialized knowledge
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and technical expertise as well as a capacity for high level clinical
performance in crisis situations.

One way to meet complex situations is to band together and com-
bine resources with others who have similar problems, interests and
goals. What, then, is the way in which all concerned segments can
most effectively be brought together to serve the immediate needs,
as well as keeping pace with the changes that are certain to come? It
is the premise of the author that the nursing community could, in
many instances, provide the initial thrust that brings together the
component segments, This paper documents one such response and
in doing so, offers one model for use by others in similar situations.

Nurses working in intensive care units sought to improve patient
care by upgrading their clinical competency. The means chosen was
the development of a post-diploma intensive care nursing program.
The combined efforts of nurse-practioners, nurse-administrators,
nurse-educators and their medical colleagues was necessary to achieve
this goal. Consultant services were provided throughout the two and
a half year project by the Registered Nurses’ Association of Ontario.
Support and assistance were given by local health agencies and
educational institutions, the Ontario Medical Association, and the
Ontario Hospital Association at various points in the development of
the project.

A summary of the various stages of the project is present in
Figure I. A detailed discussion of each phase follows the summary.
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FIGURE 1

STAGES OF THE PROJECT

I. INITIAL IDENTIFICATION OF NEED

a. preliminary discussions at the grass roots level

b. preparation and presentation of areas of concern
and unanswered questions by community agen-
cies to the university

c. preparation of application for grant to examine the
feasibility of developing a program in intensive
care nursing

d. acquisition of funding to undertake the investiga-
tion

II. FORMATION OF INTENSIVE CARE NURSING
PROJECT COMMITTEE

a. appointment of a research assistant

b. selection of committee members

ITI. PROJECT INVESTIGATION

a. identifying areas of focus

b. determining information requirements for program
planning

c. developing tools and methodology of investigation
d. gathering and analyzing the data

e. preparation of the final report

IV. .PRESENTATION OF RECOMMENDATIONS
AND FINAL REPORT TO THE PROJECT
COMMITTEE

V. PRESENTATION OF PROPOSAL FOR THE
PROGRAM TO APPROPRIATE GROUPS
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INITIAL IDENTIFICATION OF NEED

Discussions by local nurse-administrators and nurse-practitioners
focused on their concern about the high demands for clinical com-
petency required of the intensive care staff nurse—requirements for
which she had not been prepared in her basic nursing education,
Their deliberations culminated in the decision that a formal post-
diploma course in intensive care nursing was one solution to their
problem. Where and how such a course should be given and to what
degree it might and would be supported beyond the local area were
major questions to be answered.

A document was prepared outlining the group, its concerns and
areas needing investigation. This document was then presented to
the Faculty of University at the university with a request for assist-
ance in planning further action.

A research proposal and request for funds, co-signed by the
representatives of the agencies and the Faculty of Nursing,
was presented to a private foundation. In response, the Richard
Ivey Foundation provided a three thousand dollar grant for
a three-month investigation. A member of the Faculty of Nursing
was assigned to the project. A staff nurse from a local intensive care
unit was released from her staff duties to undertake the investigation
as a research assistant. Her qualifications included a nursing degree
as well as experience in teaching and intensive care nursing. Salary
for the research assistant was provided by the grant and the employ-
ing hospital maintained this worker’s usual fringe benefits. Consul-
tant services in research methodology were provided by members of
the university community. This style of cooperative arrangement on
the part of all concerned groups became the prototype for the develop-
ment of the remainder of the project.

FORMATION OF THE INTENSIVE CARE
NURSING PROJECT COMMITTEE

A formal committee was developed to ensure that all interested
persons in the community could contribute to the planning. Included
were representatives from the Faculty of Medicine, the Faculty of
Nursing and the local College of Applied Arts and Technology where
courses in respiratory technology and anatomy and physiology for
diploma schools of nursing are offered. In the latter case it was
felt that these subject areas would be an integral part of any pro-
posed program in intensive care nursing and involvement of the
College at the beginning of the project would be important for pro-
gram planning.
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Representatives of the local hospitals who sat on the project com-
mittee provided information relating to staff needs as well as their
expertise and experience in intensive care nursing. Since these same
hospitals would also provide the clinical practice settings, their in-
volvement from the outset of the project allowed a realistic assess-
ment of available resources and how they might best be used.

Figure II shows the relationship between the Intensive Care Nur-
sing Project Committee and concerned community groups, the re-
search assistant, and the professional nurses’ association.

FIGURE 1II

RELATIONSHIP OF THE INTENSIVE CARE NURSING
PROJECT COMMITTEE TO CONCERNED GROUPS

Intensive Care
Nursing Project Committee:

Nurse--Practitioners

Professional Research
Nurses’ Nurse-educators Lt e
Association Assistant

Nurse-Administrators
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< S O

Local Hospitals Educational Nursing & Medical
Institutions

The project committee became the vehicle for bringing together
many elements in the community who normally worked in more
isolated settings, thus giving all participants experience in joint plan-
ning for health education.

PROJECT INVESTIGATION

The purpose of the three-month investigation was first, to deter-
mine the need for a formal educational program in intensive care
nursing for registered nurses and secondly, to determine how best
it might be developed.

The local community had already indicated its support for such a
program and provincial association representatives suggested that
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the majority of Directors of Nursing felt such a course was desir-
able. Since this general evidence was supportive the decision was
reached to focus primarily on matters relating to the methodology of
organizing the program. At the same time data gathering could in-
clude additional information on the specific nature of the need. The
design was such that if the earlier evidence of need was not supported
by this investigation, these findings would be available early enough
to halt the progress of the project before too much energy was ex-
pended.

The first task became one of identifying all major information
sources which could provide valuable input and supply readily avail-
able data. In addition, they offered procedural guides to course
development and suggested the broad constraints under which any
program would have to function. Figure III outlines the type of
information requirements deemed necessary for program planning.

FIGURE III

INFORMATION REQUIREMENTS FOR PROGRAM
PLANNING
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Four areas were selected for investigation: verification of the
nature of the need for the course; selection of the appropriate educa-
tional setting for the program; identification of the most appro-
priate methods of program organization ; definition of theoretical and
clinical course content relevant to meeting the needs of both inten-
sive care patients and the nursing staff who care for them.

A variety of tools were utilized in gathering data relevant to
making decisions about each of the above areas. These are sum-
marized below.

1.

Development of a four-part questionnaire to ascertain answers
to specific questions relating to determining the need and man-
ner of organization of an intensive care nursing course. Guide-
lines developed by the Registered Nurses’ Association of On-
tario® ® * ® ¢ were utilized as a basis for determining questions
about the organization and curriculum content which would be
needed. Selected nursing staff in all hospitals within a 60 mile
radius of the target area and with medical-surgical units of more
than fifty beds were surveyed by use of a questionnaire. Of the
29 hospitals in the area who agreed to participate, 17 of these
had intensive care units, and the hospitals varied in size from
101 to 1,000 beds. The respondent group included the 29 Direc-
tors of Nursing, 16 Supervisors of intensive care units and 174
intensive care unit staff nurses. Information relating to need,
organization and course content was sought from all indivi-
duals.

A list of “ideal” criteria was established for choosing the set-
ting in which the course should be developed. A list of possible
agencies was established and then each institution was investi-
gated and rated against the criteria.

An on-site assessment of clinical and physical facilities avail-
able in each of four participating hospitals who would provide
clinical practice settings was undertaken. This included an as-
sessment of what clinical experiences were available in each
institution, and establishment of the number of students who
could be placed in the facility at any given time.

Through a questionnaire, a list of potential part-time clinical
faculty for clinical nursing supervision was compiled.

A pool of medical doctors for teaching selected content was
compiled through a survey done by the medical representatives
on the project committee.
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6. A draft job description for the Project Director was devised
and circulated among committee members prior to the develop-
ment of a job description subsequently used for hiring pur-
poses. This position was advertised in the press and hospitals
across Canada.

7. Conditions under which financing could be obtained were de-
termined at a project committee meeting with the representa-
tives of the funding agency.

8. Data about current courses in intensive care nursing in Can-
ada were compiled and analyzed for their relevance to program
planning.

CONCLUSION OF THE PROJECT

A final report”™ was prepared in which the findings and recom-
mendations from the investigation were detailed. The earlier identi-
fication of the need for the course was supported by the data provided
from the questionnaires. Fanshawe College of Applied Arts and
Technology was selected as the appropriate site, and the approval
from the governing body to undertake the course was obtained. A
basic core curriculum was developed using the findings of the ques-
tionnaires combined with the guidelines established by the Regis-
tered Nurses’ Association of Ontario.®®° Clinical facilities were
secured which would allow the faculty to meet the stated objectives of
the program. A well-qualified person who was prepared to take the
position of project director had been selected. Funding for a series of
short courses of four, six, and eight weeks duration, to be given over
a two-year experimental period, was provided by the Physician’s Ser-
vices Incorporated Foundation. A proposal for evaluation was writ-
ten into the final report to assure that money would be available to
conduct an investigation which would attempt to measure the effect
of the program on the nurses’ performance in their first positions
following completion of the course.?

The final step was the presentation of the proposal for approval
to the local health sciences coordinating committee and then to the
provincial government. Approval was obtained and the first course
commenced in October, 1972,

Figure IV summarizes the activities undertaken by the various
project committee members during the investigation.
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FIGURE IV

PROJECT COMMITTEE ACTIVITIES
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CONCLUSION

This paper documents the experience in one community where
diverse groups of health professionals set about solving a problem
related to the delivery of health care. Group action is not without
problems, as each individual in the group must have the ability to
compromise if the overall goal is to be achieved. That such action can
be effective is evidenced here by the successful launching of a series
of short courses in intensive care nursing for registered nurses. The
experimental nature of the project with its built-in evaluative com-
ponent suggests a possible model for nursing education as it moves
into the area of continuing education for the registered nurse.
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STUDENT TERMINATION:
SAYING GOODBYE

Students experience many feelings saying goodbye
to patients. It is a faculty responsibility to assist
students wwith this process.

JEAN W. FORREST
Assistant Professor, Faculty of Nursing
The University of Western Ontario

[\ ~p how do T say goodbye?”” This

is the vibrant, intense question that is posed each year by alert and
caring nursing students, who must leave their patients because of
academic requirements. In the clinical facility, the student has ex-
perienced a variety of feelings and reactions within herself : giving of
the facts and nothing but the facts; experiencing endless strands of
feeling which almost obscures the facts; plunging herself into an
interaction without any visible scaffolding to support her; spending
so long on the fundamental foundations of the relationship that she
wonders if she can tell a straightforward chain of events; and finally,
endless periods of examining intricate symbolic behaviors.

Now this must end. Yet saying goodbye is a human process. The
concrete problem of individual relationships is one of meeting,
separating, and re-establishing relationships. This is a process of
change, yet the process itself remains identical. Saying goodbye is a
symbol of our limited ability to control our interpersonal relation-
ships with others, including our own final separation from others.

Saying goodbye evokes many behaviors: the anxiety of separation,
sadness at future loss, angry frustration at mutual helplessness, a
sense of closeness and of distance, and a fear of change.! It is bound
up always in the quality of feeling evoked. As the merit of the inten-
sive one-to-one nurse-patient relationship gains in acceptance as one
of the commonalities of nursing practice, students are faced with the
termination phase of this relationship necessitated by the academic
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requirements of their program.? Psychiatric nursing educators are
aware that termination is an inherent part of the learning exper-
iences of students.® Termination is primarily considered to be an
ending, but the ending is the face-to-face encounter. The depth of
feeling evoked by this experience remains.*

A therapeutic, interpersonal, and effective use of self is the very
basis of nursing.® Psychotherapeutic nursing involves those inter-
ventions which nurses use to assist the patient to develop healthy
behavior patterns in a consistent manner. This permits patients to
develop less anxiety-provoking, more satsifactory relationships, and
allows opportunities for less threatening relationships with others.®

The concept of separation anxiety, introduced by Freud, begins
with the impending departure of a significant person.” The perma-
nence of the separation initiates the mourning process which follows
the loss of a significant person.® These two processes come to pass
when any human relationship terminates.” With the loss of a signi-
ficant, dependable person, there is an inpact of much distress, unless
there has been preparation for this event.*

PROCESS OF TERMINATION

Nevertheless, even if everything cannot be known explicitly, some-
thing can be known about this process. It is necessary to cull and
examine the process, the participants, and their behaviors carefully.
One of the most significant aspects of the termination phenomenon
is the student, who, while saying goodbye to her patient, is often
leaving much more. In our program, psychiatric nursing is scheduled
in the final year of her program. She is leaving her student days;
saying goodbye to friends, teachers, classmates; leaving a familiar,
structured environment; facing uncertainty and change; and in ad-
dition, must say goodbye to patients whom she has come to know
well** The student must come face-to-face with realities she would
sooner put behind her.

Although nursing faculty and administration do give careful con-
sideration to the frequency, impact, and effect of patient transfers,
yet termination must occur, because people, in their professional and
personal lives, inevitably must leave one another. This is the very
essence of life which develops through struggle and change.

Before the actual loss, separation anxiety is the shared feeling.
“At the time of the final goodbye, the feeling is one of displeasure
because personally satisfying behavior patterns must cease. The
feeling is now a mourning for the loss because of this void in future

24



interests and satisfaction.'* Examination and consideration of the
process in relation to the three participants and their behavior re-
sponses gives us some insight and discovery into the subtlety of the
process.

THE PATIENT'S BEHAVIORS

The broad, full-face meaning of the situation evokes varied be-
havioral contrivances and has a variety of significances. Reaction to
this loss covers the full scope of human behavior. Intensity is not
equated with precision at this time of the nurse-patient relationship.
The patient may exhibit the emotional forces of sadness, guilt,
jealousy, helplessness, relief, disintegration, anger, gratefulness, and
anxiety. The last behavior is the most frequently experienced.'®

The behavioral devices frequently used by patients are denial,
suppression, withdrawal, and regression. The patient’s first response
is to deny or suppress the impending loss. The fundamental recogni-
tion, by the patient through appropriate nursing intervention, will
help him to be able to handle separation anxiety. When denial is re-
solved, then the significance of the loss must be worked through.'*
Should withdrawal occur, the patient brings on precipitate termina-
tion by absenting himself from the anxiety of the situation. Similarly,
if the familiar regression behavior occurs, both behaviors require the
nurse to assist the patient mobilize those healthier aspects of his be-
havior with a courageous realism. A satisfying way is for the patient
and student to discuss their memories of the experiences and feelings
they have shared together.'®

THE STUDENT NURSE’'S BEHAVIORS

Other parallels are also occurring because the student is expe-
riencing the human feelings of anxiety, guilt, sadness, anger, relief,
apathy, and somatic woes.*® It is imperative that the student recognize
with perspicacity the appropriateness of her behaviors. If there is not
emotional feeling at this time, but only a toleration of this experience,
then it is my own personal opinion there has been little professional
growth. The student must not only look at this process, but must be
involved in it as well.

Termination is instituted at the first meeting as the student deter-
mines with the patient the length of the nurse-patient relationship. At
this time, termination seems very far in the distance, but the student
must force the issue by reminding the patient of termination at inter-
vals. The patient and student can then begin to work through the
phenomenon rather than accept it as a mechanistic process. The focus
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of nursing intervention must be directed to awareness of anxiety and
the sense of impending loss by confrontation rather than to permit
denial.

The behavior of the student at this time becomes part of the be-
havior of the patient. If the termination is precipitate, the patient
feels abandoned. If the termination is denied, the patient feels angry.
If the termination is not realistically worked through, but prolonged,
then the patient’s fantasies of escapism, wishful thinking, and un-
realism continue.

Therapeutically, the process must be worked through to completion
utilizing the defense mechanisms which have been helpful previously
for the participants. Gradually they draw and accept the reality of
this event and the impending date of separation. The many feelings
are expressed and the sadness is shared. In the final stage, the par-
ticipants separate and accept their shared loss retaining their own
poignant memories. The relationship they have built together ends
at this final intense goodbye.

Understanding her own feelings and with appropriate faculty
supervision, the student is able to grow professionally from this ex-
perience and should then be able to transfer to similar experiences.
She also achieves her primary objective of helping the patient to
maintain his healthier behaviors through this human experience. It is
basically the need of all human beings to become, through acting
together, more fully human.

THE FACULTY ADVISER'S BEHAVIORS

The faculty adviser, who supervises the professional practice of
the student, is also an integral part of this experience, This is not a
new experience for her as the termination phenomenon is repeated
yearly with students. Nor are the students’ achievements on the same
scale in this experience. The faculty adviser is able to assist students
to examine their own human feelings and to realize this is an expe-
rience which will reoccur many times during their professional and
personal lives.

Faculty, who absent themselves from this process by assailing the
student with her weaknesses, is actually remaining apart from the
process. The student then picks up this behavior and acts in a similar
way with her patient. The involvement of faculty benefits everyone,
but when faculty avoids the experience, there is interference with
student learning, and the patient is also denied therapeutic learning.
Faculty can, therefore, interfere with a complete and satisfying ex-
perience. Faculty, who find this a difficult experience, are able to
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receive mutual support by sharing their feelings with other members
of the psychiatric nursing faculty. With the involvement of all three
participants, the student is supervised experientially.'” She is then
able to share with her patient the feelings of sadness at this termina-
tion experience.

CONCLUSION

The real criterion of saying goodbye is the human experience. The
student must deal with it in this manner. Mini-termination expe-
riences occur for students at the Christmas holiday or break week
periods. Students then have a beginning opportunity to look at the
phenomenon and to realize the significance for the patient as well as
for themselves. They also can begin realistic planning for termination
at the end of their academic term.

Too often this experience is oversimplified. The subtle suggestion
is that the cards are stacked or the complacent rationalization is that
patients naturally act this way and that students must be stoic.*® This
results in the withdrawal, suppression, or denial behaviors of the
student as well as the withdrawal suppression, denial, and regression
behaviors of the patient. Separation anxiety and mourning for the
loss occurs for both participants but growth enlarges their ability to
relate to others through their gained insight into this particular
phenomenon.

The opportunity to understand this experience as a human
reaction will permit them to repeat similar termination experiences

with others appropriately in the future. Termination is a life-com-
munication experience,

“Goodbye,” said the fox. “And now here is my
secret, a very simple secret: It is only with the

heart that one can see rightly; what is essential
is invisible to the eye.”*®
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THE LANGUAGE OF SPACE:
A SILENT COMPONENT OF THE
THERAPEUTIC PROCESS

The concept of space as a silent message in communication
and its relevance to the therapeutic process — the author
suggests that nurses must be sensitive to the spatial needs
and cues of patients, and should be certain that their own
spatial cues convey a message congruent with the intended
communication.

BARBARA G. BROWN
Assistant Professor, Faculty of Nursing
The University of Western Ontario

‘When I use a word,” Humpty Dumpty said in a rather
scornful tone, ‘it means just what I choose it to mean —
neither more nor less.’

‘The question is,” said Alice, ‘whether you CAN make words
mean so many different things.’

‘The question is,” said Humpty Dumpty,’ which is to be
master — that's all.

Lewis Carroll
Through the Looking Glass

/ s LTHOUGH Humpty Dumpty went

on to boast that he could manage all words, Alice remained baffled
by what he was saying and termed her encounter with Humpty
Dumpty unsatisfactory. Humpty Dumpty managed the words and
Alice heard them, but the information gathered by Alice’s ear did not
reveal to her what Humpty Dumpty had chosen the words to mean.
How often do we like Humpty Dumpty fail to communicate the
message we intended our words to convey? Why, we frequently ask,
are our words not understood as we intended? Not only are there a
variety of semantic interpretations for words, but also accompanying
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our verbal communication is a host of other cues conveyed by our
tone of voice, our manner, body movements and gestures, and how
we position ourselves in relation to the other person or persons.

Intimately involved in the decoding of the message is the recipient’s
perception of our communication. Perception may be defined as a
process of selecting, organizing, and interpreting sensory data. Why,
when there are human beings whose sensory apparatus and its ar-
rangement are similar, and who are exposed to the same experience
— that is, virtually the same data are available to be fed into their
sensory systems — does the response of each tend to be different?
Do some misperceive? Taguiri noted that the process of perception
involves three major elements: the situation in which the person to be
judged is imbedded; the person apart from the situation; and the
perceiver himself.! Each of these elements of the process of percep-
tion as well as the component parts of the process, selecting, organ-
izing, and interpreting, provides a potential source of variation. The
idiosyncratic interpretation of a situation, according to Heider, is
the result of perceptual style, rather than errors in perception.? Each
person tends to develop a characteristic or distinctive mode of per-
ceiving. One of the determinants of an individual’s perceptual style is
culture,® and one of the ways in which culture affects the perceptual
process is through an individual’s culturally learned use of space and
spatial cues. Physical space is a culturally learned symbol and as such
interposes a nonverbal message into the process of communication.*
It is to the concept of space, man’s culturally acquired need and use
of it, and its relevance to perception, communication and the thera-
peutic process that the remainder of this discussion is directed.

Most of what has been written about man’s spatial needs and his
use of space as a silent communicator has been based on the studies
and writings of anthropologist, Edward T. Hall, and psychologist,
Robert Sommer.® ¢ It is only recently, noted Hall, that much atten-
tion has been given to the idea that man’s boundary does not begin
and end with his skin. But, he has around him as extensions of his
personality a series of expanding and contracting fields which pro-
vide information of many kinds. Man’s perception of space is dyna-
mic, being related to what he can do in a given space. The disposition
of people toward each other is a crucial determinant in how space or
distance relative to one another is used.”

Hall, who had studied the relationship between culture, space, and
communication, has coined the term “‘proxemics” to refer to “the in-
terrelated observations and theories of man’s use of space as a spe-
cialized elaboration of culture.® From observations of, and interviews
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with, healthy middle-class Americains, Hall has identified four
distance zones which are learned in childhood and maintained
throughout life in social situations. Each distance zone has a near
and a far phase. These four distance zones are: (1) Intimate Dis-
tance: the near phase in the distance of love making and wrestling,
comforting and protecting. The far phase extends from six to eight-
een inches. Within this distance zone the presence of persons other
than with whom they are intimately involved is experienced as dis-
comforting by Americans. It is not considered proper to use this
distance in public. In crowded situations, such as public transporta-
tion and elevators, intimate distance is tolerated, but is countered by
special behavior which threats others as nonpersons. The individual
remains rigid, withdrawing and pardoning himself if he touches an:
other person. His eyes are lowered or focused on an inanimate
object, allowing no more than a passing glance at any unknown per-
son. (2) Personal Distance: this is like a “protective bubble” that
person maintains between himself and others, keeping all but close
personal contacts outside. The near phase is one and a half, to two
and a half feet. A wife, but not another female, may stay within
her husband’s personal distance zone with impunity. The far phase,
extending from two and a half, to four feet, represents the limit of
physical domination — beyond this distance no one touches or ex-
pects to be touched without some special effort. (3) Social Distance:
the near phase, from four to seven feet, tends to be used by people
who work together. Impersonal business takes places at this distance.
To stand and look down at a person from this distance has a domi-
neering effect. Conversation conducted from the far phase, extending
from seven to twelve feet, conveys a more formal character. The voice
has to be raised, and at this distance it is more important to maintain
eye contact than at a closer distance. To fail to do so shuts the other
person out and halts the communication. A special feature of this far
phase of social distance is that it can be used to insulate or screen
people from each other. People can be in the same room at this
distance and remain uninvolved without appearing rude. (4) Public
Distance : this distance is well outside the circle of involvement. The
near phase is from twelve to twenty-five feet. If threatened, an
alert person can take evasive action at twelve feet. The far phase is
twenty-five feet or more. Details of facial impression, movement,
and the normal voice are lost, and must be exaggerated or am-
plified at this distance. The distance automatically set around impor-
tant public persons is thirty feet.?

Sommer uses the term “personal space” to describe the area sur-
rounding a person’s body from which intruders are excluded. “Per-
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sonal space” incorporating the concepts which Hall has indicated is
encompassed within the personal distance zone. But, in addition to
referring to the emotionally charged zone around each person, Som-
mer uses “personal space” to refer to the “processes by which people
mark out and personalize spaces they inhabit.”** Like Hall, Sommer
did not regard “personal space” as absolute, but saw it varying with
the relationship of the persons, the location of others in the situation,
and bodily orientation of those involved relative to each other. Ac-
cording to Sommer, personal space does not extend equally in all
directions: a stranger can be tolerated closer to the side than directly
in front of a person.

Sommer conducted a series of studies of invasion of personal space.™
Individual’s privacy or personal space was intentionally encroached
upon by investigators who seated themselves close to the selected
subjects. The usual reactions to this intrusion initially were subtle
indications of discomfort, tapping, restlessness, shifts in posture,
and invariably the subject would subsequently remove himself phy-
sically from the area. Sommer concluded that invasion of personal
space has a “disruptive effect and can produce reactions ranging from
flight at one extreme to antagonistic display at the other.”** Personal
space is analogues to a “portable territory” being carried with the in-
dividual wherever he goes. It is very closely related to an individual’s
sense of self, and invasion of a person’s space is intrusion into his
self boundaries.’®,'* In ascertaining if spatial invasion has occurred,
proposed Sommer, it is essential to determine if the persons involved
perceive each other as persons. Personal space cannot be invaded by
a nonperson.!?

How one uses space is a culturally acquired phenomenon, and
within a culture, personality and environmental factors affect spatial
needs and use. Introverts place a greater distance between themselves
and others than do extroverts. A high noise level, low illumination,
and shared fear tend to reduce distance, while fear of rebuke tends to
increase 1t.1%17

Crowding or cramped situations may force persons into behavior
or relationships that are overly stressful. As stress increases, people
become more sensitive to crowding. Thus, a vicious circle is begun. As
people experience increasing stress as less and less space becomes
available, more and more space is required. It is extremely important
to recognize the various zones of involvement and the activities, re-
lationships and emotions associated with each. Proxemic patterns
indicate some of the basic differences between people, and they are
differences, noted Hall, which can only be ignored at great risk.*®
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This concept of space, man’s needs and use of space, carries with it
implications for those involved in therapeutic endeavors. The pa-
tient’s or client’s perception of his physical and social environment
will be mediated by his spatial needs and the spatial cues he receives.

In planning for the care of a hospitalized patient, do we consider
his need for space and a place of his own? Moore and Garbe base
their discussion of the hospital environment and spatial needs of
patients on Hall’s work.?® An individual entering hospital is usually
under stress which increases his sensitivity to crowding. Rooms
should, therefore, be adequately large and arranged so that the pa-
tient does not perceive invasion of his personal space. Can he move
around in bed or in the room without bumping into equipment or
furniture? “Space in which the arms could be outstretched without
overlapping the furnishings,” is the unconscious requirement.*® The
space should permit placement of the visitor’s chair at the “correct”
distance, depending on the relationship of the visitor.

Is the arrangement of the furniture in patient waiting rooms or
lounge areas flexible enough to facilitate visiting with relatives,
friends, or other patients? Is it arranged around the periphery of the
room tending to keep them apart, rather than in groupings which is
more likely to bring people together and allow some privacy in con-
versation?

Do we allow a hospitalized patient personal space, his portable ter-
ritory or do we make it evident that he is an intruder in our “territo-
ry” by invading his space unannounced, and arranging furniture and
equipment for the convenience of nurses and physicians without
consideration of the patient? If we violate the personal space of the
patient and he is in a position where he cannot escape, then he may
be expected to experience discomfort and stress. The nurse, and
other hospital personnel, could relinquish at least part of their hospi-
tal territory to the patient by “knocking at his door, by introducing
herself by asking his preference, by addressing him by name, or even
by letting him chart his own medication.”

Are we sensitive to the interaction of our own personal spatial
needs with those of the patient or client? Do we because of our own
spatial needs refrain from coming to close to a patient or touch-
ing him, conveying an aloofness, or do we remain too close causing
him to feel uncomfortable? Do we consider his emotions? When he
is afraid, because of pain or the unknown situation, do we remain
closer to him? When we carry on a conversation from the foot of
the bed or at a distance, looking down on him, we are probably silent-
ly implying our dominance over the patient. When we stand at the
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bedside or within hearing distance of the patient discussing his con-
dition with another nurse or doctor without including the patient,
treating him as an object or part of the background, we are conveying
to him that he is a non-person; a nonhuman being. The substance of
a conversation can demand special handling of space. Do we stand
at the door of the room or at the other end of an intercom expecting
a patient to communicate a message which may require closer
distance?

The spatial cues of the situation, those emanating from the per-
son, and the spatial needs of the perceiver all interact to affect the
process whereby the perceiver selects, organizes and interprets the
sensory input. If we wish the input to be therapeutic, then we must
learn to read the silent communication as well as the spoken ones. It
is essential that we become sensitive to the spatial needs of each
patient or client as an individual with a culturally learned pattern,
and who is now in a particular emotional state. We need to be aware
of our own concept of space and how we make use of spatial cues —
what are the silent messages we convey? Are they congruent with
the intended messages and aimed at assisting the patient to regain or
maintain his health? We must be certain, as was Humpty Dumpty,
that the words and message mean to the patient what we choose them
to mean.
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A COMPARISON OF BLOOD PRESSURE
READINGS TAKEN SIMULTANEOUSLY
BY FACULTY AND STUDENTS

This research paper has implications for further study
by teachers in the clinical area.

SHEILA M. CREEGAN
Assistant Professor, Faculty of Nursing
The University of Western Ontario

IN THE clinical setting, judgment-

al decisions based upon collected physiological and psychological data
cannot be expected to be bettter than the accuracy of these data.”* This
study concerns the accuracy of blood pressure readings taken by
students in the second year of a four-year generic nursing program
when compared to simultaneous readings made by a member of the
school faculty.

The problem for this study was, therefore, how do blood pressure
readings taken simultaneously by a student and her instructor compare.
Gunn, Sullivan and Glor reported no significant differences between
observer recordings of simultaneous blood pressure readings using
cither simultaneous anticubital or brachial procedures.* They, how-
ever, stated that “Because these studies used only two observers, the
findings are merely suggestive and should be confirmed using mul-
tiple observers.”® In a study designed to test inter-observer reliability
of blood pressure readings Glor, Sullivan and Estes found that there
was no significant difference in either the systolic or diastolic
measurements recorded by registered nurses, non-professional nur-
sing attendants and student nurses.*

Putt, in a study designed to look at how blood pressure measure-
ments taken by palpation of the brachial artery compare with readings
obtained by auscultation of the same vessel,® found that the mean dif-
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ference in readings obtained on fifty patients by two independent
observers both for simultaneous auscultation and palpation were well
within “the mean error of 8.00 mm. of mercury that the American
Heart Association states may be expected for individual readings of
systolic and diastolic pressures in normal persons.”®

OBSERVERS

The participating students were all completing their second year
of a four-year baccalaureate nursing program. They had all received
instruction in the physiology related to blood pressure measurement
and the procedure to be followed when obtaining this particular data
for assessment of patients’ well being. During the year, students were
provided with experience in caring for mothers during the maternity
cycle. As a blood pressure record is one of the ways of assessment
of physiological and psychological response of the mother to preg-
nancy, labour and delivery, it was a technical skill that the students
were able to practice in a number of settings; doctor’s office, labour
and post-partum units. A limitation of this study, however, was that
the amount of practice or previous difficulty experienced by indivi-
dual students during the year may have differed and for this no
control was provided.

The second observer in all cases was a faculty member from the
university working with the student in the clinical area.

Twenty students and three instructors participated. This is another
limitation of the study for observer control might have been greater
if one instructor had participated throughout. However, this study
had as its major objective stimulation of student interest in analysis
of their own skills and, therefore, does not meet criteria in a number
of areas that might be anticipated if it had been designed as a tightly
controlled research project.

METHODOLOGY

All blood pressure readings were taken on patients in the first
stage of labour to whom a student had been assigned. Using the
auscultation method, blood pressure was measured indirectly using
a mercury sphygmomanometer and dual stethoscope. Two simulta-
neous recorded blood pressures were obtained on the same subject,
with one inflation of the cuff. Readings of each observer were
recorded independently.

Hochberg and Westhoff reporting a study where simultaneous bila-
teral blood pressure readings were recorded, stated: “A majority of
the population did not reveal large differences — that is, over 10
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mm. Hg.” ;" however, the mean difference between the two arms for
the systolic readings was 7.4 mm. Hg. and the diastolic 9.3 mm. Hg.
It was felt that for the present study the use of the dual stethoscope
would allow for simultaneous readings on the same arm thus negat-
ing this as a difference in readings.

Twenty paired observations were made in a two-week period on
twenty different patients.

RESULTS

Tables 1 and 2 show the blood pressure readings as recorded by
the observers and the frequency distribution of deviations. The
deviations in systolic blood pressure readings ranged from 432 to
—18 mm. of Hg. and the diastolic from +8 to —22 mm. of Hg.
These findings are similar to those reported by Putt where de-
viations in blood pressure measurements taken simultaneously by
auscultation and palpation ranged from -4-24 to —20 mm. of Hg.
systolic and 430 to —22 mm. of Hg. diastolic, but are somewhat
higher than she reported for simultaneous auscultation where the
range for both systolic and diastolic measurements was 420 to
—14 mm. of Hg?®

A comparison of the twenty paired blood pressure readings ob-
tained simultaneously on twenty patients by students and faculty
utilizing a dual stethoscope yielded a mean difference for systolic
readings of 5.2 and for the diastolic readings of 5.95 mm. of Hg.
These figures are well below the mean error of 8mm. of Hg. that
the American Heart Association stated in 1951 may be expected in
individual readings of systolic and diastolic pressures.®

38



TABLE 1

SIMULTANEOUS BLOOD PRESSURE READINGS TAKEN ON PATIENTS IN LABOUR
BY FACULTY MEMBERS AND STUDENTS

Systolic Diastolic
Subject Faculty Student Deviation Faculty Student Deviation

1 120 110 10 88 80 8
2 110 110 ] 74 80 —6
3 178 175 3 100 100 0
4 134 134 0 88 83 0
5 116 115 1 80 80 0
6 118 105 13 70 B0 =10
7 126 128 -2 86 BR -2
8 124 120 4 78 70 8
9 142 110 32 7 72 0
10 146 145 1 110 110 0
11 110 112 -2 20 95 =15
12 108 100 8 64 68 -1
13 120 120 0 86 82 4
14 110 110 0 62 68 -6
15 130 130 V] 100 100 0
16 90 84 6 60 72 =12
17 90 92 -2 56 58 -2
18 108 126 -18 76 86 -10
19 108 110 =2 76 6 =10
20 108 108 0 68 90 22
Total 239 2344 +52 1574 -119 1653




TABLE 2

FREQUENCY DISTRIBUTION OF DEVIATION
OF BLOOD PRESSURE READINGS TAKEN
SIMULTANEOUSLY BY FACULTY MEMBERS
AND STUDENTS

Systolic Deviation Diastolic
1 +32
1 113
1 -+10
1 + 8 2
1 4+ 6
1 -+ 4 1
1 + 3
2 +1
6 0 6
4 -2 2
-4 1
-6 2
-10 3
=12 1
~15 » 1
1 18 |
-22 1
N 20 N 20

The standard deviation for the systolic readings was 7.8 mm. of
Hg. and for diastolic readings 5.85 mm. of Hg. indicating somewhat
greater variability in deviations than in Putt’s study where the systo-
lic standard deviation was 5.77 mm. of Hg. and for the diastolic
readings 4.23 mm. of Hg.

A t- test for paired data was calculated and was significant beyond
the .05 level for both systolic and diastolic readings, indicating that
there was a significant difference in mean for both systolic and
diastolic measurements recorded by faculty and students.

A nonparametric sign test was also calculated and at the .05 level
of significance there was no significance in the direction of differ-
ence Z = 0.8 for the systolic readings. For the diastolic readings,
however, Z = —-2.41 was significant at the .05 level, the faculty get-
ting a significant number of readings that were lower than the
students recorded.

40



TABLE 3

COMPARISON OF SIMULTANEOUSLY OBTAINED
BLOOD PRESSURE READINGS TAKEN BY
AUSCULTATION OF THE BRACHIAL ARTERY

Systolic Diastolic
Simultaneous
Auscultation N = 20
Mean difference 52 5.95
Standard deviation 78 5.85
t-test 291 p < 05| 444 p < .05
sign test 08 p> .05 |241 p < .05

IMPLICATIONS FOR NURSING PRACTICE

The mean difference in blood pressure readings between observers
fell well within the mean error that the American Heart Association
suggested was acceptable ; however, 4 of the 20 systolic readings were
outside the limits of 8 mm. of Hg. and 6 of the diastolic readings. In
the case of the diastolic readings there was a significant tendency for
the students to have higher readings than the faculty observer. Fur-
ther exploration of their understanding of the measurement of dias-
tolic blood pressure should be carried out with the students. Periodic
checks using the dual stethoscope might be initiated to determine
difficulties.

SUMMARY

A comparison of blood pressure readings obtained simultaneously
by auscultation of the brachial artery on twenty patients in first stage
labour by two observers, one of a faculty member and the other a
student in the second year of the four-year generic program, yielded
a mean difference of 5.2 mm. of Hg. for systolic readings and 5.95
mm. of Hg. for the diastolic readings. The standard deviations were
systolic 7.8 mm. of Hg. and diastolic 5.85 mm. of Hg. The t-test, for
testing difference between means for paired data, was significant at
the .05 level for both systolic and diastolic measurements.

The sign test showed a z = 0.8 for the systolic reading and —2.41
for the diastolic readings. The standard score was significant at the
.05 level for the diastolic readings but not significant for the systolic
readings.
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The statistical analysis showed a significant difference between
the readings of faculty and students, but the mean differences were
within the &= 8mm. of Hg. considered acceptable by the American
Heart Association.
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