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LETTER

To the editor:

As an educator, clinician, and student, I am quite comfortable with
nursing models and theories. T will not have a restless, sleepless
night because of them. I am, however, tempted to question their value
and contribution to teaching and learning. T have come across many
educators who are so fed up with having models forced on them
from above that their work performance is affected. Because of job
security, many do not openly challenge the use of nursing theories in
their particular institution.

Myrna Lindstrom’s “Holistic Nursing: A Basis for Curriculum,”
(Fall, 1975, volume 7, no. 3) and Levine’s theory of holistic nursing
puzzle me. She writes : Before and during time care is given the stud-
ent must consider the sources of a person’s energy and how he is
using it.” How absurd can one get! Any nurse should know that in
health or sickness the sources of a person’s energy are the consump-
tion, digestion, and utilization of food and nourishments, especially
carbohydrates, not to mention oxygen intake and elimination of waste
products. If animals could talk, they might be able to give us a ‘lay
animal’s’ interpretation of the source and use of energy. Students
will know that from their anatomy and physiology courses. They
would also know the various routes of nourishment intake.

Learning the content of a course is no easy matter and certainly
motivation of the learner is of great importance. Now, students not
only have to learn the course content, but also the model under which
it is taught and have to constantly think of the model before and while
giving care. Can we document that better learning and understanding
take place when a model is used, resulting in better retention and pro-
vision of better nursing care? Can we also show that nursing taught
without a model results in inferior learning, retention, and practice?

A few years ago, the problem-solving approach was the order of
the day. Then it was Bertalanffy’s General System Theory — almost
everyone was on the band-wagon and one was an outcast if he or she
were not versatile with GST. In short, are nursing educators facili-
tating or complicating learning by their over-whelming belief in
models ?

Mohamed H. Rajabally, R.N.
St. Catharines, Ontario



ACCREDITATION OF CANADIAN
BACCALAUREATE PROGRAMMES
IN NURSING

SUSAN E. FRENCH*
Associate Professor in Nursing, and
Director, Master of Health Sciences Programme
McMaster University

What is accreditation? Why should we be concerned with accredi-
tation of baccalaureate programmes in nursing? Accreditation is a
process by which an agency or organization evaluates and recognizes
an educational institution or programme of study as meeting certain
pre-determined criteria or standards (Ozimek 1974:4). The decision
to award accreditation status or not involves a judgement on quality.
Nursing is accountable for the quality of care delivered by its practi-
tioners. Educational programmes, the primary means of preparing
nursing practitioners, must prepare individuals who will meet so-
ciety’s need for highly qualified practitioners.

Baccalaureate programmes in nursing need to periodically assess
their overall effectiveness, Faculty in the programme must ascertain
the validity of the purposes and goals, the extent to which each part
of the programme supports and builds on other parts thereby promo-
ting or negating the accomplishment of the goals of the programme
and the effect of factors influencing the programme.

An educational programme is complex ; evaluation is difficult and
consuming of time and resources. Accreditation through establish-
ing standards or criteria by which the programme can be assessed
facilitates and stimulates self-evaluation as well as identifying the
degree to which the programme meets established standards.

C.AUSN. AND ACCREDITATION

The Canadian Association of University Schools of Nursing
(C.A.U.S.N.) has identified the evaluation and ultimately the accre-
ditation of baccalaureate programmes in nursing in Canada as one of
its primary functions. The development of criteria and methods for
evaluation has been undertaken by various task groups between the
years 1957-1971. In April, 1973 a task group presented a report
which identified criteria for the assessment of educational pro-
grammes in nursing. Four criteria perceived as qualities or values

* The author is chairman of the Committee on Accreditation of the Canadian
Association of University Schools of Nursing.
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essential to the effectiveness of any baccalaureate programme in
nursing were identified. Assessment of the degree to which the cri-
teria were present in a programme was seen as a basis for self-evalua-
tion (C.A.U.S.N.: 1973). The four criteria are:

1. Accountability of the faculty: the extent to which the stated
goals of a nursing education programme and the abilities of its grad-
uates are giving cvidence of faculty fulfilling responsibility for
preparing students to function as baccalaureate nurses,

2. Relatedness of parts of the programme: the extent to which
each part of the nursing education programme supports and builds on
other parts thereby promoting or negating the accomplishment of the
goals of the programme.

3. Relevance of the programme: the extent to which the described
goals of the programme and the nursing abilities of its graduates are
relating adequately to the health needs of its community.

4. Uniqueness of the programme : the extent to which each part of
a programme is manifesting fitness, or is appropriate to the goals of
the programme, the faculty, and to its setting.

In March, 1974 a C.A.U.S.N. Committee on Accreditation was
established to assess the criteria and to develop methods for evalua-
ting baccalaureate programmes in nursing. The criteria and methodo-
logy may ultimately form the basis for accreditation,

A critical review of the literature on evaluation and accreditation
of educational programmes in nursing led the Committee to accept
the approach advocated by Allen (1975).

The Committee has examined three self-selected baccalaureate pro-
grammes in nursing in order to:

1. Identify the major components or parts of a baccalaureate
programme ;

2. Develop means of gathering data relevant to the four compo-
nents ;

3. Develop means of analyzing the data in relation to the four
criteria ;

4. ldentify indicators of the criteria in relation to each component ;

5. Evaluate the criteria as standards by which baccalaureate pro-
grammes may be evaluated and if the criteria are considered
appropriate, then

6. Develop scales by which the degree of accountability, relevance,
relatedness and uniqueness may be measured, thus permitting
judgements regarding the quality of the programme.
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STATUS REPORT

The major components or parts of a baccalaureate programme in
nursing are: goals and purpose, curriculum, teaching of nursing,
practice of nursing and research, and administration. The components
interact to achieve the common goals and purposes. Clearly articulated
goals and purposes provide the direction for the programme. The
curriculum provides for an organized and sequential plan of learning
experiences. Teaching of nursing, the focal activity of the pro-
gramme, involves the provision of conditions which enable the stud-
ents to interact with patient situations in a problem-solving way
(learning to nurse might best be characterized as a problem-solving
process). The practice of nursing and research are integral parts of
the programme as they contribute to the teaching of nursing and to
increasing knowledge in nursing. The administration of a programme
needs to provide and to organize the resources in a manner that most
effectively will support and facilitate the achievement of programme
goals and purposes. Resources include: faculty, students, finances,
facilities, communication channels, decision-making processes, etc.

(Allen 1975).

The methods developed to collect data in relation to these compo-
nents include: participant observation, questionnaires, interview
guides, written materials, i.e, course descriptions, calendar, curricu-
lum description, reports, etc.

The tools developed to date are being further refined but do pro-
vide a means of gathering adequate data on most of the components.

Indicators of the criteria in relation to each of the components
have been developed. A series of evaluative questions based on these
indicators allows a judgement to be made regarding the degree to
which a criterion is or is not present.

A lengthly list of indicators has been developed, but examples of
the indicators in relation to each component may suffice to illustrate
the type of information required.

PURPOSES AND GOALS

Relevance — evidence that the purposes and goals are influenced
and modified by the health care needs of the community i.e., systema-
tic manner of data collection, monitoring and evaluation of factors
which influence the nature of the programme.

Relatedness — the programme purposes and goals are consistent
with those of the university.

Accountability — programme goals and purposes compatible with
the needs of the students.



CURRICULUM

Relevance — clinical situations in which students learn to nurse
are basically representative of situations graduates of the programme
will encounter.

Relatedness — the clinical situations and their sequencing is con-
sistent with the teaching of nursing; the programme goals and the
teaching of nursing influence the selection of clinical situations for
each segment of the programme.

Accountability — there is increasing complexity of clinical situa-
tions within the planned experiences and students have the pre-
requisite behaviours required to deal with complexities.

TEACHING OF NURSING

Relevance — students learn a type of problem-solving which will
prepare them to respond to the health needs of the community,

Relatedness — the students learn a type of problem-solving con-
sistent with the purposes and goals ; there is a consistency of approach
across teachers.

Accountability — learning to nurse proceeds with scientific know-
ledge ; students look at health needs, at problems of individuals, fam-
ilies, and communities with broad understanding and insight.

PRACTICE OF NURSING AND RESEARCH

Relevance — type of faculty involvement in nursing practice and
research is consistent with the type of practitioner required by the
community.

Relatedness — there is a consistency between the approach to the
practice of nursing and the purposes and goals.

Accountability — the faculty’s involvement in practice and research
contributes to meeting the health needs of the community.

ADMINISTRATION

Relevance — the administration supports and facilitates faculty
in determining the relevance of the programme to the health needs
of the community i.e., provision of opportunity for faculty to parti-
cipate in community groups examining health needs.

Relatedness — the selection of students and faculty is consistent
with the programme purposes and goals; budget allotments allow for
faculty, supplies, equipment, facilities etc. required for the develop-
ment, implementation and evaluation of the programme.

Accountability — the administrative structure is responsive to ex-
ternal influences and demands i.e., the employers demand changes
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in the educational programme in order to prepare nurses for specific
roles.

It is difficult to differentiate between the criteria relevance and
uniqueness in relation to specific components. The criterion, unigue-
ness may be applied best to the overall programme. The major ques-
tion to be raised is: do the programme goals take cognizance of the
characteristics peculiar to that community, university, potential
student population etc.?

CONCLUSIONS

Accountability, relevance and relatedness do provide a basis for
programme evaluation. Additional work must be done in order to re-
fine the techniques of data gathering and analysis. The component
“teaching of nursing” is particularly difficult to assess and efforts
are now directed toward the development of valid, reliable tools to
measure this component. Baccalaureate programmes in nursing are
complex systems but the components identified have proven to be
appropriate sub-entities. Evaluating the criteria and developing and
evaluating methods by which baccalaureate programmes in nursing
may be evaluated has been a most challenging and rewarding task for
the programmes involved and the members of the Committee on Ac-
creditation,
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SUNNYBROOK MEDICAL CENTRE

ASSISTANT EXECUTIVE DIRECTOR
PATIENT SERVICES

Sunnybrook Medical Centre is a large teaching general hospital
owned by the University of Toronto. The lmspltal provides services
in most of the clinical specialities and has, in addition, a large
extended care An building is un-
derway.

The hospital is seeking an individual to fill one of three senior
management positions reporting to the Executive Director. The
duties include participation in the general management of the hos-
pital and responsibility for all Nursing and related patient services.
Accordingly, applications will be welcome from individuals with a
strong background in Nursing who also have the academic quali-
fication necessary to participate at a senior level in the teaching
programmes of the University of Toronto Faculty of Nursing.
There will be a cross appointment to the Faculty.

The hospital offers an excellent compensation and fringe benefit
package. Applications should be directed to the Executive Director
as Chairman of the Selection Committee:

SUNNYBROOK MEDICAL CENTRE
VENUE

2075 BAYVIEW AV
TORO! 0 ONTARIO

McGILL UNIVERSITY
School of Nursing

RESEARCH UNIT IN
NURSING AND HEALTH CARE

Nurses with basic baccalaureate or master’s
preparation are required to work in new
types of primary care settings, to demon-
strate the nurse clinician function in family
nursing. These openings are part of a large
research and evaluation project to imple-
ment and test a model of nursing. The op-
portunity of a lifetime for nurses with
clinical expertise who are able to commun-
icate in our two languages. Send curriculum
vitae and references to:

Mr. I. Rosenfeld

School of Nursing

MecGill University

3506 University Street

Montreal, Quebec H3A 2A7




EXPERIENTIAL LEARNING
IN THE CLASSROOM

ANN MCCUE¥
Assistant Professor
School of Nursing,
McGill University

The experiential approach to learning is based on teaching models
in which the student is the center of the teaching-learning process.
Two experiential classes were included for the past two years in
McGill’s second year B.Sc.(N.) course on chronic illness. One class
focused on trust, the other on loss, including dying. One of the
teaching models for experiential learning is the human awareness or
awareness training model. This model focuses on the development of
human potential through the effective aspects of learning such as
emotions, feelings, and values (Brown, 1971 ; Shutz, 1967).

Human awareness models utilize theoretical concepts from the
Gestalt approach to personality which is concerned with the synthesis
of thinking, feeling and acting (Perls, 1969), all relevant to learning
and nursing. Based on the assumption that being in touch with one’s
own feelings is a crucial aspect of the nursing process, the two ex-
periential classes are an attempt to help the students deal with some
of the powerful emotional responses aroused in nurse and patient.

The rationale for focusing on trust and loss, including dying,
evolved from the students’ repeated experiences in facing these and
other emotionally laden issues as they progressed in nursing. The
goals of the experiential approach used in the two nursing classes
were (a) to allow the student to participate actively, (b) to have
the student involved emotionally as well as intellectually in the learn-
ing experience, and (c¢) to faciliate the student’s awareness of both
the interrelatedness of her own emotional and intellectual experiences,
and the impact these have on her nursing.

USING EXPERIENTIAL CLASSES

The experiential classes are used to supplement and to expand on
other methods of teaching and learning. If the student is going to
utilize any discoveries from this experience in her nursing, she also
needs to be working from a sound knowledge base in the physical,
behavioral and social sciences. The experiential class cannot be an
isolated emotional experience in the curriculum, but must be linked
to other “building blocks” where knowledge and experience are
* Since writing this article the author has joined the Department of Psychia-

try and Behavioral Sciences, University of Louisville, as Assistant Professor
of Psychiatry in Nursing.



gained. For example, in this course students are expected to extend
their observation skills, established in the first year, to their own
behavior, and in the second year develop an increased awareness of
the impact of their behavior on the nursing process. Another build-
ing block is the concept of trust in the nurse-patient relationship.
Trust was also introduced during the preceding year. A base had been
established for logical development of the concept at a different level.

Setting the climate is a crucial factor in experiential teaching. The
participants need to be comfortable, relaxed and aware that they are
in a non-judgmental, non-competitive situation if they are really
going to deal with their emotions and avoid prescribed responses.
They cannot be rushed through an experience, but need adequate time
for reflection and response. The teacher needs to lead in a slow, quiet
voice. To promote individual creativity, a variety of media should be
available for individual responses or statements — paper, crayons,
pencils, clay, tape recorders, The experience is a private one and 1s
to be shared with others only if one wishes. There is a time provided
at the end for such disclosure. The experience is never a requirement
and the options to not participate or to withdraw are offered. Of
course, such a subjective experience is not graded. Some guidelines
for experiential teaching have been presented by Pothier (1971):

One needs to consider the timing and appropriateness of
the experience. Are the teacher and students ready to bene-
fit from such an experience? Is it psychologically appropri-
ate for the teacher and students? The teacher needs ade-
quate preparation and experience with the technique and
needs to review the lesson plan with someone else exper-
ienced in the method. Alternatives to participation must be
provided, e.g. observation, writing, leaving the room. Simi-
larly, alternatives must be provided for the student who
feels she is becoming too involved to withdraw from the
experience, e.g. stop until ready to continue, leave the room,
stop and observe others. The teacher needs to allow appro-
priate resentment and any negative feedback to be ex-
pressed. This will keep the student from cancelling the ex-
perience and prevent sabotaging of the teaching. The teacher
also needs an additional person in the room not involved in
the experience to observe the class and be available for
assistance,

The technique was modified for use in a class on trust and one
on loss to help the students deal with some of their own feelings about
these emotionally laden issues they are required to deal with in their
nursing. The teachers working with the second year students all went
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through the experiences before presenting them to the students. This
way, the teachers knew what the experience was like and had tried
it out before asking the student to do so. They were able to use their
own knowledge of the experience while observing the students during
the classes.

AN EXPERIENCE OF TRUST

In the class on trust, at the beginning of the year, the students
divided themselves into pairs and went on a “trust walk” (Brown,
1971, p. 37). After an introduction and instructions from the teacher,
the students took their partners out for a walk where one was blind-
folded and the other led the way. The students were told it was the
leader’s responsibility to determine how the blindfolded person would
experience the world and how much of it she would experience. To
utilize non-verbal communication skills, they were instructed not to
speak to each other during the walk (except for safety cues from the
leader). After ten minutes of walking, the partners reversed roles.
After the walk the students were instructed to share what they
wished in a discussion with their partners, Next there was a discus-
sion with the whole class and teachers about the experience. Follow-
ing that each person was asked to make a response to the experience
that was meaningful to them. (The only medium available was pencil
and paper.) This response was again private and shared only by
choice.

During the discussion the group expressed a wide range of feel-
ings: anger at the unexpectedness of the situation, frustration and
helplessness at being dependent on somebody, relief as they became
able to communicate, surprise at how different everything seemed,
enjoyment of something familiar, delight with some sensations (e.g.
smelling a flower) and relief that they were intact once the exper-
ience was over.

There were feelings expressed to the partner such as “I was glad
you were so close”; “I had to feel my own way first (with foot or
hand) before I was going to follow you”; or “Oh I was mad at you
when I bumped into the wall.” Besides discussing their own feelings,
students related the experience to their nursing activities. On a con-
crete level, analogies were made to caring for acutely ill or severely
handicapped people, including blind or eye-patched patients. On a
more abstract level the discussion relevant to nursing progressed
from analogies of dependence, frustration control and leadership to
trust, security, vulnerability, change and motivation. These were then
related to the nurse-patient relationship and the subtle and not-so-
subtle factors affecting interaction and the development of trust
between people.
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AN EXPERIENCE OF LOSS

For the class on loss later in the year a very different format was
developed. The class was presented after many of the students had
worked with chronically ill patients who were experiencing different
types of loss including the losses associated with dying. The timing
of this class was later in the year for several reasons. The group
had more experience with patients who were dying as the year pro-
gressed. The issue of loss, including death, was more difficult to ap-
proach than the issue of trust. As the year progressed, students and
teachers were more comfortable as a group sharing emotionally-laden
learning experiences (trust was developing).

The rationale for the class was reviewed at the start. The group
was well aware of the need to deal with loss in their personal as well
as professional lives. In order to deal with people who are dying and
people who are experiencing some form of loss, first one needs to
get involved with one’s own feelings about loss and death and deal
with them. The class was thus introduced as “an experience about
yourself.” Tt was acknowledged that some people would be able to
become more involved than others and a climate was established in
which the student was free to develop the experience in a way that
she chose, one that was therefore meaningful to her.

The student was asked to choose four items (qualities, people,
events) which she valued and felt help make her the person she is.
With carefully-timed instructions and questions for consideration,
the teacher asked the students to give up one item after another and
to think about what life would be like after each loss. The decisions
made, the feelings experienced, and responses to the experience were
recorded as each individual wished. After the students had relin-
quished their valued items they were asked to reflect on the exper-
ienced loss and respond to it by writing or drawing. One could see a
variety of expressions. Some students were looking very pensive.
Some looked sad. There were some tears visible, The room was very
quiet as people wrote or reflected. People left the room for a break
after they completed their responses.

Following the break the class reconvened to discuss the experience.
For some it had been a powerful emotional experience because of the
nature of the topic and their ability to be in touch with their feelings.
For some it had been difficult to get involved “because the situation
was not real”. Many were able to share their “gut reactions”. Some
described anger at the teacher for continuing the losses. Others found
that without some of the objects listed, the others became meaningless
whereas certain things could be given up relatively easily. Some
could not continue the experience after losing a particular item or
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“after losing so much”. Several talked about how surprised they were
to discover some of their own values through what was most mean-
ingful and what they kept the longest. There was discussion of how
a nurse can experience powerful feelings in herself when caring for
a patient who evokes those feelings and the difficulties of caring for
someone when you yourself are grieving. Along with their own feel-
ings, some students also discussed patient experiences and theoretical
knowledge about grieving and dying.

OUTCOMES OF THE EXPERIENTIAL CLASSES

It is difficult to measure the effectiveness of experiential learning
in terms of behavioral outcomes. The classes were repeated a second
year because of (a) the use students made of the classes as they re-
ferred back to the experiences during the year, (b) the favorable
evaluation of the two experiences by the students and teachers at the
end of the first year. Thirty-five students completed the evaluations
the first year; twenty-nine the following year (total, sixty-four). In
both classes of second year students the distribution of favorable to
unfavorable evaluations was strikingly similar. In both groups, about
three-quarters of the students found the two experiences meaning-
ful. Some of their comments were: “made me aware of what the
concept really means”; “They really get you personally involved and
you discover, in a small part, what it’s all about” ; “learned a lot about
myself and others from the class”; “these classes opened my eyes to
what patient might feel like” ; “good in arousing and examining one’s
own feelings to the situation and allowing one to empathize more
with patients and understand their situations better”; “‘important
because I could relate to other people’s feelings as well as my own. . .
a lot of the same emotional conflicts we are facing, some of us for
the first time”, Of the remaining quarter of each group, several stud-
ents found it difficult to get involved in the class on loss: “I could
not get into it”; “Difficult to become involved”; “Wasn’t in the
right frame of mind”; “I felt I already had enough insight before
it”; “difficult to put oneself in a situation that logically isn’t real”.
A few of these students did not find either class useful: “I didn’t
learn anything”; “Couldn’t get involved”; “not covered at high
enough level; leaned too much on emotional side at times.” One
student described the trust walk as “silly”.

In the clinical areas there were indications that students were in-
creasingly aware of their own feelings as the year progressed. It is
difficult to determine how much was related to the experiential
classes and how much was linked to students’ maturation and to their
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feeling more comfortable in a variety of clinical situations after ad-
ditional learning in the cognitive as well as the emotional sphere. Be-
havior in the clinical area, like the comments on the student evalua-
tions, showed that the students had developed some insight about what
is required of the patient in a variety of situations. Students were
more inclined to acknowledge to peers and teachers their realizations
of how their feelings influenced their interpretations and sometimes
their interventions in a situation. That the students have become this
aware of their feelings indicates the goals of the experiential classes
are being met to some extent.
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INFANT CARE CONCERNS OF
PRIMIGRAVIDA MOTHERS AND
NURSING PRACTICE: TWO MODELS

C. J. FILLMORE AND K. W. TAYLOR¥

Pre-natal instruction programs to primigravida mothers would ap-
pear to be an excellent situation for imparting the information neces-
sary for successful infant care practices, In Winnipeg, however, we
found that only a minimum of instruction time in these courses was
alloted to infant care topics, while the majority of time was devoted
to pregnancy and delivery topics. What and how much infant care
information could be dealt with in pre-natal instruction programs?
What were the effects of pre-natal courses on the infant care con-
cerns of those attending? These specific questions oriented our re-
search into the more general question : what are the correlates of in-
fant care concerns of primigravida mothers?

Prior research on the infant care concerns of first time mothers
has not raised directly the question of the general correlates of con-
cerns. Brown (1967) hypothesized that nurse visits to first-time
mothers at home reduce both the number and intensity of infant care
concerns, while Adams (1963) compared the infant care concerns of
normal weight and premature infant primigravida mothers. Both of
these studies were based on what may be referred to as the “anxiety”
model of concerns — a model that assumes that concerns play a ne-
gative role in the mother-child relationship and are consequently
something that should be removed. For example, Brown’s (1967)
measure of nurse visitation effectiveness is the reduction in the
number and/or intensity of concerns.

Hypotheses. Using this “anxiety” model of concerns and the find-
ings and speculations of the Brown and Adams research, the follow-
ing hypotheses on the general correlates of infant care concerns of
primigravida mothers were developed:

1. Mothers who attend pre-natal and/or child care courses will have
lower concern scores than non-attenders.

2. Mothers who intend to breast feed their infants will have lower
concern scores than mothers who intend to bottle feed.

* Catherine J. Fillmore is currently pursuing studies at the master’s level
in sociology; she was previously a lecturer in the School of Nursing, Uni-
versity of Manitoba, and a research associate in that university’s Family
Planning Project. Kenneth W, Taylor is an Assistant Professor, Department
of Sociology, University of Manitoba.
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(5

Mothers in the modal first-child age category will have lower
concern scores than mothers below and above the modal age cate-
gory.

4, Amount of reading on child and infant care will be negatively
correlated with concern scores.

wn

. Years of education will be negatively correlated with concern
scores.

6. Experience with infant and child care will be negatively corre-
lated with concern scores.

7. The amount of in-hospital demonstration of infant care practices
will be positively correlated with concern scores.

8. Amount of assistance at home with the infant will be negatively
correlated with concern scores.

9. The larger the number of sources of advice on infant care pro-
blems, the lower the concern scores.

STUDY DESIGN*

Interview schedules were completed by fifty-two primigravida
mothers in the Woman's Pavillion of the Winnipeg Health Sciences
Centre during February, March and April of 1973. Voluntary
anonymous participation in the study was requested 3 to 5 days after
delivery. There were no refusals. Data was obtained only from first-
time mothers who had carried their pregnancy to full term, had
experienced no complications with delivery, had given birth to appa-
rently normal infants, were physically and mentally capable of caring
for their infant, and were married and living with an employed
spouse. Because of our interest in assessing the relationship of pre-
natal course attendance to infant care concerns, we attempted to get
an equal number of attending and non-attending respondents. Thus
the total sample of 52 mothers was composed of 26 attenders and 26
non-attenders.

The instrument employed to measure concerns was an adapted and
pretested version of Brown's (1967) protocol. Six areas of infant
care concern were measured -— feeding, crying, bathing, elimination,
routine care and sleeping. Respondents were requested to express
their degree of concern with specific infant behaviors in each of
these areas. Area concern scores were obtained by scoring and

*The description below is, in the interests of space, much truncated, par-
ticularly with regard to pretesting, scale analysis and general data analysis.
Interested recaders may obtain a manuscript (28 pages) with a complete

methodological description as well as a critique of the methods used by
Adams and Brown from the authors for the price of duplication.
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TABLE 1 — Multiple Correlation Coefficients

Concern Re* Number of Independent
c Variables entered into

(Dependent Variables) Regression Equation
Bathing 29 24

Crying 53 23

Feeding 45 23
Elimination 35 23

Routine Care 47 23

Sleeping 31 24

All Concerns 45 23

* These coefficients incorporate a correction factor for the large number of
independent variables in the regression equation relative to the number (52)
of cases observed. See Loether, H. J. and G. McTavish (1974: 316).

averaging their replies to each set of questions. We then scale

analyzed this data and deleted non-discriminating scale items. The
summary measure called “all concerns” in the following tables was
computed by averaging the six area concern scores.

Our independent variables were measured with conventional ques-
tions, with three exceptions: 1) a child care experience score was
constructed by summing the responses to a series of questions on the
recency, nature and number of experiences with caring for children,
2) a child care reading score was constructed from respondents’ re-
ports of their reading of infant and child care books, and 3) a
“home assistance” score was obtained from responses to questions
dealing with the number of people who would help the mother when
she returned home.

FINDINGS

Multiple Regression Analysis. Multiple regression coefficients
evaluate the degree to which the variation in the concern scores can
be accounted for by all of the independent variables together. The
coefficients are presented in Table 1 for each of the area concern
scores.* The best result is for the crying concern score — all inde-
pendent variables together account for 53% of the variation in the
score. Another way of saying this is that 47% of the variation in the
crying concern scores is unaccounted for. The situation for the other
concern scores leaves an even larger portion of concern score varia-
tion “unexplained”. We may conclude from all of this that our ex-
planatory scheme for the concern scores is not highly effective. In the
analysis below, then, we must keep in mind that there is much va-
riation in the concern scores of those primigravida mothers that we
cannot account for.

*A]l computations reported here were done with the Statistical Package for
the Social Sciences (SPSS) versions 5 and 6. See Nie et al., (1970, 1975).

17



5¢ ey 74 £e 9 YA £ NAPY JO S90IN05
61 1z N1} 60 60" 6e T IDURISISSY SWOF]
Ve Lz 0¢" 1z €T er Sr uonENSUOWd(] Judlied
4 01- - 91 €0~ 60™- ¥l- uaLRdxy 31e) PIHYD
™ zr- ee- o1 1z- Lr- 81~ UonEnpy steas
90 L0 60 &0 48 90~ a0 J
(A ve- or'- £0~ (A 10~ 0z~ § 21005 Suipeay]
SLLIDDUOY) a1e) sa[qelie
1y suidaw|g unnoy UONBUIUI[H Fuipaa,g surfn Sunpeg Juapuadapu]
SJUIINNJJI0) UOIIB[PII0) [eljiv] :so[qeriej juapuddopuy [eulpi() £q §31025 UIIUC) — € HTAVI

e €17 6l 01z 202 96'1 987 281 8-GZ

44 6cc 8¢°¢ |44 €€ clre 59¢ 0ge ¥e-0c

b 01e S8l 8l¢ L0¢ el 142 are 61-C1
SIBdX Ul 28y

€ 9t 04¢ 80°¢ e6¢ 86°€ £F'e L0 yog

Le AN 00¢ e ri'e 6’1 9¢ ¥6'1 |

e 91'e £0¢ ee cr'e £l Ll 0¢ 2hog
poylay Bulpad,g

14 ¢1'e 10¢ tre cle 06'T 65°C el puafie jou pPiq

¥e 8¢'¢ XA £Ze 8¢'¢ 80°¢ 6¢ 961 PRPRRY
25100 21e) PIIYD)

9 ¥0¢e 681 Po'l 01e £6'1 1Le 641 PUSRE 3OO0 PIA

92 8¢'¢ s¥'e 1 24 8¢ e s8¢ 0€¢ Papuany
98IN00) [BJRU-2L ]
sjuapuodsay]  su1ddu0”) [V durdag|g e saqerie
jo Jlaqunpy aunnoy uoneuI] Burpaa,g Fuikin) Sunyreg juapuadapuy

SPIUIJJI(] 21008 WIRDUO) UBI [Bljieg Aq so[qeuiep juspuadapuy [eurwioN — Z HTHV.IL

18



Partial mean difference analysis. Table 2 shows the partial mean
differences between the nominal independent variables and concern
scores. Hypothesis 1 is not supported : contrary to our expectations,
course attenders had higher mean concern scores than non-attenders
for every area of concern. On the other hand, this finding may be
artifactual (that is, as much a product of the research procedures as
of mothers’ actual concerns) because it is in opposition to Adams’
(1963: 76) report that “Mothers who had attended classes indicated
less concern with bathing . . . crying . . . and care of navel and cir-
cumcision . . , Class attendance made little or no difference with re-
gard to feeding and other concerns.” However, Adams does not
specify what type of classes she is referring to, nor precisely how
she arrived at her conclusion.

The data is mostly supportive of hypothesis 2, in that breast feed-
ing mothers have lower average concern scores than bottle feeding
mothers. The exception to this is the feeding concern scores where
the bottle feeding mothers have a lower average score. Again, these
findings may be artifactual — Adams (1963: 75) states that
“. . . method of feeding did not seem to be related to the number of
questions expressed” but again she does not explain exactly how she
arrived at this conclusion. The differences we found are small — so
small as to “seem not to be related” unless the type of detailed analy-
sis we have used is carried out.

Table 2 presents scores for a third group of first-time mothers
who reported plans to use both feeding methods. This third group
was separately classified when it became apparent that their responses
were quite unique, and there was no logical justification for classify-
ing them with either of the other two groups. While the “both feeding
methods” group consists of only three respondents their average
concerns scores are very high relative to the other two groups. This
suggests that feeding method is very strongly related to concerns,
particularly when the new mothers have not made a clear decision on
which feeding method to use.

Our hypothesis 3 postulated that the modal age category* first-
time mothers would have lower average concern scores than first-time
mothers below and above the modal age. With the exception of the
average score for crying concern, our hypothesis is not supported,
and in fact, modal age category mothers have not the lowest but the
highest concern scores of the three age category groupings.

*Age group 20-24 years is the modal age of first-time mothers in Canada
according to the figures in Table 5.36 (page 222) of the 1973 Canada Year
Book. Since the 15-19 and the 25-29 years age categories also have large

numbers of first-borns, we would suggest that future research consider alter-
native age categorizations as well as the one employved here.
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Partial correlation analysis. Table 3 shows the partial correlations
between the ordinal or interval independent variables and concern
scores for hypotheses 4 through 9. Hypothesis 4 postulated that
amount of reading would be negatively correlated with concern scores
and the data for reading score B supports this expectation, while
the data for reading score C contradicts it with the exception of the
bathing and crying concern correlations. Two reading scores are
reported here because an analysis of the composition of the reading
scores revealed that the B score, based on reported reading of The
Canadian Mother and Child (1967) and Up the Years (1971), had
negative correlations with concerns; while the C reading scores,
based on reported reading of Spock’s Baby and Child Care (1968)
and “other books”, had mostly positive correlations with concern
scores. Consequently, we used the two reading scores in the analysis
to avoid submerging the difference in a single score.

Hypotheses 5, 6 and 7 are supported by the coefficients in Table 3.
Hypotheses 5 and 6 postulated negative correlations between concern
scores and both years of education and child care experience. The
finding regarding child care experience would appear to be factual
(that is, more a result of the mothers’ concerns than of research
procedures) in that it agrees with Adams’ (1963:76) finding that
“. .. mothers with experience in caring for small infants before the
births of their own infants had less anticipatory concerns. . . ” Thus
the relation between child care experience and concerns is indepen-
dent of study design, sample, measurement and data analysis tech-
niques.

Hypothesis 7 postulated a positive relation between concern
scores and patient demonstration scores and the Data in Table 3 sup-
ports this expectation. Again, this finding appears factual in that
it is similar to Adams’ finding that “Mothers who cared for their
infants in the hospital had more questions at two days about feeding,
bathing and especially crying,” (1963: 76) independently of the dif-
ferent study design, sample, measurement and data analysis tech-
niques used in the two studies.

The last two sets of partial correlations are non-supportive of our
hypotheses : we had expected negative relations between concerns and
amount of home assistance and sources of advice, whereas all of the
coefficients are pesitive in direction.

What are the most important infant care concerns of primigravida
mothers? The data in Table 4 show that the ranking of the relative
importance of the concern areas depends upon how the question is
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TABLE 4 — Two Measures of the Relative
Importance of Areas of Concern

Area of Mean Average
Concern Scores Rankings
Bathing 2.03 2.74
Crying 273 4.75
Feeding 2.00 4.84
Elimination 2.19 372
Routine Care 218 2.34
Sleeping 2.10 2.67
All Areas 2.20 ——

asked. The mean scores are from the area concern scores, while the
average ranking scores were obtained from a single question request-
ing each respondent to list the six areas of concern in order of their
importance. The different measures produces quite different impres-
sion of the relative importance of the different concerns. The mean
scores suggest that crying is of greatest concern, followed by elimi-
nation and routine care. The average rankings imply that feelings is
of greatest concern followed by crying then elimination. Where the
mean scores show routine care among the top three concerns, the
average rankings show it to be of least concern. Clearly these rank-
ings are artifactual — a function of the techniques used to arrive at
the rankings — and neither agrees with Adams’ (1963: 74) finding
that feeding and bathing concerns were most important with crying
concern a poor second, or with Brown’s (1967: 49) finding that
crying concern ranked first and feeding concern ranked second.

In sum, the anxiety model of infant care concerns of primigravida
mothers does not give much insight into this data. Not only is much
of the variation in concern scores left unexplained, and the magni-
tude of the partial correlations and partial mean differences very
small, but only about half of the hypotheses derived from earlier
work using the anxiety model correctly predict the directions of the
relationships between concern scores and independent variables. For
these reasons we could not use the results of the research directly for
purposes of planning the inclusion of infant care content in pre-natal
instruction programs. Clearly an alternative model of concerns is
needed.

DISCUSSION

A Two-component Model of Concerns. An alternative model of
concerns would see a greater role for concerns than merely a nega-
tive one based on the assumption that concern equals anxiety. It
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would postulate first that there are at least two components in con-
cerns — interest and anxiety. To the degree that concern indicates
interest in infant care, it would play a positive role in the mother-
child relationship rather than a negative one. Second, a two-com-
ponent model would see concerns as the changing outcome of develop-
mental learning process. Initially based on early learning, concerns
are changed by (1) later passive learning (reading, courses, etc.) ;
(2) later active learning (practical application of information in in-
fant and child care activities) ; (3) the infant’s behavior (indicating
successful or unsuccessful practice); (4) perceived contradictions
in the information learned ; and (5) other influences (such as nursing
interventions).

Third, the model would postulate that the anxiety and interest com-
ponents of concern develop interdependently, each sometimes rein-
forcing, sometimes countering the other. Finally, the two-component
model would have to allow for each area of concern to have a “career”
in relation to other areas of concern, the development of the child,
and the development of the mother-child relationship. Some specific
concerns, such as concern over the adequacy of breast milk for the
infant’s diet, have a short career — they disappear when the infant
is weaned. But the mother’s general concern over her child’s feeding
and dietary behavior does not disappear as a concern. It develops in
relation to the child’s behavior and the mother’s knowledge and in-
sight into the many ways that sufficient or insufficient diet may
be indicated in its behavior, and presumably continues over the entire
length of time she has a relationship with the child.

This model would allow logical sense to be made out of almost all
the findings of the present and earlier research on the infant care
concerns of primigravida mothers. FFor example, the model would
lead one to expect that the nursing visits to a group of mothers would
perhaps cause anxieties to diminish, but interests to increase, and
the change in the concern pattern for such a group would be different
from that of a group of similar mothers without nurse visits. This
is what Brown (1967) found. But her use of an anxiety model ap-
parently led her to expect that all the concerns of the visited group
would diminish. She never considered the possibility that the visita-
tion program could have kept certain concerns alive or even increased
their relative strength.

Next, consider some of the statements quoted by Adams (1963:
75) in her study. Some statements can be interpreted as expressing
annoyed anxiety (e.g. “her crying drives me crazy. Nothing I do
seems to help”) while others can be interpreted as heightened interest
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(e.g., “T'll sure be glad when I know what’s bothering him. He just
cries and cries” and “My most important question is if the baby is
getting enough as I am breast feeding him.”)

Now consider the present research findings. If we assume that the
concern scales were measuring both anxiety and interest components
in some unknown combination, we can offer logical explanations
for nearly all of the findings. We would expect that child care ex-
perience, education and certain kinds of reading material would dimi-
nish the anxiety component of concerns and thus the negative cor-
relations of these variables with concern scores. But we would also
expect that patient demonstrations, child care course attendance,
pre-natal course attendance and other kinds of reading material would
increase the “interest” component of concerns, and thus the positive
correlations of these variables with concern scores. Next, the two-
component model would lead us to anticipate that mothers who have
not yet decided what type of feeding method they are to use will have
very high interest and high anxiety components to their concern
scores as they go about evaluating all the pros and cons of either
method, and thus the high average concern scores for this group.

Finally, the positive correlation of sources of advice with concern
scores makes sense in terms of the two-component model. Those
mothers with high interest and low anxiety will have expanded their
sources of information on infant care while those mothers with high
anxiety may find that many sources of information only serve to in-
crease their anxiety and perhaps reduce their contact with potential
sources in order to reduce it. In contrast, the positive correlation of
home assistance with concern scores makes sense as a response to a
high anxiety component in the concern. All of the above claims are,
of course, speculative.

To go beyond such speculation we should have to design a research

~program that would measure each component of concern independent-

ly of the other components. This would require, at minimum, an “in-
terest” questionnaire, an “anxiety” questionnaire, and an “infant care
concerns” questionnaire, as well as a set of questions for evaluating
ethnic, class, educational, child care experience, and family history
background information. All of these questionnaires, with the ex-
ception perhaps of the anxiety questionnaire, could be easily used in
ongoing pre-natal instruction and follow-up programs, and then
cross-checked with survey and quasi-experimental studies.

Implication for nursing practice. Several implications of the pre-
sent research for nursing practice are clear. The demonstrated weak-
ness of the anxiety model means, first, that any assumption that con-

23



cerns play only a negative role in infant-mother relationships ought
to be questioned. Second, nursing activities based on this assumption
which attempt to reduce concerns may be counter-productive, even
detrimental. Third, there is need for nurse practitioners in mother-
infant care areas of work to participate in the development of an
adequate model of mothers’ concerns.

The logical and heuristic utility of the interest/anxiety model of
concerns developed briefly above recommends its use as a working
model, even though the present research cannot be said to have tested
the model. The usefulness of the model would be greatly increased if
it were further developed to include concepts of (1) patterns of con-
cern change which indicate increasingly healthy mutual adaptations
of mother and child to their conditions of life, and (2) patterns of
concern change which indicate potentially unhealthy adaptations.

The patterns of change will be different for “conventional” and
“special problem” concerns. The healthy development of conventional
or normal concerns in the mother would ideally be along the lines of
increasing knowledge about her child’s health/sickness behavior and
the variety of preventive and ameliorative responses. At a minimum,
the healthy development of normal concerns ought not go below some
minimum of health information — too much decrease in concern
might indicate an unhealthy development pattern. At the same time,
anxiety about normal development should diminish. In short, the
interest component of concern ought to grow and develop along with
the child’s growth and development, but the anxiety component of
concern ought to decrease.

On the other hand, for special problem concerns derived from
congenital, genetic or social patterns of abnormal development, it is
unlikely that the anxiety component of the concern will diminish ex-
cept in relation to clear evidence in the child’s behavior that the
problem does not exist. The anxiety over these special problems is
likely to affect the general levels of anxiety and interest in the pat-
tern of changing concerns. It seems reasonable to suggest that in this
situation, a low level of anxiety in the mother’s concerns may be un-
healthy and indicate a deteriorating mother-child relationship. The
healthy pattern should show the rapid expansion of the mother’s
knowledge about the special problems, possible methods of monitor-
ing their development and possible modes of coping, short of institu-
tionalizing the child. In short, where special problems are affecting
the mother’s concerns, the interest component of concerns ought to
grow and develop along with the child’s growth and development, but
the anxiety component is unlikely to diminish.
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Conventional socio-medical research can contribute to the refine-
ment and general testing of the model along these lines. But the
most important test of any model lies in the ongoing records of
applications and the evaluation of these applications — case reports.
Thus the suitably oriented case reports of nurse practitioners will
constitute an indispensable data base for both the further develop-
ment and practical testing of the present theory.
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In the Summer, 1974 issue of Nursing Papers, position statements
were made by many of the University Schools of Nursing concerning
the expanded role of the nurse. The article which follows describes
how one group studied a particular approach to this question. Perhaps
your institution has been developing other approaches to the expand-
ing of the nurse’s role. What have your experiences been? Your
descriptions and evaluations of innovative approaches to nursing are
a sort of “natural resource” which, when shared, enables us to fashion
new ideas of nursing itself, identifv research problems, etc. What do
vou think? What are you doing? Let us know, soon. — Ed.

THE EXPANDED ROLE OF THE NURSE:
A SYSTEMS ANALYSIS

BEVERLEE CoX¥
TOAN ANDERSON¥*
JOY PAGE¥

Psychiatry today has moved far beyond its narrow medical do-
main and is in the midst of a social revolution (Laing, 1969). The
traditional prerogatives of the physician-specialist (psychiatrist) of
diagnosis and treatment, have been diluted and diffused by two emer-
ging trends: one, the phenomenological and ideological changes, due
to application of alternatives to the medical model; secondly, a con-
comitant social change in terms of the “opening up” of the field to
other professionals who have assumed a colleague role in the practice
of psychiatry. Whereas the medical model was, at one time, exclu-
sively the modus operandi in all psychiatric settings, it is now evident
that other models are being considered and implemented very often
in conjunction with the interdisciplinary team approach (Bry, 1972).

The study reported here was undertaken in order to explore the
implications of the interdisciplinary team approach, primarily in
regard to the aspect of most relevance at the present time: the ex-
panded role of the nurse. It was conducted at the Health Sciences
Centre Hospital, Dept. of Psychiatry, U.B.C. This hospital, located
on the campus of the University of British Columbia, is a sixty bed
teaching and research facility. Here, selected nurses have assumed
* Beverlee Cox is currently a Ph.D. candidate in the Faculty of Interdiciplin-
ary Studies, Simon Fraser University; she formerly was a Lecturer in the
School of Nursing, University of British Columbia. Joan Anderson is an

Assistant Professor, School of Nursing, University of British Columbia and
Joy Page is an Instructor at Douglas College (B.C.).
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the role of primary screening interviewers, primary therapists, pri-
mary nurses, and day care programme co-ordinators. On one in-
patient unit, nurses have also taken on additional teaching and orien-
tation functions with medical students.

GENERAL SYSTEM THEORY: A FRAMEWORK
FOR ANALYSIS

In order to study the phenomenon of role change within psychiatry
today, it is important to consider the context of that change. The field
can no longer be considered as a branch of medicine but rather must
be analyzed as a social system that functions as a component or sub-
system of the larger health care delivery system in society. It is a
social system in the sense that it is composed of groups of human
beings in society, interacting together in an organized fashion over
time, in identified settings, and for specific purposes (Berrien, 1968).

In analyzing any system a crucial distinction must be made between
abstract and concrete levels of reality. Buckley (1967) makes this
distinction clear by defining an abstract system as “a continuous
boundary maintaining, variously related assembly of parts.” He con-
tinues by defining a concrete system as “the structure of organization
its components may take on at any particular time”.

General system theory assumes the existence of both open and
closed systems. The essential difference between the two is that open
systems receive inputs from other systems, while closed systems
function without responding to such inputs ( Berrien).

A system, by definition, is “‘a set of components interacting with
each other and a boundary which possesses the property of filtering
both the kind and rate of flow of inputs and outputs from the
system” ( Bertrand, 1972).

Feedback, both negative and positive within the system, is an
equally important construct. Buckley defines feedback-controlled
systems as being goal-directed and not merely goal-oriented, since it
is the deviation from the goal-state itself that directs the behaviour of
the system, rather than some predetermined internal mechanism that
aims blindly.

A final construct of general system theory to be considered is that
of the steady state of the system. At all times, there are ebbs and
flows of activity within the system. This leads to the accumulation of
tension, and subsequent tension-reduction within the system. [f
tension becomes too great, disequilibrium occurs, leading to an un-
steady state. It is only through the maintenance of some degree of
equilibrium that allows the system to remain in a steady state. This
is a dynamic state, implying a degree of balance and movement to-
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ward a goal. Tt does not imply a fixed, rigid, or unchanging state over
time (von Bertalanffy, 1968).

General system theory is a complex organization of constructs
some of which have just been defined and discussed. These constructs
have particular application for the analysis of psychiatry as an open
social system.

METHODOLOGY

The first step in designing a methodology for the study was to
review the literature related to the topic of the expanded nursing role.
The literature review explored three different models of nursing
practice: primary nursing, team nursing, and the nurse as primary
therapist. Each model suggested a differing degree of responsibility
and accountability within the nursing profession.

In order to obtain a comprehensive picture of the expanded nur-
sing role, it was necessary to collect data relating to the nurses,
and the system of nursing, on each inpatient unit. In our opinion, it
was vital to receive input from all members of the nursing staff. The
following methods of data collection were utilized to obtain this in-
put:

1. A questionnaire to all nursing staff.

2. A self-recorded diary of nursing activities for a selected

period of time — requested from all nursing staff.

3. A sociogram illustrating the roles and interactions of the staff

on each unit.

4. Participant observation for selected periods of time on each

unit,

5. Interviews with nurses functioning as primary therapists.

6. Reviews of selected patient records.

QUESTIONNAIRE

We compiled a 30-item questionnaire based on an agree-disagree
continuum. The purpose of the questionnaire was to survey the
opinions of nurses regarding many different aspects of nursing
practice on the inpatient units: job satisfaction ; accountability ; deci-
sion making; communication and consultation; utilization of time;
nurses’ perception of physicians’ view of their professional nursing
role; satisfaction with the nursing organization; work load; and
competence and professionalism.

In order to establish some assurance of the validity of the place-
ment of the thirty items into the above nine categories, five expert
nurses were asked to take the questionnaire and assign each item to
the appropriate category. There was 71% agreement among these
nurses on the placement of the items into the nine categories.
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All members of the nursing staff were asked to respond to the
questionnaire. The percentage of response to this task was 89.7%.

Staff members were given the questionnaire in small groups in a
conference room. They were instructed not to discuss it among
themselves, and were given fifteen minutes to complete it. All staff
members were informed that the results of the questionnaire would
be tabulated and identified by unit, but not by individual. This iden-
tification allowed us to determine the degree of intra-unit and inter-
unit agreement.
SELF-RECORDED DIARIES

All nursing staff were asked to supply a record of their nursing
activities over an eight-hour period of duty. Although the actual
utilization of nursing time was not a primary focus of this study, we
felt it to be a significant dimension which could not be entirely
ignored, since the very real demands on nurses’ time have obvious
implications for a study concerned with the expansion of the nursing
role. We wished to ascertain the amount of time spent on direct
patient care and time spent on indirect care, i.e., staff meetings,
rounds, conferences and inservice activities. In addition, it seemed
that a more representative and comprehensive picture of nursing acti-
vities would emerge if each nurse documented an actual eight hour
duty period.

These nursing activities were grouped according to direct and in-
direct care activities. The data were then examined for evidence of:
decision making, and grouped according to type: independent, inter-
dependent, or dependent.

SOCIOGRAMS

Initially, we requested the Unit B nursing staff to examine the
job descriptions for staff on the Unit (i.e., head nurse, care co-
ordinators and staff nurses) and revise them to make them more
congruent with the primary nursing system. The staf{ examined the
job descriptions, and thought them broad enough to include the ex-
panding role they have been taking as primary nurses on the unit,
To further exemplify their concept of the expanding role, they pre-
pared for us a sociogram constructed to illustrate the interactions of
the primary nurse and the total ward staff and patients.

We found these data useful and asked the other two units to pro-
vide us with a sociogram, illustrating the structure and interrelation-
ships of the total ward staff and patients,

The sociograms were analyzed in relation to (1) total configura-
tion; (2) nursing system configuration; and (3) communication
patterns relating to individual nursing system positions, i.e. head
nurse, team leader, staff nurse and psychiatric assistant.
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OBSERVATIONS

During a three week period we attended ward rounds, staff con-
ferences and staff-patient meetings on each Unit. We also inter-
viewed selected members of the nursing staff. Some of the time
during this period was left unstructured to facilitate additional ob-
servation.

The purpose of the observational visits was to gather first-hand
information on the professional nursing practice on each unit. We
were looking for evidence of independent decision-making and ac-
countability by nurses. We also attempted to document interactions
between nurses and other health professionals on the unit.

While on the inpatient units we attempted to keep our focus on
observation, rather than participation, in the situation. We engaged in
minimal interaction with staff while in meetings, and avoided as-
suming an active role in any discussions involving patient care. How-
ever, staff did interact with us and often tried to solicit our participa-
tion.

A content analysis was done on all observational data, looking at
the dimensions of accountability and decision-making. The data were
examined for correlations between the type of decision and the
nature of the decision (i.e. independent, dependent and interdepen-
dent). Other possible correlates were also looked for as the data were
analyzed.

THE PRIMARY THERAPIST

At the time this study was undertaken, there was only one nurse
functioning in this capacity on an inpatient unit. Therefore, in order
to collect data about this type of expanded role, it was necessary to
utilize (1) interviews with those nursing staff members who had
previously been primary therapists; and (2) record reviews of those
patients whose primary therapist was a nurse.

During the period of data collection, the inpatient unit that had
been experimenting with the nurse as primary therapist had a staff
meeting to evaluate their experiences. We attended this meeting and
recorded our impressions of it.

Further data were gathered through observations on two occa-
sions of the nurse-therapist in ward rounds, discussing her patients.
These data were analyzed for content relating to decision-making
and accountability.

RECORD REVIEWS

To supplement our observations we selected a sample of patient
records from each inpatient unit, Three such records were taken
from each unit. We were interested in ascertaining the scope of
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nursing practice as documented in the patients’ records. The record
review also was done with a view toward comparing similarities and
differences between this aspect of nursing on the units.

Patient records were reviewed in relation to:

1. Decision making: kind of decision, how it was arrived at (de-
pendent, independent, interdependent), clarity of rationale, and other
health care personnel involved.

2. Accountability : which members of the health care team recorded
in the various component areas of the record.

The methodology for this study was designed with a view toward
examining what we considered to be many interrelated components
of nursing practice. Figure 1 illustrates the interrelationships between
the concepts under examination and the expanded nursing role. It is
to be interpreted only as an attempted conceptualization of nursing
practice, but it is not in any way intended to represent all the factors
in operation in any given situation.
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Decision-making and the elements of the problem-solving process
were conceived as the basis of professional nursing practice, and
therefore are integral concepts on which this schema is based. The
other seven identified concepts are also closely related with each other
and the problem-solving process, forming a matrix in which nurs-
ing practice may be analyzed.

FINDINGS

The findings of this study were delineated by means of a qualita-
tive data analysis of material gathered from a variety of sources. As
nursing researchers, our challenge was to use the integrative frame-
work of systems theory in order to arrive at a valid interpretation.
Our approach was to consider the various groupings of data as sepa-
rate categories of analysis. These units are reported by category in the
following section, with data from each nursing unit separately con-
sidered.

ANALYSIS OF QUESTIONNAIRE RESPONSES
Questionnaire responses focused on nine areas:

accountability

decision-making

. communication and consultation

satisfaction with nursing organization

perception of workload

competence and professionalism

nurses’ perceptions of doctors’ views

. time utilization in direct patient care

job satisfaction

V0N m AN

Unit A had the lowest percentage ratings of the three units for
agreement regarding the cateories of “job satisfaction,” “‘communica-
tion/consultation,” and ‘“satisfaction with nursing organization.”
These categories had significantly lower ratings than those of the
other units.

The agreement ratings for the categories of “accountability” and
“decision-making” were in close approximation to those of Unit C.
The category of “reasonability of work-load” had the highest mean
agreement rating. “Nurses perceptions of doctors’ view of profes-
sional nursing role” had a rating similar to that of Unit B with
52.96% agreement that doctors were cognizant of, and fully utilize
the skills of the nurse. “Utilization of most of time in direct care”
received only 50% agreement.

The questionnaire responses indicated considerable dissatisfaction
with the unit nursing organization, and job satisfaction was lower
than on the other units. Communication problems existed and nurses’
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perceptions of doctors’ view of the professional nursing role was in-
congruent with nurses’ perception of themselves. While the nurses
agreed staffing was adequate, there was only 50% agreement that
most of the nurses’ time was spent in direct care. While both ac-
countability and decision-making received high ratings, the lower
ratings in the other specified areas indicated dysfunction within the
total unit organization.

Umt B. The agreement percentage ratings for most of the cate-
gories fall between those ratings for the other units with the ex-
ceptions of the categories of “accountability” (62.75%), and “deci-
sion-making” (47.07%), both of these categories have the lowest
percentage ratings for agreement.

The lower ratings for “accountability” and “decision-making”
along with the relatively high rating for “communication/consulta-
tion” reflect that these first two are shared phenomena with other
health care personnel.

Unit C had the highest percentage ratings for agreement in “job
satisfaction”, “accountability”, ‘‘decision-making”, “communication/
consultation” and “‘satisfaction with nursing organization”. It had the
highest percentage of disagreement (20.83%) for “workload reason-
ability’. “Nurses’ perceptions of doctors’ view of professional nursing
role” had a significantly lower agreement rating than those of the
other units. There was 52.64% agreement that most of nurses’ time
was spent in direct care.  The higher ratings in the first five cate-
gories indicated an overall higher degree of satisfaction, responsibi-
lity and communication on this unit. Although the rating of 61.12%
for “satisfaction with nursing organization” was higher than the
other units, still the percentage of disagreement indicated consider-
able dissatisfaction with the present nursing system.

SELF-RECORDED DIARIES

Nurses were requested to keep diaries of their activities on the
units over an eight-hour period of duty.

Analysis of the diaries by unit revealed an overall similarity in the
kinds of activities engaged in by nurses throughout the inpatient
units. It was not possible from the data to compute any frequency
regarding various activities nor to determine the degree of impor-
tance of one activity in relation to another.

The only significant differences in diary content was in Unit B
diaries under the Indirect Care components. These activities were
related to time spent with medical students in teaching and orienta-
tion functions. Specific entries under this were:

“remind medical students to write medication orders”
“show medical students how to chart in POMR”
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“taught medical students re: management of psychotic
patient”

“met with medical students to plan care, suggest lowering
medication dosage for one patient, order EEG, EKG..."

From the diaries it could be seen that nurses were spending rough-
ly one half of their on-duty time in direct patient care on all three
of the inpatient units and that the range of their functions was very
wide. Many of these functions involved independent decision-making
in all phases of the problem-solving process. Interdependent decision-
making was involved with overall assessment of individual patients
and planning for their total care, and also with planning of daily
patient care (interpersonal, chemotherapeutic and milieu components
of management) for both individuals and groups.

Tt could also be seen that nurses on Unit B had taken on much
responsibility for the orientation and teaching of medical students in
that area.

SOCIOGRAMS

Unit A. From the analysis of information received from the socio-
gram, the nursing system was portrayed as two separate sub-groups
within the multidisciplinary health care team. It was decentralized,
with the two team leaders most involved in clinical and organizational
concerns. The head nurse functioned in a non-clinical capacity and
was concerned mainly with the nursing system, As indicated by the
subgroupings of nursing personnel, there were two teams that were
concerned with the nursing management of patient care. In this sub-
grouping, registered nurses were given little overall patient respon-
sibility, for their interaction patterns were placed mainly within
the nursing system.

Unit B. The total configuration of the sociogram was that of a
wheel with the head nurse at the centre, the other health care person-
nel relating directly to her and to the patients who were placed on the
circular periphery.

The nursing system was shown as a unified group with the team
leader as the pivotal person. All members of the nursing group had
direct two-way contact with patients, though placement of nursing
group members in proximity to patients was varied; the head nurse
was placed farthest away from patients and the registered nurses
and psychiatric assistants were placed closest. Communication within
the nursing system was via the team leader. There was no direct com-
munication shown between the head nurse, registered nurses and
psychiatric assistants.

The head nurse was in a central position, providing nursing direc-
tion and coordination of the health care team while the team leader
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was involved with coordination of the nursing team. Registered
nurses and psychiatric assistants relied on the team leader for in-
formation relay and exchange.

The nursing system interfaced with the health care team at the
head nurse and team leader levels with minor participation in total
team functioning engaged in by the registered nurses and psychiatric
assistants.

Unit C. This sociogram differed from those of the other two units
in that it depicted communication channels from the viewpoint of the
primary nurse, while the others represented total team interaction
patterns.

The patient was placed at the centre of the complex, very closely
aligned with his/her family and the primary nurse. The patient
and the primary nurse together formed the major interacting unit
with the other health care workers, who were placed in a circular
fashion around them. Lines of communication with extra-unit
systems were shown (i.e. nursing office, outside agencies).

The nursing organization appeared as a decentralized structure
with much of the communication about patient care taking place at
the primary nurse level. The head nurse was shown as a liaison be-
tween the nursing office and the unit nursing organization, with no
direct contact with the primary nurse- patient unit. Similarly, the care
coordinator served as an information relay person with no other “co-
nrdinating” functions. Associate nurses and other team members re-
ceived communication regarding patient care directly from the pri-
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mary nurses. The primary nurse was the main personnel focus of the
sociogram directly involved with the patient and his family and re-
lating to other health care personnel.

Primary nurses served as coordinators of the patients’ total care.
They interfaced directly with other personnel, using the care coor-
dinator as consultant on clinical matters and giving direction about
care of their patients to associate nurses.

OBSERVATIONS IN RELATION TO DECISION-MAKING

The observations related to decision-making were categorized ac-
cording to the nature of the decision: independent, interdependent,
or dependent. This section discusses the pattern of decision-making
among nurses in the presence of other health care professionals at
interdisciplinary conferences.

Unit A. The nurse therapist consulted with other members of the
health team, but made independent decisions regarding the patient’s
overall treatment plan. The nurse therapist observed was prepared
at the master’s level. In situations where the nurse was not a primary
therapist, interdependent decisions were reached regarding overall
treatment plan. On two occasions, one nurse was found to make in-
dependent decisions concerning family therapy, and initiated this
topic in meetings with other health professionals. Nurses also acted
independently in areas relating to ongoing daily management, e.g.
structuring activities on the ward. Nursing participation in ward
rounds was active. Some nurses interviewed patients. They also con-
tributed information about patient behaviour on the unit.

Unit B. On this unit, the pattern of decision-making varied. In
ward rounds decisions were made interdependently, or deferred to
other health professionals. On these occasions nurses made one out
of twelve decisions which related to weekly goals of patients.
Planning for daily management was cited as an area of independent
decision-making, The overall picture presented was that regardless
of the level of decision-making, decisions were made either interde-
pendently with other health care personnel, or else decisions were
initiated by nursing personnel and deferred to medical personnel.

Unit C. The impressions of the data collectors were that nurses,
in the absence of other health professionals, made independent deci-
sions regarding ongoing daily management, e.g. patient privileges;
therapy modality, in particular family therapy; and ward manage-
ment. However, in the presence of other health professionals inde-
pendent decision-making decreased, e.g. in ward rounds, only one
out of twelve decisions was made independently by nurses. One pat-
tern observed was that nurses deferred decision-making to other
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health personnel, particularly the physician. On other occasions,
nursing input was minimal in the plan of action presented by other
health personnel. In community meetings decisions were made either
interdependently, or independently, and then deferred to other health
personnel.

It was obvious that decision-making by nurses was influenced by
the presence or absence of other health professionals. On their own,
nurses tended to act interdependently. However, in group situations,
they were less assertive and deferred decision-making to others.

NURSES AS PRIMARY THERAPISTS

From the interviews and meetings with the four nurses who had
functioned as primary therapists in the hospital, a number of im-
pressions were recorded. Interested nurses had assumed the primary
therapist role as a consequence of the decreased number of medical
staff. The nurses indicated that there were both pros and cons to
being a primary therapist. On the positive side, they felt pleased with
accepting total responsibility for patient care and felt they learned
more about the patient as a whole. Also, the responsibility for pre-
senting cases in a clear succinct manner necessitated that they con-
ceptualized and formulated their rationale for decision-making. Some
nurses expressed that they had difficulty finding sufficient time in
which to effectively fulfill their expanded role responsibilities. Some
nurses perceived a problem related to the staff’s acceptance of the
expanded role. When a nurse-therapist was assigned to a patient
with complex problems, she observed the staff’s uncertainty in
regard to her ability to handle the situation. Some nurses were not
given 24-hour responsibility for patients, as staff members were
reticent to call the nurse-therapist during the evenings. Two of the
nurses were team leaders and experienced administrative conflicts
when becoming over-concerned with one patient, instead of taking
into account the total needs of the unit. There was also a status con-
flict in that the role of team leader was formally recognized, whereas
the nurse-therapist role was not.

The nurses identified the need for extra training for the role,
particularly in regard to increasing their knowledge of psychodyna-
mics and psychopathology. They further indicated a need for more
intensive supervision.

RECORD REVIEW

The records were reviewed using methods of content analysis
to identify the decision-making patterns and examples of account-
ability of nurses.
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Unit A — Decision-Making. All decisions recorded related to the
assessment-planning phase of the problem-solving process. Decisions
made independently related to daily interpersonal management on
some occasions and once to discharge planning. Rationale for these
decisions was mainly unclear. (Whenever the SOAP* approach of
recording was used in the records, rationale for decision-making was
clear). Interdependent decisions made in rounds and recorded by
a nurse related to overall treatment plans and in one instance to on-
going daily interpersonal management. Rationale for these rounds
decisions was unclear.

Accountability. No consistent member of the nursing staff
recorded on any of the patient’s records. Nurses did, however, make
entries in the progress notes and recorded family interviews.

Unit B — Decision-Making. The records were generally more
complete than those on the other units and the SOAP approach to
record-keeping was used throughout. Records were used often as a
means of communication between health team members (e.g. ques-
tions and suggestions relating to the treatment plan were recorded
there and then responded to by the primary therapist.) Most of the
decisions recorded were interdependent decisions or were decisions
reached independently by the nursing staff and then deferred to other
health care personnel for ratification and/or action. Types of de-
cisions made ranged from overall treatment plans through ongoing
daily interpersonal management.

—Accountability, Nursing personnel recorded on the histories,
progress notes and documented information from family interviews.
No consistent recording by any one nurse was observed in these
records. It was noted as well that entries in the records were often
jointly signed by nursing staff and other health team members.

Unit C — Decision-Making. The records reviewed reflected little
documentation of decision-making. In instances where decision-
making was documented by the primary nurse, it was related to on-
going daily management, and discharge planning. Nursing orders
were written in these instances.

— Aeccountability. Primary nurses and other nursing staff
recorded assessments, patient’s progress and family interviews. The
three records did show that one consistant nursing staff member
(primary nurse) recorded on them and contributed to the problem
list in each case.

* SOAP: Problem-oriented terminology denoting subjective data, objective
data, assessment and planning.
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SUMMARY OF FINDINGS

The overall findings revealed a complicated communication net-
work on all units, but this was particularly evident on the two units
with the team nursing system (Unit B, Unit A). On the unit with
the primary nursing system (Unit C), communication patterns were
more direct among those health professionals providing individual
patient care.

The questionnaire responses revealed wide variability of agree-
ment among staff on all three units in the area of communication.
On Unit C there was the highest degree of agreement on the effect-
iveness of communication between the primary nurse and health
professionals on the unit.

On all units, there was a high degree of agreement among nursing
staff that the workload was reasonable; however, the findings in-
dicated that only 50% of nursing time was spent in direct patient
care. Therefore, there was a high indirect care component in this
hospital. Observations documented that most of this time was spent
in staff meetings, and this, more than any other fact, determined the
amount of time available for direct care.

Regarding job satisfaction, and satisfaction with the nursing or-
ganization, ratings were highest on Unit C. The ratings on the other
two units showed less agreement. The findings documented high
overall agreement that nurses viewed themselves as competent pro-
fessionals; however, the majority of nurses perceived that this
view was not shared by physicians.

The findings further indicated that patterns of decision-making
and accountability differed among the three units. Observations and
written records demonstrated a high occurrence of independent deci-
sion-making by nursing staff in the area of ongoing daily manage-
ment. It was also demonstrated that independent decision-making de-
creased when other health professionals were present. In fact, on two
of the units decision-making was repeatedly deferred to others by the
nursing staff,

The degree of accountability varied among the three units as
described by nurses’ perceptions, and such indicators as written
records and observations made on the units. On Unit C, individual
accountability was demonstrated on the records where primary
nurses consistently charted on their patients throughout hospitaliza-
tion. These statements included care plans and orders, Joint account-
ability was evident in the Unit B records by co-signed progress notes.
Accountability was less clearly documented in the Unit A records.
According to the questionnaire responses, primary nurses (Unit C)
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perceived themselves as more accountable than did nurses on the
other units. However, there was little variability among the scores
on Unit A and Unit C, with greater variability from the Unit B
responses.

The primary therapist role reflected a greater degree of account-
ability and decision-making. In keeping with this increased responsi-
bility was an identified need for specific preparation and ongoing
development of personnel engaged in this role.

In addition to the findings relating to the areas under investigation,
the study revealed that no one unit consistently engaged in evaluation
of patient care. This became obvious from the record reviews and
observations,

The primary nursing role on Unit C deviated in some significant
ways from the model outlined in the literature, specifically in the
following areas:

a. Individual nurses’ preferences, workload and availability were
the factors that determined patient assignment, rather than the skills
needed by the patient.

b. Direct communication between the primary nurse and other
health team members was impeded by staff rotation patterns. Pri-
mary nurses were frequently on shift when other members of the
team were not available,

c. According to the model outlined in the literature the head
nurse was in a crucial role as leader, clinician, validator and com-
munication facilitator. As practiced on the unit this role was shared
between the junior and senior care coordinators.

These factors indicated that primary nursing practice in this
hospital had some inconsistencies with the model outlined in the
literature.

There were similar deviations between the practice of team nursing
in the hospital and that outlined in the literature, Team nursing was
originally desigmed for those settings in which there are multiple
levels of nursing personnel. However, in this hospital, where there
are only two levels of nursing personnel (registered nurses and psy-
chiatric assistants), this type of organization is less suitable to the
needs of the staff.

DISCUSSION

The findings of this study are both diverse and intriguing. They
clearly indicate the communication problems that are encountered by
professional nurses who are part of a complex, interrelated system
of communication. Nurses in our study commonly experienced the
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effects of “communication overload” due to their location at the
center of the patient-ward level of the organization.

The phenomenon of “communication overload” undoubtedly ac-
counts for decreased feelings of job satisfaction, ability to utilize
time efficiently, and to maintain satisfactory standards of patient
care. It is clear that nurses in this setting experienced frustration
due to the relatively limited amount of time spent in direct care. It
is clear that nurses in this setting experienced frustration due to the
relatively limited amount of time spent in direct care with patients
(50%). And yet, this may be a reflection of an unrealistic expecta-
tion on the part of nursing personnel. To maintain a complex organ-
izational structure, it is necessary that a great deal of time be spent
in communication among staff members, and between various units
and levels in the organization. Communication between and among
professionals in a psychiatric setting is intrinsic to the therapeutic
endeavour. Our data, however, reveal that there is less value placed
on this communication function than on direct nurse-patient inter-
action.

The data from the study also clearly document the trend toward
more responsibility and accountability on the part of nursing person-
nel. This trend is most significiantly reflected in the data drawn
from Unit C, where nurses were functioning as primary nurses.
Their job satisfaction is high, which is probably a reflection of the
increased challenges and involvement of their role; however, they are
lowest of the three units in perceiving doctors as accepting and sup-
portive of their new role.

Within a systems analysis, this apparent contradiction can be un-
derstood by applying the concept of equilibrium. By expanding one
role, (and, by implication, the structure and function of the sub-
system) other roles are necessarily redefined as well : what is added to
one is subtracted from another. In an hierarchical system, this re-
distribution of roles and role relationships, is most disturbing to those
higher up in the structure, since they are, in a sense, ‘“losing” a por-
tion of their role (Buckley). This results in disequilibrium within
the nurse-physician subsystem, and is clearly manifested in the
perceptions one group holds of the other.

We discovered, in the course of data collection, that both the pri-
mary and team nursing systems of organization had been modified
within the hospital, and thus did not totally conform to the models
described in the literature. Of the two, primary nursing, according
to the nurses’ perceptions, offered many advantages. One major
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advantage is that it provides for a less centralized system of commun-
ication for all nurses, and accountability for those nurses functioning
as primary nurses.

IMPLICATIONS FOR THE NURSING PROFESSION

Having undertaken this study in one selected psychiatric setting,
we were naturally concerned with the broader implications that might
be drawn from the data. Clearly the expanded role is a phenomenon
that is becoming well-established, and it can be predicted with some
assurance that this trend will continue. The problem for nursing will
be to administratively develop an efficient system for the implemen-
tation of the role, a system that maximizes the potential contribution
of the nursing personnel. The primary nursing systems meet these
criteria if they are implemented as described in the literature. Our
data reveal problems inevitably result if modifications in the system
are introduced.

A further implication, of equal importance for the nursing pro-
fession, has to do with nurses assuming the role of primary therapists.
Because of the great degree of responsibility and accountability that
this entails (as documented in our study), it is clear that most nurses
require some kind of formalized instruction before assuming the
role. This preparation might vary in nature from an inservice train-
ing program to an academically-based course. In either case, the
educational input must include training in dealing with the pragmatic
problems inherent in clinical practice. These are the needs reflected
by the primary therapists in our study.

Nurses, who proportionally represent the largest body of mental
health professionals, have much to offer the field by virtue of in-
creasing their competencies and assuming an expanded role. Obvious-
ly some clarification is needed of the nature of that role and its future
direction. This study has attempted to take a step in that direction
by documenting the development of the expanded role in one psy-
chiatric setting.

The authors would like to acknowledge the gemerous support and
encouragement they received from Mrs. Helen Gemeroy, Assistant
Director of Nursing in the Department of Psychiatry, in undertaking
this study. They would also like to thank the entire nursing staff for
their full cooperation and participation in the research process.

References

Berrien, F. K. General and Social Systems. New Jersey: Rutgers University
Press, 1968,

Bertrand, A. Social Organization: A General Systems and Role Theory
Perspective. Philadelphia: F. A, Davis, Co., 1972,

Bry, Adelaide. Inside Psychotherapy, New York: Basic Books, 1972,

43




Buckley, W. Sociology and Modern Systems Theory. New Jersey: Prentice
Hall, 1967.

Canada. Department of National Health and Welfare: Report on the Com-
mittee on Nurse Practitioners. Ottawa: April, 1972

Canada. Report of the Community Health Centre Project to the Conference
j:-f Hea!;k Mimsters: The Community Health Centre in Caneda. Ottawa,
uly, 1972.

Ford, Loretta. “Nursing — Evolution or Revolution?”, The Canadian Nurse,
Vol. 64, No. 1 (Jan. 1971), 32-37.

Gerrish, Madelene J. “The Family Therapist is a Nurse”, American Journal
of Nursing (February 1968), 320-323.

Kron, Fé?ra. The Management of Patient Care. Toronto: W. B. Saunders
Co., 1971.

Kusher, Tricia D, “The Nursing Profession — Condition: Critical”, Ms
(August, 1973), 72-77, 99-102.

Laing, R. D, The Politics of Experience. New York: Pantheon, 1969.

McAnulty, Elizabeth. “Can a Team Leader Become Involved?”, American
Journal of Nursing (July, 1965), 128.

Manthey, M. “Primary Nursing is Alive and Well in the Hospital”, American
Journal of Nursing, Vol. 73, No. 1 (January 1973), 83-87.

Manthey, M. et al. “Primary Nursing”, Nursing Forum, Vol. IX, No. 1
(1970), 65-81.

Rhode, 1. M, “The Nurse as Family Therapist”, Nursing Outlook (May,
1968), 49-52.

Sheahan, Sister Dorcthy. “The Game of the Name: Nurse Professional and
Nurse Technician”, Nursing Outlook, Vol. 20, No. 7 (July, 1972), 440-444.

Smith, Stuart and John English. “The Training and Usefulness of the
Nurse-Therapist”. Paper presented at the Canadian Psychiatric Association,
June, 1973.

Smith, Stuart. “Lowering the Cost of Psychiatric Care — An Experimental
Brief Stay Unit with the Nurse as Therapist”, Canadian Psychiatric As-
sociation Journal, Vol, 17, No. 6 (December, 1972) 423-428.

von Bertalanffy, L. General System Theory. New York: Braziller, 1968,

Woolridge, P. J., James Skipper Jr., and R. Leonard. Behavioural Science,
Social Practice, and the Nursing Profession. Cleveland : The Press of Case
Western Reserve University, 1968.




SCHOOL OF NURSING
McGILL UNIVERSITY

BACHELOR OF SCIENCE IN NURSING
A three year BASIC program to prepare a beginning
nurse practitioner:
© General and professional courses with nursing
experience in McGill teachmg hospitals and
selected community agencies
o Entrance — collegial diploma (D.E.C. Sciences)
or the equivalent.

MASTER OF NURSING
Teachers of Nursing in the rapidly expanding college
system for Nursing Education,
® One calendar year for nurses graduated from
basic baccalaureate programs (4-5 year inte-
grated program).

MASTER OF SCIENCE (APPLIED)

Options:

(1) Specialist in Nursing in all clinical fields (Nurse
Clinician), including the expanded function of
Nursing in Family Health and Community Health
Centres.

(2) Research in Nursing and Health, including evalu-
ation of health care and delivery systems

e Two academic years for nurses with a B.N. or
.Sc.N.
. Per%ons holding a degree comparable to the B.Sc.
r B.A. degrees at McGill may be admitted fol-
lowmg successful completion of a Qualifying
Year in Nursing.

For further particulars, write to
Director, School of Nursing
McGill University
3506 University Street
Montreal, P.Q.
HBA 2A7




