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Preface

It is my pleasure to introduce this book to our readers. This is one of the few books
written by nurses (of different specializations) about the many issues of their voca-
tional job. Even more, this is one of the few books dedicated to nursing including a
global perspective. Indeed, we have in this book contributions coming from several
continents and emerging from different cultures. But the common and strong point is
the tremendous wish to offer the best-quality healthcare, providing also recommen-
dations to train nurses in the highest quality manner. Our subtitle “A Path to Success”
reflects our optimism that the present volume is really paving the road to success in
the noble profession of nursing.

You will find here two sections: One is dedicated to the challenges of our profession;
the second one is dedicated to various aspects of the education and training of nurses.

What are the challenges of nursing? They are numerous, and you will find in the
pages of our book well-written chapters: a perspective chapter on emotional labor
and the emotional overload of nurses linked to professional responsibilities; a very
interesting African perspective on intimate care and body touching according to
Christian African sensitivities; a useful approach to pain, displaying pathophysiology
and management, pain being a symptom challenging us every day in our profession;
a sensitive chapter on psychiatric illness among young adults where the Scandinavian
experience is shared; a comprehensive, important overview of professional diseases
of nurses, emphasizing the fragility of the nursing profession and also the need of
work safety; and another chapter dedicated especially to work-related musculoskel-
etal disorders of nurses.

One can see from this simple enumeration how many and how important the chal-
lenges of our profession are. Understanding them and responding well to them
ensures the “path to success” mentioned in our subtitle.

The second section of our book is larger, comprising a few more studies dedicated to
many issues in the training and education of nurses. We have rigorously selected and
included papers dedicated to the following topics. We have included a few perspective
chapters. The first one is dedicated to the development of clinical competencies in
nurses, proposing a standardized, well-working model. This is juxtaposed to another
interesting African study on the Ubuntu model of healthcare and how it works
nowadays.

The next two chapters focus on pediatric nursing training: One is from northern
Europe and is dedicated to methods on how to learn clinical pediatric nursing, while
the second one is coming from Japan and presents an original contribution to pediat-
ric nursing for appropriate healthcare environment according to the United Nations
Convention on the Rights of the Child.



Other chapters cover more specialized issues, like specific pathologies. Thus, another
perspective chapter is dedicated to the education of patients with chronic inflam-
matory arthritis performed by nurses. This is continued by a contribution from the
African continent to nurse education in orthopedics.

Related chapters are those dedicated to the training of nurses for caring for patients
with pressure ulcers, an important problem in healthcare. The last chapter of this
second section describes how to proceed with intimate care during nursing education,
a topic that very few approach. I hope that you observe how complex and interesting
the content of our book is.

Last but not least, I want to pay tribute to our profession. Indeed, nursing is one of
the oldest professions in the world and can be defined as the job or skill of caring

for people who are sick or injured (Oxford Dictionary). Nurse means “a person who
cares for the sick or infirm” (Merriam-Webster Dictionary). More recently, the word
“nurse” also acquired a professional meaning: “a licensed health-care professional
who practices independently or is supervised by a physician, surgeon, or dentist and
who is skilled in promoting and maintaining health” (Merriam-Webster Dictionary).

The etymology of the word derives from the Latin word nutricia, meaning “nourishing”,
and was initially used for “feeding an offspring from the breast” (Merriam-Webster
Dictionary). From this original use, this noun developed its meaning to today’s
significance.

What can be more beautiful than our profession?

The book is dedicated not only to nurses but to any healthcare provider interested in
the various aspects of medical sciences.

Special thanks are owed to the staff of our publisher who took care of the high-quality
publication of this book.

Liliana David, RN, BSc, MSc, Ph.D.

Department of Nursing,

Tuliu Hatieganu University of Medicine and Pharmacy,
Cluj-Napoca, Romania

Head Assistant,

2nd Department of Medicine,

Cluj County Clinical Emergency Hospital,
Cluj-Napoca, Romania

XIvV
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Chapter1

Perspective Chapter: Emotional
Labour — Understanding

and Responding to the Emotional
Challenges of Nursing

Lynette Harland Shotton

Abstract

The purpose of this chapter is to consider the emotional labour of nursing. The
chapter explores the context of caring in nursing and the resulting need for nurses
to engage in emotional labour. There is an overview of the origins of the term, emo-
tional labour, before consideration of emotional labour in the context of nursing. The
sources of emotional labour in nursing are covered alongside the impact of engaging
in emotional labour on individual nurses, the service users they deliver care to, as well
as the organisation and wider social impact. Strategies designed to support nurses and
to respond to the emotional challenges of nursing are also explored.

Keywords: emotional labour, burnout, compassion fatigue, post-traumatic stress
disorder, vicarious trauma

1. Introduction

It is suggested that caring is an innately human quality and one that people dem-
onstrate toward each other through altruistic acts or feelings of concern for another
person [1]. Nursing is a profession which is characterised by care and care giving is
an essential feature of the nursing role. Despite the increasing complexity of modern
healthcare with changes in technology, medicine and expansion of nursing roles, this
has not eroded the over-riding concern of providing care.

In nursing caring occurs through two domains. Firstly, it is a noun that refers to
the act of caring for people when they are unable to care for themselves. Secondly
is through the adjective of being a caring nurse, which is displayed through certain
actions, namely those that show compassion kindness and concern. Whilst caring is
not unique to nursing it has often been considered a key quality and feature of the
role and there is both an onus on the nurse to perform their nursing duties in a caring
manner but also on the discipline in its wider sense to foster this, This places empha-
sis on employing and regulatory bodies to develop the evidence base of the caring
profession and to provide the requisite mechanisms through education, training and
organisational practices to achieve it [1].
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In nursing, caring involves being there for the patient and/or their family in what
ever way is needed at the time and in the particular context. Thus, the context of
providing care is complex and presents the nurse with a wide range of situations
and diverse people to provide care for. This can include caring for people at differ-
ent stages of the life course; those who have specific vulnerabilities and in birth and
death, meaning nurses can provide care at some of the happiest and most difficult
times. To do this, the nurse must draw on a wide range of skills to be able to adapt to
the needs of individual patients and situations with the aim of caring and showing a
caring attitude at the centre of this work [1].

Whilst many nurses join the profession to provide high quality care, the demands
and complexity of the nursing role can provide a barrier to this and can have impacts
both on the quality of the care delivered but also on the nurses delivering it. The
increasing demands on nurses have become a key global concern and in recent years
there has been recognition that countries across the globe need to do more to retain
staff and to attract nurses to the profession. It is known that nurse retention is a key
concern globally and many newly qualified and experienced staff are leaving the pro-
fession citing lower levels of job satisfaction, working conditions such as workload,
stress and burnout, as key factors [2]. This context is known to influence recruitment
and impact on the extent to which nursing is considered a desirable profession. On
this basis some of the approaches recommended globally are to focus on improving
the context in which nurses work and placing emphasis on support for their physical
and emotional well-being, which is the focus of this chapter.

2. Emotional labour

In 1983 Hochschild [3] introduced the term emotional labour and this then gener-
ated both interest and research into this subject which focused on the impact of work
on individuals at an emotional level and also the organisational structure and social
relations of service jobs [4].

Hochschild [3] drew on Marxist theory that considered not only the fairness of
using and paying human beings as instruments in the context of the profits made
by factory owners but also focused on the human cost to the individual. Drawing
a parallel between the Marxist and modern context Hochshild [3] explored the
relationship between emotions that are really felt and those that are acted out for
the benefit of others, using the example of commercial airlines where flight atten-
dants were actively recruited based on their potential to project a desired company
image and were then further trained to treat passengers in a certain way and to act
out the idealised notion of Southern American charm and hospitality. They were
expected to always smile and the connection between their smiles and the travel
experience were a key focus of marketing strategies. Thus, the smile is considered
an asset which reflects the company’s disposition and sells a product and experi-
ence to consumers. The impact of this on the flight attends was significant and
Hochschild’s work revealed that the commercialisation and professionalisation of
flight attendants work where they were trained to adopt a set of behaviours and
working practices, which included the performance of smiling and creating a calm
and warm atmosphere for passengers produced an emotional impact on them [3].
This resulted in feelings of insincerity, feeling their behaviour was contrived, with
aneed to suppress or what Hochschild called transmutation of their own feelings
in order to sustain a particular outward image in the context of their working life,
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producing tensions between real and performed behaviours where seeming to love
the job becomes part of the job [3].

Essentially, Hochschild’s work suggests flight attendants sell their personal
emotions in the labour market, as if they were a product [3]. Some flight attendants
reported a deep tensions, where the process of deep acting was so stressful, they
overidentified with their work and found it difficult to relax and switch off from the
artificially created elation at the end of a shift but also experienced a blurring of the
boundaries between their personal and professionals selves, thus becoming more at
risk of stress and burnout.

In exploring the work of the flight attendant Hochschild noted that the role
involved physical labour in terms of the activities associated with providing catering
to passengers but also an emotional aspect relating to the mental challenges associated
with caring for the passengers, looking after their safety, their comfort and providing
them with a cheery and calm atmosphere. This combination of the physical and the
mental is what Hochschild combined to define as emotional labour [3].

Hochschild made an important link between emotional labour and gender and
suggested that emotional work and emotional labour were expressly tied to women’s
work and were illustrative of wider social structures that reflect social status and
power [5]. Historically this connected to the role of women being homemakers and
responsible for caring for children, and the resulting financial dependence on men,
as well as enduring social norms relating to the belief that women are naturally more
caring than men. Such social norms are manifest in the role of women in the work-
force where historically they have predominantly occupied professions considered to
be caring, such as nursing.

2.1 Emotional labour in nursing

Hochschild never applied the concept of emotional labour to nursing but acknowl-
edged the application of it to professions other than flight attendants should three
features of their work be met:

1. the role requires face to face or voice to voice interaction with the public.
2.there is a need for the worker to produce an emotional state.

3.there is a role of the employer through the provision of training and supervision
to exercise a degree of control over the emotional activities of employees [3].
On this basis it is not surprising that her work has been applied to healthcare and
in particular, nursing.

There is a clear parallel between Hochschild’s assertion that emotional labour is
connected to women’s work and the historical development of the nursing profession,
particularly the prototype for more contemporary nursing, Florence Nightingale, who
is the archetypal caring female [6]. Despite the contemporary overarching narrative
and reality that globally more nurses are female, men do actually have a long his-
tory in nursing that is somewhat lost to the last 200 years [7]. Indeed, Kearns and
Mahon highlight many historical examples of men providing nursing care dating
back to 250 BC when the first nursing school started in India where only men were
considered pure enough to become nurses. By the mid-1800s as men fought and died
in wars including the Crimean and American Civil wars among others, more women
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became nurses. Alongside this, there was an increasingly gender based division of
labour which produced a context where the social concept of care became increas-
ingly feminised and men in caring professions were considered deviant or unable to
get a man’s job and accompanied by the devaluing of caring and the ensuant low pay,
more men were forced to seek work in occupations with higher status and better pay
to provide for their families [7]. Despite this there are global efforts now to encourage
men to join nursing, particularly to address the global shortfall in the nursing work-
force and importantly it is recognised that men who do enter nursing, do so for the
same reasons as women — to provide care. As such, it is important to understand the
impact of providing care on all nurses regardless of gender to recruit and retain staff
and support them to deliver high quality care to patients.

Smith 1992 was arguably one of the first to specifically identify the relevance
of emotional labour to nursing and in particular to nursing students and the way
they were trained [8]. In 1991 and 1992 she travelled to California to study under
Hochschild in order to apply the concept to nursing. Smith wanted to explore the per-
ception of nurses as being intrinsically caring and apply this to the context of nurse
training. She asserted that in a similar way to how Hochschild uncovered that flight
attendants were recruited for their personal characteristics, this also occurs in nursing
where candidates who display a friendly and caring attitude are actively selected [8].
This is reflected in the approach adopted in some countries, such as England, where
avalues-based recruitment framework has been introduced in the National Health
Service which aims to recruit the best people with personal values that align with that
of the organisation [9]. Whilst recruiting those with caring qualities is important,
Smith notes that the process of nurse training is designed to shape these qualities
and the nursing students’ identity to develop them into that of the professional and
dedicated nurse who portrays the nursing image through their physical appearance
and the emotional labour invested in their role [8]. Part of nurse training embeds in
staff a sense of professional duty to follow organisational emotion-display rules and
develop strategies to manage their emotions.

Nursing is a complex profession and the day-to-day activities involved in nurs-
ing are often both physically and emotionally demanding. These include but are not
limited to the increasing organisational and professional regulatory demands placed
on nurses, the exposure to the chronic and acute conditions of patients, as well as
births, deaths and traumatic events experienced by their patients. It is also recognised
that nurses experience physical and verbal abuse within the context of their working
life given the complex nature of patients they provide care to but also some nurses
experience negative interactions with peers and reported bullying from superiors
[10]. These all require some form of cognitive and emotional response by the nurse,
essentially, emotional labour.

It is asserted that there are two broad strategies employed by service workers,
including nurses, in engaging with emotional labour. These are surface acting and deep
acting [3]. Surface acting is the suppression of internally felt emotions driven by the need
to adhere to organisational or occupationally desired emotions. So here, this results in
hiding or faking emotions and displaying outward behaviours such as smiling, which
are not consistent with the emotions they are truly feeling [11]. Deep acting is where the
individual engages in or tries to experience emotional expressions which are consistent
with the emotions they feel or the desired emotions. So here, this involves work on inner
feelings and effort to try and regulate emotions, for example, trying to stir up a feel-
ing we wish we had or trying to block a feeling we wish we did not. The drivers of this
emotional labour are produced by organisational and professional regulatory guidelines
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but are also influenced by social norms, personality traits and situational factors such as
the intensity of work and the interaction with service users [11].

2.2 Consequences of emotional labour

The negative consequences of emotional labour in nursing are wide ranging but
can produce both a physical and emotional impact. These include emotional dis-
sonance, burnout, compassion fatigue, secondary and post-traumatic stress and
vicarious trauma [12].

2.2.1 Emotional dissonance

It is thought that because surface acting requires the suppression of internal feel-
ings, this results in an emotional dissonance which can impact on the emotional well-
being of the individual as well as job satisfaction and commitment [10]. Emotional
dissonance, which has been mentioned previously in this chapter, is perhaps one of
the most common negative consequences of emotional labour and is produced by the
tension associated with feeling emotions but because of professional constraints being
unable to express them and consequently being required to act in a way that makes
the individual feel they are unauthentic, thus posing a challenge to the person’s sense

of self [13].
2.2.2 Burnout

The term burnout was introduced by Freudenenberger in 1974 [14] when he
observed a loss of motivation and reduced commitment among volunteers who were
working at a mental health clinic. Burnout is a response to excessive stress at work and
is characterised by feelings of emotional and physical exhaustion. Burnout develops
over time through exposure to prolonged, excessive chronic stress which has either
not been successfully identified and/or managed [15]. Maslach [16] suggests that
burnout is connected to a number of risk factors or dimensions and in cases where
burnout presents, it is usually connected to at least one of the six dimensions of work-
ing life, shown in Table 1.

Whilst Maslach views burnout as being work related [16] others such as Shirom
[17] refer to it as a process which may include both work and personal related cir-
cumstances that place excessive and cumulative demands on the individual. Burnout
is known to impact on mental health and may lead to depression and anxiety and
feelings of physical exhaustion, as well as increasing the risk of substance misuse and
suicide [18]. Burnout often impacts on job satisfaction and has been cited as a key
reason for staff in health and social care leaving their jobs. Equally, it is important to
note that for staff experiencing burnout there are likely to be consequences for care
delivery in terms of reduced quality of care and errors [19].

Burnout is often considered an occupational hazard for nurses, and it is known
that the number of staff working in health and social care, particularly nurses are
reporting burnout more frequently [15, 20]. Reflecting the dimensions highlighted in
Table 1, workload is often a key factor, and this is connected to and a driver of vacan-
cies in the sector. Alongside this, the intensity of workload is a factor where chronic
and sustained workload pressures increase risk brought about by staffing levels as
well as the increased demands on nurses in terms of providing care to increasingly
complex patients, for example, during the global pandemic [20].
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Dimension Reason for increased risk of burnout

Workload If workloads and the demands of work are excessive and recovery from these demands cannot
be achieved.

Control If employees have or do not believe they have sufficient control over the resources needed to
complete their job.
Reward Where employees receive or perceive they receive too little reward for their work. These

rewards may be monetary but also include other rewards such as social rewards and a sense of
pride in their work.

Community Where employees doe nor feel they have positive connections with peers, senior colleagues and
that there is an absence of social support.

Fairness Where there is actual or perceived unfairness, which may include inequity of workload or
financial remuneration for work.

Values Where employees feel their job forces them to act against their own values or when they
experience conflict between the organisation’s values.

Table 1.
Dimensions of burnout (based on the work of Maslach) [16].

When nurses experience burnout there can be variation in how this manifests, but
it is thought that for many there is an impact on physical and emotional well-being,
and that this can include feelings of physical and emotional exhaustion, a sense of
cynicism about one’s work and feelings of moral distress brought about by a sense that
they are not delivering the quality of care they would like to [15].

2.2.3 Compassion fatigue

Compassion is often considered an essential aspect of nursing care and refers to
the sense of connection to another person’s suffering. It is positioned as being a hall-
mark of good nursing and is thought to enhance care delivery and ensure that patients
are treated with comfort, dignity and respect [21].

Initially described by Johnson [22] compassion fatigue is viewed as emotional, phys-
ical and psychological exhaustion induced by work-related stress. It is often associated
with burnout and is thought to be a process which originates as compassion discomfort
before progressing to compassion stress and ultimately culminates in compassion
fatigue [23]. Whilst this implies that compassion fatigue is the result of experiencing
many traumatic events over a prolonged period of time, there is also evidence that it can
arise from the experience of caring for one individual or from a single event [24]. It is
thought that when nurses reach the point of compassion fatigue it is extremely unlikely
that compassion will be fully recovered and as such, it is not surprising that this is one
of the most commonly cited reasons globally for nurses leaving the profession, which
has partly contributed to an expected global shortage of 7.6 million nurses by 2030 [25].

In recent years compassion fatigue has been a key concern in nursing given the
impact it has on the individual as well as employers and the wider discipline, At the
individual level some of the impact is similar to the symptoms of burnout in terms of
the negative effect on physical and emotional well-being where those affected may
suffer from insomnia, exhaustion, depression as well as poor judgement, and failure
to nurture. Research [26] also highlights the impact on patient care where compas-
sion fatigue can lead to poor nurse-patient relationships, reduced quality of care
and increased likelihood of complaints. This is felt at the organisational level and is
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compounded by the cost of reduced productivity, high staff turnover and difficulties
in attracting new staff into nursing. Whilst employees in many sectors report expe-
riencing burnout, it is thought that compassion fatigue is unique to those involved in
caring or providing emotional support to others and is triggered by the need to use
empathy and emotional energy; in other words, emotional labour.

2.2.4 Post-traumatic and secondary traumatic stvess

Post-traumatic stress or Complex Post Traumatic Stress Disorder (PTSD; C-PTSD)
is a mental health condition which is the result of the individual experience an event
that they find highly traumatic. These traumatic events can include terrorist attacks,
street violence and sexual assault. The severity of the condition varies from person to
person but for some the condition can be crippling and can mean they are unable to
return to their previous state of mind.

Whilst PTSD is a relatively well-known condition, there is increasing awareness of
the impact of secondary trauma on individuals. This describes the impact of indirect
exposure or experience of a traumatic event. As mentioned earlier in this chapter, the
daily working lives of nurses often involve caring for patients during difficult times
and it is known that providing this care and listening to the firsthand accounts of
patients who have encountered trauma can be a traumatic and emotionally challeng-
ing experience for nurses [27]. Equally, as outlined earlier, emotional labour and both
surface and deep acting are often required as nurses provide care and support and try
to understand what the patient has experienced. One of the factors that compounds
both identification and intervention for staff experiencing secondary trauma is the
wider social narrative that assumes nurses should expect and be equipped to deal with
working in this context. This can impact on ability to seek and receive support.

2.2.5 Vicarious trauma

Burnout, compassion fatigue and vicarious trauma are often referred to collec-
tively, they are theoretically distinct. Burnout, described previously in this chapter, is
a psychological strain resulting from difficult conditions and can result in emotional
exhaustion, decreased motivation, low mood and delivery of poor care but it is unlikely
to alter core internal belief systems. Compassion fatigue is also a reaction to the work
environment and like burnout can produce similar consequences. However, vicarious
trauma is thought to more closely resemble a primary traumatic response, as experi-
enced in PTSD and C-PTSD. This can have sustained impacts on self, trust, safety and
regulation [28], and therefore, this should be prioritised as a concern for nurses.

Vicarious trauma is considered with the impact on professionals who support
those who have experienced trauma. It refers to the undesirable outcomes associ-
ated with this work, resulting from listing to and observing the effects of trauma
from those who have received, as well as reviewing case files and evidence and being
involved in providing a response, in relation to providing care and nursing interven-
tion (Office for Victims of Crime). It is also known that clinicians may experience
moral distress which can result from ethical conflicts, sometimes resulting from
their own beliefs, values, and attitudes, and also from institutional limitations on the
extent of care they can provide [28].

Vicarious trauma is a product of the therapeutic relationship, whereby the ability
to provide empathic care to the patient produces harm to the nurse. Whilst there is
arisk of experiencing vicarious trauma generally in nursing, it is thought that some
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settings are more likely to increase the risk. These include, but are not limited to,
settings such as emergency departments, mental health services, substance misuse
services, hospices, veteran services and sexual assault services. Here, the increased
risk is related to levels of exposure to people who have experience trauma.

2.2.6 Additional risk factors for the individual

Alongside the consequences of emotional labour already described, there are also
some individual risk factors which are thought to contribute to poor mental health
and well-being. These include some of the six dimensions Maslach [16] refers to,
particularly perceived and actual workload and levels of autonomy staff hold to carry
out their duties. Other risks include working patterns, which is a key concern in nurs-
ing, particularly in view of the need for shift rotation in many nursing roles. There is
some evidence to suggest that working shifts in itself is a potential risk, but this can
be compounded by shift length, the pattern of shifts and also how the individual has
control over their shift pattern and the fit with their personal circumstances [29].
Frequency and length of breaks are also a factor as well as organisational issues such
as staffing levels, the quality of relationships with peers and leaders and the wider
culture within the organisation.

Staff who have pre-existing mental health problems are at increased risk of
negative effects associated with emotional labour as well as those with lower levels of
resilience and personal support [19]. There is also evidence that staff from minority
ethnic backgrounds are generally at greater risk of poor mental health [19].

2.2.7 Positive consequences of emotional labour

It must be noted that whilst emotional labour is a central feature of nursing, there
are wide ranging benefits to the individual nurse of providing high quality, compas-
sionate care. Indeed, empathic interactions with service users can bring about a
feeling of pride and personal accomplishment, as well as having a motivational and
energising impact on the individual’s work [19]. Equally, it is suggested that nurses
who work with those who have experienced trauma are sometimes protected from
negative outcomes on their emotional well-being. This can be accounted for by the
sense of care they provide, but also by the policies and protocols which govern prac-
tice in these complex areas and wider organisational support, which will be explored
later in this chapter.

As mentioned previously, nurses are often drawn to the profession due to a desire
to make a difference in the lives of their patients and are recruited on the basis of
showing caring and compassionate qualities. This may explain why many nurses actu-
ally flourish when they know they are providing support to patients during their time
of need. Sacco and Copel [28] refer to this as compassion satisfaction and this allows
the care giver to cope with the negative aspects of their work.

2.2.8 Consequences for the organisation and profession

The negative consequences of emotional labour can have significant implications
for employers in terms of staff absences, staff attrition and the delivery of poorer
care, which can lead to litigation, as outlined previously. Also of great concern is the
global nursing workforce shortage which produces difficult working conditions and
therefore, is a key contributory factor to the mental well-being of staff.
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A recent report suggests that prior to the global Covid-19 pandemic there was an
international shortfall of 5.9 million nurses and many of these shortages are concen-
trated in low and lower-middle income countries [20]. To address this shortfall and
the expected future workforce changes, it is suggested that in the next ten years 13
million additional nurses will be needed. It is accepted that the global Covid-19 pan-
demic has worsened the global shortage of nurses and that this has increased some of
the issues outlined already in this chapter, particularly burnout, compassion fatigue
and moral injury. In view of this there is a need for all countries globally to review
their workforce needs and put in place measures to try to address not only retention
but also desire to join the profession.

It is suggested that poor workforce planning in many countries has not only
produced the significant staff shortages outlined in this chapter but has also impacted
on skill mix and created a context where working conditions are not attractive to
potential or existing staff [2]. Poor salary is also reported as a key factor and in recent
years this has been compounded by the cost-of-living crisis facing many countries.
This means that some nurses seek employment outside of the health sector in jobs
with comparable salaries but less stress and better work-life balance [30].

Clearly, addressing workforce shortages and skill-mix are not straightforward and
the solutions are not instant given the time it takes to train nurses, but what is key, is
to retain the current workforce and support existing nurses to thrive.

2.3 Responding to emotional labour

Understanding the impact on those who experience emotional labour as part of
their work is vital and this can help inform strategies to address any negative conse-
quences. These strategies include activities at organisational and individual level.

2.3.1 Supporting staff wellbeing

It is known that in high stress environments supportive work environments can
positively impact on physical mental health and well-being and also improve individ-
ual and team performance. Some of the key ways to support staff well-being include
making time for team-based activities which can be in the form of formal meetings as
well as more informal events. Given the changes to working conditions for many staff,
particularly since the global Covid-19 pandemic it is important that staff who work
from home in a hybrid way, as well as those who work alone are included in these. It is
thought that good peer relationships improve morale but also create an environment
where colleagues can identify any changes in behaviour and provide peer support
when needed. It also provides an opportunity for colleagues to talk and share coping
strategies or identify sources of support if needed.

Organisations need to provide mechanisms to support staff to look after their
general health and well-being and this includes the provision of preventative services,
including immunisation, as well as access to occupational health services [22]. It is
also necessary to try to improve safe staffing levels and create working patterns and
cultures that support staff and help them to thrive; this includes access to continuing
professional development and supportive leadership. Where senior leaders are shown
to care about their staff, this has a positive impact on staff morale but also helps lead-
ers to identify and address actual and potential issues.

In some countries, England, for example, safe spaces have been created in some
clinical areas, referred to as wobble rooms [31]. These spaces provide somewhere
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staff can go for a short break to have time out from the clinical area or to have a few
moments with a colleague to share worries, experiences or just sit quietly. The idea
behind the introduction of these spaces is to create a culture where it is acceptable for
staff to express their emotions and feelings and also to receive support.

Clinical supervision has been used widely in nursing and provides a safe space
where staff can talk about critical incidents or their experiences. However, given some
of the challenges nurses face in relation to shift work and short staffing, this can be
difficult to access. Similarly, education and training are thought to help in terms of
raising awareness about physical and emotional well-being and ways to engage in
self-care and access support. However, the pressures nurses face in terms of busy and
demanding roles can impact on ability to access these resources.

Whilst there is a clear organisational role in creating a positive working environ-
ment, it is important for staff to look after themselves. This can include taking care of
physical health by eating well and exercising, as well as having regular time off. This
will also have an effect on emotional well-being. This chapter has outlined the role
of nurses in providing compassionate care, and this should also apply to caring for
themselves. Neff [32] refers to the concept of self-compassion, which refers to the way
in which we treat ourselves. Neff suggests we should recognise that we are human and
not be too hard on ourselves [32]. In doing this, nurses can become less critical and
judgmental but also more resilient.

3. Conclusion

This chapter has introduced the context of caring in nursing and the need to engage
in emotional labour within everyday nursing practice. Emotional labour requires
surface and deep acting and can bring about positive and negative consequences for
the individual. The negative consequences are of key concern in terms of the impact on
the individual nurse, where a range of issues including burnout and compassion fatigue
may manifest. These can bring about situations that compromise the delivery of high-
quality care and are a key contributor to the current global nursing workforce, which
compounds the situation further. Whilst addressing nursing workforce issues cannot
be achieved quickly, this chapter has highlighted some of the strategies that may help to
support nurses and address some of the negative consequences of engaging in emotional
labour in order to not only retain them in the profession but to support them to enjoy
their work and to deliver high quality nursing care.
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Chapter?2

Advocacy for Personhood:
Integration of African Christian
Rituals and Intimate Care on the
Touched Human Body

Dumisani Benedict Vilakati and Simangele Shakwane

Abstract

Intimate care relates to essential nursing care nurses provide that requires touching
the patient’s body. It is noted that the human body goes through many rituals from
birth through all life stages. Rituals done on one’s body symbolize the need for accept-
ability in the family, community, and society. The purpose was to integrate African-
Christian rituals into nursing care to improve the quality of care for the touched
human body. Ubuntu paradigm was used to understand the rituals and nursing
intimate care practices on the human body in an African context. African-Christian
leaders were sampled using snowball sampling from three Southern Africa countries
(Eswatini [former Swaziland], South Africa, and Zimbabwe), and nursing practi-
tioners were purposively sampled from two selected hospitals in South Africa. Naive
sketches and semi-structured interviews were used to collect in-depth data. Rituals of
the identity of the person through naming and initiation into family and community.
The body is constantly touched during ritualization and provision of care. Advocating
for personhood asserts that individuals needing physical or spiritual care should
be treated with dignity and respect. As a human person embraces the physical and
spiritual realm, integration of nursing and spiritual care is critical for healthy families
and communities.

Keywords: ubuntu, personhood, African, Christian, intimate care, advocacy

1. Introduction

The human body goes through many rituals from birth through all life stages.
Rituals done on one’s body symbolize the need for acceptability in the family, com-
munity, and society. The African and Christian religions are among the communities
that conduct rituals on the human body. A ritual is a social construction of a body
by which the person is afforded a particular sense of identity. It simultaneously
empowers the person by indicating their individuality within a community [1]. Wulf
further describe rituals as social constellations in which individual and communal
social actions and how they are interpreted produce structures and hierarchies [2].
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The rituals are performed on the body of a person. A human person is a biological
entity with a capacity for certain intentional states, such as believing, desiring, and
intending [3]. The human body is not an isolated entity but a biological, sociologi-
cal, and ecological organism [4]. The body mediates all action; it is the medium for
internalizing and reproducing social values and the simultaneous constitution of
self and world social relations [1]. The body is the medium through which health and
illness are experienced, it gives social meaning [5]. Thus, rituals are fundamental to
human transformation and personhood. The person is guarded by three premises:
cultural, religious, and healthcare. Each aspect of life is critical: a child is born into a
family (cultural) and presented to the religious community and healthcare sector for
identity. Acquisition of culture is a result of the socialization process. Every human
being growing up in a particular society is likely to be infused with the culture of that
society, whether knowingly or unknowingly, during the socialization process [6].

The body is the most individual and intimate aspect of human existence. It is
inseparable from individual identity, thus difficult to distinguish between having
abody and being the body [7]. The body is used to make sense of one’s world as it
extends beyond biological and physiological boundaries; it encompasses social and
cultural dimensions [5]. The body is the site of concrete, an individual experience of
tension between local cultural life and its global conditions [7]. Therefore, a person
comes into existence in the reciprocal relatedness of individual and community, the
human person is a holistic well-being within a web of relationships and a supreme
being [8]. This proposition attests that humans have a dual nature, comprising the
body and the spirit which exists beyond physical disappearance from the human world
[9]. The mind finds its expression in the physical body as the body interprets what
goes unseen. Clothing reveals the human essence to the world. It tells the world one
story, inner thoughts, who the person is, and who they want to be. Therefore, dressing
reveals personality, and cultural and religious affiliations [10]. Physical, emotional,
and even spiritual closeness is established when rituals are conducted on the human
body. One’s body is exposed to people outside the family circle. Understanding the
importance of rituals that promote healing and wholeness is vital in caring for an
African human body. The culture of respect and dignity of the body can be extended
to other cultural spaces, as what matters and upholding the integrity of the person.

1.1 The nakedness of the body

During the performance of rituals on the human body, the person is exposed to
other people viewing and touching their naked bodies. The perspective of nakedness
can be viewed within the biblical, cultural, and nursing care premises with the view
of giving a voice to the body that is touched.

The book of Genesis gives credence to the story of Noah, who appeared naked
and in a shameful situation (Gen 9:21-23). The act of the two sons covering the body
is seen as an act of care for their drunk and naked father. Even passages that speak of
the treatment of lepers are safeguards against the disease that could ravage society.

Not touching the body in that context was seen as practicing care for one’s body (Lev
13-14). Nevertheless, nakedness as such should not always be viewed in the negative,

at least biblically. When the character Job was faced with challenges as he lost property,
children and good health, he found comfort in the fact of his own body. “Naked I came
from my mother’s womb, and naked I shall return there. The LORD gave, and the
LORD has taken away. Blessed be the name of the LORD” (Job 1:21). This is a sign of the
sacredness and special nature of the body, notwithstanding the challenges one is going
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through. It is probably an understated fact that Jesus would have been naked when he
was crucified. Jesus’s torturers cast lots to determine ownership of the special garment.
“And they crucified Him, and divided up His garments among themselves, casting lots
for them to decide what each man would take” (Mark 15:24). Of course, the aim of
Jesus’ tortures was not to uplift and honor Him but rather to humiliate him even further.
Yet in the story of Adam and Eve, their state of nakedness was the result of their sinning
against God, nakedness was not in the world but came because of sin. In Gen 3:3 “then
the eyes of both of them were opened and they knew they were naked and they sew fig
leaves together and made themselves covering,” thus nakedness is equated to sinfulness.

The African meaning of nakedness of the body is not far from the biblical context. As
itis seen body image refers to personal construction and public projections of one’s body,
thus, body image involves one’s perception, imagination, and emotional and physical
sensation [11]. African cultures are conservative, a person is not just a product of nature,
but a product of his/her culture. Culture informs the person how to relate with others,
roles, norms, and expectations that shape how people relate to each other [10].

In African societies, women are often expected to cover their bodies, especially
breasts, hips, and buttocks [12]. Unfortunately, the African body has been subjected
to protracted racial slurs and symbolic objects of sexuality [11]. The body in its
physical form, informs how it is read or perceived and what values are attached to it
that inform social order. The sexual gaze on women alludes to women as objects of the
male gaze, problematic ideas of what the female body should look like and defin-
ing when and how this body should be seen [13]. In some cases, women use naked
body protests to illustrate their vulnerability and at the same time, naked bodies
can disrupt, turning vulnerability into empowerment [14]. The unclothed body was
previously read in a nonsexual manner, but now it is sexualized. Thus, the naked body
is seen as irrational, uncontainable, and outside of normative constructive reason and
African modernity [15]. In some instances, nakedness may be used to express vulner-
ability as a method of confrontation resistance and as a conflict resolution [14].

1.2 Objectives
The chapter aligns with the understanding that the human body is sacred and that
each person goes through various bodily rituals for a sense of belonging. Therefore,

the objectives were to:

* Explore and describe the rituals on the human body used in the African Christian
religion for inclusive quality care.

* Integrate African-Christian rituals in nursing intimate care of the human body.

2. Methods
2.1 Theoretical framework
2.1.1 Ubuntu

Ubuntu can be generally defined as a worldview of African societies and a determin-
ing factor in the information of perceptions that influence social conduct [16]. Ubuntu
is an African ethics that is based on ethical beliefs, and moral judgments associated with
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communal relationships. Ubuntu has its roots in the South African Nguni oral tradi-
tions which are made up of the prefix “ubu-” meaning being in potency or an enfolded
being and stem “ntu” meaning being in actuality or unfolded being. The general
impression of personhood and humanness is expressed. Therefore, ubuntu has empha-
sized the true meaning of being human, and what it means to be a person [17].

The notion of ubuntu places one as a person (human) bound into a commu-
nity through relationships of care. Therefore, every person should be valued and
respected, care and personhood cannot be separated as it gives one a sense of identity
and humanness. Ubuntu refers to the critical values of group solidarity encompassing
compassion, respect, human dignity, conformity to basic norms, and collective unity
[18]. It advocates for communitarianism, where relations are forged and emphasizes
reciprocal relationships that place an obligation on one another. Thus, a person
cannot exist of themselves, as they come from a specific community that serves to
nurture the realities of being human [19]. Its values represent personhood, humanity,
humaneness, and morality. Many African philosophers, such as Mbiti and Ramose
focus on ubuntu as a philosophy rather than practice, an ethical framework of
relational justice. Ubuntu in a profound sense, implies an interactive ethic or an ontic
orientation in which who and what a person can be as a human being is always shaped
in interaction with others [20]. Ubuntu advocates for human connectedness with
others, it assists in the facilitation of social connections. Ubuntu as a philosophy is
grounded on the generic life values of justice, responsibility, equality, collectiveness,
relatedness, reciprocity, love, respect, helpfulness, caring, dependability, sharing,
trust, integrity, unselfishness, and social change [21]. “Ubuntu brings the human face
to every aspect of life” In this study, Ubuntu was used as a framework to understand
the human body’s interconnectedness through rituals. The importance of personhood
and humanness during initiation and caring for the person. It posits that every person
should have a sense of belonging through identity in the family and community.

2.2 Research design

A qualitative exploratory-descriptive design was used. Qualitative research tech-
nique is a process where the research problem is studied in its natural setting, it gives
room to a deeper understanding of the subject matters as they exist in their unique
environment [22]. It intends to generate knowledge grounded in human experience
[23]. Exploratory-descriptive design seeks to explore and describe the experiences of
people. Exploratory research is a broad-ranging, purposive, systematic, prearranged
undertaking designed to maximize the discovery of generalizations leading to the
description and understanding of social or psychological life [24]. For this chapter,
the rituals on the human body from Christian, African, and nursing perspectives were
explored and described. Their descriptions gave meaning and a voice to the touched
body with an in-depth understanding of the interconnectedness of human life.

2.2.1 Population and sampling
The population was divided into two groups:
2.2.1.1 Group 1: African-Christian leaders

The population were African-Christian leaders from the three countries in
Southern Africa, which were Eswatini (former Swaziland), South Africa, and
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Figure 1.
Southern Africa map (from Google Maps).

Zimbabwe (Figure 1 shows the geographic map of these countries). The individuals
were involved in leadership in their churches and communities. For this group, snow-
ball sampling was used to recruit the participants. Snowballing is a sampling method
in which the participant is requested to refer individuals who meet the prescribed
criteria. The first participants in the three countries were purposively selected. From
there, other participants were recruited from the reference of the initial participants.
Nineteen individuals participated in this group: eight African-Christian leaders

from mainline churches (with a European history) such as Catholic and Lutheran,
Pentecostal churches; seven African indigenous churches, such as Zionist church and
three African indigenous practitioners.

2.2.1.2 Group 2: registered nurses

This group comprised of registered nurses working in two selected hospitals in
midwifery, medical and surgical units. The participants were purposively recruited
based on their experiences in nursing practice: three years or more experience
in nursing practice and an understanding of providing intimate care to diverse
patients. They were from 35 to 50 years of age. Eight registered nurses participated
in the study.

2.2.2 Data collection

2.2.2.1 Naive sketches

Naive sketches are defined as brief essays by participants on the formulated
questions, it is used to obtain descriptions of personal experiences concerning the
research phenomenon, considering the social and cultural context of the study
[25]. Naive sketches were used for the African-Christian leaders. The questions
were divided into four sections: Section A focused on demographic data linked to
inclusion criteria, which were age, gender, and experiences as a leader in a specific
group. Section B led to the discussion on the rituals for the birth of a child, and
Section C care of the sick person. The participants were invited to respond to the
questions in Table 1.
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Sections Questions

1. Birth of a child * What happens when a child is born in your respective Christian community?

* How does your religious group relate to children born of parents who are
not members of the religious group? Or even children born outside what is
contemplated in number 1 above?

* Who is allowed to touch a newly born baby and how?

2. Life of a person * Asa child grows up, are there any practices that reinforce initiation in the
group? What are these and how are they celebrated?

3. Sickness of the person * When a person gets sick, what practices or rituals are performed on the sick
person?

* In your religious grouping who is allowed to touch the sick person? Where in
the body can the person be touched? Is the sick person in a position to accept
being touched or not?

Table 1.
Naive sketches and semi-structured interview guide for group 1.

Author 1 emailed the information sheet, informed consent, and naive sketches to
the participants, they were requested to answer the questions as honestly as possible.
After the completion of informed consent and naive sketches, they were emailed back
to author 1. The two researchers independently read the answers for completeness.
Follow-up interviews were conducted to probe participants to explain the provided
information for better understanding. The three Indigenous African practitioners
requested to be interviewed and author 2 conducted the interviews using the ques-
tions in Table 1 after signing the informed consent.

2.2.2.2 Semi-structured interviews

Semi-structured interviews entail having an interview guided by questions aimed
at addressing the research objectives. The interview guide includes open-ended ques-
tions with follow-up probe questions with the interviewer to refer to throughout the
interview [26]. The interview guide was developed to understand the caring rituals
that are done on the person in healthcare institutions. Semi-structured interviews were
conducted with group 2-registered nurses. Three main questions were used as a guide:

* What nursing practices are performed at the birth of a child?
* How is the healthy well-being of a person maintained during the life span?
* When a patient is admitted to the hospital, how is the body of a person cared for?

* Discuss intimate care and touch practices on the human body during
hospitalization.

The interviews were conducted between June and September 2022. During the
interview, a digital audio recorder was used to capture the narrative data. The partici-
pants were informed about the recording of interviews and consented. The duration
of interviews was 20-30 minutes.
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2.2.3 Data analysis

Narrative analysis refers to procedures used to interpret the narrative generated
during data collection. The narrative meaning of data is transferred at different
levels and gives greater meaning to the phenomenon experienced by the participants.
Narrative analysis aims to unfold the ways individuals make sense of their lived
experiences and how their telling enables them to interpret the social world and their
agency within it [27].

The narrative analysis steps discussed by [27] were used to analyze data. Authors 1
and 2 independently analyze the naive sketches and semi-structured interviews. Firstly,
the authors familiarized themselves with the content and structure of the narratives by
transcribing audio-recorded interviews and reading and rereading the transcripts in
search of the rituals performed on the human body to understand the events, experi-
ences, and explanations of the events. Secondly, a summary of the key elements and
recording thematic ideas from the transcribed data. Thirdly, identify emotive language,
imagery, or symbols used for the rituals and passages that may indicate the feelings
expressed by the participant. The thematic ideas were linked to literature and theoreti-
cal framework.

2.2.4 Trustworthiness

Rigor/trustworthiness refers to the quality of qualitative enquiry and is used as
a way of evaluating qualitative research [27]. Credibility addresses the rift between
the participant’s views and the researcher’s representation of them [23]. Prolonged
engagement and observations were conducted to gain an in-depth understanding
of the rituals of the body. Triangulation was applied for credibility. Two multidisci-
plinary fields embarked on the study (Author 1—scripture scholar and theologian,
and Author 2—nursing practitioner with experience in indigenous knowledge
systems). Three population groups were purposively sampled which were Christian
leaders, African indigenous practitioners, and nursing practitioners. Thick descrip-
tions were provided for the reader to make a judgment about the transferability of the
study to their site. Confirmability is concerned with establishing that the researchers’
interpretations and findings are derived from data to demonstrate how the conclusion
and interpretations were reached [23]. The audit trail was used to ensure the logical
process of the research which is traceable and recorded for the reader to understand
how the study was conducted. After the naive sketches analysis, the participants were
contacted to explain ambiguous statements through probing to represent the partici-
pants’ views correctly.

2.2.5 Ethical considerations

The study received ethical clearance from the University of South Africa with
reference number 90414357_CREC_CHS_2021. All participants were informed about
the purpose and objectives of the study. The information leaflet and informed consent
were given to all participants. They were informed about voluntary participation in the
study, and they were free to withdraw at any time of the study. All participants signed
informed consent before participating in the naive sketches and semi-structured inter-
views. Participants’ personal information was kept confidential by using codes and
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saved in password-protected files on the authors’ computers. The researchers signed a
confidentiality agreement to protect the identity of study participants. Permission was
obtained for the photos used under the findings section.

3. Results
3.1 Participants characteristics
3.1.1 Group 1: African-Christian leaders
Seventeen (n = 17) individuals participated in this group with seven females
and ten females. Seven (n = 7) Church Leaders (CL), seven (n = 7) African Church

Leaders (ACL), and three (n = 3) African indigenous practitioners (AIP). The age
ranges were from 36 to 60 with experiences from 3 to 35 years in leadership (Table 2).

No. Participants Age Gender African-Christian Yearsin Country
code affiliation leadership
1. CL-01 48 M Lutheran 16 S Africa
2. CL-02 36 M Catholic 6 Eswatini
3. ACL-01 59 F Africa Indigenous 20 Eswatini
Church
4. ACL-02 56 M Africa Indigenous 26 Eswatini
Church
5. CL-03 41 M Catholic 8 Eswatini
6. CL-04 41 M Catholic 8 Eswatini
7. CL-05 55 M Catholic 27 Eswatini
8. ACL-03 39 F Africa Indigenous 3 Zimbabwe
Church
9. ACL-04 45 M Africa Indigenous 4 Zimbabwe
Church
10. ACL-05 59 F Africa Indigenous 20 Eswatini
Church
11. ACL-06 40 M Africa Indigenous 6 Eswatini
Church
12. CL-06 27 M Pentecostal 4 Eswatini
13. ACL-07 45 M African indigenous 15 S Africa
church
14. CL-07 58 F Pentecostal 15 S Africa
15. AIP-01 60 F African indigenous 35 S Africa
practitioner
16. AIP-02 48 F African indigenous 15 S Africa
practitioner
17. AIP-03 50 F African indigenous 25 S Africa
practitioner
Table 2.

Summary of African-Christian leaders’ characteristics.
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Participants code Age Gender Unit/ward Position Years of experience
PRN-01 35 M Surgical RN 7
PRN-02 45 F Maternity Midwifery practitioner 8
PRN-03 40 F Maternity Midwifery practitioner 5
PRN-04 43 F Maternity Midwifery practitioner 6
PRN-05 42 F Medical RN 8
PRN-06 39 M Medical RN 7
PRN-07 49 M Surgical RN 10
PRN-08 50 F Medical RN 20
Table 3.

Summary of registeved nurses’ charvacteristics.

3.1.2 Group 2: vegistered nurses

Eight registered nurses were interviewed, five (n = 5) females and three (n = 3)
males. They were between 35 and 50 of age. They had working experience of five
years and more. Three (n = 3) from the maternity ward, three (n = 3) medical, and
two (n = 2) from the surgical wards (Table 3).

3.2 Presentation of findings
This section presents major findings from the two population groups.
3.2.1 Theme 1: identity of a person

The identity of the person starts from conception. Pregnancy is celebrated by the
expecting parents and family as the new life is to be welcomed. Once the child is born,
he/she is given a name and welcomed into the family. Three sub-themes are discussed
which are the protection of an infant, naming ritual, and initiation into the family and
community.

3.2.1.1 Sub-theme 1: protection of an infant

The protection of the unborn child begins in the womb. Rituals in the birth of
a child start from conception the child and parents perform the necessary rituals
that will assure the safety of both the mother and the child [28]. African Traditional
medicines are used for protection.

“During pregnancy, the woman is given isihlambelo and imbiza to assist with
progress of labour and pains during childbirth” (AIP-03)

Isihlambelo is an oral African Medicine taken in the third trimester for quick labor,
fetal growth, and well-being [29]. Whereas imbiza herbs are said to facilitate preg-
nancy by preparing the uterus to accept the fetus and are mostly used in the cleansing
process during pregnancy [30]. When birth occurs at home, men and people in a state
of impurity are forbidden to be present in the house where the delivery place as the
child will be ashamed to be born [31] leading to prolonged labor.
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The midwifery practitioners emphasized the protection of the fetus using antena-
tal healthcare services.

“As midwives, we provide care to the mother and the child during pregnancy. The
women are always encouraged to start antenatal clinic once they notice that they
are pregnant so that we can identify pregnancy problems for the mother and foetus”
(PRN-02)

Antenatal care is a unique preventative public health initiative and intervention
offered routinely to pregnant women, with the overall objective of improving the
outcomes for the mother and child through early detection of complications [32]. The
Department of Health advocates for eight visits to receive significant care in which
pregnancy is monitored through health promotion screening, diagnosis, and disease
prevention [33].

Within South Africa, midwifery practitioners expect pregnant women to use
traditional medicines.

“Sometimes pregnant women come to the clinic late or they do not attend at all as
they believe in traditional medicines. We normally educate women to use it carefully
to avoid complications and even when following their practices, they must come to
the clinic so that we can test to see if they are fine, including the baby. At times they
overdose the traditional medicines, and we have to deal with maternal and neonatal
emergencies” (PRN-04)

Understanding African traditions is important in midwifery care, to support
women in their pregnancy journey, which can be stressful. Traditional medicines
must be administered safely to prevent complications such as premature labor, fetal
distress, and uterine rupture due to excessive uterine contractions [29].

After birth, the child is protected from the outside world by keeping him/her in a
safe space. The mother and child remain in a room for three months or until “ukuwa
kwenkaba” (the fall or drying up of the umbilical cord) as it symbolizes the growth of
the child.

“the child goes out after three months when the umbilical cord has dried up (inkaba
iwile) and ukhakhayi luvalekile “closure of fontanelle”. Even when you go out with
the child, you must cover the child so that he/she cannot get evil spirits” (AIP-01)

It is also believed that a small child can easily get various spirits that may affect the
child negatively.

“There are people who carry strong medicines which are not good for the child. the
child senses it and responds with their bodies by getting sick. Sometimes the fontanelle
is affected “ukwehla kokhakhayi” [sunken fontanelle],” (AIP-02)

Sometimes traditional medicines are given to the child, especially through small
cuts through the skin (ukugcaba).

“to protect the child, we make small cuts on the body and put powdered medicine
which will be absorbed into the body. The specific areas of the body are culturally
specified, but the important part is the head” (AIP-01).
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During the period when the mother and child are excluded from public life, the
woman is treated specially for three months, this time enables the nursing mother to
recover and take proper care of the baby [31]. Interestingly, one Christian leader acknowl-
edges the duties of family and midwifery practitioners during the birth of the child:

“The first person to touch a newborn baby is the midwife who helps in the delivery
of the child. Then mother of the baby to veceive him or her after delivery. At home
family members who can handle the baby with care would hold the baby to welcome
him or her into the family” (CL-02)

In nursing practice, immunization is administered to protect and strengthen the
immune system of the child.

“When the child is born, his/her immunity is weak, therefore at birth or before
discharge, the child is immunised. We follow the Expanded Immunisation Programme
which starts at birth to 12 years of age. When the child is immunised three drops
for polio prevention are given and an injection on the left arm is given in such a

way that it will make a mark as a sign that the child was successfully immunised
for Tuberculosis. The child is then registered in the institution birth vegister and the
Road to Health card is given and is used to vecord all consecutive immunisations”
(PRN-02)

Immunization is used to improve the children’s immune system. It assists in
preventing dangerous preventable diseases that, if not administered may result in
malnutrition and child development delays [34]. In South Africa, the expanded pro-
gram on immunization was introduced in 1994 as a powerful and cost-effective public
health program to improve child survival [35]. Through an immunization program,
the children’s right to health, safety, development, and survival is promoted.

3.2.1.2 Sub-theme 2: naming ritual

Naming is a ritual used to give identity to a child. The parents or family does the
naming of the child. The name gives meaning and direction to the life of the child.

“[...] the name has meaning which the child will follow in life [...]. Sometimes the
name is more of the circumstances of the pregnancy, the relationship of the family
especially the parents [...]”. (AIP-02)

“[...] giving a good name to a child is important as it becomes the way of life, if given
the name of a family member who was not a good person, the child will follow it and
cause chaos in the family and community” (AIP-01)

“In the Christian community, the pavents or family who offer the child to the church
give the name to the child. As Christian leaders, we only advise parents on the
importance of their children’s names. Giving a positive name to a child is always
encouraged. Because when we bless the child, he/she is called by the given name and it
reveals the future path of the child”. (CL-07)

The participants believed that the infant comes from the spirit world with
important information and is bringing unique talents and gifts to the family and
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community. On this basis, the naming of the child is an important occasion marked
by rituals. The naming ritual takes place a few days after the birth of the child, he/she
receives a personal name which marks entry into the family, prayers are offered, and
ancestors are invoked [31].

The child has to be treated with love and dignity, a sacred being that needs to be
respected:

“Each human person is made in the image and likeness of God, irrespective of their
social background. All children deserve to be treated with dignity for human life is
sacred” (CL-03)

In nursing care, when a child is born, the surname of the mother is used to identify
the child “Baby [surname of the mother]”. This practice is within the South African
Family law which advocates for the child’s right to a name.

“As midwives, we do not interfere with the naming of the child. We have social workers
from Home Affairs who come to the unit to assist mothers in registering their children
before they are registeved. This works well if the mother has the name of the child. But
if that is not the case, the birth confirmation documents ave given to the mother on
discharge to go to Home Affairs to register the birth of the named child” [PRN-02]

Section 28 of the South African Constitution states that “every child has the right
to a name and nationality from birth.” Therefore, the birth of the child must be
registered within 30 days after delivery and be in the possession of a birth certificate.
The birth certificate provides the person’s identity and thus gives the child the human
right to equality, freedom of movement, and dignity.

3.2.1.3 Sub-theme 2: initiation into family and community

When a child is born, he/she must be welcomed into the family and community.
This act is linked to the Ubuntu practice, which advocates for solidarity and commu-
nal living. Within the Christian community, a child is baptized, in African practice, a
child is blessed and in nursing care, immunization is used to strengthen the immune
system.

3.2.1.3.1 Initiation through Baptism

The baptism of a child and an adult are distinct. For mainline churches (Catholic
and Lutheran), baptism can be performed to infants. This is done to welcome the
child to the church family and protect him/her from evil spirits.

“The veligious group mainly in charge of baptism of the child, whereby the
Godparents and priest touches the baby during baptizing” (CL-01)

“A newborn child is a gift from God. Christians celebrate birth by welcoming the
child into the church through the sacrament of baptism of which the sponsor and
parents pledge to walk them (children) in the way of Christ” (CL-05)

Baptism is a ritual through which new members are engrafted into the body of
Christ and it is a symbolic guarantee that a person has become a member of the
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Figure 2.
Baptism of an infant.

Christian church [36]. Baptism is a sacrament by which people are incorporated into
the Church, built into a house where God lives in spirit, thus, the sacrament creates a
bond with all who abide by it [37]. Figure 2 shows a child being baptized. The priest
pours holy water on the forehead for the cleansing and purification of the child.

When a child is baptized, the priest touches the chest of the child as he makes the
sign of the cross. After this, he will pour water on his/her forehead and thereafter
anoint the forehead with oil. The symbols of the sign of the cross, water, and oil are
used to purify any sin, which is considered an evil spirit [37].

In some Christian churches, the dedication ceremony is conducted for the young
children. The parents dedicate the child to God:

“Dedication is a ceremony whereby the child might even wear beautiful white clothes.
Parvents can even invite relatives to come and witness the dedication. At church, the
child will be dedicated to God and prayed for” (CL-16)

3.2.1.3.2 Initiation through blessing

In African churches, baptism is only conducted when a person is an adult and can
make an informed decision. When the child is young, she/he is blessed using water
and incense. Therefore, a young child is welcomed into the family by introducing him
or her to the ancestors and blessing.

“The parents present their child to church through the senior member (pastor). The
pastor blows incense in his/her direction for blessing. The child is brought for blessing
after three months from birth” (ACL-05)

The initiation rituals such as baptism, blessing, and dedication welcome the child
into the family and community. It symbolizes a sense of belonging and personhood.
These practices are linked to the ubuntu principles that perceive the sense of self to
the family and part of the community. In the photo below children are presented by
parents and Godparents to the priest for blessing (see Figure 3).

29



Nursing Studies — A Path to Success

Figure 3.
Children receiving a blessing from a priest.

3.2.2 Theme 2: preservation of the person’ life within the community

3.2.2.1 Sub-theme 2.1: meaning of the body

In the African context, the body is the vessel for the ancestors, which needs to be
respected and honored.

“we respect the body, as people who have the spirit of the elders. We do not perform
rituals when we are not well [during menstrual periods]. When my body is not well,
T will burden the person I am praying for, for example when I am on my monthly
periods as a woman, 1 do not pray for the person because we vespect his/her body.”
(AIP-03).

The body is the subject of practice and the object towards which much of that
action is directed, it gives cultural identity and visibility to the ancestors both in fam-
ily, society and moral life [38].

For Christians, the body is considered the Temple of God. In the Gospel of John
2:19, Jesus referred to His body as a temple and Apostle Paul in the letter to the
Corinthians 6:19-20, explains. “Do you know that your bodies are temples of the Holy
Spirit, who is in you, whom you have received from God? You are not your own, you
were brought at a price. Therefore, honour God with your bodies”

In nursing, the body is a physical, mental, and spiritual being that is controlled by
the patient’s cultural and religious systems.
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“As a nurse I respect the person according to the patient’s belief system, first treating
the body with dignity, vespecting their ancestors or God in them. I ask the patient
what their family practice is so that I can treat them accordingly” (PRN-01)

3.2.2.2 Sub-theme 2.2: caring for the sick body: the healing ritual

Illness may be inevitable; therefore, the body may go through physical, mental,
and spiritual difficulties that require interventions.

Before African indigenous practitioners intervene in the illness of an individual,
they need to consult the ancestors through prayer or throwing of bones to get the
message relating to the illness.

“The sick person needing help comes to eNdumbeni “consultation room” and I consult
with his/her ancestors to understand the illness and how it can be solved. 1 listen to
the message and deliver it to the person.” (AIP-03)

“During ukuhlola “consultation” with the ancestors, they will give directions on how
to treat the illness and we give the information to a sick person. He/she is free to make

a decision to be treated or not.” (AIP-01)

Figure 4 shows an African indigenous practitioner during a consultation session in
the eNdumbeni.
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Figure 4.
African Indigenous Practitioner consulting in eNdumbeni.
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The Catholic church prescribes the sacrament of healing which is spiritual and
physical and can be done in the church, home, or hospital.

“We have the sacraments of healing. Spiritual healing is velated to the sacrament of
confession sins and physical healing which is the sacrament of anointing of the sick.
The priest touches the sick person by laying of hands on the head. The oil is also used
to anoint the forehead and hands. The sick person always must request the sacrament
or a velative consent if the patient can no longer do it himself or herself” (CL-04)

Patients come to the hospital when they have exhausted all the care available in the
safe home environment. When providing basic nursing care, physical exposure of the
body is experienced.

“We conduct a physical examination, bathing the patient and elimination- inserting
a urinary catheter or serving a bedpan. During this procedure, we see the naked body
of the patient and touch their bodies. These are very sensitive procedures, at times
embarrassing for me as a nurse and a patient receiving care” (PRN-08)

Being naked or nearly naked can be a major constraint in quality nursing care
as the patient and nurse must negotiate a safe space for this care with mutual
respect [39]. It is in the hospital space where the human body is exposed to diverse
healthcare practitioners, therefore, the promotion of privacy and careful exposure
of the patient’s body should be well-planned to improve the quality of life for the
patients.

Gender issues are critical in nursing and African indigenous practices as proximate
physical contact occurs in a private space. The female African indigenous practitio-
ners and church leaders expressed the limitations in providing interventions to male
clients:

“When performing healing vituals on the person, when he is a man, we give them
instructions on what to do, like “ukufutha” [steaming], I don’t put him on it as I can-
not see him naked. I give him instructions such as going to the room and undressing and
then using the steam etc. If it is a woman, I go in with her and help her in the process.
Ukugcaba (small cuts on the skin to put powder medicine] is done [...].” (AIP-02)

“The prophet (s) and leaders depending on gender can touch the person. Touching can
be done in any part of the body with dignity being observed. The decision of the sick
person whether to be touched or not is vespected. In case of severe illness, their velatives
are asked for consent” (ACL-03)

The importance of giving information to a participant in a ritual and allowing
them to make an informed decision gives them the form of dignity and reclaiming
their personhood during illness.

4. Discussions

The chapter attempted to explore and describe the rituals on the human body used
in the African Christian religion for inclusive quality care. Also, to integrate African-
Christian rituals in nursing intimate care of the human body. Two major themes
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emerged from the findings: Identity of a person and the preservation of the person’s life in
the community.

The African and Christian religions are among the communities that conduct
rituals on the human body. A ritual is a social construction of a body by which the
person is afforded a particular sense of identity. The body mediates all action; it is the
medium for internalizing and reproducing social values and the simultaneous consti-
tution of self and social relations. As the body is constantly touched, the rituals on the
human body must be integrated to enhance one’s identity as a person worthy of being
respected and cared for. This section looks at rituals in three contexts: Christianity,
Africanity, and nursing practice.

4.11dentity of a person

When the child is born, he/she needs to be protected from the impurities of the
world’s spirit and environment. The participants expressed the meaning of an infant’s
weak immune system and evil spirits.

The naming of the child is important as it gives meaning to the future of the child.
When a child is born in the hospital, the midwifery practitioners deliver the infant
and keep warm to prevent hypothermia (kept dry, warm, and safe). The child is not
washed until 24 hours after delivery. The first bath is important as it assists in the
observation of the baby and the mother is welcome to participate in this activity.
Before the infant is released from the hospital, he/she is immunized in the presence of
the mother. The first immunization for TB and polio protects the child from contract-
ing the communicable disease at a young age. The mothers are taught on how to take
care of the umbilical cord: keep it dry to avoid infection.

The child is initiated into the family and community through baptism and bless-
ings. In Christian churches, baptism symbolizes cleansing and purification from any
sin and unites one with God. Through blessing, the child is welcomed into the family
and community.

The practice of the Christian church is in such a way that the rituals contain
an element of touching the person. This is true for baptism and other rituals that
accompany the initiation of the human person into the Christian Church. The New
Testament presents a more liberal approach to the body, especially regarding touching
it: John the Baptist baptized people in the river Jordan (Mk. 1:4-5). Baptizing a person
requires pouring water over the other person as the baptizer stands close to them.
Jesus would even go so far as to touch people with various diseases, which was seen to
be taboo. He touched a sick mother-in-law of Peter (Mk. 1:31), he touched the leper
(Mk. 1:40-42), the woman who suffered a hemorrhage touched him, and he touched
the dead daughter of Jairus (Mk 5:21-43). With the example of Jesus touching the
other, in the Christian religion, touching a diseased body becomes standard as James
exhorts thus: “Is anyone among you sick? Let him call for the elders of the church, and let
them pray over him, anointing him with oil in the name of the Lovd. And the prayer of

faith will save the sick, and the Lovd will vaise him up. And if he has committed sins, he
will be forgiven” (James. 5:14-15). Through the scriptures, the sacraments find a way
into human life.

4.2 Preservation of the person’s life within the community

The participants perceived the human body as a sacred vessel for the ancestors and
a temple for God. This places value on the importance of a human person. The bodies
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distinctively bear emblems of cultural identity and visible ideologies that organize
both society and individual life [38].

The body is so valued in the Christian religion that Paul would call it the Temple
of the Holy Spirit (Cf. 1 Cor. 6:19-20). He also used the metaphor of the body to teach
about the unity that is supposed to exist within the Christian community (Cf. 1 Cor.
12:12-27). As a result, the body is good to be cared for and protected. Caring for the
body is foreseen even before the person is born, as she/he is viewed as desired by God.
For this reason, the prophet Jeremiah says, “Before I formed you in the womb, I knew
you, before you came out of your mother’s womb, I consecrated you and constituted you a
prophet for the nations” (Jer. 1:5). Therefore, speaking of being known in the womb
brings out the utmost respect for the human body. The person should still be valued
notwithstanding how he was conceived, where he was born what race or religion he
belongs to and even his orientation.

The body plays a crucial role in assigning meaning to the experiences of illness and
provides guidance on what actions are required for social experiences [5]. Therefore,
humans have a dual nature comprising of the body and spirit which continue to exist
beyond physical disappearance [9]. Elders in the family (immediate or extended) are
responsible for caring for their loved ones. Same gender is used; therefore, cross-gen-
der is not accepted. The children cannot see or touch the naked body of their parents.
Before outsourcing this care, the indigenous healer is consulted to “throw bones”—
consult the ancestors to see what needs to be done for healing. The incense, water, and
indigenous plants are used for cleansing and as a form of medication. During these
rituals, a body is repaired and refashioned through rites of healing [1]. The healing
ritual enables the participants to communicate with the spirit world and is possible
through the intermediary of priests or ritual leaders who will consult divinity on behalf
of the participants and relate the message from the spiritual realm to them [28].

When the attempts fail, the individual will seek further management in the hospi-
tal. This is done as the last resort and, at times may seem a failure for the family. Thus,
becomes critical for healthcare practitioners to understand the diverse backgrounds
of their patients for professional autonomy and empathetic care. During the patient’s
admission to the hospital, basic nursing care requiring touch is provided to maintain
the patient’s well-being. Procedures such as bed baths, and insertion of urinary cath-
eters are implemented. These procedures are considered intimate as the patient and
nurse share a confined private space. Intimate care can be defined as task-oriented
care that requires proximity between the patient and nurse [40]. The patient is given
an identity belt to identify them while in the hospital using their names and allocated
hospital numbers. Hygiene, elimination, and nutrition including medication are pro-
vided to enhance the patient’s healing. The identity of the person is validated through
rituals of naming, and initiation (baptism, blessings, and dedication) into the family
and community. Symbols such as water, oil, incense, etc. are used to transform the
body. A sense of belonging assists in maintaining the multifaceted human person:
body, mind, and spirit.

5. Conclusion

This chapter sought to advocate for integrated personhood. To arrive at this, an
exercise was made to integrate African Christian rituals and intimate care on the
touched human body. The chapter concentrated on three countries in Southern
Africa, namely Eswatini (former Swaziland), South Africa, and Zimbabwe. Some
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direct interviews were conducted with people who subscribe to different belief
systems. This included adherents of African indigenous churches, mainline churches
(those with a European background), Pentecostal churches and African indigenous
practitioners. Semi-structured interviews were also conducted with registered nurses
in selected hospitals. The important matter, or area of convergence, is that all the
groups are for the advancement of the human person, that is for integrated person-
hood. This includes rituals that require the priest, leader, or elder to touch the human
body. It is thus urgent that among these groups there must be constant sharing of
experiences and advancements in practice. When confronted with a sick body, it is
required that this body benefits from the experiences of the rituals on the human
body so that healing may take place. When this is done there is an assurance that the
body is treated with respect and dignity.
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Chapter 3
Pain and Pain Management

Manaporn Chatchumni

Abstract

Nurses specialising in pain management can have a significant role in
postoperative pain care. As integral members of the healthcare system, nurses should
adhere to evidence-based practice guidelines to ensure optimal patient treatment.
This paper focuses on the interplay between professional practice and the clinical
setting, enhancing our comprehension of professional and practice-based knowledge
advancement. Future studies will further expand our insights into the culture and
methodologies of a specific cohort of nurses, ultimately enhancing their expertise and
practice in specialised pain management. This paper will unquestionably contribute
valuable knowledge to the nursing profession and its practices. From the patients’
perspective post-surgery, effective pain management is closely tied to their overall
health and well-being.

Keywords: pain, pain management, nursing practice, postoperative pain, patient’s pain

1. Introduction

An individual’s subjective experience of pain can be described as the individual’s
own description of the sensation and the time at which they report that it occurred.
“Believe the patient” is a premise that McCaffery and Pasero state in their book Pain:
Clinical Manual [1], and this idea is consistent with that approach. Both the unpleas-
ant sensory and emotional components that are associated with actual or potential
tissue damage, as well as the perception of such damage, are included in the concept
of pain. The World Health Organisation’s International Classification of Diseases,
Eleventh Revision (ICD-11) [2] defines chronic pain as pain that lasts for more than
3 months or that happens repeatedly during that time period.

Nurses who specialise in pain management greatly enhance postoperative pain care
[3, 4]. It is imperative that nurses, who are essential components of the healthcare sys-
tem, adhere to evidence-based practice guidelines in order to guarantee the best possible
treatment for their patients [3, 4]. Increasing our understanding of the progression of
professional and practice-based knowledge is the purpose of this paper, which focuses
on the interaction that occurs between clinical settings and professional practices. In
subsequent research, we will be able to gain a deeper understanding of the culture and
approaches utilised by a particular group of nurses, which will ultimately lead to an
improvement in their level of experience and practice in the field of specialised pain
treatment. This research will undoubtedly contribute valuable knowledge that will
benefit the nursing profession and its practices. Effective pain management is closely
related to patients’ general health and well-being, as they perceive it after surgery.
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2. Anatomy and physiology

One of the most common symptoms that can be seen in hospitalised patients is
pain [3-7]. Acute pain usually results from damage to the tissue and lasts only a short
while before going away in 3 months as the injured tissues mend. On the other hand,
chronic pain persists beyond the healing phase and continues to be experienced
long after the individual has recovered from the acute injury or disease. Inherently
subjective in nature, pain is a phenomenon that encompasses both physiological and
psychological components [8-10]. It is a multidimensional phenomenon.

An important protective mechanism that involves numerous interacting
peripheral and central mechanisms is the somatosensory system’s ability to identify
unpleasant and potentially tissue-damaging stimuli. The term “nociception” refers to
the brain processes that are responsible for the encoding and processing of noxious
stimuli. Nociceptor activation and subsequent conversion into action potentials for
transmission to the central nervous system are necessary for noxious stimulus detec-
tion. The nociceptive impulses are set off by chemical, thermal, or mechanical injury,
which stimulates the nociceptors [8-10].

Nociceptive primary afferents contain both lightly myelinated A-delta fibres
(diameter 2-5 mm) and slow-conducting unmyelinated C-fibres (diameter < 2 mm).
These fibres are widely dispersed throughout the body, including the skin, muscles,
joints, viscera, and meninges. The fibres go into the spinal cord’s dorsal horn and
connect at various locations, including Ad at Rexed laminae Il and V and C at Rexed
laminae II. On the contralateral side, the substantia gelatinosa, also known as lamina
I1, is responsible for integrating these inputs, and second-order neurons are respon-
sible for forming the ascending spinothalamic and spinoreticular pathways (Figure 1).

Physiology of pain

Dorsal root ganglion Substantia gelatinosa

Dorsal horn

Ventral'horn

Rexed's laminae Il and V Spinothalamic and
spinoreticular tracts

Figure 1.
Physiology of pain 1.
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The inhibitory interneurons in the substantia gelatinosa are stimulated by the bigger
AD fibres leading “touch” and descending pathways, which in turn suppress the noci-
ceptive inputs from the C fibres. The gate theory of pain is founded upon this concept.
Altering the neural route that transports pain from its point of origin at the nociceptor
to its interpretation within the central nervous system can be accomplished by the
application of a number of different agents [8-10].

Pain can be either acute or chronic, and it may persist even after tissue repair.
Managing pain effectively requires adhering to a number of core principles, including
assessing and meticulously documenting pain as well as evaluating the effectiveness of
interventions. Surgical pain management is seen as an ethical requirement and a basic
human right. Standards for pain management were initially developed by the Joint
Commission on Accreditation of Healthcare Organisations (JCAHO) in 2001 [5, 6].
One of these guidelines emphasised how important it is to consider the assessment of
pain to be the “fifth vital sign.”

In 1965, Professors Ronald Melzack and Patrick Wall published the seminal “Pain
Mechanisms: A New Theory” [9], which laid the groundwork for the Gate Control
Theory of Pain. Pain perception is like being a “passive receiver of messages,” accord-
ing to an expansion of this notion that came out in 2013 [9].

2.1 Types of pain

Various criteria can classify pain, including the physiological mechanisms respon-
sible for it, the level of intensity, the temporal aspects, the specific tissues affected,
and the syndromes linked with it [8, 10]. The following are the criteria that are being
considered:

1. Pain Physiology: Pain can be characterised as nociceptive, neuropathic, or
inflammatory based on the underlying physiological processes.

2.Intensity: Pain severity can be classified as mild, moderate, or severe and is
frequently quantified using a numeric pain rating scale ranging from 0 to 10.

3.Time Course: We can classify pain as acute or chronic based on its length.

4.Type of Tissue Involved: Pain can originate in a variety of tissues, including skin,
muscles, viscera, joints, tendons, and bones.

5.Syndromes: Certain illnesses, such as cancer, fibromyalgia, migraine, and others,
may produce different pain patterns.

6. Psychological state, age, gender, and cultural background can all impact how
pain is perceived and managed.

The clinical assessment and management of pain can be aided by the pain clas-
sification system. There are three types of pain: acute, chronic, and acute-on-chronic.
Chronic pain, in contrast to acute pain, is often persistent, lasting 3-6 months or
longer, and has even been characterised as an illness in and of itself rather than
just a symptom of a pathological condition. While surgical procedures are the most
common cause of acute pain, trauma, and medical conditions, including myocardial
infarction and colic, can also contribute to this type of discomfort. Acute pain serves
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as a protective mechanism to alert the body to impending or existing tissue harm. This
causes the action to be interrupted, it draws attention to the location of the damage,
and it encourages behaviour in order to get away from the unpleasant stimuli. This
syndrome is known as acute-on-chronic pain, and it occurs when a person taking
analgesics for chronic pain experiences abrupt, severe flare-ups or breakthrough pain.
It is present in 70 per cent of people who suffer from chronic pain.

Pain can range from low to moderate to severe, depending on the context. It is
possible that a patient is experiencing more than one kind of discomfort. There may be
a combination of nociceptive and neuropathic pain in a particular clinical condition.
Both acute and chronic pain are crippling, and a person’s mental health can have an
impact on their pain levels. Patients suffering from persistent or unmanageable pain
frequently experience severe affective (emotional) disturbances, which is a compel-
ling but usually maladaptive state. More than 20% of the global population experi-
ences chronic pain, and 20% of all physicians’ visits are attributed to this condition.
An increasing number of people around the world are unable to work due to chronic
discomfort. Many people with chronic pain do not know what causes it. The gradual
onset of this condition is accompanied by feelings of powerlessness and despair. Since
chronic pain is never-ending and never-going, it increases the risk of psychological
and emotional complications, including anxiety and depression, for the person experi-
encing it. Anxiety and depression can make the discomfort worse. There are situations
when pharmacological approaches to the treatment of chronic pain are not successful.

2.2 Pain assessment

The process of assessing an individual’s pain is the first stage of history-taking and
physical examination. A thorough physical examination, a detailed medical history, a
“pain history,” and an evaluation of any functional impairment or treatment-related
side effects are all necessary components of an accurate assessment of acute pain. It is
crucial to do assessments at suitable intervals when managing severe pain. It is helpful
to differentiate between the various types of pain, since the most likely duration of the
pain and the response to analgesic techniques can vary from one type of pain to another.
This assessment requires the use of appropriate measurement instruments to ensure
consistent evaluation in both restful and active phases [11, 12]. As described in 2010
and 2011 [12] by Richard, Powell, Herr, Coyne, and McCaffery, the PQRST Method for
Pain Assessment provides a methodical way to comprehend and treat pain. This strategy
includes the following questions frequently posed by healthcare providers:

P (Provoking factors): What causes the pain to become more severe or to be
triggered? What causes it to improve or make it worse? Q (Quality): How would you
describe the pain’s characteristics? Are there any other ways to describe it, such as
tingling, scorching, stabbing, or shooting?

R (Region and Radiation): Where is the pain located, and does it spread to other
parts of the body? S (symptoms and severity): How severe is the pain? Does it inter-
fere with your daily activities? Could you please tell me how severe the discomfort is,
from 1 to 10? Prior to employing this scale with a patient, it is imperative to elucidate
the significance of the numerical values. The numerical values on the scale indicate
the level of pain, ranging from no pain (0) to the worst possible pain (10). Healthcare
workers frequently describe the 0-10 scale and ask patients to identify the corre-
sponding number.

T (Timing and Treatment): Does the discomfort come and go, or does it occur
frequently? Did the onset occur abruptly or progressively? How frequently does it
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occur, and how long does it last? Is there a particular time of day when the pain is
more intense, such as in the morning? Does the pain worsen before or after meals?

Triage: The first foundation for triage in a hospital setting is established by
employing guidelines for pain management. This strategy assures rapid service and
immediate medical reaction, and it serves as a model for patient care in hospitals.
Additionally, it makes communication between the physicians and nurses who are
responsible for the delivery of treatment easier.

Measuring pain is complicated because it is hard to define. Assessing the level
of pain that a person is experiencing can be rather challenging. To evaluate this, the
individual patient’s personal report is typically used to evaluate this. The effects of
medication, mood, and sleep disruption on these self-reporting measures are unclear.
Hyperalgesia (e.g., mechanical withdrawal threshold), the stress response (e.g.,
plasma cortisol concentrations), behavioural responses (e.g., facial expressions),
functional impairment (e.g., coughing and ambulation), or physiological responses
(e.g., changes in heart rate) may occasionally serve as supplementary indicators. One
way to increase awareness and use of pain assessment is to record pain intensity as
“the fifth vital sign.” is one way to do that. It is important to measure pain regularly
and repeatedly in order to determine if analgesic medication is effective over time.

The physiological instrument alone is insufficient for pain measurement. The most
effective clinical instrument would have physical (physiological), behavioural, and
self-report components. Physiological markers of pain, however, can be extremely
helpful in assessing a patient’s pain experience in critically ill and unconscious
individuals [8, 9].

Physiological manifestations of pain include the following:

a.Tachycardia may manifest;

b. Alterations in respiratory rate and depth of respiration may occur, manifesting as
oscillations, contractions, or a shift in pattern;

c. The development of hypertension may follow;
d.A decrease in oxygen saturation;

e. Sweating;

f. High blood glucose;

g.Poor organ perfusion;

h.Decreased gastric acid secretion;

i. Decreased gastrointestinal motility;

j- Pallor or flushing sensation; and

k.Pupillary dilatation.

The occurrence of neuropathic pain, surgical or other complications, or uncon-
trolled pain should always cause a re-evaluation of the diagnosis. Consideration
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Pain rating scales
1 g 3 4 5 6 7 8 9 10
Numerical Rating Scale (NRS)

No pain Mild pain Moderate pain Severe pain

Visual Rating Scale (VRS)

No pain Visual Analogue Scale (VAS) Worst possible
pain
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Figure 2.
Pain rating scales.

should be given to having the case reviewed by a specialist group or acute pain
service. While there are multidimensional pain scales, unidimensional scales are
more commonly employed for post-surgical pain evaluation due to their practicality.
Departmental choice is taken into consideration when selecting from the often-
described possibilities (Figure 2). It may be difficult to get accurate self-reports of
pain from certain patients, such as those with impaired consciousness or cognitive
impairment, very young children, very old patients, or in cases where communica-
tion breaks down because of language barriers, reluctance to cooperate, anxiety, or
extreme nervousness. In these cases, it is necessary to use alternative pain evaluation
tools, such as the FACES visual scale.

The abbreviation “FACES” is widely used in healthcare settings, especially in
pediatric care and pain assessment. This acronym refers to the “Faces Pain Scale,”
a popular and easy-to-understand method of measuring the severity of pain, par-
ticularly in people who have trouble expressing themselves verbally. From happy or
neutral features to faces showing escalating degrees of misery or pain, the Pain Scale
usually has a variety of expressions to choose from. The abbreviation “FACES” can be
broken down into the following:

1.F — Faces: The faces used in the pain scale are what this refers to visually. These

expressions cover a wide spectrum of human emotions, from contentment and
happiness to sorrow and distress.
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2. A — Assessment: The Faces Pain Scale is designed to measure the intensity of
pain. It gives patients a consistent way to express their pain levels by pointing to
the face that best fits their emotions.

3.C — Communication: When verbal communication is difficult or nonexistent, the
Faces Pain Scale can help patients and healthcare providers communicate more
effectively. Instead of only describing their suffering verbally, it lets them show
how much they’re hurting.

4.E - Evaluation: Medical professionals can track the evolution of pain levels with
the use of the Faces Pain Scale. Providers can monitor whether pain is improv-
ing or increasing and alter treatment programs appropriately by comparing the
patient’s selected face on the scale during several evaluations.

5.S - Standardization: The Faces Pain Scale offers a standardized way to measure
pain, allowing for simpler comparisons of pain levels across various people and
environments.

Pain assessment techniques are made more consistent and reliable by this stan-
dardization. The Faces Pain Scale is a useful instrument for pain assessment and
management in healthcare settings, especially for people who may have trouble
verbalizing their pain experiences. The expansion of “FACES” emphasizes its main
components and goals.

3. Pain management

It is essential for nurses to make diagnoses in order to properly identify and treat
patients who are experiencing pain. The management of pain, particularly in surgical
settings, is a multidimensional process [4, 8, 12], and this suggests that postoperative
patients may continue to experience difficulties in their recovery. Pain management,
which is a fundamental nursing duty, is an essential component of postoperative
hospital care. One must be aware of the ways in which nursing practices are influ-
enced by cultural norms and expectations in order to learn how to properly treat pain
[4, 12, 13]. It is of the utmost importance to acknowledge that pain that is not treated
effectively might worsen and result in more severe acute pain, along with additional
negative repercussions [12, 13].

Although medical knowledge has progressed and new ideas on pain physiology
and pain management have emerged, the World Health Organisation’s (WHO) anal-
gesic ladder has served as a useful and straightforward framework for pharmaceutical
pain management since 1986. Patients who suffer from chronic non-cancer pain
(CNCP) should continue to use the analgesic ladder. According to the findings of Yang
and colleagues [12] research, the WHO analgesic ladder for cancer pain is not suitable
for the management of CNCP at the present time (Figure 3). The updated protocol
is structured as a four-step ladder, with integrative therapies being implemented
at each level to decrease or eliminate the use of opioid analgesics. Interventional
therapies are evaluated at step 3, and if non-opioids and weak opioids are unsuccess-
ful in managing CNCP, strong opioids can be upgraded. It has been suggested asa
straightforward and helpful guideline by the WHO for analgesia in previous years,
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Chronic Non-Cancer Pain

(CNCP) STEP 4

Strong-opioid analgesic
+Non-opioid analgesic

STEP 3 +Adjuvant analgesic

Minimal invasive intervention
+ Non-opioid analgesics

STEP 2 + Adjuvant analgesic

Weak-opioid analgesic
+ Non-oioid analgesic

STEP 1 + Adjuvant

Non-opioid analgesic
+ Adjuvant analgesic

Figure 3.
Chronic non-cancer pain.

but it is not applicable to the present application of CNCP management. As a means
of controlling chronic non-specific pain (CNCP), it is recommended to use a revised
four-step analgesic ladder that is in line with the principles of integrative medicine
and least-invasive therapies.

WHO analgesic ladder states that there are three stages that make up the progres-
sion of the level of pain that is experienced. The utilisation of non-opioid adjuncts,
such as paracetamol, aspirin, or non-steroidal anti-inflammatory medications
(NSAIDs), is the initial step in the process. It is possible to supplement step 1 medi-
cine with weak opioids (such as codeine or tramadol) if the pain remains uncontrolled
or is getting worse. Stronger opioids are added to the treatment plan for moderate
to severe pain, or for pain that does not go away or gets worse after step 2. The term
“multimodal analgesia” applies to each of these approaches. Though used in reverse
order in cases of acute pain, the analgesic ladder is an essential component of individ-
ual patients’ analgesic plans, along with complementary therapy. There are multiple
areas of action for analgesics. There are a variety of painkillers, some of which work
locally to reduce inflammation-related pain (e.g., non-steroidal anti-inflammatory
drugs; NSAIDs); others modify transmission in the dorsal horn; yet others influence
the central component and emotional aspects of pain (e.g., opioids and antidepres-
sants); and still others modify nerve conduction (e.g., local anaesthetics).

There is a correlation between effective pain control and better postoperative
mobility, which includes activities such as turning over in bed, sitting at the bedside,
standing, and walking. Efficient management of pain results in favourable outcomes
on multiple levels, including those for the patient, the care unit that the patient is
assigned to, and the hospital as a whole.

Among these outcomes are the reduction of complications and suffering for the
patient, the enhancement of the quality of care, the enhancement of interdisciplinary
teamwork, the establishment of effective referral procedures, and the development
of pain management practices within the nursing team [4, 13-17]. A decrease in
readmissions, a shorter length of stay in the hospital, a reduction in medical costs,
and an increase in patient satisfaction are all results experienced by hospitals [14-17].
Activities that comprise pain management include appropriate nursing interventions,
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administration of pain medication, and provision of information and guidance.
Active listening, demonstrating empathy, and the utilisation of physical measures
such as breathing exercises, turning and positioning, wound care, therapeutic tem-
perature applications, and massages are all examples of therapies that may be utilised.

Additionally, psychological and behavioural treatments, such as cognitive-behav-
ioural approaches, stress management, patient and family education, self-manage-
ment counselling groups, and collaboration with multidisciplinary teams of experts,
play an important part in the provision of pain management services. The term “qual-
ity” has long been defined by nurses as the observance of quality care standards, yet,
patients frequently have an unclear understanding of what constitutes quality treat-
ment [4, 13]. As a means of establishing a common understanding of quality care, this
study highlights the significance of enhanced communication between nurses and
patients. There is a direct correlation between patient happiness and the likelihood
that they will seek additional treatment at a facility that is well-known for providing
high-quality care. Patient intent to suggest a facility is of the utmost significance in
today’s healthcare environments, which are characterised by intense competition and
a strong emphasis on economic factors. It has been found in previous studies that
patients and healthcare personnel, such as physicians and nurses, are frequently held
responsible for inadequate pain treatment. Possible patient-related obstacles may
arise from apprehensions over the adverse effects of pain medicine and a refusal to
take prescribed medications.

It is intriguing to consider the possibility that the prevalent patterns and rituals
in nursing culture, as highlighted by an intriguing discovery by Chatchumni and
colleagues [4], could impede the acceptance of innovative multimodal care models,
the utilisation of research, and evidence-based practices. This may help to explain
why nurses do not always give hospitalised postoperative patients proper pain
management.

A crucial component of postoperative patient care is the management of pain
that patients experience following surgery. There can be no moral or ethical justifica-
tion for failing to alleviate pain. Relieving pain effectively is a crucial component of
high-quality care. Timely and consistent pain evaluation, on par with other essential
health indicators, together with appropriate intervention by all healthcare profession-
als, possibly utilising acute pain services, will result in enhanced patient outcomes
and satisfaction. This can be achieved by providing instruction, implementing
departmental protocols, conducting regular practice audits of practice, and providing
feedback to the professionals involved.

According to the Nursing Diagnoses Definitions and Classification [18], nurs-
ing diagnoses can encompass, among other things, the following, depending on the
evidence that is available:

1. Acute pain related to tissue trauma or injury.

2.Ineffective airway clearance related to severe chest pain, which could impair
their ability to clear secretions.

3.Ineffective breathing patterns related to pain and respiratory difficulties may
make patients hesitant to take deep breaths.

4.Impaired mobility related to conditions such as fractures or arthritis.
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5.Knowledge deficits related to a lack of information.

6. Anxiety related to past experiences.

7.Sleep pattern disturbance related to increased pain.
3.1 Non-pharmacological pain management approaches

Both psychological and physical forms of therapy are available. Therapies
address a variety of aspects of the human condition are addressed by therapies.
Physiotherapy, heat and cold treatment, massage, relaxation techniques, music
therapy, and self-hypnosis are the six components that make up the approach.

Psychotherapy is an effective method for improving self-management skills in
the context of pain by addressing the social, emotional, cognitive, and behavioural
aspects that cause and contribute to pain-related dysfunction and misery. Chronic
pain has the potential to foster the formation of maladaptive thoughts and actions
that impair daily functioning, exacerbate psychiatric distress, or extend the duration
of pain perception [12-17, 19, 20].

Cognitive-behavioural therapy (CBT): Both personal thoughts and physical injury
can have an impact on one’s perception of pain. One of the cornerstones of CBT is
the idea that dysfunctional ways of thinking lead to the perpetuation of distressing
emotions and problematic behaviours. Cognitive-behavioural therapy (CBT) relies
on the patient’s ability to recognise negative beliefs about pain and substitute them
with more constructive ones. Individuals suffering from chronic pain often find relief
through cognitive-behavioural therapy (CBT) [12].

Relaxation techniques: These can help you calm down, get rid of stress, and feel
less pain. Some strategies that people often use to relax include aromatherapy, which
involves using certain scents to alleviate tension and discomfort and promote relax-
ation. Additionally, it makes use of oils, extracts, and smells derived from flowers,
herbs, and trees. During massages, facials, and baths, the ingredients can be inhaled
directly into the lungs or applied directly to the body. These techniques involve deep
breathing, which is beneficial for relaxation and has the potential to reduce pain.

Guided imagery is a therapeutic technique whereby patients concentrate on
mental pictures to induce positive emotions or a state of relaxation. One learns to
prioritise the image over their discomfort [13-17, 19, 20].

Music therapy has the potential to lift spirits and rev up energy levels. By caus-
ing the body to release endorphins, it may be able to assist in the reduction of pain.
According to Lopez and colleagues [13], music can be used in conjunction with any of
the other approaches described, including relaxation and distraction.

Self-hypnosis is a technique that allows a person to focus their attention on some-
thing other than the sensation of pain. One strategy is to tell oneself encouraging
things, such as how one can ignore or view the discomfort in a positive light [13].

The nursing profession commonly makes use of the following concepts: envi-
ronment, health, care, humanity, adaptation, and body, soul, and spirit. The term
“integrative nursing” describes a style of care that considers the whole person in their
unaltered form. The goal of integrative nursing is to treat the whole person, not just
their symptoms, by considering the patient in context with their physical environ-
ment. In order to research integrated nursing, which is a means of providing patients
with aid in obtaining optimal health by utilising both activities and the environment
[17], the purpose of this study is to investigate integrated nursing. The body, the soul,
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and the spirit all benefited from the sounds that were included in the anthology. The
use of five guiding principles and standards of practice is the foundation upon which
holistic nursing is founded, as indicated by previous research. The objectives encom-
pass a wide range of topics, such as: holistic theory, ethics, and philosophy; holistic
care; holistic communication; holistic practice standards that respect cultural diver-
sity and therapeutic settings; holistic education and research; and holistic self-care for
nurses. The educational programme for pain management based on evidence greatly
enhanced nurses’ understanding of the symptoms, consequences, and treatments for
uncontrolled pain. The education programme and pain management algorithm led to
an increase in patient satisfaction with pain management, as evidenced by increased
ratings on the Healthcare Providers and Systems Pain.

4, Conclusion

The culture among nurses in the field of pain management may impact the
postoperative pain care provided. The nurses, who are essential components of the
healthcare system, should adhere to the criteria for evidence-based practice in order
to provide patients with the highest possible level of care. This study’s concentration
on the dynamic relationship between clinical settings and professional practices will
improve our understanding of professional development and practice-based knowl-
edge. The results of subsequent studies will enhance our knowledge of one group
of nurses’ practices and culture. Acquiring this knowledge will play a crucial role in
elevating the consciousness and implementation of pain management within this
specialised cohort. This research will undoubtedly generate insights into nursing and
its practices. The health and well-being of patients who have just undergone surgery
are inextricably tied to proper pain management from their point of view.
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Chapter 4

Mental [llness among Young Adults
in Primary Care and Community
Context

Ulrica Lovén Wickman and Corné Coetzee

Abstract

Nurses are important in primary care and community contexts to apply actions
and interventions to the needs and interests of young adults. This chapter aims to
explore health-promotive actions for young adults with mental illness and move
nursing theories into the context. The journey of recovery from substance use disor-
der is a complex and multifaceted process, particularly poignant in the lives of young
adults. This developmental period is marked by identity formation, exploration,
and navigating societal expectations. Recognizing and understanding the dynamic
nature of recovery, the pivotal role of social support, and the inherent resilience of
this population provides a foundation for developing targeted interventions. Another
aspect is to enrich the development of skills for nurses by the use of more knowledge
of nursing theories. Primary prevention efforts should be tailored to meet the needs
of both nurses and young adults. These thoughts are both challenging and create new
possibilities. Furthermore, nurses need more knowledge, which will give them the
opportunity to make a difference.

Keywords: community, intervention, mental health, mental illness, nursing,
perspectives, primary care, young adults

1. Introduction

Mental illness is a widespread public health problem, and a large proportion of
those who suffer from it are young adults. Young adults are overrepresented among
people with mental illness, and the condition can cause both physical and psychologi-
cal problems. It creates a huge barrier of suffering, financial loss through a dysfunc-
tional working life, and reduced quality of life. There is a stigma around mental
illness, which is often considered to be due to a lack of knowledge about mental ill-
ness. This constitutes a basis for poorer treatment [1]. This, in turn, constitutes a basis
for poorer treatment [1, 2]. Adolescents and young adults hold stigmatizing beliefs
about mental health treatments, health professionals, and access to care. The sources
of these beliefs remain unclear, although some may be influenced by culture [2].

Mental illness encompasses a spectrum of health conditions characterized by
alterations in emotion, cognition, and behavior. Despite its prevalence and impact,
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the absence of definition underscores the complexity of this phenomenon. Serving
as an overarching term, mental illness incorporates diverse conditions that vary

in duration and intensity, collectively impinging on a young adult’s capacity to
navigate and adapt to daily life challenges. This term encompasses a wide array of
mental illness, spanning from severe psychiatric disorders to milder and moderate
conditions. The array of mental illness includes well-known conditions such as
depression, schizophrenia, autism spectrum disorder (ASD), anxiety disorders,
obsessive-compulsive disorder, adjustment disorder, eating disorders, personality
disorders, attention deficit hyperactivity disorder (ADHD), and substance use
disorder (SUD). Each condition presents unique challenges, affecting young adults
to varying extents [3].

Young adults’ experiences from primary care are described as facing difficulties in
accepting help, relational preconditions, structural and organizational hindrances,
and satisfaction with youth-focused mental health interventions. They experience
difficulties in accessing and receiving proper help from primary care. Further, they
do not believe in recovery from mental illness, and they also express a lack of mental
health literacy [4]. Primary care nurses (PCN) are advanced nurses in primary care or
community context. Further, in the text, nurse or nurses will be mentioned.

On average, young students spend 3.38 + 0.80 h on social media. Most-used social
networks are shown as YouTube (98.8%), WhatsApp (98.4%), Facebook (93.2%),
Instagram (88.1%), and Snapchat (48.5%) or TikTok (47.3%). The main reasons why
students use these networks are shown as primarily socialization (49.0%, n = 209)
and entertainment (31.1%, n = 133) [5].

Prevalence of loneliness for adolescents ranges from 9.2% in South-East Asia to
14.4% (12.2 to 17.1%) in the Eastern Mediterranean region. The lowest prevalence
of loneliness is observed in northern European countries (2.9, 1.8 to 4.5% for young
adults and the highest in eastern European countries (7.5, 5.9 to 9.4% for young
adults [6].

About one in ten young adults has an income that is below the threshold for what
is required for a reasonable standard of living, and about one in four young adults has
had difficulties meeting their current expenses. The economic vulnerability of young
people draws attention to the fact that there are large differences in the financial situ-
ation of young adults aged 20-25. The majority of the group has good living condi-
tions, but there are large differences within the youth group. The higher financial
income relates to higher self-esteem [5]. Data from suicide research indicates that in
the age group 15-24 years, the number of suicides has increased by approximately one
percent per year over the past 20 years [7].

2. Recovery perspectives among young adults with substance use disorder

Substance use disorder (SUD) is understood as a biopsychosocial disorder. Young
adults who want to stop using substances or improve their well-being while using
substances need to undergo a recovery process [8]. The road to recovery for young
adults living with mental illness is often long and looks different depending on the
condition and problem. SUD and recovery should be understood using the same
coherent approach — as an interplay between biological and psychological factors
and social, political, and cultural contexts [8]. Recovery is a way to achieve develop-
mental milestones shared by other young adults and a way to return to normalcy. It is
described as multifaceted, with many participants citing the integral role that mental
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health played in their substance use disorder (SUD), and the need to address this in
their recovery. Recovery from SUD is therefore increasingly recognized as a dynamic
and individualized process, encompassing various dimensions such as physical,
emotional, and social well-being [9]. The interplay of physical, emotional, and social
dimensions in their recovery process underscores the need for comprehensive, holistic
interventions [9]. Young adults feel stressed that recovery from substance use disor-
der (SUD) has to be self-motivated and is a process that requires consistent work. The
recovery perspectives of young adults unveil narratives of transformation marked by
both vulnerability and strength.

The challenges faced by young adults in recovery are manifold, ranging from soci-
etal stigma to internal struggles with identity and purpose [10]. Despite these hurdles,
many exhibit remarkable resilience, drawing on factors such as self-efficacy, motiva-
tion, and a sense of purpose to sustain their recovery efforts [11, 12]. Unfortunately,
there are societal barriers that reduce the opportunities for young adults with mental
health challenges to enter the job market and advance in their careers. Societal
attitudes, various policies, and organizational practices are examples of such barri-
ers [13]. In working life, young adults with mental health challenges are seen as less
attractive to hire, and difficulties in meeting work demands are reported by young
adults with mental illness [14]. This can lead to mental health challenges, ultimately
resulting in sick leave [14, 15].

For young adults involved, recuperation served to attain the developmental goals
common among their peers, aiming to regain a sense of “normalcy” They depicted
recovery as a complex journey, with a significant emphasis on the pivotal role of
mental health in their SUD and the necessity to address it during their recovery.
Young adults emphasize that the recovery process from SUD had to be driven by their
own motivation and demanded unwavering, continuous effort [12].

Furthermore, they highlighted the need for access to professional and social
support during the recovery process [8]. Young adults, in particular, often rely
heavily on their social networks for encouragement and validation [16]. Primary
care, peers, family, and community support can serve as crucial catalysts or barriers
to recovery.

3. The perspective of nurses meeting young adults with mental illness
in primary care or community context

The most common way for a person with mental illness is contact with a primary
care nurse (PCN) [17]. Effective treatment of young adults with mental illness
provides them with the opportunity to be actively involved in their care. A reciprocal
relationship marked by dedication from healthcare professionals enhances patient
engagement. Nurses engaging with young adults affected by mental illness underscore
the critical role of knowledge in this context. A profound understanding of mental ill-
ness enables the comprehensive collection of patient history and facilitates appropri-
ate referrals for specialized assistance. Emphasizing the importance of accessing the
right healthcare professional for mental health concerns, Nurses reveal a disconcert-
ing reality — they perceive that young adults grappling with mental health issues often
experience a lapse in the provision of adequate care. Furthermore, nurses lament the
inadequacy of resources and knowledge within primary care settings, asserting that
this deficit impedes the establishment of a trustworthy therapeutic relationship with
young adults affected by mental illness (Figure 1) [18].
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Figure 1.
The therapeutic rvelationship illustrated by Aline Grindatto.

The experience of nurses engaging with young adults with mental illness is charac-
terized by a recognition of the considerable time investment required for these young
adults. Furthermore, there is a discernible upward trend in the number of young adults
presenting with mental illness in primary care [18]. These young adults encounter diffi-
culties in accepting assistance, contend with relational barriers, grapple with structural
and organizational impediments, and express satisfaction with mental health interven-
tions [4]. This encounter is described as emotionally challenging by nurses, who convey
a sense of frustration and helplessness in their work with mental illness [18].

The confluence of numerous demands and societal pressures exerted on young
adults, emanating primarily from educational institutions and broader societal expec-
tations, has the potential to evoke a sense of frustration among nurses. This frustra-
tion, in turn, contributes to an increased complexity in managing their interactions.
The nurses articulate that the escalating demands and pressures on young adults serve
as significant contributing factors to the onset of mental illness, with contemporary
society being identified as a source of heightened stress.

The strategies of “Listen, confirm, and dare to ask” have demonstrated signifi-
cance in comprehending the experiences of young adults when they seek assistance
at health centers. The study established that young adults are frequently perceived as
delicate, underscoring the importance of active listening and trust-building as pivotal
tools in facilitating effective communication. The exploration of family dynamics and
social networks emerges as an integral component of these conversations [18].

4. Theories in nursing for recovery
4.1 The tidal model

The Tidal model is considered a person-centered and holistic theory. The theory was
created in the late 1990s. The model is based on a philosophical approach to recovery
and to the identification of mental illness. The focus is on a person’s stories, the person,
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and their experiences. The theory states that healthcare professionals need to learn
about these stories and experiences to provide the right support and help young adults
living with mental illness. One part of the model is described as the commitment of the
healthcare professionals. The commitment determines whether a genuine relationship
with the person can be created or not. With a genuine relationship, life problems can
be identified. The commitment strengthens the relationship, which contributes to the
development and recovery of the young adult. Through guidance to the right choice in
life, the young adult is guided through difficulties in life. The greatest need for young
adults with mental illness is support, and they need someone who can meet their needs
without being drawn into the process themselves. The experiences need to be shared
with someone. As nurses become involved in young adult’s problems, they get to share
stories, and they need to show that they are not afraid to meet the person where they
are with their life problems. The theory points out that nurses should not be emotion-
ally or spiritually affected in the process. The nurse is seen as a help to the young adult
to regain control over life, the life conditions, the experiences, and continue the life
journey. Autonomy and empowerment are at the center [19].

The theory was first created for acute psychiatric care but is seen to be relevant in
other care units such as primary care and community contexts. The study of nurs-
ing theories, Phil Barker’s model, brings contributions to the theoretical framework
of nursing when thinking of concepts that make up the metaparadigm of science
nursing, contributing to care science. Contributions to nursing practice, enabling
person-centered care and experiences of the young adults, giving voice to subjects
and reorienting the mental health care paradigm. The theory emphasizes a paradigm
for mental health nursing, with a view to interdisciplinary work and the empower-
ment of nurses and subjects in mental illness [19].

Numerous studies in mental health nursing care draw upon the Tidal model. This
model remains in a continuous state of development, enjoys international utilization
and manifests in diverse life cycles within various services pertaining to mental and
psychiatric health nursing practices. It is advisable to conduct research that delves
deeper into the theoretical concepts, refining the model and tailoring it to the varied
contexts within mental health [19].

4.2 Mental health continuum: flourishing

As a persistent and substantial deviation from normal functioning, mental illness
impairs the execution of social roles, and it is associated with emotional suffering.
The mental health continuum applies an operationalization of mental health as a
syndrome of symptoms of positive feelings and positive functioning in life. It sum-
marizes the scales and dimensions of subjective well-being, which are symptoms of
mental health. The presence of mental health is described as flourishing; the absence
of mental health is characterized as languishing in life. Positive functioning consists
of six dimensions of psychological well-being: self-acceptance, positive relations
with others, personal growth, purpose in life, environmental mastery, and autonomy.
However, there is more to functioning well in life than psychological well-being.
Positive functioning includes social challenges and tasks and is expressed in five
dimensions of social well-being. Psychological well-being represents more private and
personal criteria for evaluation of one’s functioning, and social well-being epitomizes
the more public and social criteria whereby people evaluate their functioning in life.
These social dimensions consist of social coherence, social actualization, social integra-
tion, social acceptance, and social contribution [20].
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4.3 The self-determination theory

The self-determination theory (SDT) is a well-researched theoretical framework
that can be applied to gain a better understanding of recovery [21]. A motivational
theory that posits three fundamental human needs (autonomy, competence, and
relatedness to others), the self-determination theory shows striking similarity to basic
ideas on recovery [22]. Social environments that contribute to the development of
these three basic needs are autonomy-supportive, well-structured, warm, and respon-
sive. Autonomy-supportive environments foster the growth of young adults’ intrinsic
motivation by cultivating their inner resources. Internal motivation refers to “the
inherent tendency to seek out novelty and challenges, to extend and exercise one’s
capacities, to explore, and to learn.” Such motivation reflects our human capacities,
the need to explore, show curiosity, express interest, and seek mastery. The achieve-
ment of internal motivation likely occurs as young adults progress to more advanced
stages of recovery. An assumption in SDT is that motivation exists on a continuum
ranging from amotivation (lack of motivation to engage) to extrinsic motivation or
intrinsic motivation, with intrinsic motivation being the most effective in well-being
and ongoing behavior. Communication within autonomy-supportive environments
relies on informal and noncontrolling language, emphasizing collaboration and
understanding [21].

5. Application of theories and opportunities of nursing to promote health
for young adults in communities and primary care

The young adult’s story represents the start and endpoint of the helping encounter.
It embraces not only an account of the young adult’s distress but also the young adult’s
hope for its resolution. The Tidal model seeks to help young adults express their
experiences in a version of “their story” The nurse needs to demonstrate a capacity
to listen actively to the young adults’ story and help to record their story in their own
words at every stage of the caring relationship. By valuing — and using - the young
adult’s own language, the nurse shows the simplest, yet most powerful, respect for
the young adult. The nurse helps the young adult express their understanding of
personal anecdotes, similes, or metaphors [19]. The Tidal model features commit-
ments described in fundamental values that represent the essence of the therapeutic
process. Specific competencies that nurses should have and which facilitate the use of
the model in primary care and community context [23, 24].

The SDT approach helps young adults grasp the purpose behind it, reinforcing
their sense of autonomy and engagement in the recovery process. Moreover, auton-
omy-supportive environments promote respect for diverse perspectives, fostering
an atmosphere of mutual understanding and open communication. By valuing and
acknowledging different perspectives, these environments contribute to a more
inclusive and enriching recovery experience. The SDT can also be used to examine
work motivation and implementation strategies within primary care and community
organizations [21]. The flouring perspective is important according to the positive
functioning with dimensions of psychological well-being with self-acceptance, posi-
tive relations with others, personal growth, purpose in life, environmental mastery,
and autonomy. Positive functioning also includes social challenges and represents
private areas of functioning. The social dimensions are also an important aspect of
the flourishing perspective [20].
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5.1 Reawakening of hope

The reawakening of hope, reclaiming a positive self and meaning through per-
sonal growth. Antecedents include the disruption of illness, stigmatization, internal
inventory, and contemplative recovery. Identified consequences include the return to
normality, reconstruction of self, and active social connection. The conceptual defini-
tion is the reawakening of hope and rediscovery of a positive sense of self through
finding meaning and purpose within personal growth and connection using creative
self-care coping strategies. Hope is essential in the Tidal model [19, 24]. The implica-
tion for nursing is the congruence of recovery-orientated practice with the process of
recovery experienced by young adults [25].

5.2 Support from others

Young adults with mental illness need support from others. Someone who believes
in their ability to regain well-being and helps them start believing in themselves.
Conversation plays a significant role in recovery, giving these young adults the oppor-
tunity to open. The courage to do so exists in a non-judgmental approach where trust
can be built. A changed thought pattern, where acceptance is the key factor, provides
strength to young adults. To manage thoughts and emotions, to shift the focus away
from distress [19].

Generating knowledge about recovery factors can equip nurses to support young
adults with mental illness, ultimately promoting better mental health among young
adults. The support to believe in oneself facilitated the recovery and brought them to
where they are today. The significance of the social context is emphasized, as it contrib-
utes to recovery, increased quality of life, and functionality [26]. For many, the social
context is their workplace, where friends and tasks can distract from issues or symptoms
in young adults with mental illness. Work also provides a source of income, boosts self-
esteem, and empowers. Some may view work as their contribution to society through
tax payments. The society affects our health and our socioeconomic status [13, 27].
Positive relations with others and personal growth are important factors [19, 20, 24].

5.3 The importance of time

The perception of time can be deceptive or not entirely consistent with its objec-
tive nature, but it is so valuable. The core concern lies in how we opt to utilize the time
at our disposal. In the end, our most essential contribution is our time. It is impera-
tive to allocate this time generously and judiciously. The nurse plays a crucial role in
making the individual cognizant that focused time is being devoted to addressing
challenges in life. The nurse must express an understanding of the significance of the
time the young adult is investing in the process [19, 24].

5.4 To promote nature experiences

The allocation of time in natural settings can yield health benefits by facilitat-
ing contact with natural elements, engaging in physical activity, promoting the
restoration of mental and emotional well-being, and providing opportunities for
social interactions. These advantages may manifest immediately, as evidenced by
reductions in blood pressure and stress levels, enhanced immune system function-
ing, and restored attention. Alternatively, some benefits may accrue gradually over
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time, including weight loss, decreased symptoms of depression, and an overarching
improvement in overall wellness [28]. The investment in and active interaction with
nature during early life emerges as a predictive factor for later-life involvement in
nature-based activities. Moreover, it is indicative of subsequent pro-environmental
attitudes, with a probable correlation to pro-environmental behaviors. Consequently,
fostering a connection with nature in the next generation should be regarded as a piv-
otal and collaborative priority in the integration of health and sustainability agendas
[29]. A study reveals a significant correlation between connectedness to nature and
mental well-being among psychosomatic patients, with both aspects demonstrating
noteworthy improvement over time. The young adults’ perspectives are reported

in the study and highlight positive outcomes in terms of effectiveness, satisfaction,
mood and soul-level enhancements, overall well-being, interpersonal connections,
and coping mechanisms for addressing problems [30]. Consensus statements provide
guidance for healthcare professionals on best-practice approaches to using physical
activity to maximize benefits for mental health and well-being. Recommendations are
made regarding the type, delivery, social and physical environments, and domain of
physical activity to optimize mental health outcomes [31].

The nurses role is to promote health and prevent mental illness; nature experi-
ences and outdoor life can be used as a gateway to a healthier lifestyle. By encouraging
young adult to be outside more, and change negative lifestyle, the nurse can encour-
age young adults to have healthier lifestyle in primary care and community context.
Nature can be seen as a stress-relieving factor, both to promote mental health and
to treat anxiety and depression. Nature experiences not only have positive effects
directly but also cause young adults with depressive symptoms to develop hope for the
future and security. For young adults with mental illness, nature can be a refuge that
is accessible to all without rules, requirements, and special approaches to consider.
There, in the freedom and lack of negative thoughts, you do not put effort into fitting
in. Instead, the focus can be on taking in nature’ healing properties and not having to
worry about being judged by others. Shared moments with others provided them with
the opportunity to process their own challenges, but it also afforded them the chance
to listen and understand the problems of others [32].

5.5 To develop awareness and motivation

Nurses need to express genuine interest in the young adult’s story to create a better
understanding. Genuine curiosity reflects an interest in the young adult and the
young adult’s unique experience. Discovering what is unique about this young adult
is quite important and must be the nursing focus. Genuine curiosity is the means to
realize it. The nurse shows interest in the young adult’s story by asking for clarifica-
tion and asking for further details. The nurse need to help the young adult to unfold
the story at their own pace [19, 24].

The nurse needs to help the young adult to develop awareness of the changes in
thoughts, feeling or actions. The nurse helps to develop awareness of how these subtle
changes have been influenced by their own actions, the actions of others or by other
circumstances. The young adult and the nurse are to become a team. Nurses are ina
privileged position and should model confidence by being always transparent; help-
ing the person understand exactly what is being done and why. By using the person’s
own language, and by completing all assessments and care plan records with the
person, the collaborative nature of the nurse-young adult relationship becomes even
more transparent. The nurse also needs to be transparent and make the young adult
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aware of the purpose of all processes of care. The nurse needs to help the young adults
develop awareness of personal assets, strengths, or weaknesses. This helps the young
adult to get a sense of autonomy or self-belief, promoting an awareness of their ability
to help themselves to sustain the young adult throughout the voyage of recovery

[23, 24].

5.6 Health conversations

Discussions about lifestyle habits are a crucial component of the nurse’s work.
These conversations are based on the patient’s own perspective on their health and
motivation for changing their lifestyle habits. The effects of targeted health discus-
sions have been illuminated in numerous studies [33]. Motivational interviewing is
a conversational technique that seeks to elicit the patient’s reasons for change and
enhance motivation to implement lifestyle changes. The methodology is evidence-
based not only for discussions about lifestyle habits but also for other prevalent
behavior changes [34].

6. Conclusion

There is hope for young adults’ mental health if there is support from those around
them and a belief in themselves. The conversation is an important part of the recovery
and gives the young adult the opportunity to open. The courage to dare to do so is
found in a non-judgmental approach where trust can be created. Confirmation from
others through care is empowering for young adults. Acceptance is a key factor that
gives strength. To be able to manage the thoughts and feelings, something is needed
that can shift the focus from the troublesome. To facilitate the recovery of people with
mental illness and in preventive work, the nurse has an important role. Collection of
anamneses, guidance for further help and changed behavior as well as coordination of
services, are parts of the nurse’s work. The recovery perspectives of young adults with
SUD illuminate a tapestry of experiences, challenges, and triumphs. Understanding
the recovery perspectives of young adults with SUD is crucial for tailoring effective
interventions that resonate with their unique challenges. Generating knowledge about
factors that favor recovery can lead to the nurses getting tools to support young adults
with mental illness. It enables person-centered care and strengthening of empower-
ment in young adults.

The young adults require support from their surroundings, positive interactions,
conversations with others, validation of their feelings, the ability to change their
thought patterns, and the discovery of their own methods for managing thoughts and
emotions. Everyone needs to find their own motivation. With an understanding of
these factors and in line with nursing theories, nurses can promote person-centered
care in their interactions in primary care and community context. The responsibili-
ties of nurses encompass the collection of comprehensive anamneses, provision of
guidance for further assistance, facilitation of behavioral change, and coordination of
services. The accrual of knowledge concerning factors conducive to recovery equips
nurses with tools to effectively support young adults grappling with mental illness.
This knowledge serves as the foundation for the implementation of person-centered
care strategies, thereby fostering empowerment among young adults. Additionally,
insights contribute to a ripple effect, mitigating societal stigma and fostering a more
permissive environment for young adults contending with mental health challenges.
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Chapter 5
Health Issues in Nurses

Liliana David, Cristina Mavia Sabo, Dorin Farcau
and Dinu Iuliu Dumitvascu

Abstract

This comprehensive review delves into the intricate web of health issues affecting
nurses and healthcare professionals (HCPs). The paper explores various facets of
this multifaceted issue, from the historical evolution of the nursing profession to the
contemporary challenges faced by nurses in their professional roles. It investigates the
demanding nature of nursing duties, the often arduous working conditions nurses
contend with, and the intricate interplay between health issues and the medical field.
A specific focus is placed on the prevalence of medical conditions, infectious diseases,
stress-related disorders, and psychological challenges that nurses commonly face. The
paper also addresses the alarming issue of suicide among nurses, as well as the perva-
sive problem of burnout and organic diseases that afflict this essential workforce.

Keywords: nursing, women, professional duties, challenges, burnout

1. Introduction
1.1 Definition

Nursing is one of the oldest professions in the world [1] or, better, as the job or
skill of caring for people who are sick or injured (Oxford Dictionary). Nurse means
“a person who cares for the sick or infirm” (Merriam-Webster Dictionary). More
recently, the word nurse also became a professional meaning: “a licensed health-care
professional who practices independently or is supervised by a physician, surgeon, or
dentist and who is skilled in promoting and maintaining health” (Merriam-Webster
Dictionary).

The etymology of the word derives from the Latin word nutricia, meaning nour-
ishing and was initially used for “feeding an offspring from the breast” (Merriam-
Webster Dictionary). From this original use, this noun developed its meaning to the
today’s significance. Nursing is very largely a feminine profession; thus, the health
topics presented below are mainly referred to women.

1.2 History of nursing
Although the history of nursing starts with the history of mankind and even in
other species (apes), the professional nursing was established by Florence Nightingale

(1820-1910) [2, 3].
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After her seminal activity, nursing as healthcare professional (HCP) spread
all over the world and developed training and educational premises to become
indeed a profession for the benefit of those in need. Nowadays, nursing is a well-
established profession, represented by 28 million persons, however 6 million less
than needed worldwide, according to the World Health Organization (WHO) [4].
They are organized in every country in professional associations and own profes-
sional codes.

2. Professional duties and challenges of nurses

Nurses are healthcare providers. The main tasks of the nurses are challenging and
stressful. They are listed in Table 1.

2.1 Working conditions in nurses

Nurses may have to practice in different settings, that is, clinical hospitals
including wards, emergency rooms, and day clinics; in medical practice offices;
in hospices; in rehabilitation facilities; in senior residences; in care centers for
disfavored groups; in school; in dentistry practice offices; and in pharmaceutical
care. Therefore, the working conditions are very variable and depend on each one
particularity. Besides this, the environment is particularly important: countries
or even areas in the same countries with facilities of quite different quality, the
working colleagues, the terms of the working contract, etc. It means that nurses,
like other HCP categories, may be exposed to deterioration of own health, caused
by working conditions.

Taking care of medical records

Recording and retrieving medical data

Surveying and monitoring patients

Physical examination and observation of the patients

Collecting biological samples

Performing medical maneuvers

Performing medical investigations according to individual training and certification

Administration of oral, parenteral, and other therapy

Providing bedside care

Counseling and advising patients and relatives

Collaborating with the medical team and reporting own observations

Maintaining the medical equipment

Recording the inventory of medical equipment and drugs

Educating juniors

Self-continuous education

Table 1.
Professional tasks of the nurses.
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2.2 Health issues in HCPs

The perception of health among HCPs is important. In one study [5], it has been
searched for what HCPs mean by health and how this may impact on the healthcare they
were providing. In a group of over 70 participants, the HCPs defined health, as expected,
the physical, mental, and spiritual well-being. However, they accepted that health means
not only the absence of disease but also the good functioning and keeping the chronic
disease under control. According to this perception, it means that an ill HCP can fill the
professional duties well not only in the absence of the disease but also in condition of psy-
chic and somatic well-being, and even more, when chronic diseases are under control [5].

Indeed, the HCPs may themselves become patients [6]. Their diseases impact the
standard of healthcare provided, and this has been obvious during the recent pandemics
of COVID-19 [7, 8]. The diseases of the HCPs become relevant not only for the society
but also for the patients himself/herself [9]. HCPs may consider themselves immune
to disease and, therefore, expose themselves to unnecessary risks [10]. There is a need
indeed to educate HCPs how to become patient. In a study, it was found out that disputing
the myth of medical immunity to diseases needs not only psychological interventions for
individuals but also at organizational level. HCPs should be trained to accept the possibil-
ity to become ill and to follow the road map of their own patients [11]. Even guidelines
on how to manage the treating doctor-patient doctor have been proposed [11]. Given the
pressure under which the HCPs work [12], it has been observed that mental illness is more
common, and at risk are HCPs recently exposed to psychological challenges [13]. Indeed,
not only medical doctors but also other HCPs are prone to suffer of distress and to lose the
mental health [14]. They also may have problems in coping with their own disease [15].
Thus, the HCPs need to be aware of their fragility of the possibility to become themselves
ill because of professional challenges and of the need to seek help when in need.

3. Medical conditions in nurses

Given the health issues that can occur in HCPs, it is necessary to evaluate the
impact of nursing on the health status of nurses. The risk factors for diseases in nurses
are displayed in Table 2.

The diseases that can be encountered in nurses belong to the types of diseases that
the general population may present. These are presented in Table 3.

3.1 Infectious diseases in nurses

Nurses are exposed to infectious diseases as they stay, such as doctors, in the
frontline of the contact with the patient. From the history of medicine, from litera-
ture or movies, we know cases of nurses who died of infectious diseases, from pests,
and cholera to viral diseases [16, 17].

Nowadays, the long episode of the COVID-19 outbreak caused a lot of casualties
among HCPs including nurses. Besides the death toll, many of nurses were infected with
SARS-CoV-2 and suffered acute or chronic forms of the disease. This impact is due to
specific working conditions [18]. Among factors predisposing to infections in nurses,
one should mention the working conditions and shortage of staff [18]. Factors increas-
ing the risk of infection spread are female sex, exhaustion, and lack of specific training,
while applying clustering for nurses’ care decreases spreading of infection [19]. Besides
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Factors linked to the profession of nurse

Exposure to infectious agents

Stress-related conditions

Incidental trauma during the work

Injuries or accidents while working with professional equipment or devices

Working in special conditions involving health hazards

Confrontation with the assertiveness of patients or their family members

Exposure to highly emotional circumstances

Bullying or abuse

Factors not linked to the profession of nurse

Aging-related factors

Hereditary risk factors

Environmental risk factors

Table 2.
Risk factors of diseases in nurses.

Organic disease

Functional disorders

Mental diseases

Burnout

Traumatisms

Table 3.
Types of diseases in nurses.

the risks caused by the viral infection, the psychological challenge can lead during nurs-
ing care in COVID time to mental health disorders [20] or to burnout [21]. In this recent
study on almost 500 respondents, there were higher scores for anxiety and depression in
nurses than in the general population. Posttraumatic stress disorder was more frequent
than army veterans or patients suffering injuries. Nurses working in intensive care units
present the trend to leave these jobs because of the challenges caused by COVID-19 [21].

Even before the advent of COVID-19, the contact of nurses with infected patients
represented a real hazard [22]. This is what can happen during flu epidemics when
contact with suspects from the first visit increases the risk to get the infectious
disease and leads to staff shortage when their need is highest [22]. Once the disease
contracted, there is the risk to spread it among other patients who are admitted on
the wards or seen in ambulatory [23]. It is therefore logical that there is a tremendous
need to protect HCPs, including nurses from infectious agents [24].

3.2 Stress-related conditions in nurses

Job is an important source of stress [25, 26]. Nurses are also exposed to stress. This
was emphasized after the pandemics with SARS-Cov2 [20, 21], but the facts are well
known from earlier data [27-30]. This stress is related with poor health in nurses and
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with the intention to quit, hence the shortage of nursing staff in hospitals in many
countries of the world. In an Iranian setting, the job stress in nurses was self-evaluated
as medium, while in female nurses, the most common source of stress was the range
of roles (48.4%), role duality (40.9%), and job environment (39.6%). Comparatively,
in male nurses, the range of roles was also the most important (57.5%), followed by
job environment (50%) and responsibility (45%). The disbalance between skills and
training compared to job requirements was not considered stressful in all genders
[27]. However, there is still a lack of consistency in this field. For instance, in another
study conducted in the same country [29], many nurses perceived their stress levels as
high, ranging between moderate and high. 78.4% of respondents reported that their
job was stressful. Explanations were working in shifts, insufficient staff, insufficient
payment, discrimination at job place, disagreement with the management, and exces-
sive workload. Being female, married, and with lower education correlated positively
with stress levels. Other sources of occupational stress were working in emergency
room and working many hours in tertiary centers [29].

In a neighboring country, Saudi Arabia, on more than 400 investigated nurses,
the following stress etiology was observed, in order of the importance: organizational
structure and climate, job description, management, interpersonal relationships,
career and achievement, and homework interface [31].

As one can see, there are several causes of stress in nurses. They are displayed in
Table 4.

3.3 Psychological disorders in nurses
From the studies dedicated to job stress in nurses, it has been revealed that this

can be associated with psychological factors [21, 29]. More recently, a large num-
ber of studies focused on this matter showed the importance of the psychological

Difficult working conditions

Critical patients

Emergencies

Work overload

Shifts working

Prolonged working hours

Insufficient staffing

Interpersonal conflicts

Lack of time

Lack of social recognition

Underpayment

Conflicts with colleagues

Conflicts with superiors

Harassment

Unpleasant administrative duties

Personal issues

Table 4.
Stress causes in nurses.
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disturbances in nurses [32-35]. In a Hong Kong study, carried out on 850 nurses,
history of chronic diseases and self-perception of poor health were correlated with
depression, anxiety, and stress. Depression was correlated with the status of being
divorced compared to married nurses. Other factors, which negatively impacted the
mood of the nurses, were widowhood and separation, lack of satisfaction with the
present job, conflicts, sedentarism, and sleep disturbance problems. Nurses were more
depressed, anxious, and stressed than the general population [32]. Similar data were
provided also in an Australian study [33]. In this study, more than one-third of study
participants reported scores for depression linked to job dissatisfaction. This condition
may become harmful for the patients as the professional performance diminishes in
such cases. Stress is also linked with the start of the career [34] or with the beginning
of another job with different responsibilities or requiring other skills than previ-

ously. In a totally different setting, Norway, similar data were reported. Besides this,
nurses in night shift had insomnia, fatigue, and depression [35]. Younger nurses have
higher levels of anxiety [36] as well as loss of compassion. This means that managers
should take care of this aspect and organize training for nurses who are emotionally

exhausted [36].
3.3.1 Suicide in nurses

Suicide is a consequence of life disbalance, depression, and loss of hope. Like
in medical doctors, where suicide is relatively frequent, mainly in females [37, 38],
nurses are also exposed to the risk of suicide [39]. This trend was aggravated during
the pandemic, when nurses, such as other HCPs, were more to risk to commit suicide
[40]. According to this paper, not only nurses but also physicians are the professional
category with the highest suicidal risk in the population (therefore, it is correct to
look to suicide as a professional risk in nurses), but the arrival of the SARS-COV2
epidemic led to professional risk, higher workload, fatigue, exhaustion, alcohol and
substance abuse, mainly in women, all of these factors favoring the suicidal ideation
[40]. Suicide in nurses is linked to smoking [41]. In female nurses surviving suicide
attempts, special training programs have to be organized, in order to prevent the
repetition [42].

3.3.2 Burnout

Burnout is another expression of professional risks in nurses, as for other catego-
ries of HCPs, and it is characterized by the loss of interest in filling the professional
duties, fatigue, disinterest, depression, and exhaustion [43-47]. The risky nursing
groups are those working in difficult conditions, mainly for intensive care units,
where the rhythm of work and the difficulties of the critical patients are eroding the
confidence of the nurses. Thus, nurses have a high level of burnout [48].

The main factors associated with burnout in nurses were being female, being
young, marital status, having children, work in night shifts, supplementary admin-
istrative tasks, and individual psychological factors, such as neuroticism or extraver-
sion. This means that no model of burnout in nurses should avoid the personality of
the nurse [48]. Almost half of the nurses have emotional exhaustion, as reported by
very recent research [49]. Working on weekends favored the emotional exhaustion,
as well as low collaboration with the job mates; emotional exhaustion is correlated
with more days of working incapacity in nurses [49]. Incivility at working place is
an important cause of burnout, and this applies also to nurses [50, 51]. Preventing
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Disease Professional risk factor
Cardiovascular Stress, sedentarism
Metabolic syndrome Stress, sedentarism, unhealthy eating
Gastroesophageal reflux disease Night shift, smoking, unhealthy eating
Dyspepsia Stress, smoking, unhealthy eating
Irritable bowel syndrome Stress, contact with intestinal infections
Inflammatory bowel disease Stress
Chronic liver disease Exposure to infected blood; alcohol, drugs
Breast cancer Stress
Dermatological Contact allergy, skin exposure
Musculoskeletal Physical activity, position

Tables.

Organic diseases presented by nurses.

burnout in such cases requires solving the social problems linked with incivility vents
at working place. It is expected that different degrees of burnout are detected between
different categories of HCPs [52].

3.4 Organic diseases

The nurses may present organic diseases. Some diseases have a prevalence and inci-
dence like in the general population, and others have an association with the job of nurse.
The main organic diseases encountered in nurses are presented in Table 5 [53-68].

There are an increasing number of studies emphasizing the professional risk of
female nurses and recommending prevention programs.

4. Nurses and morphological sciences

There are trained nurses working also in morphological laboratories: pathology,
histology, anatomy, embryology, etc. These are at risk to develop allergic asthma or
skin diseases from the inhalation or contact with aggressive chemical compounds.
Despite the paucity of the literature data on this topic, it is to recommend to ladies
exposed to such professional toxic compounds, mainly during the fertility period, to
respect all the indications and procedures to avoid professional diseases in laborato-
ries of morphological sciences.

Another aspect related to this working place is represented by the sight problems
that can occur in people working all the time with classical optic microscopes. New
technology created the conditions to improve the health of women working in pathol-
ogy or anatomy labs.

One can see nowadays that, compared with the state 30 years ago, when the
professional health problems of women nurses, caused by their occupation, could
simply be divided into four main chapters: biological, chemical, physiological, and
psychosocial hazards by Tan in 1991, and now, the landscape of occupational hazards
in this category of HCPs is more complex [69]. In other aspects, the risks perpetuated
but working conditions and preventive procedures changed also [66].

73



Nursing Studies — A Path to Success

5. Social image of female nurses and its impact on their occupation

Recent decades contributed to change of the social perception of the nurse as she
is perceived in cultural products or in mass media. From the image of a nurse at the
beginning, or of a dedicated, virtuous, and very engaged woman, it shifted toward
a beautiful assistant of the male physician. This can be reflected by the plethora of
cartoons, movies, plays, video clips, etc. These contributed to the erroneous presenta-
tion of the nurse of a frivol person, always submitted to her male boss. Besides the
caricatural image, the lack of reality and even of political correctness is obvious.

There is a general impression that this perspective is a handicap for the profession
of nursing, mainly female nurses [70].

In an Internet survey, it has been observed that in interval of few years, the
image of the nurse improved from the caricatural one into a balanced and realistic
one [71]. Indeed, after screening about 150 Internet sites where the image of nurses
was promoted, one could find out that nowadays the emphasis is put on the profes-
sional skills and the scientific activity (even doctoral studies being reflected on the
websites) [71, 72]. Therefore, one should use the social media to improve and spread
the positive image of the nurses. Indeed, a bad image or reputation is a cause of stress
and burnout in HCPs [43]. The job dress, that is, the uniform worn by nurses at work,
contributes as well to the image of nurses, as well as in the case of physicians [73].

Due to the representation of the beautiful nurse, many women want to become
nurses for plastic or esthetic surgery [74, 75]. In this position, they assist physicians
of therapeutics in improving the self-image of their patients, thus harmonizing their
profession with their vocation.

6. Conclusions

The nurses have a professional pathology caused by their working conditions.
Medical conditions associated with the profession of nurse are organic or functional,
somatic, and psychological. These diseases have to be recognized in time and pre-
vented, in order to improve the health of the nurses. Besides this, social and adminis-
trative measures have to be taken by managers in respect to the work organization and
staffing.
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Chapter 6

Work-Related Musculoskeletal
Disorders in Nurses: Still an
Unsolved Problem in Reality
(Narrative Literature Review)

Mivoljub Jakovljevic

Abstract

Work-related musculoskeletal disorders are a major cause of morbidity in
nursing. They include a range of signs and symptoms that can affect the quality of
performance of work tasks and quality of life. Workplace risk factors can generally be
divided into biomechanical (physical), psychosocial, sociocultural, individual (per-
sonal), organisational, and environmental risk factors. The risk factors are numerous
and interact positively and negatively with each other. There are various methods and
tools for assessing work-related risk exposure or risk factors in the workplace. In gen-
eral, the methods for risk assessment of work-related musculoskeletal disorders can
be categorised as self-report, (expert) observation, direct measurement, and remote
sensing. When selecting assessment tools, we must consider their measurement char-
acteristics as well as financial and time constraints, the characteristics of the research-
ers, the clients, and the environment. The assessment of risk factors forms the basis
for the development of intervention measures to reduce and/or prevent work-related
musculoskeletal disorders. The intervention framework usually consists of a sequence
of several steps. Given the dynamic nature of change in work-related musculoskeletal
disorders, this process is iterative and continuous and is likely to be most effective
when individualised. Healthy employees in a well-functioning work environment
should be the goal in every workplace in the healthcare system.

Keywords: work-related musculoskeletal disorders, nursing, risk factors, intervention,
prevention

1. Introduction

Musculoskeletal health refers to the performance of the musculoskeletal system,
which consists of intact muscles, bones, joints, and neighbouring connective tissue
[1]. Musculoskeletal disorders (injuries or disorders of the muscles, nerves, tendons,
joints, cartilage, and spinal discs) are the most common causes of disability and
limitations in daily life and employment [2]. Around 1.7 billion people on the planet
suffer from musculoskeletal disorders, such as back pain, neck pain, fractures, and

83 IntechOpen



Nursing Studies — A Path to Success

other injuries, as well as osteoarthritis, rheumatoid arthritis, and amputations [3].
The prevalence of musculoskeletal disorders in the general population varies con-
siderably depending on country, occupation, and sociodemographic factors [4, 5].
Work-related musculoskeletal disorders (WRMSDs) are conditions in which the work
environment and work performance contribute significantly to the condition and/or
the condition is exacerbated or prolonged by working conditions [6]. The definition of
WRMSDs is any musculoskeletal problem that occurs at work and causes discomfort,
difficulty, or pain in performing the job [7]. It refers to muscle, nerve, or other soft tis-
sue injuries or disorders caused by workplace-related risk factors [8]. The term refers
not only to medically based periarticular disorders of the limbs and spine (specific
WRMSDs) but also to multiple or localised pain syndromes (non-specific WRMSDs)
[9]. WRMSDs are the largest contributor to the work-related burden of disease and
are largely related to ergonomic factors in the workplace [4]. WRMSDs are sometimes
referred to as cumulative trauma disorder or disease, repetitive strain injuries, overuse
syndromes, regional musculoskeletal disorders, repetitive motion injuries, and soft
tissue disorders [10]. The aetiology of WRMSD is complex as it encompasses physical,
psychological, social, and spiritual aspects of the work environment.

2. Methods

This narrative literature review is intended to discuss the relevant literature that
has studied work-related musculoskeletal disorders in nursing, their prevalence,
risk factors for occurrence, and interventions for their reduction and/or prevention.
Narrative literature review covered a broad range of topics by using studies of various
complexity and design. A search was conducted in December 2023 in the databases
PubMed, Google Scholar, and ScienceDirect. The search terms were “work-related
musculoskeletal disorders AND nursing”. Inclusion criteria were the empirical
research and review articles to contextualise the findings and freely available articles
in their entirety.

3. Results

A total of 200 articles were initially identified to be potentially relevant for the
review. A total of 150 articles were included, and they were found to match the
inclusion criteria.

3.1 Prevalence of work-related musculoskeletal disorders in nurses

WRMDs are very common among healthcare professionals. Nursing is at the top
of all professions, with the potential to develop WRMSDs [11]. A prevalence of over
80% was found in physiotherapists [12], masseurs [13], dentists [14], surgeons [15],
midwives [16], and nurses [17]. The prevalence of WRMSDs among nurses is in some
cases higher than in other occupations, such as production workers and doctors [18, 19],
ranging from 60 to 98% [20, 21], and varies widely due to the more or less complex
work in primary, secondary, and tertiary healthcare, depending on the departments,
the hospital, and even the countries in which they work [22, 23], which seems to be
related to many different occupational exposures of nurses to WRMSDs [24]. The
high exposure to WMSDs is directly related to their job, which requires multiple tasks
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and high physical exertion [25]. They affect the quality of life [26] and lead to varying
degrees of long-term illness, work restrictions, high treatment costs, absenteeism,
disability [27], patient safety issues, and reduced quality of care [28, 29]. Nurses with
WRMSDs have a higher risk of depression [30] and a higher tendency to turnover
[31]. In this population, compensation payments, diagnostic testing, and medical
services can cost between $50,000 and $100,000 per musculoskeletal injury [32], and
WRMSDs are also a major cause of sick leave.

The prevalence of WRMSDs can vary from 33.0% to 88.0% among nurses around
the world [33, 34] or from 60-95% [35, 36].

3.2 Prevalence of work-related musculoskeletal disorders by body region

The neck and lower back were the most afflicted regions across all health-
care occupations, with an average frequency of between 26.7% and 70.1% [25].
Compared to dentists and surgeons, nurses had a lower average prevalence for the
neck (33.1%) [37]. The most common complaints among nurses are lower back,
shoulder, neck [38-40], hands, and legs (Figure 1) [38, 39]. The prevalence of
WRMSDs on the feet and the whole body was higher in developed areas than in
developing areas. Conversely, the prevalence of WRMSDs at other anatomical sites
was higher in developing areas than in developed areas [33]. WRMSDs in the neck,
upper back, and other anatomical sites decreased over time, while the prevalence of
WRMSDs in the shoulder and knee showed an increasing trend [33].

3.3 Risk factors
WRMSD is a multifactorial phenomenon influenced by various [41] direct and

indirect risk factors (Figure 2). The nursing profession is a very demanding occupa-
tion (physically, psychologically, socially, and mentally), which makes nurses more
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Figure 1.
Annual prevalence of WMSDs in different anatomical sites by prevalence rate (adopted from vef. [33]).
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Figure 2.
Dynamic relationship between workplace risk factors for WRMSDs. All risk factors influence each other, either
inhibitory or facilitative.

vulnerable to WRMSD. Due to the complexity and abundance of risk factors, research-
ers usually opt for a framework that narrows the field and facilitates understanding

of their interplay. In the workplace, these factors can generally be divided into bio-
mechanical (physical), psychosocial, sociocultural, individual (personal) [42, 43],
organisational, and environmental risk factors.

3.3.1 Physical and biomechanical factors

Physical and biomechanical risk factors include repetitive movements, carrying
heavy objects, unfavourable postures [44], patient handling, and long working hours
[45-47]. Patient handling tasks were documented as the main factors for WRMSD
in nursing staff. Perceived physical demands that carers are frequently exposed to
include moving objects, pulling/pushing machines, lifting patients, repetitive move-
ments, and extreme bending, bending, twisting, and sudden movements [48]. Highly
repetitive activities on a continuous basis can trigger WRMSDs [49]. These physical
demands increase the risk of complaints in various parts of the body [50, 51]. WMSDs
have been shown to be associated with patient-handling tasks in nurses [52, 53].

3.3.2 Psychological and social factors

The interactions between the work environment, job content, organisational con-
ditions and skills, needs, and personal considerations outside of work that can affect
relationships with patients (clients), job performance, and health are referred to as
psychosocial factors at work [24]. Nurses who have at least one WRMSD in one body
segment have expressed dissatisfaction with their profession, citing poor nurse-phy-
sician contact, staff disengagement, and lack of support from immediate superiors
[54]. Nurses may face various types of difficulties during their work that contribute
to WRMSD:s [55], including psychological distress [46, 47], problems with patients,
problems with management and physicians [55], lack of support from others, lack
of decision-making power [56], anxiety, and depression [46, 47]. Unfavourable
psychological and social factors led to an unfavourable work attitude, shortened time
interval between rest and activity, and possibly reduced cooperation with colleagues,
thereby reducing workers’ ability to resist WMSD [57].

Spirituality refers to a sense of connection between the individual and the uni-
verse, the meaning of life, purpose, integration, growth, truth, and mindfulness [58].
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Today, more and more organisations are recognising the importance of spirituality
in the workplace. It is about finding meaning, value, and motivation in one’s work
to achieve better performance and care outcomes [59]. Spirituality in the workplace
is becoming an essential aspect of healthcare. It has numerous benefits, such as
improved overall employee well-being, higher employee productivity, increased
motivation and job satisfaction, engagement and team effectiveness, and team
cohesion [60]. Spiritual stress can also have a direct impact on health. Research
indicates that those exhibiting comparatively elevated levels of spiritual distress are
more prone to experiencing pain, depression [61-64], suicide risk [62-64], higher
levels of clinically effective anxiety [63, 64], and a higher resting heart rate [64].
Spirituality in the workplace has integrated some spiritual concepts such as inner
connection, sense of community, connectedness, compassion, transcendence, and
mindfulness in the workplace to improve employees’ mental health and well-being,
increase their engagement and motivation, and improve organisational outcomes
of companies [65]. It has been demonstrated that workplace programmes rooted in
spirituality offer a multitude of advantages to both workers and employers. These
advantages include heightened creativity and revenue, elevated productivity and
performance, decreased absenteeism, and elevated levels of intrinsic motivation
and job satisfaction [66]. By incorporating spirituality into workplace health promo-
tion programmes, employees can be supported by their organisations in managing
burnout, work-related stress, and violence, as well as other psychosocial risk factors
in the workplace [67].

3.3.3 Factors in the organisation of work

There is evidence that the development of WRMSD is highly related to work
organisational factors, including problems with scheduling [68, 69], shift work,
staff shortages, poor working conditions [46, 47], and extended working hours
[17, 70], which may be risk factors contributing to the development of WRMSD in
nurses. Nurses are at very high risk for WMSD due to the shift-heavy culture and
long working hours in this field [71, 72]. Hale and Hovden [73] have identified three
stages in the development of occupational health and safety management, with the
third stage characterised by the consideration of organisational and management
issues as fundamental factors in improving safety. This suggests that what matters is
how well an organisation’s culture is established and communicated to employees to
facilitate their working relationships. The term “organisational factors” encompasses
all the elements that influence the way the organisation and each individual within it
behaves. Typically, these elements include:

* formal management systems (e.g., safety and competence management),

* assurance processes (monitoring, audit, and review),

* work practises, regardless of whether they are formally documented or not,
¢ risk awareness,

* how the organisation has learned from experience,

* safety culture of the organisation.
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There is a direct, significant relationship between organisational culture and job
performance, and a strong, employee-friendly organisational culture can lead to
effective employee performance [74]. Organisational culture and performance are
two variables that are significantly correlated [75, 76].

3.3.4 Environmental factors

As the authors of [77] previously explained, the idea of healthy buildings is a
biopsychosocial framework that focuses on redesigning the built environment to
promote and improve occupants’ health, well-being, performance, productivity,
and quality of life. The interior design of medical facilities is unique. Interior design
aims to create a therapeutic environment for patients and make their stay in a facility
as non-threatening, comfortable, and stress-free as possible. However, the needs of
patients are often at odds with the needs of staff in medical facilities [78].

Environmental influences include light sources and levels that deliver too much
or too little light, cold or too warm temperatures, noise levels [79], humidity, and
biochemical dangers. These conditions have a negative impact on employee health.
Research indicates that environmental variables, like uncomfortable temperatures,
can play a major role in the onset and aggravation of WRMSDs [80, 81]. In addi-
tion to having a negative impact on workers’ health (including musculoskeletal
symptoms) and job performance, heat stress [82] and cold stress [80, 81] can also
increase psychological distress and mental health issues [83, 84], lower key human
psychological performance variables [85], and cause irritability, inattention, a
sense of exhaustion, and mood swings. Current findings suggest that hot and cold
temperature exposure negatively affects performance and that other variables
(e.g., duration of temperature exposure or task duration) can alter this relationship
[86]. Increased noise in the workplace [87], insufficient availability of light [88],
dry air, and temperature fluctuations [89] were also significantly associated with
an increased risk of WRMSD. Biological (experience with cuts/wounds/injuries,
airborne infections, physical contact with retroviral patients and specimens, and
exposure to blood-borne specimens), chemical, and radiation hazards to which
nurses are exposed and their association with WRMSD have not been adequately
studied.

3.3.5 Individual factors

Individual (personal) factors include age, gender, body mass index, lifestyle
issues, and living conditions [90]. WRMSDs are common among nurses and pri-
marily affect the lower back. The likelihood of developing WRMSDs is high with
increasing age, BMI, and work experience, as well as among nurses working in
intensive care units and public hospitals. Some studies confirm such an association
between nurses’ age and WRMSDs (especially neck, arms, and lower back) [91, 92],
while others contradict these findings [93, 94]. It was not age but rather high physi-
cal job demands that significantly increased the risk of WRMSD in all age groups
[95]. Differences in workload, biological status, and body size between men and
women may be connected to the correlation between gender and musculoskeletal
discomfort [96, 97]. Compared to normal-weight workers, obese workers had a
higher risk of developing WRMSDs and a lower recovery from symptoms [98]. The
rate of WRMSDs increases significantly with increasing work experience [96, 99].
The physical abilities (muscle strength) that enable people to cope with physical job
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demands naturally decline over time due to age [100]. Physically demanding nursing
professions with long working hours and shift work can contribute to nurses being
less physically active in their free time [101]. Studies suggest that physical activity at
work and in leisure time may not have the same health benefits, although the results
vary [102, 103]. Given their strong correlation with six of the seven factors contribut-
ing to early death [104], physical exercise at the proper degree and intensity, as well
as a nutritious diet are regarded as the most significant positive health behaviours in
preventive healthcare [105]. It is very likely that physical activity during leisure time,
with appropriate parameters, can prevent musculoskeletal disorders, especially in
nurses with long work experience [106].

3.4 Risk factors assessment

There are various methods and tools for assessing work-related risk exposure or
for identifying potentially hazardous workplaces or risk factors in the workplace.

In general, WRMSD risk assessment methods can be categorised as self-reporting,
(expert) observation, direct measurement, and remote sensing (Figure 3). Risk
assessments should be carried out using methods that are objective and accurate, that
is, reliable and valid. Risk analyses can also be carried out when evaluating the effect
of a measure in the workplace.

Self-report was originally developed to assess WRMSD problems and is widely
used in epidemiological and ergonomic studies [114, 115]. Sometimes, it is a face-to-
face interview between the workers and an investigator. This method is easy to use
with large groups of workers and allows comparisons over time and between groups.
However, self-reporting takes time and interrupts employees’ ongoing work. Internet
surveys, video recordings, and video conferencing have also been used to improve the
efficiency and accuracy of the self-reporting process. Self-reporting has the benefit of
allowing many employees to report on concerns and difficulties that are challenging
to see (such as pain and perceived workload), and it is an economical and flexible
strategy that can be used in a variety of work environments. Self-reporting has the

ASSESSMENT METHODS
OF BODY WORKLOAD
‘ Direct | ‘ Remote sensing I Observational ‘ ‘ Self-reported
Computerized Paper and Video, NMQ
methods and pencil computer, NMQe
technigues with Apps
different sensors v v
QEC

Figure 3.

Schematic presentation of the assessment methods of body workload (OWAS — Ovako Working Posture Analysing
System [107]; RULA — Rapid Upper Limb Assessment [108]; REBA — Rapid Upper Limb Assessment [109];

QEC - Quick Exposure Check [110]; WERA — Workplace Ergonomic Risk Assessment [111]; NMQ — Nordic
Musculoskeletal Questionnaire [112]; NMQe — Novdic Musculoskeletal Questionnaire-Extended [113]).
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drawback that as the results are dependent on subjective assessments, they can differ
greatly between individuals. Furthermore, survey replies may be skewed because

of personal ramifications, which calls into question the validity of this approach,
considering alternative approaches like direct measurement and sophisticated sensing
techniques [116].

The methodical documentation of postures during work, including location,
frequency, intensity, and duration, is called observation [115]. WRMSD haz-
ards for a possible job or work environment redesign are normally measured by
specialists using assessment forms and an experienced observer. Although these
techniques take longer, their validity and reliability have been determined to be
acceptable [117].

Direct measurements are more objective than expert views and self-reports. In
order to analyse biomechanics and tissue and joint loads, common direct measure-
ments include electromyography, optical markers, goniometers, inclinometers,
optical scanners, and sound sensors. Recently, numerous new technical methods for
observing postures, movements, and loads have been developed. These instruments
are generally very accurate but also have some disadvantages. They are more expen-
sive than observation methods, need to be operated by experts, and interfere with the
organisation’s work.

Modern remote sensing methods use distance or image/video sensors to record
human motions using marker-less sensor-based biomechanics. Motion or kinematic
data can be gathered and used as input for biomechanical modelling, which computes
joint or tissue loading — a factor that is strongly correlated with WRMSD risks — as
well as for the observational risk assessment techniques already in use to establish
the degree of risk in the field. These methods can be utilised for assessments in actual
workplaces because they do not require human participants to be directly attached
to markers or signal receivers [118]. Because sensor-based approaches can record
objective, precise movement data that may be used to predict joint loads, they have an
advantage over self-assessment and observational methods.

When selecting assessment tools, we need to consider not only their measure-
ment properties but also the financial and time constraints, the characteristics of the
researchers, the clients, and the environment (Figure 4).
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Figure 4.
Graphic representation of guidelines for decision-making on the selection of assessment tools.
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3.4.1 Interventions to reduce work-rvelated musculoskeletal disorders

Four categories (specialised equipment, staff training, policies and procedures
to reduce work-related musculoskeletal illnesses, and support and follow-up) can be
used to categorise the interventions documented in the literature [119].

The introduction of handling equipment, also known as specialised equipment,
lifting devices, repositioning devices, and handling equipment, was a prominent
trend among the treatments. These included fast-ascending electric beds, sliding
boards, overhead lifts (also known as mechanical lifts) [120, 121], and overhead
lifts [122]. Positive results from all of these various tactics included a decrease in
injuries [119].

The staff training programmes with the most positive outcomes were designed
and delivered by care facility management [120, 122]. Conversely, Peterson et al. [123]
found no significant reduction in pain, discomfort, or the general physical and mental
health of participants after training.

Training programmes for correct posture, physical exercise, and redesign of the
work environment by staff were also used to reduce stressful boot postures [124]. Gold
etal. [121] also supported physical exercise training to improve flexibility and prevent
or reduce low back pain, particularly in individuals with a history of low back pain.

Adherence to specific policies and procedures guiding mobility interventions in
care homes reduced work-related musculoskeletal disorders [120, 121]. The introduc-
tion of these guidelines took into account the availability of specialised equipment
and centred on its appropriate use and maintenance, such as the prompt cleaning of
slings and battery recharging. These measures significantly impacted the correct use
of specialised equipment and further decreased the rate of injuries [119].

To promote compliance with the use of specialised equipment, measures were
initiated to comply with training programmes, implement guidelines as a follow-up,
and support staff in a multidimensional environment [119]. The utilisation of therapy
sessions as a follow-up technique to avoid musculoskeletal diseases connected to
employment was another supportive intervention [125, 126].

Workplace physical activity, or physical activity at work, is a form of organised
physical exercise that tries to establish areas where employees can spontaneously take
a break from their monotonous schedule to exercise their body and mind and grow
in self-awareness, which can enhance their connection with the workplace [127]. The
main goal of physical activity in the workplace is to improve performance during the
working day and prevent musculoskeletal disorders. Depending on the time of day
or purpose, different physical activity modalities can be used in the workplace [128].
Physical exercise can be performed at the beginning of work and is referred to as
preparatory, as its main purpose is to warm up the whole body before starting the job
tasks [129-131]. Because compensatory movement in the workplace entails stop-
ping work duties to move around, it is often referred to as a short active break [132].
These pauses are intended to alleviate tension in the musculoskeletal system (joints
and muscles) brought on by task-related variables and to make up for bad posture.
Workers’ physical and emotional well-being depends on this kind of mobility [133].
At the conclusion of the workday, employees should practice relaxation techniques
[134]. It can also be used in conjunction with mind-body interventions, such as
progressive muscle relaxation, acupuncture, yoga, Pilates, and meditation, as comple-
mentary therapies [135]. There is consistent evidence that physical activity in the
workplace significantly reduces general musculoskeletal pain and neck and shoulder
pain [136].
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3.4.2 Prevention of work-velated musculoskeletal disorders

In many countries, the population is ageing, and the retirement age of the labour
force is increasing [137]. There is a general tendency for the incidence of WRMSDs to
increase with age [138], but work-related hazard exposures significantly accelerate
this age-related increase [139].

There is a growing urgency for workplaces to adopt evidence-based risk manage-
ment practices that more effectively reduce WRMSD risk [140]. Given the influence
of multiple risk factors on the occurrence of WRMSDs, the implementation of
prevention and control programmes and measures requires the simultaneous identi-
fication and control of a range of risk factors [44]. Hazards are best eliminated at the
source. This is a fundamental principle of occupational health and safety. Despite
knowledge of the factors associated with WRMSDs, primary prevention measures
for WRMSDs through changes in work-related physical factors, such as manual han-
dling advice [141] and ergonomic workplace design [142], have not been shown to
be effective or too successful in preventing WRMSDs. In addition, the global burden
of WRMSDs appears to have increased rather than decreased in recent years [143],
although many preventive measures and strategies exist (e.g., workplace measures
or ergonomic guidelines). The latter does not apply to all topographical areas [144].
Theories and/or programme failures, such as inadequate translation of information
about aetiological mechanisms into well-crafted intervention programmes, may be
to blame for the failure of WRMSD prevention efforts [145]. For these reasons, a
framework for WRMSD prevention research using a repeated sequencing approach
was proposed by van der Beek et al. [146]. It is based on the “risk identification,
assessment, control and evaluation framework”, which serves as a foundation for
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Suggested a vecurring protocol to prevent musculoskeletal diseases associated with the workplace. The steps should
ideally be followed in order, beginning with step 1 and concluding with step 6 (solid lines), after which it can be
repeated. As an alternative, one could go back to steps 2, 3, or 4 (dashed lines) if interventions in step 5 have not
shown to be successful (adapted from [146] ).
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international labour policy and practise [147], as well as similar frameworks from
other research fields [148-150]. There are six steps in the suggested framework
(Figure 5).

In line with the authors’ findings [146], this framework has the potential to
enhance existing theories and bolster the creation and execution of preventive
measures for WRMSDs. The development of interventions in research based on an
identified problem (step 1) and targeting risk factors that seem to be associated with
a WRMSDs problem (step 2), possibly with a solid understanding of the underly-
ing mechanisms and pathogenesis (step 3), is necessary to achieve the best possible
outcome in the prevention of WRMSDs [146]. A demonstrated effective preventive
intervention (step 5) should be fully implemented using evidence-based implementa-
tion strategies (step 6), while the intervention should also be optimally targeted to the
particular occupational population and work environment (step 4) [146]. In order to
successfully execute changes in the workplace, it is crucial.

4. Discussion

Numerous studies have been conducted on WRMSD in workers across a range of
industries, including the nursing field. The majority of cross-sectional, retrospective,
or prospective investigations have shown that WRMSD is quite prevalent in nurses.
Studies on the incidence are scarcer. Numerous risk factors for the development of
WRMSDs are present in nurses. Most research focuses on physical stress at work as one
of the primary risk factors; however, social, psychological, and spiritual elements —
especially the ways in which they interact with one another — are sometimes overlooked.
There are many programmes aimed at lowering the incidence and primary prevention
of WRMSD; nevertheless, their effectiveness is frequently minimal or transitory. The
majority of these interventions overlook the individuality of each worker in favour of
targeting a larger group of workers, or average workers, and they disregard each person’s
individuality. Like diseases, WRMDs are a dynamic process. To lessen their impact on
society at large and on healthcare workers specifically, regular interventions based on
frequently repeated analyses of the work organisation, the demands of work processes,
and the worker—who also changes over time—are likely to be most effective.

5. Conclusions

With low back pain and ankle/foot pain having the greatest prevalence rates, neck
and shoulder pain following, and elbow pain having the lowest prevalence rate among
the 13 body locations included in the study, WRMSD is highly prevalent among
nurses. The primary risk variables for WRMSD were age, gender (female), high
body mass index, and length of employment. These association patterns also provide
insight into potential intervention tactics to enhance a positive psychosocial work
environment and encourage a healthy lifestyle. Appropriate screening programmes
for musculoskeletal pain risk factors among nurses should be implemented, and
prevention, early diagnosis, treatment, rehabilitation, and counselling are needed.
Solutions could also include increasing staff numbers and rescheduling working
hours by the health manager or senior management. Healthy employees in a well-
functioning work environment should be the goal in every workplace in the health
care system.
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Perspective Chapter: Clinical
Competency Framework —
Standardized Nurse Competence
Development

Susan Boyer and Miviam Chickering

Abstract

A regional nurse leadership group established the Clinical Competency Framework
with representation from academic, regulation, and practice-based settings. The
framework provides structures, tools and workplace systems that address the full
continuum of care. It is the only competency framework that: 1) integrates evidence-
based preceptor support systems, 2) standardizes competency and coaching tools, 3)
addresses all levels of nurse hires with a universal set of competencies, and 4) offers
shared ownership for program dissemination. The Framework supports clinical
preceptors, orientees, students, and transition into new specialties. It addresses issues
of competency validation for nurses in multiple settings and the same templates/guide-
lines are used for settings across the continuum of care. The competency-based orien-
tation is achieved through a preceptorship model, emphasizing the need for preceptor
development. Allied healthcare partners have adapted the tools for their use and the
model is shared via a membership venue that invites educators to ‘share and share back’

Keywords: nurse competence, preceptor development, clinical competencies, nurse
professional development, academic-practice clinical development

1. Introduction

The Clinical Competency Framework (CCF) was established by a state-wide nurse
leadership group with members from academia, regulation and practice-based roles
and settings. The project sought to bridge the transition to practice gap experienced
by new graduate nurses. Currently, the model provides supporting structures, tools,
and workplace support systems for a transition framework that addresses the full
continuum of care within a single competency framework [1]. The CCF is the only
competency framework that a) integrates evidence-based preceptor development/
support systems, b) standardizes competency and clinical coaching tools, c) addresses
all levels of nurse hires with a universal set of competency expectations, and d) offers
a shared ownership model for program dissemination.

The framework delivers a competency-based orientation process supported by
clinical preceptors. Fundamental model concepts include evidence-based practice,
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sampling, accountability, high-end apprenticeships, coaching plans, concept-based
development, reflective learning, and patient-centric practice [2-6]. The concepts
within the model are constantly evolving, but users must comprehend the role of each
framework element before recommendations for change are reliable.

Conducting research validity and reliability analysis is not a sufficient measure to
validate a competency-based orientation tool that must adapt to diverse care settings
and evolving healthcare practice [7]. The core measure of a successful tool is whether
the collected data reveals an accurate portrayal of the ability of the employee to
provide safe, effective care; based on agency protocol. Another important measure is
whether the regulatory surveyors accept the contents and process as addressing their
core requirements [8]. These measures of reliability are met by the CCF as adapted
and used in multiple settings — both urban and rural, from trauma center to critical
access hospital, and across the continuum of care.

The initial literature search led to the realization that foundational orientation tools
focused on tasks, procedures, and equipment; but overlooked the role of critical think-
ing, reasoning, clinical analysis, and nursing judgement within professional practice.
When this competency requirement gap is combined with the need for preceptor devel-
opment systems, the team recognized that three subsets of response were required. First,
our orientation, internship, and competency tools need to detail what critical thinking
and clinical judgement looks like within our care settings. Secondly, essential instruction
must occur to establish critical thinking (CT) development within the preceptors role
and responsibilities. And thirdly, the competency or transition tools must state specific
strategies for developing reasoning skills in the newly hired nurse. These framework
components were addressed along with updates in the identified roles of the preceptor to
increase focus on the roles of protection and evaluation.

2. Benefits and measures

Patient care outcomes are significantly impacted by new graduate preparation
for practice. Del Bueno [9] reported in 2005 that new graduate nurses met entry
level expectations only 35% of the time. A follow-up study conducted 10 years later,
revealed a drop to 28% meeting expectations [10]. This presents a serious concern
with the ever- increasing complexity of healthcare environments and interventions.
One component of the problem is development of clinical judgement and the impor-
tance of teaching nurses how to think like a nurse [11].

Multiple research and quality improvement projects have applied the CCF tools
and processes. The Nebraska Center for Nursing project [12] included specific data
collection regarding cost of orientation. CCF resources were used to modify how
preceptors are taught and utilized in both urban and rural settings across Nebraska.
Managers reported significant reduction in estimated orientation costs between the
control and treatment periods. Baseline orientation costs were reported at $7,028 per
new graduate, with reduction to $4,961 with CCF implementation. Outcomes also
revealed a reduction in incidence of errors or near misses. The study concluded that
new nursing graduates were more satisfied, better prepared, and had fewer errors.

Robbins [13] reported that nurse employment turn-over rate decreased from 33.6%
(prior to program) to 16.5% in the year following completion of the program, a 50%
decrease (p < 0.1). He averaged the cost of $85,000/nurse oriented to the Burn ICU
specialty, thus retention results in significant cost savings. Data analysis validated both
efficacy and improved staff satisfaction resulting from model use. The success within the
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Burn Unit was demonstrated as replicable in other specialties and further work within
the military medical system ensued [14]. Currently the CCF tools and process are being
adapted for both military nurse competency and combat casualty care development.

Multiple studies, performance and quality improvement projects have utilized
CCF components. Program outcomes show a reduction in incidence of patient errors/
near misses, lowered orientation costs, and improvements on factors of satisfaction,
retention, and positive workplace culture [12, 14, 15].

3. Program overview

The CCF is a ‘best practice’ clinical transition program that has been in place for
over two decades and has seen annual growth, expansion, evaluation, and advance-
ment. The preceptor supported design provides experience and deliberate practice
to support learning and successful transition into clinical practice. The experiential
learning within the CCF occurs synergistically with individual studies, staff devel-
opment courses, clinical conferences, and one-on-one support and instruction
from a preceptor. The program advances clinical practice skills needed to deliver
safe, comprehensive care in existing and emerging organized health care systems.
Collaborative resource development, ongoing research, and evidence-based preceptor
support systems are featured within the framework. The model is suitable for new
hire orientation, transition of new graduates (or new to specialty), nurse residency
programs, and/or competency validation for contractors or travelers.

The CCF is built upon prominent nursing theories which include, Benner’s novice
to expert model, her more recent call for three high-end apprenticeships, and the
Competency Outcomes Performance Assessment (COPA) model [16, 17]. Core concepts
related to teaching and learning, emotional intelligence, team process, systems think-
ing, transition shock, reflective learning, professional accountability, and sampling
theory are incorporated within the framework. The COPA model works synergistically
with Quality and Safety Education for Nurses (QSEN) [17, 18] as displayed within the
competency tools and process. While addressing the same core performance focus of
QSEN knowledge, skills, and attitudes, the CCF shifts the goals to target the manner in
which nurses provide clinical care. Specific skills identified within the competency tools
emphasize nursing clinical practice, clinical reasoning, and professional judgement.
CCF performance criteria reflect the need to view the patient in a holistic manner and
consider the possibility of differential diagnoses or related issues. The nurse develop-
ment targets a concept-based approach to learning and to competence development.

Reflective learning theory integrates with competency validation work to ensure
current practice capability while developing reasoning and judgment skills. Both
reflective and experiential learning strategies are employed within clinical coaching
plans that guide the preceptor in their crucial role [19-21]. The preceptor fosters
reflection within the clinical learning environment, provides deliberate practice to
enhance both skill development and professional practice confidence, and documents
achievement of specific competency requirements [21].

4. Core concepts integrated within the CCF

The Competence Outcomes Performance Assessment (COPA) model sets format and
content considerations for competency tools within the CCF [16]. Lenburg identified
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eight essential competencies of: assessment and intervention, communication, critical
thinking, teaching, human caring relationships, management, leadership, and knowl-
edge integration. All the specific skills. actions, and judgement that nurses engage can
be listed under one of these categories. This model initiated a complete re-thinking of
new hire orientation tools [22]. Previously, most agencies used diverse sets of check-
lists detailing the tasks and procedures pertaining to the nurse’s role. The COPA model
caused a shift in thinking to quantify and prioritize aspects of critical thinking and
knowledge integration; while focusing energy and evaluation on aspects of leadership
and management within our direct care roles. With Dr. Lenburg’s help, the compe-
tency criteria address high-level performance expectations within clear, concrete, and
concise statements. Performance criteria address the top levels of Bloom’s pyramid of
action verbs [19, 23], rather than the bottom.

The Clinical Transition Framework uses COPA because it is a model that also fits
for the full interdisciplinary team. The universal competencies for nurses are easily
adaptable for Rehabilitation, Respiratory, and other direct care personnel [24]. The
COPA model establishes the performance outcomes focus of the assessment process.
It targets critical thinking and clinical judgement, as crucial aspects of professional
practice and goes a step further in its focus on action statements that reveal actions,
reflection, reasoning, and clinical judgement. Core strengths of the COPA model
include the focus on practice-based outcomes that are integral to actual practice.

The CCF uses the COPA model in both universal and unit specific CBO tools. The
Universal Competency tool is outlined by the eight core competencies and offers aspects
of practice that are engaged in all clinical care settings [24]. The Unit-Specific tools build
upon the foundation presented within the Universal tool and present performance goal
statements in the manner in which we provide care, or within goals related to specific
aspects of patient presentation and clinical practice. Integration of the COPA model
ensures that the Competency Based Orientation tools extend beyond the commonly seen
lists of tasks, procedures, equipment, and documentation issues. Dr Lenburg provided
guidance in how to write specific statements to achieve clear, concise, and concrete
criteria that are observed within clinical practice. The resulting documents provide a
systematic standardized approach to competency development and validation.

Professional accountability is a core function that requires commitment from every
licensed care provider [5, 6, 25]. Inclusion of the accountability statement within the
orientation form defines what accountability looks like in this setting and provides a
specific testimony from the orientee. Each universal and unit specific tool concludes
orientation with a ‘summary statement’ within the signature page for completion of the
onboarding program. This summary statement is introduced by the preceptor at the start
of the preceptor/preceptee relationship. The statement starts the new hire with specific
directions related to their professional practice expectations. It then becomes part of the
signed form attesting to clinical competence validation for the individual [22, 26].

Summary statement signature attests to individual accountability for:

* recognizing the limits of their capability or knowledge base
* seeking assistance to meet professional performance criteria
* using learning modules to meet individual knowledge base needs

* accepting personal obligation to maintain practice capability, knowledge base,
and patient safety

112



Perspective Chapter: Clinical Competency Framework — Standardized Nurse Competence...
DOIT: http://dx.doi.org/10.5772/intechopen.1004080

The orientee accepts responsibility for their practice by signing the accountability
statement on completion of orientation. The signature indicates personal responsibil-
ity for their actions and inaction, as well as their knowledge base. As a professional
care provider, each licensed nurse is responsible and accountable for both their
practice and the ongoing capability development. Our profession requires continu-
ous professional development to ensure that we maintain capability and can provide
competent patient care. Without ongoing development, the practice of any nurse is
outdated within months of completing their coursework and orientation.

Ensuring nursing and patient centric goal statements is essential to professional prac-
tice. When questioned about “How do we know what they know?” leadership response
has often entailed building systems that attempt to address every detail of practice. This
response leaves us bogged down in the minutiae of nursing, instead of focusing on pro-
fessionalism. Orientation and competency tools often present extensive lists of the tasks
and procedures that are completed, but these lists do not describe professional nursing
practice. What makes nursing care unique and valuable is the clinical reasoning and
nursing judgement skills integrated with delivery of tasks, procedures, assessment, and
care. The nursing unique parts of our practice apply clinical reasoning and judgement
skills within care delivery. Individual tasks are inherent to achieving goals that are patient
focused and nursing centric. The ‘medical model’ of knowledge and skills development
approaches learning and competency from a system perspective — as in body systems, or
a set of tasks and procedures that are components of care. Many of us continue to follow
the patterns with in the medical model due to our prior experience with learning and
competency systems. But our prior experience was often not based in evidence or theory,
which calls for re- evaluation of those aspects within further development.

Documentation is easier when we use statements that are shaped by the manner
in which patients present. The preceptor can sign off on observations of care within
a specific patient assignment instead of searching for scattered elements of care in
extensive lists of tasks and procedures.

The nurse and patient centric model of developing competencies portray the
relationship between tasks, procedures, equipment, tools, assessments, and nursing
judgement. Assessment skills are empty and incomplete if a conclusion is not deter-
mined and then acted on. The judgement call comes before implementing the plan
and is a fundamental responsibility of the clinical nurse.

Competency and coaching goal statements should target aspects of nursing care,
while keeping the patient at the center of that care. When goal statements present
in the manner in which we provide patient care, they follow the pattern of patient
assignments and nursing practice. This presentation makes the preceptor’s compe-
tency verification and documentation requirements easier, as the aspects of care that
are performed are directly linked with the goal statement which was the center of the
performance development and/or validation.

Wording does make a difference in how we interpret our role. The shift to a nurs-
ing focus is represented in the competency statements listed below in Table 1.

In the first statement, the work of the nurse targets the physician and patient care is
a by- product. In reality, our work is patient centric and engages nursing unique aspects
of practice, thus the second statement better identifies the role and function of nurs-
ing. The third competency reveals the traditional, medical view of targeting the heart
instead of considering and treating the patient as a whole. The nursing and patient
centric statement reflects the manner in which patients present. This presentation
guides our practice to start with the presenting problem, and then continue care ina
manner that considers differential diagnoses as well as any urgent interventions.
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Medical model Nurse and patient centric
1. Assists the ED physician in the minor vs. 2. Ensures patient well-being with minor procedures
procedure room with/without sedation
3. Determines hemodynamic effects of vs. 4. Manages care of the patient presenting with
cardiac dysfunction ‘complaints of chest pain’

Table 1.

Nursing focused competencies vs. those based on the medical model [20].

Sampling theory serves a crucial goal of the model - to ensure a process that
remains as clear, concrete, and concise as possible. With this goal in mind, compe-
tency validation engages sampling theory to reduce the volume of practice observa-
tions [2, 27, 28].

Addressing every possible procedure, task, and care issue is not possible in the medi-
cal field as our practice changes weekly with advances in medical technology and health
management. With that in mind, sampling methodology provides the most effective
approach in selecting the required elements for orientation and competence validation
data. Sampling also reduces the workload of the educator, preceptor, and manager.

The concept of sampling allows a selection of specific performance elements to be
validated within orientation, and that overall competence can be extrapolated based
on this sample. Sampling concepts are used consistently in research, pharmaceutical
studies, testing for knowledge base, the assessment that NCLEX uses for licensing,
and Joint Commission surveys.

The directions for the form and process need to detail how sampling is applied
within the program. Form directions should remain with the documentation files to
answer any questions posed by reviewers or surveyors. Having the directions remain
with the form is also helpful to the preceptor/orientee team as they complete the tools
and revisit the scoring key for accuracy.

Sample selection is impacted by the capabilities that the learner brings to the
clinical setting. The performance criteria that are validated can remain the same, even
when the patient assignment is modified to the user’s capability. For example: the
preceptor will want to see a significant amount of clinical practice by a new graduate
before signing them off, whereas they might be able to validate performance for a
traveler within a single assignment. In the CCF the required elements are highlighted
in bold print and the form directions indicate the minimum requirements for comple-
tion of competency validation within a competency-based orientation.

It is important that we identify both the initial and ongoing performance expecta-
tions for the new hire. By communicating this within orientation, each individual can
establish an ongoing performance improvement plan that evolves beyond the basic
expectations and carries them into proficient/expert practice. Without this presented
on initial orientation, the question remains as to when and how this information is
communicated to the new hire. With ongoing expectations identified within orientation
documents, everyone is aware of practice expectations at the start of employment. Both
high-level, complex performance criteria and the scoring key elements of proficient
and expert are used to indicate further advancement of clinical practice. Preceptors and
educators involved in learner development support concepts of continuous development
within role modeling and discussions of professional goals. Yet the orientation process
and preceptor roles remain the same for each direct care provider.
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Determining competency validation requirements entails identifying the high
risk, high frequency aspects of nursing care that occur on your unit, in your agency.
In the process of selecting elements to be included in the sample, the experienced
nurse educators and managers consider what clinical care and level of practice is a
reasonable expectation for new graduate achievement within an orientation period.
The selected sample is then evaluated with consideration of whether it is feasible
to achieve within a few days of patient assignments for the traveling nurse. Within
the CCF process we have identified these elements in bold script with the directions
stating specifically that the bolded items indicate the selected sample for orientation
competency validation.

Deliberate practice can bridge the gap between didactic knowledge and clinical
application in those engaged with their first nursing position or a new specialty
practice. Instead of challenging the orientee with a new and more complex assign-
ment each day, concepts of deliberate practice encourage repeating a same or similar
assignment for enough times for the learner to develop dexterity and some level
of automaticity in care delivery. Preceptors allow deliberate practice by the newly
hired nurse, which results in growth of confidence along with clinical competence
[21, 29-31]. This practice establishes a foundation of clinical capability that supports
new challenges within later assignments.

There are four core tenets within Deliberate Practice:

1. motivation to attend to task and exert effort,
2.tasks that are outside of a learner’s comfort zone,
3. opportunity for immediate feedback, and
4.repeated performance.

Deliberate Practice (DP) allows integration of thinking and skills in a
controlled environment, through repeated opportunities to practice skill performance
[21]. The repeated practice provides an opportunity to develop automaticity and
dexterity with manual skills. With the technical skills becoming habitual, the care
provider gains time for thinking through the process to determine its impact and the
data that is forthcoming from ongoing assessment and clinical reasoning.

Integrating three high-end apprenticeships — The CCF responds to the ‘call for radical
transformation in Educating Nurses’ as proposed by Benner et al. [3]. Based on her
research, Benner calls for three high end apprenticeships as part of the education and
development of nurses.

The apprenticeships include stages of:

1. Developing the nursing education, science, and specialty knowledge required as
a foundation for safe practice

2.Engaging in deliberate clinical practice to enhance skilled know-how, dexterity,
and reflective learning

3. Professional Formation — An apprenticeship in ethical affect, demeanor, and
professional formation as a healthcare professional.
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These apprenticeships are deliberately integrated within the CCF with coaching
plans which provide specific, standardized knowledge content and guidance for the
preceptor/new hire team.

Professional Formation is the third essential apprenticeship identified by Benner
[3]. Competency within professional practice is an elusive concept that is based in
attributes required to act effectively in a healthcare setting. True clinical competency
is much more than skills proficiency and requires blended aspects of reasoning,
judgement, and decision-making [2, 21].

Reflective and concept-based learning strategies — True clinical competency is much
more than skills proficiency and requires blended aspects of reasoning, judgement,
and decision-making [21, 29, 32]. Within the CCF, specific strategies target develop-
ment of clinical reasoning and nursing judgment. The original CCF coaching plans
addressed reflective learning strategies with specific questions related to success,
challenges and alternative responses to issues that occurred during the week. Weekly
conference time is factored into the preceptor’s role and responsibilities in pursuit of
fostering critical thinking development in the new hire. Reflective questions within
the coaching plans start the conversation and assist preceptors in accomplishing
this role component. Teaching about how to support reflection learning and clinical
reasoning strategies are part of core instructional needs of preceptors.

Concept based learning is engaged within the CCF model of development. It
is a concept-based process which views each patient holistically, from a nursing
perspective. The forms, format and preceptor development promote replacing
traditional ‘systems-based’ instruction with concept-based learning. This approach
engages reflective learning in that the preceptor is encouraged to query “what is the
same, what is different” to highlight how aspects of care are related within different
diagnosis or issues. Concept-based learning in academia utilizes authentic learning
opportunities that mirror actual practice. It also shifts from a focus on task to empha-
sizing reasoning skills and this shift requires specific instruction and guidance for
preceptors. The preceptor needs to target an organizing principle, or a classification
of information, and emphasize how aspects of nursing care are related. Preceptors
learn new ways to present concepts and exemplars that require problem-solving, and
learners strive to understand how to connect facts and concepts within actual patient
care for in-depth understanding. The process encourages nurses to use effective
thinking skills, promoting safety and quality of care for their patients.

KISS principle represents the phrase, Keep It Short ¢ Simple! With adherence to
this principle, educators strive to eliminate extraneous verbiage and multi-faceted
scoring keys as they develop tools and process for transition into clinical practice.
Within the CCF tools and model, we strive to simplify — to make the form and process
as easy to use as possible. The tools within the framework focus on clear, concrete,
and concise statements and work expectations. The scoring key identifies observed
performance or explanations and targets only the aspects pertinent to the clinical pre-
ceptor’s role and responsibilities. For example, the preceptor should not be expected
to document attendance in general orientation, computer training or other elements
that are tracked elsewhere. If they are not part of the preceptor’s role to deliver, it
should not be an element on their documentation tools.

The KISS principle is a key concept applied to preceptor expectations.
Traditionally, agencies and schools of nursing have engaged preceptors for work with
students and new hires without planning for the additional time required for effective
teaching, deliberate practice by the learner, and the time needed for performance
validation. VNIP chooses to look at all expectations for the clinical preceptor and
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evaluate whether the work and timing is feasible for clinical application. With that in
mind, courses, tests, education classes, and simulation do not appear on the precep-
tor’s documentation tool, as participation in those events is managed and documented
elsewhere. The CCF limits tool contents to aspects of learning or validation that are
clearly under the preceptor’ jurisdiction. The scoring key is structured in the simplest
manner possible with reminders inserted wherever suitable. Time for teaching is
factored within policy statements and considered as an essential aspect of developing
assignments. Formative evaluation of the program is constantly considering whether
the KISS principle is being met to the greatest extent possible. As new tools or con-
cepts are added or evaluated, a key question is its fit with the KISS principle.

Standardized knowledge is outlined within the coaching plans. These tools
identify the knowledge that is inherent to practice in a specialty setting or is needed
to achieve a specific clinical care goal. Within the coaching plan, this knowledge is
identified and linked with the specific performance goal and may be indicated by
titles of policy statements, standards of practice, clinical practice guidelines, specialty
practice texts, and/or and specific learning modules. With expert published resources
available from specialty practice organizations, the educator and preceptor can
simply refer to the text, rather than creating, listing, and updating individual resource
materials.

Administrative workload reduction within a planned assignment is essential for
protecting the role and efficacy of preceptors. As tools and process are established,
those developing documentation forms and model requirements must consider who
will be responsible for completion of the model or tools. Line by line analysis of
orientation tools must include identifying the number of times a preceptor, educator
or manager must sign off on elements of competent practice, and how easy it is to
find the correct line for documentation. One major health system was able to reduce
the required lines for signing with date and preceptor name/initials from 682 to 124
[33]. This workload issue must be considered when planning the assignment of those
responsible for guiding the new hire, student, or new graduate nurse.

Administrative workload is a crucial consideration when writing guidelines or
policy documents regarding the competency validation process. Asking the clinical
care provider to precept, is asking them to complete another task within their work-
day. Those additional tasks need to be planned into the assignment — with consider-
ation of how the provider will find time to ensure that the task is completed in a safe,
effective, and efficient manner.

Program success measuves are crucial concepts within the model. A comprehensive
competency program provides documentation of performance-based, evidence to
validate that requirements were met and/or gaps in capability identified. Performance
issues may indicate a need for further development or termination.

A successful competency framework clinical competency framework tracks and
documents:

1. Achievement of clearly defined performance expectations, or
2.Early identification of when the new hire is a ‘wrong fit’ for the unit or role
3.Early identification of when new hire is a potential threat to safe, effective care

All participants must keep these aspects in mind as new staff members are devel-
oped. If we are unable to identify early when there is a ‘wrong fit’ for the novice, the
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individual’s self-esteem and potential are reduced due to inability to meet competency
requirements. With early identification of barriers, a remediation plan can be devel-
oped, whether it provides additional learning/practice support or recommends a
move to a different practice area.

Identifying a potential threat to safe care is core to protecting our patients
from potential harm. Making this determination early decreases the potential for
a clinical error or harm to the patient. Educators and preceptors must consider
these measures of success as they guide the new nurse to a specialty area or aspect
of practice where they may flourish. The competency program should be struc-
tured to assist educators, managers, and preceptors in identifying those who may
succeed, while guiding those that are not doing well to a more suitable practice
setting.

Documentation identified as the learner’s responsibility. Some preceptors have
reported leaving gaps in competency documentation due to the demands and com-
plexity of their dual roles as care provider and preceptor. The complications of the
added role can be eased by establishing appropriate expectations. The learner is in
orientation for the sake of learning and/or competency validation. They are being
paid to complete orientation process and documentation, thus need to take responsi-
bility for both clinical performance and documentation follow-through.

The orientee or student can review the documents and identify which elements
might be ‘signed off” each day or week. Making this request of the preceptor can assist
in completing documentation, while leaving the decision of sufficient evidence to the
preceptor. The process may also foster specific discussions about performance accom-
plishments and needs. To achieve these results, learners must be guided and directed
to routinely review and request documentation of the day’s accomplishments. This
shift in responsibility requires that both preceptors and new hires are instructed and
guided in the process change.

Rapid cycle quality improvement process is utilized to ensure that the tools, teach-
ing, and framework are effective [27, 28]. Within this approach to evaluation, changes
in content and format occur in an ongoing manner of prompt response to concerns,
issues, and environmental influences. The tools and model remain evidence based,
as the changes and adaptations are based on the current evolving evidence within
clinical practice.

To establish a sampling strategy for Rapid Cycle Quality Improvement, Etchells
& Woodcock recommend two useful guiding principles for sampling. “1. obtain just
enough data to guide next steps 2. make full use of local subject matter expertise in
selecting the most appropriate samples” [34, p. 63].

The rapid cycle quality improvement process reflects the execution of plan-
do-study-act cycles as detailed by Taylor et al. [30]. “The PDSA cycle presents a
pragmatic scientific method for testing changes in complex systems. The four stages
mirror the scientific experimental method of formulating a hypothesis, collect-
ing data to test this hypothesis, analyzing, and interpreting the results and mak-
ing inferences to iterate the hypothesis. The pragmatic principles of PDSA cycles
promote the use of a small-scale, iterative approach to test interventions, as this
enables rapid assessment and provides flexibility to adapt the change according to
feedback to ensure fit-for-purpose solutions are developed. Starting with small-scale
tests provides users with freedom to act and learn; minimizing risk to patients, the
organization and resources required and providing the opportunity to build evidence
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for change and engage stakeholders as confidence in the intervention increases”
[30, p. 29].

Within the CCF, the local subject matter experts are the clinical care providers
within each unit or specialty. The framework collects data in an ongoing manner to
evolve the model for optimal engagement of both new and experienced staff mem-
bers. These experts provide the necessary data to ensure that changes in the delivery
model produce safe and effective care that adheres to protocols as established by the
agency and specialty practice organizations.

Identifying core elements of nursing practice must be a first priority. A crucial
goal of the CCF is to establish evidence that the individual is competent to engage in
independent nursing practice. With the assistance of competency assessment tools,
evidence collection within orientation or transition programs seeks to determine if
the new hire consistently engages four elements of professional practice.

The program is successful and effective if it ensures that the new hire can meet
four practice elements:

1. Provide safe and effective care as per protocol

2. Adapt plan of care to patient’s changing needs & priorities
3.Identify the limits of capability

4. Seek assistance appropriately

Consider your current program tools, documentation, and reflective learning strate-
gies to support nurse development. Are the tools complete and are they completed fully/
correctly by the preceptors? Do they support the development of preceptors as clinical
educators? Are preceptors able to engage strategies that foster critical thinking, reasoning
skills, and clinical judgement? If those aspects of practice are important in our clinical
settings, the agency needs to invest in instruction, resources, tools, and preceptor sup-
port systems to ensure that they are communicated, tracked, and developed.

Core questions for nurse leadership include: “Which clinical performance elements
portray nursing practice in your agency and how are the elements prioritized within
the orientation and/or competency validation system?” The answer to these ques-
tions establishes our focus for nurse performance development and competency data
collection.

When line by line content itemization was completed on previously used orien-
tation and competency validation tools, the practice elements identified within a
specific Agency” tool produced the chart displayed in Figure 1.

The same itemization of content for the CCF Universal Competency tool reveals
a different picture of nursing practice. Within this chart, CCF Universal the practice
elements were re-sorted in order of percentages, Figure 2 shows how the tool pri-
oritizes elements of nurse practice. Within the Universal tool, a single performance
criteria statement may pertain to multiple elements as listed. In this case, wording
makes a significant difference in what is communicated about our practice.

From the practice elements listed in, which ‘non-task elements’ should be included
within your orientation and/or competency validation tool? And what percentage of
practice should they represent?
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Figure 1.
Percentage of “Agency” RN orientation/competency items addressing elements of nursing practice as listed in the
documentation tool.
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Figure 2.
Percentage of CCF Universal RN ovientation/competency items that addressed identified practice elements as
listed in the documentation tool.

5. Tools and templates for competency development and validation

The CCF uses a Universal Competency Tool to track performance expectations
that are engaged in all settings. The performance criteria listed herein address
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universal aspects of professional practice as outlined by the essential elements within
the COPA model. With these common aspects of clinical practice outlined herein, the
unit specific tools may focus on aspects that are unique to specialty practice settings.

Competency tools include both 1) Universal and 2) unit specific performance expecta-
tions. These are valid and reliable tools for competency verification that identify specific,
measurable performance-based criteria for assessment. Competency criteria include
aspects of caring, leadership, management, teaching, safety, accountability, knowledge
integration, critical thinking, reasoning, and clinical judgment capability.

The framework of the COPA model essential practice competencies provides the
categories within the Universal competency form. Performance criteria address ele-
ments of nurse practice that are used in all healthcare settings, rather than breaking
down to specialty- specific content. Unit specific tools outline clinical performance
in practice-based statements that reveal the manner in which care is provided or a
practice component that is unique to the specialty.

Within this division of skills sets, the common criteria lay the foundation for
performance and the unit specific address the specialty-unique knowledge and skills.
The initial completion of the universal tool is the basis for cross training that focuses
on elements within specialty practice.

Both universal and unit-specific CBOs are used for competency development and
validation. The Universal CBO tool is outlined with the COPA model core elements of
practice. Under each of the eight categories, specific sub-skills and tasks are detailed.
Specific documentation directions guide the preceptor in validating a sample of skills
that give evidence of overall capability and clinical competence.

Important features of the universal CBO tool include that it:

* Addresses skills and practice that nurses apply in all settings, all specialties

* Specifies practice categories of: Communication, Leadership, Management,
Critical Thinking, Teaching, Human relationships/ethics, and Knowledge
integration to be combined within completion of Assessment and Interventions
as essential nursing practice components

* Provides detailed performance criteria and sub-skills that give evidence of the
above list of essential elements of practice

* Communicates that these elements are threaded through all that we do as profes-
sional care providers

* Identifies the required sample of skills that must be validated
* Introduces a specific description of accountability expectations

Unit specific competencies address nursing care as applied for specialty practice set-
tings. Herein you will find the elements of patient care and nursing practice that are
unique to the setting, rather than universal in all settings. By separating the Universal
and unit specific tools, care providers do not need to repeat universal competency
validation when they change specialties. Instead, they can immediately focus on what
is unique to the new practice setting. Unit specific competencies can be presented as
a set of complete coaching plans, or may be condensed to offer only the performance
criteria statements.
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Form divections and scoring key apply documentation at the Advanced Beginner
or Capable level (see Table 2.) as evidence that the individual not only meets the
specific performance criteria that is being signed off, but also identifies the limits of
their capability and seeks assistance appropriately (see definition of 2 Capable). That
assistance is detailed further within the accountability or summary statement at the
end of the competency assessment tool.

While the tools and process make use of Benner’s model for skills acquisition, the
scoring key uses different titles from those used by Benner and Dreyfus for the first
three levels [35, p. 19]. The terms selected for the scoring key deliberately focus on
performance enhancement instead of words indicating failure, or not able to achieve.

In clinical practice, it may take 2-3 years for a new graduate to achieve the compe-
tent level as defined by Dreyfus [19] and Benner [35]. Yet the new nurse is a safe and
effective practitioner prior to this level of experience, so long as he/she recognizes
the limits of their own capability and seeks assistance appropriately. These aspects of
practice are inherent to the explanation of the codes in Table 2.

The description of the numerical code of 2 is: “Capable — familiar with skill/
equipment, but may need assistance, seeks support when unfamiliar with process/
skill”. Your policy statement and/or the directions for the form reinforce this
statement as the ‘passing’ requirements to complete basic orientation. “A score of
2 = capable, matches with the Advanced Beginner level within Benner’s model for
development of clinical skills. The achievement of this level of practice is linked
with the accountability statement that is included in the sign-off process for
completing orientation.

The response outlined in the CCF targets the scoring key and accountability. With
a score of 2 being addressed within initial competency validation, the preceptor is
validating that the orientee consistently recognizes when they are unfamiliar with an
aspect of care and that they seek appropriate assistance, resources, or guidance.

With the use of Benner’s model and this scoring key, a crucial need to teach
preceptors about the Novice to Expert continuum was experienced. Additional sup-
porting documents may be indicated to help clinical staff understand the concepts
and what they are looking for within competence validation.

CCF competency tool scoring key Novice to expert

1. Identified limitation — requires direct guidance
& support, little or no experience with skill

Novice = Inflexible, rule-based. Little or no background
understanding of why and how to apply or adapt the
‘rules’

2. Capable — familiar with skill/equipment,
but may need assistance, seeks support when
unfamiliar with process/skill

Advanced beginner = starting to use and make sense of
situational elements & depend on the context. Temporal
focus is immediate & present

3. Performs independently — knowledgeable to
perform tasks safely as a result of training &
experience

Competent = Increased efficiency; planning is still
conscious, abstract, analytic, and deliberate.

4. Proficient — extensive experience in this area/
skill, able to teach and mentor others

Proficient = situations are perceived as a whole rather than
as unconnected aspects

5. Expert — all of the above; fluid performance;
ensures evidence-based practice for clients and
agency

Expert = Understanding of task, as well as the decision of
what to do next, performance is intuitive and fluid

Table 2.
Scoring key matched with Benners Novice to Expert definitions [28].
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At the beginning of each Competency Assessment Tool there are specific direc-
tions on how to complete the tool, where to document, and what the observer’s
initials/date indicate within the tool. It is intended that the directions remain with the
tool, ensuring readily available clarification when a surveyor or reviewer asks ques-
tions specific to an individual’s orientation and/or competency evidence.

Self assessment of capability - At the start of orientation, the new hire will use the
scoring key to self-assess their capability and skills. Self -assessment is not a valid or
acceptable method of competency validation. Instead, this information is used to build
an individualized learning plan for each new hire, with a focus on validation of core
competencies in a timely manner. The directions also provide an ongoing reminder of
how to document within the form and what is communicated within specific loca-
tions on the form.

Clinical coaching plans are a single page tool that provides an outline of specific
expectations, resources, achievements, reflections, and what practice (competence
validation) gaps remain. When documentation is kept current and complete, the
tools function as a safety guide and ensure continuous development for the learner.
These individualized teaching plans are developed to support clinical and experiential
learning with preceptor supervision. Each plan addresses a specific goal as listed for the
specialty practice or developmental process. The coaching plan is a single page tool that
adds details about both learning activities and measurable performance outcomes. The
tools include a nurse-focused, patient centered goal statement, standardized knowledge
required to meet the goal, performance criteria that show achieving the goal outcome,
and a specific reflective learning activity. These tools assist the preceptor and new hire
by providing an outline of learning resources and clinical expectations, along with
preceptor ‘hand-off” communications. The tools move us towards viewing both patient
care and the learning process in a holistic, evaluative manner. That evaluation continues
to improve care quality and professionalism through rapid cycle quality improvement.

While providing a learning/teaching guide, coaching plans ensure a venue for
documentation of the learner’s progress, needs, and achievements. Coaching plans are
a single page tool that provides an outline of specific expectations, resources, achieve-
ments, reflections, and what practice (competence validation) gaps remain. When
documentation is kept current and complete, the tools function as a safety guide and
ensure continuous development for the learner.

The coaching plans are concrete, concise, and current tools that support both
experiential learning and performance validation. CCF resources include more than
200 individual coaching plans to support development of work organization skills
and clinical expertise in multiple specialties from across the continuum of care. The
plans are written and used to support development of the nurse new to an aspect
of healthcare. Preceptors and educators determine which plans best serve the new
nurse’s learning needs, and then customize the plan to match the individual.

Coaching plans follow principles of teaching/learning while they foster progres-
sion of the novice through competency/orientation requirements. Coaching plans
outline the core knowledge related to the goal statement and guide reflective learning
strategies for fostering critical thinking development.

These standavdized plans serve multiple functions. When used effectively, they can:

* Outline the standardized knowledge required for a specific aspect of patient care

* Establish clearly defined expectations in measurable, observable performance
terms

123



Nursing Studies — A Path to Success

* Track completion of critical elements of performance — with opportunity for
positive feedback as the learner progresses through, and completes each tool

* Document progression —and lack thereof — to clarify and ease the process of
difficult communications pertaining to performance issues

* Offer specific questions for fostering critical thinking development
* Direct discussion and reflective learning

* Ensure accurate, complete, and concise ‘hand-off communications’ from one
preceptor to the next (or from preceptor to manager or educator).

* Be adapted for use as an action plan or performance improvement tool by adding
a time frame requirement for meeting specific goals

* Provide effective, legal documentation of both the learning process and compe-
tency validation within the domain of a specialty practice

CCF coaching plans and competency tools address acute, long term, clinic, and
home care settings. Currently validated tools include target groups of RNs and LPNs,
with some tools for respiratory therapy, rehabilitation professionals, medical assis-
tants, and nurse aides. Others may be developed in collaboration with content experts

Hand-off communications are a core function of the plans. The tools ensure com-
munication of progress, challenges, and achievements from one preceptor to another.
Without this vital ‘hand-off” communication, progress of the learner may be ham-
pered by each preceptor taking the learner, student, or orientee back to prior steps or
expectations.

Orientees can maintain their documentation tools within a folder that is present
in the clinical setting or compiled within an electronic data management system.
Having this information available in the practice area ensures that changes in precep-
tor, educator, or manager include a fluid transition of clinical learning. The tools track
evidence of capability that supports patient care and task assignments that build
progressively more complex, while recognizing the foundational skills and evidence
already accomplished. The assignments consider appropriateness based on prior
experience and demonstrated capability. The documented observations also deter-
mine whether supervision of clinical performance is appropriate and required, or not.

6. Integrated preceptor development and support

A unique feature of the CCF is integration of preceptor development and sup-
port as a crucial component of the competency program. Agencies have often
implemented nurse residencies or new orientation programs without quantifying
the challenges placed upon the shoulders of preceptors. Through 20 years of work
with preceptors, students, and newly hired nurses, the CCF team learned that
preceptors require basic development related to: Communication, Competency
Assessment, Critical Thinking skills, Delegation/Liability, Interpersonal Issues,
Roles/Responsibilities, Teaching/learning styles, Novice to Expert Continuum,
Challenging Experiences, and Documentation. This content is taught using multiple
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media to ensure addressing all learning styles and time constraints. Preceptor texts
and workbooks have been developed for collaborative learning experiences. The full
allied healthcare team has benefited from the instruction and courses have included
participants from across the continuum of care.

For success of the overall program, preceptors require specialized education
related to their roles as preceptors along with focused instruction that addresses the
unique challenges presented by the CCF. Defining clinical competence for preceptors
is core to the issue, as preceptors are called upon to create meta-cognitive knowledge
through reflective practice and reflective learning [26, 29, 30].

Specific planning for critical thinking development is engaged. Critical thinking
and reasoning lead to clinical judgement and decisions regarding optimal nursing
care. To develop this judgement in others, a preceptor must engage core competencies
in: higher-order thinking; conducting assessment in a reliable, valid manner; effective
communication; and supporting learners in evidence- based practice. Preceptors are
the essential partners who facilitate the development of practical skills, communica-
tion, professional socialization, documentation, prioritization, and planning of daily
activities. They fill a crucial role in bridging the nurse education theory-practice gap
when they have preparation and supporting structures for their specialized role.

Preceptor roles and responsibilities have been defined and researched for the CCF
model with emphasis on roles of Protector, Educator, Competency Validator, and
Facilitator. The CCF engages preceptors with specific instruction related to roles and
the skills required to fulfill the roles. Preceptors must also strive to foster development
of clinical judgement in the new nurse — whether a new graduate or an experienced
nurse transitioning into a new workplace.

There are many elements within each role component and all must be integrated
effectively to support both students and new hires. When the Educator role is engaged
by the preceptor, one of the most important aspects is that of fostering critical
thinking development and reflective practice. Development of the nurse’s skills and
capability in reasoning leads to improved Clinical Judgment skills [21].

Preceptors engage specific strategies for fostering reflective learning and devel-
opment of clinical judgment [19, 29]. Critical thinking provides the foundation for
clinical reasoning, which leads to decision-making — or the application of Clinical
Judgment to the patient’s unique issues and needs. The preceptor uses weekly meet-
ings, case scenarios, documentation tools, discussion, and/or problem solving to
foster critical thinking development. Discussion, dialogue, constructive feedback,
and reflections contribute to the “thought development’ of the novice nurse.

7. Membership venue

Clinical Alliance (Alliance) membership with annual renewal requirements
created a venue to share, sustain, grow, improve, and disseminate the model. Alliance
members gain proprietary rights to all CCF resources and contribute to ongoing
development of best practices in clinical competency and preceptor development.
The Alliance provides an innovative means for sharing proprietary rights for the
competency framework components, tools, instruction, and resources. The shared
templates and model are systematic, standardized, evidence-based and readily
available in commonly used formats. The practice-based concepts and tools provide
a foundation for competency validation in more than 700 healthcare agencies across
the nation. Starting in 2000, the CCF innovation developed from a local initiative, to
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statewide implementation, to national influence, and now global linkages; creating

a solid foundation upon which others build. The membership venue is managed by
Nurses International, a non-profit organization that is creating affordable, techno-
logically savvy nursing curriculum for developing countries, thus empowering nurses
to change their world [36].

8. Conclusion

The CCF engages core theories and concepts to establish a comprehensive,
evidence-based approach for supporting students, new graduates, and experienced
nurses as they undergo transitions within healthcare. The engages universal and unit
specific competency tools to detail the clinical performance requirements. Sampling
theory is engaged to gather evidence of capability.

The American Nurse Association believes that competence is situational, dynamic,
and is both an outcome and an ongoing process [4]. The situation, setting and chal-
lenges determine what competencies are necessary. With a focus on the dynamic, situ-
ational nature of competence; the CCF tools, documentation, and model focus on care
of the patient instead of targeting equipment, skills, and completion of procedures.
The performance criteria within the CCF specifically outline the way in which profes-
sional practice incorporates clinical reasoning, judgment, and decision-making within
serious situations [17, 33]. In clinical practice, skills and tasks are incorporated as part
of the larger picture identifying the multiple attributes leading to effective action.
Transitional evaluation is not complete until an accountability statement summarizes
the professional responsibilities and ongoing learning needs of each care provider.

Preceptor education and support is a crucial element of the successful transition
system [37]. Preceptors apply concepts pertaining to communication skills, giving
feedback, conflict management, teamwork, competency validation, sampling theory,
accountability, novice to expert, and fostering critical thinking development. Use
of coaching plans in the clinical setting is a new and unique challenge for preceptors
which has proven a positive experience with projects implemented to date [2].

Unique aspects within the framework include: an emphasis on fostering critical
thinking development; integrating professional accountability; role development
related to gathering evidence of competence; and both introduction to, and practice
with, the CCF unique tools. A comprehensive competency development framework
also requires supporting the structures such as policies, standards of practice, survey
or evaluation tools, and rapid cycle quality improvement process.

The CCF supports safe transition within healthcare roles, experiential learning,
and competence validation in the clinical setting. This type of competency-directed
framework requires specific protections to ensure safe, effective patient care and
a supportive learning environment. Preceptors protect both patients and learners,
while collecting evidence related to clinical competence. CCF resources include
curriculum outlines for preparing preceptors, policy templates, and evaluative survey
tools; as well as competency tools and clinical teaching plans used to support learners
within the practice setting.

A membership venue is used to share the resources, model, templates, and instruc-
tional tools. This approach ensures sustainability of the work, continues the evidence-
based development, and allows nurse educators to start their work from established
templates, instead of ‘re-inventing the wheel’ of orientation and competency model
development.
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Chapter 8

Perspective Chapter: Ubuntu Model
of Health Care — Re-Envisioning
Nursing Practice in the Digital Era

Fhumulani Mulaudzi and Rodwell Gundo

Abstract

Ubuntu is an African philosophy that emphasizes the importance of care, concern,
and interconnectedness between people. During the period of the COVID-19 pan-
demic, nurse practitioners and nurse educators were forced to rely on digital technol-
ogy, but many faced challenges due to a lack of resources and skills. To adapt to global
changes, nurses need to embrace digital transformation and be involved in the design
and implementation of digital technology. Unfortunately, nurses’ voices are often
unheard in this process. The Ubuntu philosophy can offer valuable insights, reflecting
the African continent’s ethos and social wisdom, to promote digital inclusion. In this
chapter, we will delve into the significance of an African voice in digital governance
through the lens of the Ubuntu community model of nursing.

Keywords: COVID-19, digital technology, nurse practitioners, pandemics, philosophy

1. Introduction

The rapid integration of digital technology into professions and personal lives has
also influenced the role of nursing, which is to provide compassionate and humanistic
care to patients [1]. The COVID-19 pandemic has presented unprecedented chal-
lenges for healthcare workers, especially those in nursing. However, it has also created
opportunities for integrating digital technology in healthcare and education [2]. To
adapt to new ways of providing services, healthcare professionals and educators have
turned to digital tools such as telehealth, online communication platforms like Zoom
and Google Meet, and even artificial intelligence. These digital methods of care have
expanded and improved access to care for many patients, and reduced per capita
health costs [3].

Healthcare professionals have successfully embraced the opportunities presented
by the digital age, using technology to enhance their practices and elevate the quality
of patient care [4]. With cutting-edge technology, healthcare professionals can now
use electronic medical records, and diagnose and treat patients in novel ways, by
using diagnostic tools such as mobile ultrasound machines and 3D printing. Hospitals
have also introduced robots to serve as supplemental healthcare workers and assist
with other tasks that require less human intervention [5]. These tools are used to
identify patient needs, diagnose, and treat patients early, prevent medication errors,
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and improve compliance with practice guidelines thereby improving patient safety
[4, 6]. In addition, simulation methods are used in nursing education to teach student
nurses [7].

However, innovations in digital technology have posed ethical challenges in many
fields including nursing practice. Some scholars argue that ethical principles such as
compassion and caring which are the core of nursing and healthcare practice cannot
be replaced by robots and machines with automated decision-making systems [5].
Nurses provide compassionate care and uphold ethical values such as respect, benefi-
cence, justice, and non-maleficence. Compassion is a crucial element of the healing
process, as it directly impacts the quality of healthcare outcomes. Nursing with
compassion entails placing the patients at the core of care. The same sentiments are
expressed in the Chinese culture in Confucianism. Based on Confucian approaches,
all people are social beings and relational. The core beliefs are respect for elders,
harmony between individuals, justice, loyalty to family and friends, and filial piety
which is viewed as respect for one’s parents [8]. However, nursing is not limited to this
aspect; it combines both an art and a science [9].

Robots may not be able to provide the relational ways, humanization, and values
expected in nurse-patient relationships. Similarly, the use of simulation techniques in
nursing education has been questioned as nursing students are not given opportuni-
ties to practice on real patients. However, Samani et al. [10], observed that cultural
values can influence the development of robotics and that robotics can create its val-
ues and cultures. Furthermore, Mhlambi [5] has also proposed using the values of the
African philosophy of Ubuntu to create a more relational framework for governing
artificial intelligence. They propose that robotics should focus on enabling virtues and
the social and relational aspects of robots. While embracing technology in healthcare,
itis crucial to be mindful of the caring aspects. The chapter proposes the application
of the African philosophy of Ubuntu as a foundation of caring and the basis for the
Ubuntu model of healthcare in the digital era.

2. Lessons from the COVID-19 pandemic that should make us re-envision
healthcare and nursing practice

At the peak of the COVID-19 pandemic, the global health workforce was called
upon to lean on technology more than ever to support their practice. The pandemic
highlighted the need for telemedicine or telehealth, the provision of health services
through telephone, email, and videoconferencing. It is a health-related service which
relies on telecommunicating and electronic information technologies to facilitate con-
sultation, screening, health education, and information-sharing [11]. Telemedicine
became necessary for triaging and screening for COVID-19 symptoms, deployment
of services, collaboration between the multidisciplinary team, and continuation of
care provision while reducing the in-patient burden [12]. It also helped to promote
social distance between the healthcare providers and their patients. However, many
struggled for a timely and coordinated telehealth response due to the lack of skills
[13]. Since then, digital health has been transforming healthcare provision and is
strongly recommended by the World Health Organization to improve healthcare and
nursing practice [14].

In addition, the global pandemic brought a silver lining by shining a spotlight on
the exceptional work done by nurses worldwide [15]. People are now more aware
of the advanced clinical skills that nurses possess, the complexity of their job, their
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unwavering commitment to patient care, and the critical role they play in providing
comfort and compassion to patients in their last moments [16]. Despite the challenges
such as workload and stress [17], the nurses felt like superheroes due to the responsi-
bilities that they shouldered during the pandemic [18]. It is expected that the nurses’
previous experiences in handling difficult situations during the pandemic will make
them more confident in dealing with stressful situations [17].

The pandemic must be a catalyst for fundamental and systemic change in pre-
paredness for future global outbreaks [19]. Nurses are at the frontline of healthcare,
representing more than 59% of the world’s healthcare workforce. As such, the effec-
tiveness of health service delivery is influenced by the state of the nursing profession
[16]. They have first-hand knowledge of the challenges and barriers to health [12].
They play a central role in efforts to achieve universal health coverage and the global
Sustainable Development Goals (SDGs). Some of the challenges that were exposed by
the pandemic can be addressed by investing in nursing education and enabling nurses
to be empowered in digital technology and artificial intelligence. There is a need to
provide ICT training, IT support, computer accessibility, and social media access to
equip nurses with digital technology [20].

Nurses must also consider the pandemic as an opportunity to reflect, learn, and
grow [16]. Renewed awareness of digital technology offers an impetus for change
that nurses should embrace. Nurses must radically reframe their relationship with
digital technology to achieve universal health coverage by 2030. They also need to
learn to engage relevant stakeholders, provide leadership, and champion such initia-
tives. Unfortunately, the nurses’ voices are absent in the design and implementation
of digital technology although they constitute most of the healthcare workforce.
Promoting the nurses’ digital literacy and involvement has the potential to improve
health outcomes. A digitally enabled nursing profession will also attract the youth
into the profession. Ultimately, this will help to curb the global shortage of nurses. On
the other hand, failure to involve nurses will lead to a lack of trust in the technology,
reluctance towards its use, and pose a risk to cyber security issues [12]. Lastly, health
professionals including nurses are challenged to navigate the new models of care in
this digital era.

3. Ubuntu in nursing

Ubuntu is a term that is expressed in different languages but means the same thing
in African countries. For example, it is called gimuntu in Angola, muthu in Botswana,
umunthy in Malawi and bantu in Rwanda [21, 22]. In South Africa, Ubuntu is a Nguni
word that is expressed in the idiom, muthu ndi muthu nga vhathu and loosely trans-
lated as I am because you are [23]. Similarly, in Malawi, the relational aspect of Ubuntu
is expressed in the saying, a loner is a beast, those in the company of each other are
humans [24]. The black African people believe Ubuntu is a collection of values that
make a human being authentic. It emphasizes interdependence and interconnected-
ness among people such that a person is perceived as authentic when they belong to
alarger and more significant relational, communal, societal, environmental, and
spiritual world [21]. Ubuntu is also perceived as a caring ethic and a core of nursing as
it promotes care, respect, concern, and engagement for one another [22, 23].

The Ubuntu model of healthcare is a new approach to nursing practice that seeks
to re-envision the role of nurses in the digital era. It aims to incorporate technology
to enhance the delivery of healthcare services while maintaining a human-centered
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approach to care [25]. This is consistent with Coeckelberg [26] recommendation for
an Ubuntu social robot that will be able to accommodate the values of Africans as

the current social robots are based on Western individualism. However, Mhlambi [5]
argues that automated decision-making machines and robotics cannot replace person-
hood. Nurses are a connection point between innovations and patients [12] therefore
they have a critical role in collaborating with engineers, researchers, and technolo-
gists to ensure that the human part and the cultural aspects are embedded in shaping
future designs of social robotics.

As nurses, we should embrace the renewed awareness of digital technology and
view it as an impetus for positive change. The pandemic has presented us with an
opportunity to make fundamental and systemic changes in our preparedness for
future pandemics, and we should seize it with enthusiasm and determination. Nurses
have a critical role in achieving universal health coverage by 2030. To achieve this
ambitious goal, we must revolutionize our relationship with digital technology [15].
Nurses are expected to embrace Ubuntu and lead the way towards a healthier, and
more equitable future. We must do so within the context of our Ubuntu caring ethics,
which emphasizes the interconnectedness of all individuals and the importance
of treating everyone with care, respect, and engagement. By adopting the spirit of
Ubuntu, nurses can better engage, empower, enable, and emancipate the patients and
clients they serve, leading to better healthcare outcomes for all [22].

4. The need for digitalization

According to the strategic directions for nursing and midwifery 2021-2025 [19],
nurses and midwives must be trained to acquire cross-cutting competencies in
digital technology. The statement advocates for nurses to embrace digital technology.
However, it acknowledges that digital transformation does not only need technical
advancement but also a change of attitude and adaptation among the health work-
forces. Successful implementation of digital technologies requires understanding of
the nursing workforce as demographic variables such as gender, age, voluntariness,
use, and experience may influence their acceptance and utilization of digital tools
[27]. Women are more likely than men to own a mobile phone, but they are 20% less
likely to use it to access the internet. Given that more than 90% of nurses are women,
the digital gender gap poses serious challenges for this sector [27]. It is time for us to
act and address this issue by providing access to resources and training that empower
women in the nursing community to improve their digital skills. This initiative is
especially crucial in low- and middle-income countries with scarce resources, and
the gender digital divide is even more pronounced. There is a need to close this gap
and ensure that every woman in the nursing field can access digital tools and improve
their skills.

5. Ubuntu values and digital inclusion

Digital inclusion is defined as “equitable, meaningful, and safe access to use, lead, and
design of digital technologies, services, and associated opportunities for everyone, every-
where” [28]. It is a notion that everyone, regardless of their background, should have
access to technology and the internet. According to Amugongo [29], the principles of
Ubuntu that can be aligned with digital technology and Al are fairness, community
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Figure 1.
Ubuntu model of nursing.

good, safeguarding, humanity, and respect. The Ubuntu principles must be infused in
the design deployment and the use of digital technologies. Furthermore, we propose
digital technology and digital inclusion should be aligned with Ubuntu principles that
form part of the Ubuntu model of nursing (see Figure 1). The principles that can be
applied include collectivism and solidarity, participatory decision-making, a sense of
belonging, and consensus [30].

6. Ubuntu community model of nursing

Ubuntu community model of nursing proposes a framework that acknowledges
that a person exists in an environment and belongs to a community. The environment
is composed of earth, air, water, animal, and plant. As reflected in Figure 1, the com-
munity has values which include respect, role-modeling, responsibility among others.
In addition, there are principles namely collectivism, solidarity, and communitarian-
ism; collaboration; participatory decision-making; sense of belonging; sharing of
responsibilities and challenges; consensus; communication and dialog. When these
principles are applied in healthcare, the consumers of care feel engaged, enabled,
empowered, and emancipated. Therefore, we propose that the principles of the model
be applied in the integration of digital technology in health practice.

6.1 Collectivism, solidarity, and communitarianism

The principle of collectivism, solidarity and communitarianism emphasize that
communities must work together and be there for each other [31]. The common good
for all becomes a priority rather than individualism. Digital inclusion prioritizes equity,
access, and community at its core [29]. The essence of Ubuntu is the belief that the
community is more important than the individual. Ubuntu enables people to think and
act collaboratively and communally. It is important to ensure that digitalization embraces
the principle of communalism [32]. This principle is commensurate with the principle of
utilitarianism which is used in western bioethics. Utilitarianism emphasizes that ethi-
cal decisions are made based on moral values which allow most community members
to benefit [33]. In this case, if nurses embrace digital transformation and allow digital
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inclusion in their scope of practice, quality patient care will be provided as digitalization
will ease the load on nurses through electronic records, robotics, and telehealth. These
will enable them to have enough time to focus on nursing duties only and render quality
patient care. Patients will also benefit from the digitalization.

6.2 Collaboration

Collaboration involves working together for a common goal. It is important
that everyone, including nurses, possesses the necessary skills and knowledge to
participate fully in our digital society. We need to acknowledge and appreciate the
diversity of our communities, including differences in language, culture, and abil-
ity. Therefore, it is essential to design technologies and digital experiences that are
accessible and inclusive for all, ensuring that everyone has a voice and a seat at the
table from the design phase of the automated machines. For instance, an Al tool that
was created to detect skin cancer was trained on a dataset of images primarily from
fair-skinned people. As a result, the tool may fail to provide an accurate diagnosis
for individuals with dark skin [29]. As caregivers, we must prioritize human interac-
tion and care above all else. By neglecting this responsibility, we risk damaging the
trust that nurses place in technology, which can lead to reluctance towards its usage
[12]. Let us make sure we always put the needs of patients and nurses first and utilize
technology in a way that enhances their experience and outcomes.

The use of technology in the clinical workplace is becoming more preva-
lent. However, this widespread use can also create reluctance towards its usage.
Additionally, as more medical professionals interact with each other online, there is
a growing concern about the perpetuation of gender-based violence [12]. To mitigate
this risk, it is essential to have safety features such as accountability settings, and
spam and harassment filters to ensure a safe and secure online environment.

6.3 Participatory decision-making

Participatory decision-making is the ability to respect other human beings, their
views, and opinions. Respect in Ubuntu is not one-sided but reciprocated. There is
mutual respect as both parties respect each other [30]. Ubuntu’s philosophy empha-
sizes patient autonomy while at the same time recognizing the interconnectedness
and interdependence between community members. Amugongo et al. [29] argue that
the emphasis of Ubuntu on the needs of communities may compromise individual
rights. Indeed, Ubuntu emphasizes communalism but at the same time guarantees
every person’s rights and responsibility to be able to exercise moral obligation to
think on behalf of others. Thus, while designing our digital machines we will have
to understand the incorporation of cultural values. Coeckelberg et al. [26] suggested
that cultural robotics be incorporated to ensure that the machines resemble the cul-
tural values of the communities we serve. Participatory decision-making constitutes
respect for everyone’s integrity, freedom of speech, and expression.

The Ubuntu philosophy emphasizes the ability to respect a person’ integrity and
freedom of choice [22]. Respect in digitalization and AI will involve incorporation of
the users views from the conception and design to utilization phase [29]. In the digi-
talization space respect entails involving people in decision-making from the incep-
tion of the project, the design of machines, and the utilization phase. The process
will enable nurses to be receptive and accept changes. They will get an opportunity
to give inputs to ensure that the caring aspects are included. Van Norren [34] posits
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that when a machine algorithm is programmed by Westerners there is usually a gap
as the inputs of Africans who are using the machines are often not incorporated. The
principle of Ubuntu promotes values such as reciprocity, benevolence, and humility.
Respect also entails freedom of choice and the ability to make decisions in health
care issues [23]. People need full information about the advantages and disadvantages
of the procedures that are undertaken in hospitals and clinics. With the introduction
of Al there are a lot of new machines and medical tools introduced for assessment and
diagnosis. The issue of informed consent becomes paramount to providing people with
their inherent dignity [29]. However, the challenge of informed consent is individual
informed consent versus communal informed consent. With the introduction of other
procedures and Al tools that affect communities, there may be challenges concerning
informed consent related to AI models that affect the whole community. For example,
there is a proliferation of websites that can access people’s data and publish health
information and education without obtaining informed consent or following proper
channels [29]. Social media can also be a challenge where photos of patients can be
posted to platforms such as Facebook without the knowledge of the hospital authorities
and patients themselves. Policies such as the Information and Data Protection Acts
must be available to protect people from harm. Vulnerable users must be protected
from risks and harm that can be inflicted by technology [35].

6.4 Sense of belonging, sharing of responsibilities and challenges

The sense of belonging is also another principle of Ubuntu which refers to sharing
of opportunities, responsibilities, and challenges. In African communities, people
learn to share resources and basic needs such as housing and food at very tender ages.
Thus, when educational opportunities present themselves, people prefer to share
information to empower each other with knowledge and skills [22]. Similarly, it will
be paramount to embrace the principles of Ubuntu in digital technology to facilitate
learning among nurses and other health professionals. Nurses must learn more about
digital technology to acquire skills.

There is a need for fairness in the distribution of resources, knowledge, and skills
to ensure equity. This notion is supported by Amugongo et al. [29], who argue that the
Ubuntu philosophy promotes fairness which ensures that there is equity and justice
in the distribution of resources in digital technology and Al especially in low-income
countries. The course of action taken in the decision-making regarding training and
designing of digital machines must be fair and just [33].

There is an inequity of digital resources between developed and low-income
countries. In addition, some of the nurses lack skills in digital technology. This can
be attributed to a lack of resources and technophobia. The incorporation of Ubuntu
in embracing technology can assist in addressing inequity as it promotes virtues such
as mutual inclusivity, supporting each other, a sense of belonging, and obligations
to each other. Factors such as gender and age may also have a bearing on inequity.
Women may lag in adopting technology due to financial constraints [29]. Ubuntu is a
justice theory that promotes fairness [33].

6.5 Consensus

One of the principles of Ubuntu is to resolve problems by seeking consensus
to ensure that all members of the community are satisfied and happy with the
decisions taken [30]. The involvement of healthcare practitioners and nurses in
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decision-making during the designing of the models will enable them to give inputs
that will incorporate caring values. The designers of digital tools and models must
involve all stakeholders and users of those technologies to get more inputs and buying
in. Decision-making must be based on consensus.

6.6 Communication and dialog

In the African setting, communication is essential for informing communities
about messages, and activities. The communication often takes place through dialog.
Ubuntu-centered communication values online communities that are interactive
and characterized by respectful communication, reciprocity, and mutual trust
[36]. Through the lens of Ubuntu, the introduction of technology in health practice
including nursing should be a negotiated activity that respects the values of proper
communication and dialog with the communities, the consumers of healthcare and
other relevant stakeholders. Similarly, the online communication platforms must
incorporate the values of the communities.

7. Barriers to digital transformation in nursing

Nurses often view digital technologies as a hindrance to the intimate and empa-
thetic relationships they build with their patients and their families. They perceive
these technologies as a distraction from their hands-on caring role. This resistance
to adopting digital approaches to healthcare is primarily due to the belief that it
contradicts traditional nursing ideals, such as compassionate care. Nurses’ resistance
to technology has been well documented. When digital tools such as computers were
introduced, nurses resisted through avoidance, and criticism to the extent that some
just refused to use them [27].

Resistance to change may be seen from all health care professionals due to lack of
awareness regarding the benefits that new technology may bring to the organization. The
cost of digital tools is often very high which makes access to the tools difficult. Resistance
can also be from patients who are not willing to try new technology for fear of the
unknown. Digitalization must be designed in a way that will benefit patients [37].

Processes that can inflict harm to clients, nurses themselves and the profession must
be avoided at all costs. The use of technology can be addictive and harmful. It can lead
to both physical and mental conditions such as depression and anxiety. In response, the
World Health Organization has incorporated gaming disorder under the classification of
disease [35]. With regards to harm to clients and the profession, there are many ques-
tions that we need to ask ourselves; do we see ubuntu on social media these days or do we
see criticism, blame, shaming, defamation, abuse, hate speeches, negative comments,
sexism, xenophobia, Afrophobia and so many other negative things? Additionally,
nurse educators are facing challenges in incorporating ChatGPT (generative pre-trained
transformer) into their teaching curriculum. Plagiarism is rife and difficult to control.
Ultimately, this will negatively affect the competence of our newly qualified nurses.

8. Recommendations

There is a need for Ubuntu-based action guidelines principles for all Al stake-
holders. African countries need individual, institutional, and national digital and
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Al governance capabilities at continental and global levels. Digital technology and

Al machines and robots must reflect the African ethos and wisdom. Facilitation of
deeper discussions and scientific research regarding access, cost, electronic resource
use or wastage, is necessary to ensure proper guidance on the use of digital tools.
Digitalization of nurse-patient relationships will also need to be thoroughly explored.
We need to change our mindset and embrace Ubuntu even in our interactions through
social platforms. Nurses must be vigilant and establish ethical committees that will
ensure that the digital models designed through Al incorporate cultural and ethical
values.

There is a need to take steps to address the challenges that were exposed by the
pandemic through investing in nursing education and enabling nurses to be empow-
ered in digital health. Change management is critical to ensure buy-in from nurses,
administrators, and patients. Training and education of staff is critical to ensure that
they are equipped with knowledge that will boost their self-esteem and confidence in
the use of digital technology.

In addition, ethical frameworks that govern digital technology in health care must
be in place in all countries to protect individuals and communities from the risks and
harm that can be caused by digital technology. Formalizing a connection and align-
ing synergies between the whole of nursing and digital health will lead to improved
technology and health outcomes. The African philosophy of Ubuntu can be applied
as a foundation of caring and the basis for the Ubuntu model of healthcare in the
digital era.

9. Conclusion

Digital technology is here to stay, it is our future. Ethical challenges such as lack of
privacy, safety, security, fairness, transparency, accountability, and lack of promotion
of cultural and human values have arisen in nursing practice due to innovations in
digital technology. Digital competencies are still not well defined for the nursing pro-
fession or formally integrated into nursing education and practice. Nursing education
must incorporate digital technology to equip nurses with digital skills and knowledge.
Ubuntu’s ethical framework will ensure digital inclusion, equity, participatory
decision-making, a sense of belonging, consensus, and mutual respect. Without
proactive strategic self-reflection, planning, and action, nursing will fail to control its
digital trajectory. The continuous development of nurses should also prioritize digital
skills. Eventually, this will help to address and minimize the ethical challenges posed
by digital technology.
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Chapter 9

Methods to Learn Clinical Pediatric
Nursing for Nurse Students

Froydis Vasset, Ingeborg Ulvund and Hildegunn Sundal

Abstract

It is useful to learn about somatically ill children when implementing project-based
learning. The students interview children’s nurses/parents with sick children and this
enables/strengthens the students’ learning. Students learned pediatric nursing after
completing the pediatric project, which is part of the nursing program. Some students
learned in an international clinical placement in a pediatric ward. Combined learning
from inside and outside educational institutions is useful. How can nursing students
learn pediatric nursing in nursing education in the future, with large cohorts of nurses
and few internships? This chapter is composed of several studies, both quantitative
studies with questionnaires from 159 nursing students and qualitative studies with
individual interviews of 18 nursing students after international clinical placement
in a pediatric ward and eight nurses who had an international clinical placement in
a pediatric ward as nurse students. And some studies about simulation in nursing
studies and studies about clinical practice in other countries.

Keywords: nursing students, project-based learning, pediatric nursing, simulation,
international clinical placement

1. Introduction
Why and how should nursing students learn pediatric nursing?

EU directive (European Communities) states that pediatric nursing must be
included in nurse education.

Increased global competence and intercultural society can indicate that part
of practice, such as children’s nursing, can also be learned in other countries/
parts of the world.

New subject areas, as technology and innovation etc., in nursing education
compete for time and resources. It can lead to less time for pediatrics.

The European Communities (EU) developed the Bologna Agreement [1, 2] to
safeguard common standards in higher education in Europe. The regulations in
each country’s nursing education regulate learning outcomes through knowledge
of the normal development and special needs of children and young people.
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Nursing students must have practical studies, and according to the EU, it must be 50%
of the study, but there is no mention of how much of this time should be pediatric
nursing. In Norway, the standards were introduced in 2003/2004 [3]. Regulation

on common framework plan for health and social education regulates Norwegian
bachelor’s education in nursing in compliance with the Bologna Agreement.

Nursing students must have clinical experiences with patients throughout their
lifetime to be in line with the European Union (EU) directive. Included is knowledge
of pediatric nursing and experiences with children as patients. The bachelor program
in nursing must ensure that the students acquire knowledge of pediatric nursing,
according to Anon [4-6]. Further, it means that nurse students should learn pediatrics
through internships in pediatric wards [7]. However, the lack of such internships
makes it challenging to meet the quality requirements for providing adequate clinical
care for pediatric patients [8, 9]. In addition, the level of documentation of learning
clinical pediatric nursing in a bachelor’s degree in nursing is inadequate [8].

To solve the problem of lack of internship, alternative work requirements have
been developed. It can be useful for nursing students to learn about somatically ill
children by implementing project-based learning in nursing programs, simulation,
and/or international clinical placements, or all.

In summary, there is a need for nursing expertise and practice for pediatric nurs-
ing (children under 18 years), but we can also see that there is a shortage of intern-
ships in pediatrics for nursing students, especially in the specialist health service.

This chapter emphasizes different models for clinical pediatric nursing for nursing
students. The theoretical part of pediatric nursing is not emphasized because it is not
a special challenge. There are several good textbooks.

2. Pediatric nursing

International studies show that nursing students’ learning through clinical
practice was central and important in the practice of nursing in the subject [10-12],
and Norwegian nursing students had clear learning benefits from clinical practical
experience [13, 14]. Learning through clinical practice in a pediatric practice set-
ting underlined the importance of learning in that type of practice [7]. American
study shows that the Society of Pediatric Nursing recommended a minimum of 61 to
80 hours of pediatric clinical experience for Registered Nurses [8].

How learn nurse students pediatric nursing

* Project-based learning at universities.
* Simulation.
* Placement for pediatric nursing.

In case of lack of clinical practice experience is, project-based learning an alternative
way for nursing students and an important contribution to achieve learning outcomes
about children as somatic sick patients. Project-based learning (PjBL) is a pedagogical
method in which the students manage the learning process to a greater extent himself,
while the teacher functions more as a facilitator [15]. The method involves a problem
analysis of the topic to be studied and preparing a solution to the problem [16], as well
as it is suitable when students must learn new topics [17]. PjBL contributes to students
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becoming more independent in their work [17]. The method supports students’ auton-
omy in the learning process and contributes to self-regulated learning [18, 19].

Key features of the project are the nursing students choose the composition of the
group (three to five students), choose a topic and prepare a problem under supervision,
which includes a delimitation of the child’s age. They interview relevant healthcare
personnel, pediatric nurses, or people/parents they know who have experience that can
answer the problem. They write a report and submit it to the student portal. Then, they
make an oral presentation (30 min) for supervisors, examiners, and fellow students.
The students must have the supervisor’s approval of the issue, interview guide, and
information letter, which emphasizes ethical considerations regarding voluntary par-
ticipation and safeguarding the confidentiality of the interviewees and that important
information in the interview situation is noted in an anonymized manner [20].

The study is designed as a quantitative study with anonymized data obtained
through a structured questionnaire of 159 nursing students. The questionnaire [21]
has been prepared to gain insight into the learning outcome nursing students achieve
about somatically ill children and their relatives and about nursing practice in that
connection through the group examination project “Project Child” in the bachelor’s
program [20].

The nursing students experienced the 2 weeks with PjBl as useful learning
outcomes about somatically ill children when completing PjBL (76,8% positive
response). This even though they answered they were less motivated to perform the
project (69.2 positive response). They underlined that at future meetings with somati-
cally ill children as students, the learning outcomes were very useful (80,5 positive
responses). The learning outcomes from the project were considered important for
the students as a future nurses in dealing with somatically ill children (0-18 years) in
hospital (70,0 positive response) [20].

In the PjBL, the students’ emphasis is placed on creating themes and problem
formulation themselves as important (90,6% positive response) and on interviewing
people with experience in pediatric nursing as motivating and useful. Their learning
outcomes of interviewing are high (92,2% positive response). The students experi-
ence learning outcomes from having written a project report in the group as impor-
tant (81,1% positive response). The students are less positive that they learned from
their own oral presentation (39.5 positive response), and they learned more from
their fellow students’ oral presentation (69.2 positive response) and giving fellow
student’s responses to another group’s presentation and report learned they even more
of (74.9 positive response). They rated searching, finding, evaluating, and including
research articles in the project slightly less positively (57.9 positive response), as well
as the learning outcomes of the guidance from the teacher (59.7 positive response).
Having been prepared for the project through information, study plan, and teaching,
slightly less than half experienced it positively (49.0 positive response) [20].

The student thinks it is important to gain practical experience with somati-
cally ill children (0-18 years) in a hospital during the education (90,5% positive
response), and they think that nursing education emphasizes somatically ill children
(0-18 years) in hospital in a small degree (8,6% positive response) [20]. Sundal
& Vasset’s [20] study also shows that if students do not get clinical practice in the
pediatric ward, interviewing and discussing pediatric nursing with a knowledgeable
pediatric nurse can also provide learning.

Discussion and conclusion: PjBL, especially the students’ interviews of people
with experience, enables students’ learning outcomes, which contributes to nursing
students’ learning outcomes requirements in pediatric nursing [20].
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3. Pediatric learning in simulation laboratory

Simulation has been implemented as a pedagogical method in the curriculum for
bachelor’s degrees in several educational institutions. Simulation is especially suitable
for training communication and interaction in acute situations in pediatrics. To equip
nursing students for practice studies, there has been a tradition of practical train-
ing in procedures at training departments. To improve this, simulation laboratories
have set up one or more simulator machines, such as SimMan and SimPad [22, 23].
Simulation-based training is one of the most important measures to improve patient
safety in pediatrics and reduce the number of adverse events in hospital departments
[22-24]. Simulation can be conducted in the field of practice or through school-based
education [24, 25]. A study indicated that simulation in the laboratory was a use-
ful instrument in learning pediatric nursing. They believed it was mostly used in
cardiopulmonary resuscitation and could have been used more [26]. Using a SimMan
that could receive a venflon can facilitate this performance of care for children.

The students could learn more about how they use such dolls in hospitals. To divert
children’s attention, or are there other purposes? A study [27] noted that intravenous-
access procedures in children are one of the most stressful because it is invasive, and
using needles generates anxiety, insecurity, and fear. Playful strategies using SimMan
and even the materials used for venipuncture can assist children in understanding,
accepting, and coping with the procedure.

Studies underlined that students expressed the view that making mistakes was
uncomfortable, even though this was just a simulation situation [22, 23, 28, 29]. This
was especially related to an occurrence in a scenario in another study where a child
needed a blood transfusion. Here, the informants reported that during the simula-
tion, several teams had given the wrong blood because the patient’s identity was
not managed properly [22, 23]. Simulation is considered one of the most practice-
oriented methods to learn practical competencies, and these findings correspond with
other research in the field [30-33] that underlines simulation-based training as one of
the most important measures to improve patient safety [29-31, 33, 34].

3.1 Reflection as a pedagogical method in simulation laboratory

Students construct their own learning within social frameworks. According to
David Kolb’s theory, learning is a process in which knowledge is formed through the
transformation of experience in four stages [35]. First, students experience a given
situation (in pediatrics). Next, students reflect on their experiences and what they
think and mean. Based on reflective observation, students’ structure and generalize
or formalize the learning outcomes of their experiences. Later, this knowledge will be
tested in new pediatric contexts. Then, it will be clear whether the student has learned
and reflected on pediatric nursing challenges.

Philosopher Donald Schon’s [36] theory of the reflective practitioner can provide
an understanding of learning and performing tasks in practice, including examining
the processes of thinking, talking, and interacting through a series of cases in prac-
tice. His theory addresses knowledge-in-action and reflection-in-action. According
to Schon [36], teachers or managers must guide the reflection process. Knowledge-
in-action and reflection-in-action. Reflection afterward a simulations section is
particularly useful in the simulation work for increasing knowledge. Debriefing after
the simulation work is fundamental for students’ learning, according to Hammer and
Vasset; Vasset, Helberget, and Almas [22, 29].
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One study [22] shows that scenario-based simulation experiences in themselves
are no guarantee of learning; they need to be part of a systematic process that incor-
porates reflection on the action. Without reflection, simulation experiences result
in limited learning. Several other studies show that debriefing with an emphasis on
reflection helps ensure learning in the simulation situation [22, 29].

Where learn nursing students in pediatric nursing?
* In their own country

o International clinical internships (ICI)

4. Learning outcome in national versus international clinical internships

Nursing education in European countries must be 50% of the education [1-6].
With increasing numbers of nurse students, there is often a problem when it comes to
hospital practice in pediatric nursing [20].

One method of offering nursing students experience in pediatric nursing is to
integrate clinical placement in a pediatric ward or in health centers in exchange stud-
ies (ICI). There are several advantages to this. From a different context, in which they
study nursing, they can bring home new perspectives on pediatric nursing related to
health prevention and health promotion, as well as care for sick children and their
next-of-kind. The challenges regarding public health work aimed at children and young
people, the prevalence of disease, and the treatment offered will include similarities and
differences. Students learn through comparison between contexts. In some contexts,
students will encounter diseases they would not get experience with at home, and
thus, they gain a wider range of experience than if they stayed home. In addition, the
students get insight into some migrants’ acquired understanding of health, illness, and
treatment according to children. Moreover, their cultural competence increases [36, 37].

Several bachelors’s programs in nursing offer international clinical placement in
both low- and high-income countries [38, 39]. Another focus in international place-
ment is an increased focus on developing a global perspective in children’s nursing.

A program for practice in the pediatric department in the ICI

* Context for the pediatric department

* Organization of the pediatric service

* Organization of students’ practice

* Learning theory

* Nurse students’ learning outcomes after homecoming

* Nurses’ experience after attending ICI as a student retrospectively.

Learning outcomes will be discussed — using teaching—theory, and development

of cultural competence and personal and professional development. In Ulvund and
colleagues’ [36] study, when Norwegian nurse students had internships in a hospital
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in Ethiopia, they compared similarities and differences, which can lead to increased
cultural awareness. Parents had to pay for parts of or all treatment, such as for the
painkillers and antibiotics. As a result, many children develop some complications
after fractures, such as osteomyelitis, because they did not receive antibiotics. Many
children also received no painkiller either after surgery or when a nurse performed a
painful procedure [40].

In North Europe, the treatment and medicine are free for children. The students
gained experience with and insights into more unknown medical conditions—for
example, meningitis, tetanus, malaria, tuberculosis, and other infectious diseases.
There are few such diseases in Norway, but they exist mostly because of increasing
immigration. The students learn that children may die from diseases because their
parents cannot pay for their treatment [40]. The students gain more knowledge on
pediatric patients, the roles of parents and nurses, and the treatment methods and
various diseases that are relevant to pediatric nursing. This placement helps them
provide some level of cultural knowledge, awareness, and sensitivity because of the
contrasting conditions in their home country.

5. Summary

This chapter of the book emphasizes nursing students’ clinical practice in pediatric
nursing. It can be implemented in various ways, such as project-based learning with
interviews of professionals in pediatrics. Then, simulation learning will take place in
simulation laboratory. Clinical placement in hospitals is discussed both as a part of
the program in exchanges studies and as internships in hospitals nearby campus. The
chapter is built on our own research on these topics. In addition, we have used some
research from other researchers.

Acronyms and abbreviation

EU European communities

Anon the European parliament and the council of the european union
PjBL project-based learning

SimMan well-known patient simulators in healthcare simulation

SimPad used to operate device used to control leardal simulations.

ICI international clinical internships.
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Chapter 10

Pediatric Nursing for Appropriate
Healthcare Environment Based
on United Nations Convention on

Rights of Child

Hiroyuki Ogihara

Abstract

Children’s rights and decision-making are central to pediatric nursing care for
patients and their families. This descriptive questionnaire-based cross-sectional study
aimed to identify school children’s perceptions of the United Nations Convention
on the Rights of the Child (UNCRC) and their healthcare decision-making and
strengthen pediatric nursing practices in consideration of children’s rights. From
September to November 2015, a questionnaire was administered to 525 healthy
9-12-year-old fourth- to sixth-grade students attending a typical elementary school
in Asahikawa City, Hokkaido. Data were analyzed using Pearson’s chi-square test,
Bonferroni’s test, and ¢ coefficient. A logistic regression analysis was performed with
forced imputation and likelihood ratio of increasing variables to examine the factors
influencing UNCRC application. UNCRC was well known to 11-year-old children who
had been hospitalized. Many children who needed explanations came from families
of four and had been given explanations. The factor that influenced the knowledge
of UNCRC was hospitalization. Nursing orientations based on school-aged children
can help create an appropriate healthcare environment for pediatric patients and their
families, but further validation is needed using other qualitative research methods.

Keywords: United Nations convention on the rights of the child (UNCRC),
child decision-making, ethical issues, pediatric nursing, healthcare environment,
school children

1. Introduction

Children’s rights and decision-making are central to pediatric nursing care for
patients and their families. Today, children visit hospitals and clinics to be briefed on
specialized medical care that meets their needs. According to the National Hospital
Ambulatory Medical Care Survey, approximately 118 million children under the age
of 15 visited outpatient clinics in the United States in 2019 [1]. Furthermore, the
overall age for clinic visits is declining in Japan, with the rate of these visits increas-
ing for children aged 5-14 years [2, 3]. When children visit healthcare facilities, they
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encounter doctors, nurses, and other unfamiliar medical personnel and experience
psychological outcomes that increase perceptions of pain, anxiety, fear, and pre-
sumed danger [4, 5]. Critically ill children are often characterized by dependency
and immaturity. They have been described as becoming frightened by the lack of
autonomy in their illness and are theoretically excluded from the informed consent
process [6]. Emotional reactions associated with the common experience of hospi-
talization can also lead to post-traumatic stress disorder [7] and increase parental
anxiety [8].

Recently, nurses’ participation in ethical discussions has increased the involve-
ment of pediatric patients and their understanding of the decision-making process
[9], while the endowment of choices to children during invasive procedures allows
for support tailored to their individual needs [10]. In this context, a professional
self-efficacy pathway model of pediatric nursing quality has been proposed [11],
the Distracted Ingenuity Promotion Scale (DIPS) has been developed as a nursing
strategy that respects children’ rights [12], and specific viable and creative methods
of distraction are also being considered [13]. While the United Nations Convention
on the Rights of the Child (UNCRC) emphasizes the importance of providing health
and welfare information to children, children are not usually supported in healthcare
settings [14-16]. Reports that children do not fully understand their care process or
whom to talk to if they feel anxious after returning home reflect this conclusion [17].
These studies provide evidence that pediatric nurses must respect children’ rights and
improve medical explanations to facilitate decision-making of pediatric patients and
their families.

2. Background

In a survey of 13,261 children between the ages of 8 and 15 years, fewer than half
(46%) said they were involved “a lot” in decisions about their care and treatment
[17]. Furthermore, approximately 23% of all parents did not feel that nursing staff
kept them “suitably” informed about their child’s care [17]. Interestingly, school-aged
children were less likely to say they were involved “alot” (43%) than adolescents
(48%) [17].

School age is a developmental stage associated with trait anxiety [18], and active
involvement with children has been effective in reducing pain and fear [19]. The
examination of the necessary decision-making by pediatric patients and the devel-
opment of established pediatric ethics research and medical protocols is gaining
momentum [20, 21]. Nurses are responsible for creating an environment wherein
children can be heard, understood, and respected with unprecedented dignity [22].

However, few studies reveal the extent to which nursing staff makes children feel
involved and aware of their rights when receiving healthcare. For pediatric nurses
to further promote practical nursing strategies toward pediatric patients and their
families, child perceptions need clarification, and the gap between these and medical
support needs to be eliminated. Nursing care that considers the rights of the child is
expected to provide adequate support in healthcare settings, which is a psychologi-
cal outcome and essential to a child-centered approach to care [10, 23]. Therefore,
this study aimed to identify the perceptions of school-aged children, with a focus on
the UNCRC and decision-making processes to improve pediatric nursing care that
considers children’s rights.
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3. Study design
3.1 Operational definitions

Following Article 1 of the Convention on the Rights of the Child, adopted and
enacted as an international treaty by the United Nations, a child is any human being
under the age of 18 [24]. Furthermore, based on the Commentary on Informed
Consent/Consent [25-27], a “child” in this study was defined as a healthy 9-12-year-
old individual attending a typical elementary school.

This school-age period was the focus because it is the age at which children experi-
ence psychological outcomes, such as trait anxiety, pain, and fear [18, 28, 29], and
pediatric nurses are called upon to provide support [9, 19]. The rights of the child are
to be guaranteed access to medical care, education, and support for life, so that he or
she can grow up with the best interests of the child at heart and develop to his or her
full potential [24, 30].

“Child decision-making” is the art of respecting the interests of the child and
the family considering evidence, values, and beliefs [30, 31]. These definitions are
important concepts that detail the realities and challenges of school-age children’s
perceptions; this study is based on the basic evidence established to date [32, 33].

3.2 Design

This descriptive questionnaire-based cross-sectional study was conducted to
determine school-aged children’s perceptions of the UNCRC and the clinical decision-
making process to strengthen pediatric nursing care in the context of children’s rights.

4. Methods
4.1 Participants and setting

From September to November 2015, a questionnaire was administered to 525
healthy 9-12-year-old fourth- to sixth-grade students attending a typical elementary
school in Asahikawa City, Hokkaido. The selection of target children was based on
the results of the 2014 Basic School Survey, which provides basic data for school
education administration [34]. In 2014, Japan’s youth population (0-14 years old) was
1,666,491, while that of Asahikawa was 40,525 [35]. The sample size was calculated
using G* Power 3 software with an effect size of 0.5 [36], an alpha error probability of
0.05, and a detection rate of 0.95 [37]. The calculated sample size was more than 210
children, which was justified as a reliable measurement. The inclusion criteria were
as follows: (1) children between 9 and 12 years, (2) fourth- to sixth-graders attending
regular elementary school, and (3) physically and mentally healthy children. The
exclusion process was as follows. First, participants who had one or more unanswered
items in the questionnaire were excluded. Second, children unaware that they had vis-
ited a medical facility were excluded. These procedures were important to determine
accurate and step-by-step data analysis to meet the research objective of identifying
school-aged children’s perceptions of having seen a healthcare provider (Figure1).
Furthermore, to conduct this quantitative study, it was necessary to avoid statistical
bias in the selection of pediatric participants.
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Figure 1.

Flowchart of participants based on the selection criteria for analysis.

A pseudorandom number was applied to the municipalities and survey partici-
pants were selected from each elementary school for random sampling. The study’s

research plan was explained to the Asahikawa City Board of Education, and approval

and permission were received from the committee to conduct the survey. Next, each

elementary school’s principal was asked to participate in the survey by phone. The

necessary num
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followed to collect the questionnaires after obtaining parents’ consent. Participants
completed the distributed questionnaires at home, which were then submitted by the
respondents and their parents after providing informed consent.

4.2 Participant characteristics

Information on 10 attributes was collected: sex, age, school grade, number of
family members, number of siblings, hospital visit status, hospitalization experience,
awareness of UNCRC, desire to receive explanations and experience of receiving
explanations. For participants who answered that they had received explanations, two
additional items were added: feelings after receiving explanations and perception of
the person who gave the explanations; this resulted in a total of 12 attributes.

4.3 Rationale for focusing on the attributes of Children’s rights and
decision-making

This study followed the best interest standard (BIS) of ethical principles in
children’s healthcare and shared decision-making (SD-M) available to patients,
parents, and healthcare professionals (HCPs) [38]. BIS and SD-M have received
criticism for their respective concepts, especially the misunderstanding of “best” and
“shared” and their independent functions [39, 40]. Hence, the shared optimization
approach (SOA) was recently generated as a coherent framework combining BIS and
SD-M in UNCRC publications [31]. Based on the principles of participation, provi-
sion, and protection, it is designed to address various tasks (limiting harm, showing
respect, defining options, and executing plans) with discrete dimensions and steps
(Figure 2).

From these, one can see that the SOA’s overarching maxims [31] require an
understanding of the child’s age, elementary school grade, and comprehensive life
background of the family, including that of parents and siblings. It is necessary to
ensure that the attributes of this study and the SOA’ “goal-oriented principles” [31]
are considered appropriate to capture children’s experience of hospital visits and
hospitalizations, which are opportunities for them to face medical care.

The SOA “Dimensions of Implementation” [31] provides an environment where
school-age children make decisions based on the UNCRGC; it also simultaneously
refers to a condition in which pediatric nurses are cautious in nursing practice. To
fully consider the evidence, values, and beliefs that respect the interests of children
and their families considering these factors, knowledge about the UNCRC, desire to
receive explanations, the experience of receiving explanations, feelings after having
received explanations, and perception of the person who provided these explanations
cannot be excluded as attributes. The superficial validity of the questionnaire was
pre-tested on children aged 9-12 years (n = 4) and checked by a university professor
(n = 2) with knowledge of pediatric nursing. After the pre-test, modifications were
made to avoid difficult terms, limit the number of questions, and ensure that the
intent of the questions was understood.

4.4 Statistical analyses

All statistical analyses were performed using SPSS version 23.0 (IBM, Armonk,
NY, USA). The descriptive statistics of the participants are expressed as numbers and
percentages. For the nominal scale of each attribute, Pearson’s chi-square test was
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centred oriented

Goal-oriented Principles

Protection Provision Participation
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- Professional -
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ol
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Figure 2.

Shared optimal approach for veconciling the best intevest standard and shared decision-making. HCE, health care
professional: Note. Figure 2 is veproduced with permission from the copyright holder as reference material for this
research (Springer Link: Reproduction permitted).

employed to analyze the pattern of occurrence and adjusted residuals for multiple
groups and multiple classifications. When the sample size was small, Fisher’s exact
probability test and Yates’s correction were used to check whether there was a statisti-
cally significant association between the two variables, and Bonferroni’s test was used
for multiple comparisons. The degree of association of each attribute is referred to
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as the ¢ or Cramer V coefficient. To examine the influencing factors, the dependent
variable was knowledge of UNCRC, and a logistic regression analysis was performed
using the forced imputation method to ensure that the independent variables were
treated equally. The likelihood ratios of the method to increase the variables were also
checked to confirm the significance of the entire regression equation. The evaluation
indices of the regression model were calculated using the goodness of fit, significance,
and positive discrimination rate.

4.5 Ethical approval

Ethical considerations such as participant anonymity, data confidentiality, and
voluntary participation were explained to the study participants’ parents, who then
choose whether to convey this to their children. By returning completed anonymous
questionnaires, participants and their parents/guardians consented to participate in
this study. This study was approved by the Asahikawa Medical University Research
Ethics Committee (approval no. 15075).

5. Results
5.1 Comprehensive demographic data on participants

A total of 263 participants were selected through questionnaires. Of these, 9 (3%)
were excluded by step 1 of the exclusion criteria, and 16 (6%) were excluded in step 2.
The participants in the study cohort were 238 children aged 9-12 years (mean + stan-
dard deviation [SD]: 10.64 + 0.91 years). Table 1 shows the comprehensive demo-
graphic data of the entire participant population. Of these, 99 children (41.6%) had
experienced hospitalization and 68 (28.6%) had visited the hospital as outpatients.
The number of children reporting knowledge of UNCRC was 11 (4.6%), which did
not correspond to 5% of the total. Table 2 shows the comprehensive demographic
data of the participants who received the explanation. All 217 (100.0%) participants
who received the explanation reported that they were positive and the explanations
were provided by 133 doctors (61.3%), 31 nurses (14.3%), and 53 doctors/nurses/fam-
ily members (24.4%).

5.2 Comparison of attributes between groups related to Children’s rights and
decision-making

The sample size for this study was carefully considered when dividing the children
into appropriate groups, which allowed for reasonable comparisons. UNCRC was well
known to children who were 11 years old (p < 0.05, ¢ = 0.206) and had been hospital-
ized (p < 0.01, @ = 0.220) (Table 3).

In addition, older children, children in higher grades, and those with more family
members and siblings tended to have more knowledge about the UNCRC. Among
the children who knew about the UNCRC, all reported that they required and had
received an explanation. Many who answered that they needed explanations were
children in a family of four (p < 0.05, ¢ = 0.160) and children who had been given
explanations (p < 0.001, @ = 0.321) (Table 4).

Children who answered that they did not receive an explanation tended to say
that they did not need an explanation more than children who had received one, and
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Variables n %
Sex
Male 106 445
Female 132 55.5
Age
9 years 28 11.8
10 years 73 30.7
11 years 94 395
12 years 43 18.1
School year
Fourth grade 66 27.7
Fifth grade 71 29.8
Sixth grade 101 424

Number of family members

2-3 43 181

4 129 54.2

>5 66 277
Number of siblings

1 35 14.7

2 141 59.2

>3 62 261
Outpatient status

During outpatient visit 68 28.6

Not during outpatient visit 170 714

Hospitalization experience

Experienced 29 416

No experience 139 58.4
About UNCRC

Ijust know 11 4.6

I do not know 227 95.4

Need for explanation

Ineed it 217 91.2

I dont need it 21 8.8

Whether explanation was

Received 217 91.2

Not received 21 8.8

Note. UNCRC, United Nations Convention on the Rights of the Child.

Table 1.
Comprehensive demographic data of all participants (n = 238).
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Variables n %

Impression after explanation

It was good 217 100.0

It was not good 0 0.0

The person who explained

Doctor 133 61.3

Nurse 31 143

Doctors, nurses, and families 53 244
Table 2.

Comprehensive demographic data of the participants who received the explanation (n = 217).

children who received an explanation were more likely to want to receive one from
adoctor (p < 0.05, @ = 0.201) (Table 5). On the other hand, all the children who
answered that no explanation was necessary felt that no explanation was required
from the doctor. None of the children indicated that they did not need an explanation
from the nurse or doctor/nurse/family.

5.3 Factors affecting the knowledge of the UNCRC

Factors affecting the knowledge of UNCRC were evaluated using binomial
logistic regression analysis. The regression equation obtained by the forced imputa-
tion method was guaranteed to be significant by the Cox and Snell R-square (0.093),
Nagelkerke R-square (0.282), and omnibus test of model coefficients (p < 0.05).
The results of the model y-square test revealed that the factor influencing UNCRC
was hospitalization experience (B = 2.708, 95% confidence interval [CI]: 1.698,
132.404, p < 0.05) (Table 6). The odds ratio (OR) for having been hospitalized was
14.996, indicating that children who had been hospitalized were about 15 times more
likely to know about the UNCRC than those who had not been hospitalized. The
goodness of fit of this regression equation was high with the Hosmer-Lemeshow
test (p = 0.442), and the discriminant accuracy rate was 94.9%. In addition, when
these binomial logistic regression analyses adopted the method of variable increase
by the likelihood ratio, independent variables other than hospitalization experience
were excluded. The results of the final procedure were the omnibus test of the model
coefficients (p < 0.001), model y-square test (B = 2.757, 95% CI: 1.978, 125.396,

p < 0.01), and OR of the hospitalization experience of 15.750. Thus, the results of
the independent variables affecting knowledge of the dependent variable UNCRC
are warranted.

6. Discussion

School-aged children’s perceptions of the UNCRC and decision-making indicate
the need for nurses to consider children’s rights in pediatric nursing. The results of this
study support the important concept of nurses implementing the best interest criteria
to support a child-centered, family-oriented process [12, 30, 31]. The UNCRC and
decision-making as perceived by school-aged children experiencing psychological
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. About UNCRC
Variables
m]1justknow © Ido notknow (%) P &/ V
Sex ns -
Male (n=106) =%? a6
Female (n=132) 1.7 538
Age <0.05%  0.206
9 years (n=28) 80 s
10 years (n=73) 0.0 307
11 years (n=94) ™ 38 35.7
12 years (n=43) L% 172
School year ns -
Fourth grade (n=66) ° 277
Fifth grade (n=71) ®.23 273
Sixth grade (n=101) 12! 403
Number of family members ns -
2-3 (n=43) % 8.1
4(n=129) m2? 513
>5 (n=66) L7 2.1
Number of siblings ns -
1 (n=35) 9.0 147
2 (n=141) m38 55.5
>3 (n=62) 1%7 252
Outpatient status ns -
During outpatient visit (n=68) ® 2l 26.5
Not during outpatient visit (n=170) ® 2.3 68.9
Hospitalization experience <0.011 0.220
Experienced (n=99) ™.12 374
No experience (n=139) % 58.0
Need for explanation ns -
I need an explanation (n=217) ™ 42 87.0
No explanation needed (n=21) | LA
Whether explanation was received ns -
Received (n=217) ™ X 86.6

Not received (n=21) 00 55

Note. UNCRC, United Nations Convention on the Rights of the Child; p, p-value; ns: not significant; ¢: coefficient of

association; ¥ Cramer's V.

* Pearson's chi-squared test, T+ Fisher's exact test

Table 3.
Attribute relationships with children who do not know about UNCRC (n = 238).

outcomes, such as trait anxiety, pain, and fear, were proved to be closely related to the
healthcare environment [16, 18, 28]. Based on these findings and resulting from the
clarification of perceptions of school-aged children, the responsibility of nurses in
creating a respectful environment for children may be fulfilled at the behavioral level.
This section provides a detailed rationale for school-aged children’s perceptions of
the UNCRC and their decision-making process, so that pediatric nurses can provide
appropriate care to all children and their families.
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About the need for explanation

mIneed =1 donotneed it (%) p o/ V
Sex ns -
Male (n=106) "—— !
Female (n=132) Sm—
Age ns -
9 years (n=28) == ol
10 years (n=73) — a7

Variables

11 years (1=94) _ 370

12 years (n=43) F
School year ns -
Fourth grade (n=66) Memm—— 2
Fifth grade (0=71) lm_ 22
Sixth grade (n=10]) ——————
Number of family members <0.05*  0.160
23 (n=43) — 15

4 (n=129) _ 517
239

387

>5 (n 66) _

Number of siblings ns -
1 (n=35) W— 134
55.5
2 (n=141) _

>3 (n=62) _ 223

Outpatient status ns -
During outpatient visit (n=68) e ———— 263 o
Not during outpatient visit (11=17 () e ——
Hospitalization experience ns -
Experienced (n=99) M —— 7.8
No experience (n=139) FCG—G——— 3.
Whether explanation was received <0.001* 0.321

Received (n=_ 17 ) e —— 55T

Not received (n=21) ™= 27

Note. p, p-value; ns: not significant; ¢: coefficient of association; V: Cramer's V.

* Pearson's chi-squared test

Table 4.
Attribute relationships with children who needed explanations (n = 238).

6.1 Ethical issues faced by school-aged children

According to Piaget’s theory of cognitive development, school-aged children are
in the concrete operational stage when they begin to solve problems logically, but can
only solve those problems that apply to a specific event or problem [41]. According
to Erikson’s theory of personality, school-aged children strive to prove their ability to
be rewarded in society and require a supportive environment to improve their ability
to achieve these goals [42]. Thus, school-age development was scientifically proven,
children’s rights and freedoms were respected, and laws and guidelines were formed.
For example, Article 17 of the UNCRC states that “children have the right to access
information that is important to their health and well-being” [33]. Furthermore,
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Explainer

mDoctor  ®Nurse  ® Doctors, nurses, and families (o) P o/ V

Variables

Sex

Male n-os) MRS
Female (n=122) [T — =7

Age 3 -

9 years (n=25) [T o0

10 years (n=69) m 108

1 years (n=84) [,
12 years (n=39) e "

School year
Fourth grade (n=62) G e
Fifth grade (n=66) e "
Sixth grade (n=89) [,
Number of family members
23m=38) @5
aem122) S
=57 B

ns -

Number of siblings
1m=32) B
2e=i3) [
o= K
Outpatient status ns i
During outpatient visit (n=65) w "
Not during outpatient visit (n=152) w o

Hospitalization experience s N
Experienced (n=90) mzn
Noexperience (n=127) [l e
About UNCRC - -
Tjust know (n=11) %"
1 do not know (n=206) w 58.1
<0.05*  0.201

Need for explanation

— 553
e (o200 T

T do not need it (n=13) T °
0.0

Note. UNCRC, United Nations Convention on the Rights of the Child; p, p-value; ns: not significant; ¢: coefficient of
association; F: Cramer's V.

* Pearson's chi-squared test

Tables.
Attribute velationship between the explainer and children (N = 217).
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Predictive variables B SE Wald df P Exp (B)  95% ClforExp (B)

Lower Upper

Sex 0.578 0.718 0.647 1 0421 1.782 0.436 7.287
Age -1.042 0792 1730 1 0.188 0.353 0.075 1.667
School year 0.455 0.938 0.235 1 0.628 1.576 0.251 9.907
Number of family members -1.523 0.813  3.508 1 0.061 0.218 0.044 1.073
Number of siblings 0.795 0776  1.049 1 0.306 2214 0.484 10.135
Outpatient status -0.120 0725  0.027 1 0.869 0.887 0.214 3.675
Hospitalization experience 2.708 1111 5937 1 0.015 14.996 1.698 132.404
Need for explanation -0900 1284 0492 1 0.483 0.407 0.033 5.034
The person who explained -0.043 0423 0.010 1 0.919 0.958 0.418 2194

Note: UNCRC, United Nations Convention on the Rights of the Child; B, partial vegression coefficient; SE, standard
ervor; df, degree of freedom; p, p-value; CI, confidence interval.

Table 6.
Factors affecting knowledge of UNCRC (n = 217).

Article 5 of the European Association for Children in Hospitals states that “children
and parents have the right to be informed participants in all decisions related to their
health care” [43]. However, the perception of school-age involvement in decisions
regarding care and treatment is low [17], which exacerbates children’s fears and
anxieties [44].

These are salient ethical issues for school-aged children and their families who
are about to receive medical care. Therefore, pediatric nurses must strengthen the
environment in which they contribute to the resolution of ethical issues and the
decision-making process and become advocates for the dignity of the child [22, 45].
The results of this study provide information that can help pediatric nurses focus on
and improve UNCRC and decision-making processes in the context of these ethical
issues.

6.2 Awareness of children’s rights and decision-making

In this study, it was necessary to understand UNCRC and decision-making in
school-aged children to enhance pediatric nursing care that considers children’ rights.
First, it has been suggested that the older the age, the greater the knowledge school-
aged children have about the UNCRC, and that their understanding may increase
with the developmental stage. This can be viewed positively from the perspectives
of the cognitive developmental theory [41] and ego theory [42] as children trying to
become aware of the UNCRC. This study also found that the demand for explanations
may depend on the number of family members and that children’s decision-making
processes require family involvement. This can also be interpreted as an attribute that
is supported as a construct in SOA [31].

In contrast, more than 90% of school-aged children who had previously been
briefed in hospitals and clinics stated that they wanted to continue, but more than
95% were unaware of the UNCRC. This result parallels children’s lack of sup-
port in the healthcare environment [16] and the lack of participation in decisions
regarding their care and treatment [17]. In other words, the inability of children to
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self-determine their personal needs is expected to increase their fear [44, 46] and
induce parental anxiety [8]. Furthermore, 13 of the 217 children who received the
explanation and 8 of the 21 children who did not receive the explanation said that
they did not need an explanation. Children should be allowed to receive explanations
and be able to make decisions about whether they want to receive another explanation
[33, 43]. However, it was found that about half of the children who did not receive

an explanation were in a serious condition for which they did not want any further
explanation. To increase the participation and understanding of pediatric patients

in the decision-making process and instill trust in team members, it is important

to focus on nursing ethics [9]. Therefore, increasing opportunities for school-aged
children to learn about UNCRC and decision-making before they go to the hospital or
clinic needs to be addressed.

6.3 Benefits to children and families of explanations of individual healthcare

In practice, it is necessary to focus on HCPs to consider ethical principles in
children’s healthcare as well as evidence of respect for the interests of children
and families, values, and beliefs [31, 38, 47]. The results of this study showed that
school-aged children often sought clarification from physicians. This is a time when
school-aged children develop the concept of illness [48], and based on this, they
have proven to be proactive and willing to engage in treatment [42]. This is also
consistent with previous research on physicians building moral trust in school-aged
children [49, 50].

However, on examining the relationship between HCPs and the need for expla-
nations, the results indicated that school-aged children who did not want explana-
tions concentrated on physicians. This could be related to the fact that they were
not involved in decision-making regarding care and treatment [17]. They may also
have previously undergone invasive medical procedures without being given the
option to receive explanations, which may have been distressing to experience [7].
Furthermore, the lack of explanation to parents for painful emotional experiences
in school-aged children may be one of the causes of increased parental anxiety
[8, 16]. Conversely, there were no school children who did not want explanations
from nurses alone or doctors, nurses, and their families. These results also support
the need for the promotion of SOAs to consider HCPs comprehensively based on the
UNCRC [31].

Therefore, it can be said that pediatric nursing is currently required to foster the
creation of an environment where children and their families can receive appropriate
explanations at the right developmental age of the child. Specifically, the use of DIPS
is recommended [12], as it can be implemented by pediatric nurses, including nurs-
ing ethics, in addition to the SOA [31]. These tools, and the study results, which have
focused on HCPs and explanatory needs, demonstrate the need to ensure benefits to
children and families in UNCRC-aware nursing management.

6.4 The UNCRC and inpatient experience

The UNCRC has stated that Sisom, an eHealth service, has created a commu-
nication space in medical settings allowing for the voices of school-aged children
to be heard [51]. HCPs’ actions have influenced children’s active participation in
decision-making processes, including medical care, indicating the need to increase
awareness among health professionals [23]. While school-aged children experience
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psychological consequences that increase their perceptions of pain, anxiety, fear, and
perceived threat when receiving medical care, they are also more likely to be exposed
to the UNCRC as a result [4, 5]. Our study results demonstrate that hospitalization of
school-aged children is an opportunity to learn about the UNCRC.

However, pediatric nurses should pay special attention to whether chil-
dren can learn about UNCRC without hospitalization. In other words, since a
child’s autonomy is known to be under threat from disease [6], they should be
aware of the UNCRC before they see a doctor, so that they can exercise their rights.
For example, if a pediatric nurse explains the UNCRC before and after a pediatric
patient’s visit or treatment, it can facilitate decision-making for these patients and
their families [23]. Pediatric nurses can also create a respectful environment for
children by providing a forum for discussing the UNCRC not only in the medi-
cal field but also through elementary schools and institutions. Thus, enhancing
school-aged children’s awareness and pediatric nursing practice regarding UNCRC
and decision-making will contribute to the best interests of children and their
families [22].

6.5 Strengths and limitations
6.5.1 Strengths

Pediatric nursing research on UNCRC and decision-making interventions,
especially from the perspective of children, remains challenging. This study care-
fully examined decision support that respects children’s rights from the perspective
of school-aged children and provided insights useful for pediatric nurses in their
clinical practice.

6.5.2 Limitations

This study has two major limitations. First, to gain the understanding and support
of the survey participants, only school-aged children living in some parts of Japan
were included in the study, and older data were used. This limits the generalizability
of the findings. Second, the analysis of school-aged children’s perceptions considered
only quantitative data on attributes extracted from previous research rather than
open-ended textual data. Further validation of our findings will require sufficient
sample size, stability checks, new data including participants from different ethnic
groups, and further research using induction.

7. Conclusion

Nursing orientations derived from the perceptions of school-aged children can
help create an appropriate healthcare environment to support pediatric patients and
their families. This concept, based on the UNCRC, adds to the rights of the child that
must be respected by all pediatric nurses and underlines the efforts required by medi-
cal staff to share healthcare information with families to determine the best approach
for pediatric patients. Awareness of the child’s age is an indicator for pediatric nurses
to optimize their planning and practice in pediatric and family nursing. However,
considerations regarding awareness of school-aged children need to be further
validated using other qualitative research methods.
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Perspective Chapter: Nurse-Led
Education for Patients with
Chronic Inflammatory Arthritis

Stefka Stoilova

Abstract

As an integral part of disease monitoring and management of patients with
chronic inflammatory arthritis, patient education is highly recommended to help
patients optimize their health and well-being rather than be limited to the disease.
Rheumatology nurses have been shown to play a major role in patient education, thus
enabling them to increase their knowledge about their health condition as well as
change their health behavior. Since patients with chronic inflammatory arthritis have
different educational needs, patient education can be provided in a variety of ways
tailored to the specific and unique needs of each patient. The extent to which nurses
in various regions of the world are involved in patient education depends on both
their professional background and the organization of the relevant health system.

Keywords: nurse-led education, patients, chronic inflammatory arthritis,
educational needs, disease management

1. Introduction

The need for patient education is widely recognized [1]. It is an important aspect
of nursing care that would allow patients to manage their disease and improve their
health outcomes [2], thus maintaining a better quality of life (QoL) [3].

To improve the health of patients with chronic diseases, such as chronic inflam-
matory arthritis (CIA), patient education provided by healthcare professionals plays
a tremendous role [4]. CIA has an adverse effect on the physical and psychological
functioning of individuals; this negative impact increases the severity of the disease
[5], worsens the prognosis, and is often associated with a significant socioeconomic
burden. CIA has a lasting impact on the daily activities and quality of life of over
100,000 people in Bulgaria [6].

The fast development of medicine and technology in recent decades has high-
lighted the need for a well-trained, highly skilled nursing workforce capable of adapt-
ing to new changes and challenges. The introduction of biologic disease-modifying
antirheumatic drugs () DMARDs) in recent years has led to a dramatic improvement
in the treatment of CIA. The application of this new class of medications in rheuma-
tology is associated with continued learning and knowledge advancement in this field
attained by healthcare providers as well as by patients and their families.
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bDMARDs are effective in the treatment of CIA, including rheumatoid arthri-
tis (RA), spondyloarthritis (SpA), and psoriatic arthritis (PsA); they make it
possible to achieve control of disease activity and manage functional impairment
in order to improve disease prognosis [7]. In the context of rheumatology, nurses,
together with physicians and other healthcare professionals, participate in the
treatment of CIA [8], with nurses playing a major role in the patient education
[9]. Patient education is highly recommended for better management of chronic
diseases such as CIA, as it would help patients master specific skills necessary to
manage the disease [7].

The chronic course of the disease suggests that patients with CIA are constantly
in need of education throughout their entire illness—an education that is tailored to
their individual needs for learning and information [10]. Nurses contribute to patient
education by teaching patients to self-inject medications [11, 12]; their support may
also be helpful for the maintenance of a healthier lifestyle by encouraging patients to
increase their physical activity [13] or quit smoking [14]. In addition, patient educa-
tion enables nurses to provide patients with the information and emotional support
they need [12].

There is a large body of evidence suggesting that patient education programs,
based on long-term interactions with nurses, provide knowledge to patients during
the entire course of their illness and may also positively change their lifestyle [13, 15].

2. Characteristics of patient education

1.Focus

2.Problem-oriented

3. Compliance with regulated principles and recommendations

4.Dynamism and relevance

5. Applicability

6. Measurability

7.Formation of attitudes and behaviors as part of coping with the disease process

As defined by the European League Against Rheumatism (EULAR), patient
education “is a planned interactive learning process designed to support and enable
people to manage their life with CIA and optimize their health and well-being, rather
than be limited to the disease” [16], and it has become the core principle in rheuma-
tology. This overarching principle applies to other chronic diseases as well [17, 18].

Through provision of education, health professionals convey information to
patients and their caregivers in order to improve patients’ health and encourage them
to make decisions in relation to the care provided to them. During the process of
education, patients can put in practice their knowledge, skills, values, and attitudes

associated with specific or general medical topics related to the adoption of a healthier
lifestyle and appropriate use of medicines [19].
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Perception of patient education as an integral part of CIA treatment ensures that
patients will be able to perform self-management activities and will adhere to their
treatment. Patient education aims at improving patients’ self-efficacy as a prerequisite
for self-management [5].

A number of authors consider patient education as an integral part of disease man-
agement in people with CIA [16, 20-26]. It is, however, emphasized that educational
needs may differ from one individual to another and may change over the course of
the disease. It is recommended that patient education should begin immediately after
the patient has been diagnosed or as early as possible; it also should be individually
tailored and should address different aspects of the disease [3]. It has also been shown
that patients need knowledge in order to exercise appropriate behavior and practices
to manage their symptoms and complaints associated with their disease. Patients
therefore seek information about their illness and its treatment, including pharma-
cological and non-pharmacological treatment options; they search for information
about managing the psychological and emotional impacts of the illness and informa-
tion about nutrition, exercise, pain control, and how to lead a stress-free life. Studies
have also shown that patients’ educational needs depend on the characteristics of
their diagnosis, sex, age, and duration of illness [10].

Being an essential part of nursing practice, patient education lies at the heart of all
self-management interventions adapted to the type and severity of disease, individual
social circumstances, and available resources [27]. Efforts to conduct effective educa-
tion should be the task of both health professionals and the patients themselves.

2.1 The role of the nurse in patient education

In 2012, the European League Against Rheumatism (EULAR) released its rec-
ommendations on the role of nurses in the management of CIA, which includes
rheumatoid arthritis (RA), ankylosing spondylitis (AS), and psoriatic arthritis (PsA).
According to a 2018 update of these recommendations, patients should have access to
a nurse for needs-based education and self-management support to improve knowl-
edge about CIA and its management throughout the entire course of their disease.
The recommendations focus on rheumatology nursing care and aim at educating
patients based on their needs and satisfaction with care; these recommendations also
aim at ensuring timely access to care, facilitating disease management, increasing care
efficiency, providing psychosocial support, and promoting self-management [9].

The implementation of EULAR recommendations is based on the specialized
training of rheumatology nurses. It has been noted, however, that the implementation
of the recommendations varies in different regions of the world and they are least
followed in Southern, Eastern, and Central Europe [8].

The EULAR recommendations state that non-pharmacological treatment should
include patient education; they also highlight that providing information to patients
is an important part of the treatment and emphasize the opportunity for implementa-
tion of educational programs as additional interventions in the treatment of early
arthritis and ankylosing spondylitis (AS) [28, 29].

There are three overarching principles and eight recommendations included in the
updated EULAR recommendations.

The principles define the nurse as an integral member of the healthcare team
who provides evidence-based care and encourages shared decision-making when
counseling a patient.
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2.1.1 Overarching principles
1.Rheumatology nurses are part of a healthcare team

Being part of a multidisciplinary team, rheumatology nurses play an integrated role
in patient care; they work in collaboration with the patient (and their family) and the
rheumatologist or are involved in the process as part of a larger healthcare team [30].

2.Rheumatology nurses provide evidence-based care

Evidence-based nursing care provided by rheumatology nurses includes: (i)
research evidence; (ii) clinical nursing experience; (iii) patients’ experiences, prefer-
ences, and values; and (iv) the local context [31, 32].

3.Rheumatology nursing is based on shared decision-making with the patient

Collaborative decision-making between the healthcare provider and the patient is
crucial for providing quality health care [33, 34], with a commitment to understand-
ing patient’s values and preferences.

2.1.2 Updated recommendations

* Recommendation 1 states that patients should have access to a nurse for needs-based
education to improve knowledge of CIA and its management throughout the course of
their disease.

The positive contribution of patient education refers to a number of educational
activities, such as therapeutic and health education and health promotion, with the
principal aim of improving patients’ knowledge and skills related to disease control so
that they can manage their lives themselves [16].

* According to Recommendation 2, patients should have access to nurse consultations in
order to enhance satisfaction with care.

In terms of ensuring quality of care, patients’ satisfaction with nursing care is
given top priority and is considered of utmost importance. Maintaining a long-
term patient-nurse relationship makes patients more confident and comfortable
in managing their treatment, which emphasizes nurses’ holistic and professional
approach to care [35].

* Recommendation 3 states: Patients should have the opportunity of timely access to a
nurse for needs-based support; this includes telehealth.

The opportunity for patients to use new forms of communication, such as tele-
health, provides them with access to a competent healthcare team and a sense of
personalized care and support [36].

* Recommendation 4 states: Nurses should participate in comprehensive disease man-
agement to control disease activity, reduce symptoms and improve patient-preferred
outcomes; this leads to cost-effective care.
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The role of nurses as part of the healthcare team is to provide patient education and
control and management of the disease, which may help lower the healthcare costs [24].

* Recommendation 5: Nurses should addvess psychosocial issues to reduce patients’
symptoms of anxiety and depression.

Dealing with symptoms of anxiety and depression requires nurses to identify them
and support patients with psychosocial issues by means of referring them to special
treatment or counselling [37].

* Recommendation 6: Nurses should support self-management skills to increase patients’

self-efficacy.

Self-management involves the patient’s ability to understand the disease and gain
adequate knowledge and skills to manage the physical and psychosocial effects of
the disease and to make lifestyle changes [38]. By mastering self-management skills,
patients can achieve and maintain an independent lifestyle and become more confi-
dent and empowered to manage their illness.

The remaining two recommendations apply to education and access to advanced
training in rheumatology for nurses so that they can maintain and improve their
knowledge and skills and be encouraged to take on extended roles in compliance with
national regulations.

In addition, rheumatology nurses play a major role in patient education with
regard to infection prevention in screening for comorbidities and increasing the pre-
scription of vaccines by the rheumatologist or general practitioner (GP). Therefore,

rheumatology nurses help increase patients’ safety skills related to the administration
of bDMARD:s [7].

2.2 Goals of patient education

The main goal of patient education is to provide comprehensive care to patients
with CIA.

Setting appropriate goals and objectives is crucial for the proper conduct of the
educational process. Nurses need to have a good knowledge and understanding of
educational goals, content, and materials. According to Wingard R., the effectiveness
of patient education depends on the proper formulation of specific, measurable, and
achievable goals [39]. By using appropriate tools to assess patient needs, nurses set
goals and educational strategies aimed at providing appropriate patient care [40].

1. Understanding the impact of nurse-led education and its effect on the patient

2. Through education and training, nurses help patients take control of their health
and thus improve their health status. Patient education should provide adequate
information aimed at increasing the understanding of disease and provoking
behavior directed toward protection and improvement of health [40]. Studies
have shown that patients receive much of the information related to their health
mainly from the nurse [41]. In this way, nurses have the opportunity to better
assess patients’ educational needs and prepare them for learning [42]. Analyzing
the nurse—patient interaction including promoting autonomy and empower-
ment, with the ability to adapt to the new life situation
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3.An important aspect of caring for people with inflammatory arthritis (IA) is

empowering them to acquire a good understanding of their disease and build
abilities to deal effectively with the physical and psychological challenges of
the disease. Nurses are in closest contact with patients; they spend much more
time with them than any other member of the healthcare team, which helps
them build trusting relationships with each other. Patient’s autonomy to make
decisions is influenced by the nurse-patient relationship, which also has an
effect on the quality and satisfaction of care received. Patient education, as a
leading component of nursing care, has a positive impact on the patient’s life
and can bring about lasting changes in their life [19]. Supporting patients in
their self-management skills, including changes in lifestyle, physical activity,
nutrition, and fighting bad habits such as smoking and alcohol consumption

4. Collaboration with patients in promoting healthy behavior includes avoiding

harmful substances (e.g., alcohol and tobacco), maintaining physical activity,
and developing healthy eating habits [43]; it also turns out to be the foundation
on which nurses can empower patients and support their self-efficacy. Patient
self-management support focuses on self-care, self-efficacy, and empowerment.
The support provided by nurses can strengthen patients’ willpower as this can

be done by acquiring the right knowledge and problem-solving skills. Interven-
tions should be individually targeted and tailored to patient’s specific needs; they
should also take into account various social and economic factors. Evaluation of
the nurse’s role as part of a multidisciplinary team

As members of a multidisciplinary team, nurses are involved in the education,

management, psychosocial support, and promotion of self-care in patients with CIA.

a.Patient education and counseling

b.To be effective patient educators, nurses must have special training in rheumatol-
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ogy and be familiar with the theoretical basis of patient education, which ensures
the use of personalized tools for each individual patient in order to achieve optimal
outcomes [44]. Involvement of all members of the healthcare team can contribute
to the ongoing patient education, with each team member having some educa-
tional component to provide to the patient. Nurse-led education offers adequate
resources including knowledge to improve skills needed to be involved in disease
management. Formation of motivation to learn and cope with health problems

.Knowledge and education are essential to motivate people to make changes in

their lives. A better educated patient tends to take greater care of themselves

by developing skills aimed at understanding and managing their own health
throughout their entire life [45]. The drive to improve their own knowledge

and skills encourages patients to be active participants in the management of
their health. Receiving adequate information increases patients’ confidence and
satisfaction; it also represents an important incentive to encourage patients to
participate actively in their healthcare process [46]. Formation in the patient of
willingness and need for a higher level of knowledge and self-efficacy

Patient education aims at providing relevant clinical information in order to
increase the understanding of the disease and health promoting behavior [40].
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With the right support, patients can learn how to use the resources provided in
health programs.

5.Maintaining the quality of life of patients with CIA

Many educational programs have demonstrated improvement in patients’
understanding of their health status as well as in their knowledge, which has
resulted in slowing or halting disease progression and maintaining quality of life
[47]. Patient activation leads to an improvement of self-management; it is also
associated with disease prevention, increased interest toward seeking health infor-
mation and results in better quality of life, greater satisfaction with care, improved
adherence to treatment, better knowledge, enhanced health status, and lower use
of health services [48]. Studies confirm that nurse-led patient education provides
opportunities and perspectives for a better life [49] as a prerequisite for maintain-
ing a good quality of life.

2.3 Learning objectives

1. Acquiring knowledge, skills, and habits related to disease management by
patients with CIA

Knowledge and skills allow patients to be involved in the management and treat-
ment of the disease. Patients’ knowledge as part of a complex intervention influences
patients’ beliefs and behaviors and is related to medical treatment [50]. Nurses
can help patients acquire skills necessary to achieve health goals related to disease
management.

a.Providing information and education to increase knowledge about the disease

b.Patients with inflammatory arthritis have high information demands; they seek
up-to-date and individualized information [51]. Keeping patients informed
about their health condition promotes the activation of self-management.

c.Improvement in care quality and patient safety

Patient education has been shown to improve patients’ quality of life, increase
their understanding of their treatment program, and encourage self-man-
agement [40], with the potential to involve them in the management of their
disease.

2. Conducting and achieving positive changes in patients’ self-care behaviors and
health status

Involvement in disease control and management as well as providing information,
awareness, and support prove to be a solid foundation for increasing patients’ sense of
empowerment [52]. Patient education helps increase patients’ knowledge about their
own health condition and provides an opportunity for them to change their health
behaviors [50].

a.Building trusting relationships with patients
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Nurses inspire a sense of safety, trust, hope, and confidence in patients. Patients
prefer discussing issues with nurses rather than with doctors, which is why pa-
tient-nurse relations predominate over patient—doctor relations [52].

3. Adapting the treatment regimen to the disease activity

In the management of CIA, it is recommended to adapt treatment regimen to the
disease activity. It involves adequate treatment and provision of appropriate educa-
tional support [53], thus encouraging patients to self-care.

4. Providing psycho-emotional support to patients

The first step in satisfying patients’ psychological needs is identifying psychologi-
cal distress, which means recognizing the necessity for specialized training in this
field. Nurses and other members of the healthcare team should be trained to provide
adequate psychological support to patients with IA [54].

5. Use of resources appropriate for the patient

Patients may have different preferences for resources or may suffer specific limita-
tions (visual or hearing impairment or limited motor skills) to which resources need
to be tailored.

6. Assessment of patient’s needs, concerns, their willingness to learn, and their
preferences

Patients should be offered only the amount of information they can handle ata
time. There is a need to develop a care and support plan for the entire course of the
disease that includes readiness for education and treatment preferences.

7. Assessment of patient’s abilities and provision of individualized treatment
Individual patient education cannot be substituted for any other resource.

8. Checking the patient’s understanding after patient education and analysis of
possible obstacles to learning

Maintenance of knowledge and skills acquired in educational programs is
important. Key elements to effective patient education include use of an open com-
munication style, compliance with standards, and dealing with barriers to learning
[55]. Continuous measurement of learning outcomes is necessary to improve patients’
health literacy. The feedback received from patients is a commonly used way to
measure learning outcomes. The effectiveness of patient education may be affected by
multiple factors, such as patient’s learning ability, literacy level, cultural environment,
lack of resources and educational tools, lack of sufficient time, and so forth [56].

3. Patient education (PE): EULAR recommendations

In 2015, EULAR developed eight recommendations for education of patients with
inflammatory arthritis; these are guidelines on the provision of PE and training of
healthcare professionals to perform PE across Europe.
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PE includes all educational activities provided to patients such as therapeutic
training, health education, and health promotion. Patients are considered to be active
participants in the management of their own disease.

PE achieves not only transfer of knowledge and control of disease; it also empow-
ers patients to manage their disease, adapt to their condition, and maintain a better
quality of life.

It has been shown that provision of PE varies across European countries. In some
countries, PE is used only to provide knowledge, thus aiming at patient adherence to
treatment. The extent to which different healthcare professionals (HP) are involved in
PE according to their competence, availability, and education, as well as the organiza-
tion of the relevant health system, is also essential. The implementation of the EULAR
recommendations for education of patients with inflammatory arthritis would allow
standardization and improvement of education for people with IA across Europe [16].

Based on evidence and expert opinion, two overarching principles and eight
recommendations have been developed.

3.1 Overarching principles

1.PE is a planned interactive learning process designed to support and enable
people to manage their life with IA and optimize their health and well-being.

2. Communication and shared decision-making between people with IA and their
healthcare professionals are essential for effective PE.

EULAR recommendations for patient education (PE) for people with inflamma-
tory arthritis (IA)

* Recommendation 1: PE as an integral part of standard care

PE should be provided for people with IA as an integral part of standard care in
order to enhance patient involvement in disease management. PE improves adherence
to treatment and helps recognize side effects of medications.

* Recommendation 2: PE throughout the course of the disease

All people with IA should have access to PE throughout the entire course of
their disease, including at the time of diagnosis, in case of change in the pharma-
cological treatment or when required by the patient’s physical or psychological
condition.

* Recommendation 3: personalized and needs-based physical training

The content and delivery of PE should be individually tailored and needs-based
for people with IA.

* Recommendation 4: Modes of delivery of PE

PE for people with IA should include individual and/or group sessions, which can
be provided through face-to-face or online interactions and supplemented by phone
calls and written or multimedia material.
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¢ Recommendation 5: theoretical framework and evidence for PE

PE programs for IA patients should have a theoretical framework and be evidence-
based. Interventions can be: educational programs, self-management programs
(SMPs), cognitive behavioral therapy (CBT), or stress management.

¢ Recommendation 6: PE results

The effectiveness of PE for people with IA should be evaluated, and the outcomes
must reflect the objectives of the PE program.

* Recommendation 7: competence in providing PE

PE should be carried out by competent healthcare specialists—for the most part,
they should be HP and/or trained patients.

* Recommendation 8: competence to teach PE

Providers of PE for people with IA should have access to and undertake specific
training in order to obtain and maintain knowledge and skills.

Patient education, as defined in the recommendations, can facilitate patients to
make informed choices in order to manage their disease [57].
4. Patient education practice guidelines for healthcare professionals

The guidelines address the following important questions:

1. What are the PE guidelines?

A patient education guide to evidence-based practice for healthcare
professionals

2. Who should use the guidelines?

Any healthcare professional who provides patient education

3. Where should the guidelines be used?

In any setting where patients learn how to achieve healthcare goals
4.When should the guidelines be used?

Any time patient instructions are being given such as disease information, test
preparation/results, treatment, accessing care, appointments, and resources

5. Why should the guidelines be used?
Provides care for consumers in achieving optimal levels of health.

6.How do you use the guidelines?
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By following the steps in each section of the guidelines (assessment, planning,
implementation, and evaluation)

The Patient Education Practice Guidelines for Healthcare Professionals was devel-
oped by the Health Care Education Association (HCEA). The guidelines are based on
the four components of the patient education process.

The education process includes assessment, planning, implementation, and evalu-
ation (APIE) [58].

The first step involves assessment of patients’ learning needs, their learning style,
and readiness to learn. The assessment includes what patients know, what they
want and need to know, what they are competent to learn, and what is the best way
to teach. Understanding patient needs and related factors is linked to the patient-
centered nursing approach.

The second step is to develop a plan. A successful patient education program
depends on a well-designed plan comprising the goals and objectives of the educa-
tional process.

The third step in the process is the implementation of an individual learning plan
that includes interactive learning.

Lastly, an evaluation that shows whether or not the goals of care have been
achieved [40].

5. Forms of education

Patient education is offered to patients in groups or individually. Group educa-
tion facilitates patients’ learning from each other, while individual education offers
easier responsiveness to patients’ personal needs. In rheumatology, individual
patient education is often carried out by nurses and covers a wide variety of
different aspects of medical treatment. Individual consultations with an expert
nurse have shown to have a positive impact on patients’ ability to control and
manage their disease [59]. The following training tools can be used: brochures or
other printed materials, podcasts, videos, presentations, posters, or diagrams or
discussion with the patient to create individual tools for the patient’s needs. It is
important to obtain patient feedback in order to gain information on the materials
provided to the patient.

6. Conclusion

The role of nurses in CIA management varies considerably across countries and
regions due to a variety of factors such as educational level, training, and experience.

EULAR recommendations support the involvement of nurses in the overall man-
agement of the disease and promotion of self-management to achieve a greater sense
of self-efficacy and patient empowerment.

To improve the process of health care provided by nurses, it is appropriate to
ensure continuous training in order to maintain and upgrade basic and advanced
knowledge and skills in compliance with the recommendation of the EULAR for
the improvement of their competencies, thus ensuring better quality of health care
provided.

The guidelines provided above are applicable to the work of nurses practicing in
the field of rheumatology, kinesitherapy, balneotherapy, and so on.
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Chapter 12

Nursing Process for an Orthopedic
Patient

Princess Busisiwe Siphiwe Mbatha

Abstract

A nursing care plan is a tool that the nursing team uses to communicate with each
other regarding the treatment of the patient. It also promotes continuity of care as one
of the patient’s rights in the Patient Rights Charter in South Africa. The purpose of this
chapter is to look at the needs of an orthopedic patient and to create a nursing care
plan. Once the problems of the patient have been identified, the expected outcome
will be formulated and nursing interventions will be implemented. This will provide a
framework on how the treatment plan of the patient should be structured. There are
many academic books with standardized nursing care plans for surgical nursing. In
orthopedic wards, even if two patients are admitted for the same orthopedic condi-
tion, their nursing care plan will not be the same. Their treatment should be individ-
ualized. There are many factors that will affect the nursing care plan of an individual
patient such as age, if the patient has any comorbidities and the patient’s attitude
towards rehabilitation and treatment.

Keywords: nursing care plan, fractures, orthopedics, SMART mnemonic, outcomes,
nursing intervention

1. Introduction

Nursing care plan is a written document that has information regarding the condi-
tion of the patient, nursing diagnoses, expected outcomes, as well as the nursing
interventions [1-3]. There are five steps of nursing process that need to be followed
before a nursing care plan is formulated, namely assessment, nursing diagnosis, out-
comes, implementation and evaluation [4]. After emergency management and treat-
ment of an orthopedic patient with fractures, the nursing management and treatment
of the patient will be based on the individual problem or injury that is presented by
the patient. As the Orthopedics Unit is a specialty unit, an individualized nursing care
should be formulated instead of a standardized nursing care.

2. Assessment

Assessment is the first step in delivering nursing care. A nurse must collect and
analyze data in a systematic manner. A health assessment is a term used to describe a
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process whereby a nurse identifies the needs of a patient by doing a compre-
hensive physical examination of the patient and obtaining the health history
of the patient [5].

A brief history is essential in order to assess the mechanism of injury and to raise
suspicion of other, less apparent injuries such as a pathological fracture where the
skeletal system is weakened by a disease. If the violence has been minimal and hardly
sufficient to have caused a fracture, then this may arouse a suspicion that the frac-
tured bone has been weakened by a disease or previous damage, for example, a
pathological fracture. The mechanism of injury and the mode of application are
frequently important to determine additional injury. Taking the occupation of the
patient into account is frequently helpful in planning rehabilitation and recuperative
efforts once the fracture has been managed. Activity level before injury directs the
type of treatment given for a specific injury. Deformity and swelling must be carefully
evaluated physically so that complications can be avoided. It is vitally important that
the neurovascular status of the extremity be carefully evaluated to avoid long-term or
permanent damage to limbs. The neurovascular integrity of the extremity, or lack
thereof; should be documented. Integrity of the skin should be monitored as well.
Care must be taken to ensure that there is no breakdown of the skin in the area of the
fracture site.

There are four types of health assessments that are done in the health care setting,
which are further discussed in the following sections:

2.1 Initial assessment or head-to-toe assessment

Initial assessment is done by a nurse who is admitting the patient. This nurse
must obtain biographical information about the patient and also details of past
medical history, surgical history as well as social history [6]. The reason for this is to
make a correct diagnosis when diagnosing an orthopedic patient because most
orthopedics conditions are specific to certain demographics; for example, rickets
(vitamin D deficiency), sickle cell disease, and slipped capital femoral epiphysis are
all pediatric conditions which means they are age specific and multiple myeloma
affects people who are much older. Race and ethnicity also play a role in certain
musculoskeletal conditions. Asian women, as well as women who are menopausing,
are more likely to be diagnosed with osteoporosis. Finding out whether a patient
smokes or not will affect the patient’s diagnosis because smoking delays fracture
healing [6] and affects the patient’s response to analgesics.

2.2 Focused assessment

Focused assessment is a close examination of a disease. In nursing, the focused
assessment is involved in relieving pain and stabilizing the condition of the patient,
especially when the medical diagnosis is fully understood. Focused assessment also
helps the nurse to identify a problem in a patient in order to formulate a specific
plan related to the main problem that she is focusing on. A patient who is
diagnosed with a tibia fracture might complain of shortness of breath and chest
pains. The nurse will then focus on monitoring the vital signs of the patient,
checking neurovascular compromise, and monitoring that patient for fat embolism
syndrome [6].
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2.3 Emergency assessment

During admission, a patient may have low hemoglobin, that is a hemoglobin of less
than 8 g/dl. That patient may need a blood transfusion that will be prescribed by an
orthopedic surgeon and administered by a professional nurse. This forms part of
emergency assessment. Also, a patient with low peripheral saturation, which is SATS
of below 94% on room air or an unresponsive orthopedic patient, will also need
emergency attention. Patients might need emergency resuscitation for a number of
reasons. It might be pulmonary embolus or fat embolus (life-threatening conditions).
Different health care workers, for example, orthopedic surgeons, nephrologists, car-
diologists and nurse professionals, will perform different emergency assessments until
the patient is stabilized [6].

2.4 On-going or time-lapsed assessment

Nurses take care of the patients for a longer period based on the initial diagnosis or
problem that patients presented with on admission. In this assessment, the patient is
constantly evaluated monitoring his or her progress and response to treatment. Patient
progress or lack thereof will be noted on the patient’s file through a document called
nursing progress chart. A care plan will be formulated using the needs and problems
that the patient will be presenting during their hospital stay. This can last for months.

The nurse personnel will need to continuously gather and interpret information
from the patient in order to meet the needs of the patient and act accordingly [6].

3. Diagnosis

The nurse will use her knowledge, skills and experience to diagnose a patient [1].
The diagnoses may also reflect the causes of the illness that the patient would be
presenting with at an orthopedic ward. A patient, for example; might complain of
falling and sustaining a fracture of a neck or femur. If the patient has a history of
prostate cancer, the nurse will make an initial diagnosis of a pathological fracture (when
a bone has been weakened by a disease), and the plan of treatment will differ from
someone presenting with a fracture after falling without any prior medical history.

4. Planning

Planning is a process whereby the goals and outcomes are formulated to impact
patient care. These goals should bring a positive outcome in the life and well-being of
the patient. A care plan should be unique to an individual patient. No two care plans
should look the same even if the patients present with a similar condition.

Outcome statements should contain five components that are easily remembered
using the SMART mnemonic (Table 1) [7].

5. Implementation

Implementation means actually doing what, as a nurse, you have outlined and set
out to do in your nursing care plan [8]. This is a nursing intervention stage. This is
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Specific Outcome statement should state precisely what it is to be accomplished. They must
not be ambiguous.

Measurable/ Measurable outcomes have numeric parameters for judging whether the outcome
meaningful was met, for example, administer, identify, verbalize and have absence of.

Attainable/action-  Outcome statement should be written so that there is a clear action to be taken by
oriented the patient. They must also be possible to achieve.

Results-oriented/ ~ Realistic outcomes consider the patient's physical and mental condition, their

realistic cultural and spiritual values, beliefs and preferences. They should be within reach.
They should be achievable with available resources for the patient, nursing staff and
the health care setting.

Timely Outcomes statements should include the time frame for evaluation, for example,
within 24 hours, by discharge, and throughout hospitalization. There should be a
starting date and end date for outcomes.

Table 1.
SMART mmnemonic.

where a nurse administers analgesics, elevates the affected limb, collaborates with a
physical therapist to mobilize the patient from bed to chair, etc.

6. Evaluation

This is the final stage of the nursing process [8]. If a nurse has provided an
intervention to the patient, they must come back and evaluate if it did bring a positive
outcome to the patient. For example, did elevating the affected limb reduce swelling?

The nursing care plan may be changed depending on the evaluated condition of the
patient.

7. Fractures
7.1 Definition

A fracture is a break in the continuity of the cortical and/or cancellous bone.

7.2 Causes

1.Physical trauma e.g. motor vehicle accident, falling from height
2.Overuse e.g. sport injuries

3.Health condition e.g. metastatic bone disease

7.3 Types of fractures

1.Closed fracture
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2.Open fracture

3. Greenstick fracture
4. Hairline fracture

5. Avulsion
6.Compression fracture

Some fractures are classified by their pattern, for example, oblique fracture, trans-
verse fracture and longitudinal fracture, and others are diagnosed by their pattern of
not breaking the bone in a straight line such as greenstick fractures, segmental frac-
tures, spiral fractures and comminuted fractures [9].

7.4 Signs and symptoms of fractures

A sign is an objective, observable phenomenon that can be identified by another
person, in this case, a nurse. A symptom is an effect noticed and experienced only by
the person who has the condition, and this is where, as a nurse, you will get your
subjective data. Subjective data is largely reported by the patient.

7.4.1 Altered comfort

Patient will complain of pain on the fractured site. Depending on the time of
presentation at the clinic, the level of pain will range from moderate to severe. The
patients’ response to pain is not the same. There are many factors that affect the
patient’s response to pain such as language barrier and analgesic that a patient has
taken, for example, Grand Pa headache powder (which is not recommended by any
South African government hospital due to its side effects on the gastrointestinal tract),
cultural belief or anxiety and expectations of patient regarding pain.

7.4.2 Inability to use the limb

Postinjury, the patient may or may not be able to move the limb or put weight on

the limb.

7.4.3 Diminished sensation

Numbness or tingling sensation can be experienced by the patient in the affected
area. This could be due to a nerve injury.

7.4.4 Altered normal limb alignment

Postinjury, the bone may position incorrectly, causing poor alignment. Bones may
be angulated (bent), rotated (twisted), translated or displaced, which may be
described as a position shift or limb length discrepancy (LLD or difference in length of
the bone).
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7.4.5 Edema

A fracture will cause swelling. There is an increased flow of blood to a fractured
area, which causes more fluid to pass through the affected area. The soft tissues will
subsequently be inflamed.

7.4.6 Increased warmth

Not all fractures will lead to infection, but if increased warmth is noted on the
affected limb, this may be a sign of infection, especially on compound fractures.

7.4.7 Crepitus

This is a grating sound that can occur when two bone ends or fragments move or
rub against each other.

7.4.8 Ecchymosis

Bruising will be caused by leaking blood vessels underneath the skin of the affected
limb. The color may be brown, black or blue [9].

8. Complications of fractures
1.Fat embolism
2.Vascular injuries
3.Nerve damage
4.Pulmonary embolism
5.Thromboembolism
6.Compartment syndrome
7.Infection
8.Shock

9.Reaction to internal fixation devices

10.Limb length discrepancy
11. Osteonecrosis
12. Reflex sympathetic dystrophy

13.Non-union, mal-union and delayed union

14. Amputation [9].
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9.

10

11.

199

Nursing priorities for patients with fractures

1. Patient should be pain-free.
2.Fracture should be immobilized with a splint or traction.
3.Prevent and control infection in case of an open fracture.

4.Provision of adequate nutrition especially high protein diet for wound and bone
healing.

5.Allay fear and anxiety.

6.Give health education on exercising and prevention of falls and refracture.

. General principles of nursing care

1.Body parts must be in alignment.
2.Prevent foot drop.

3.Logrolling body is moved as one unit using two or more individuals, aligning
with pillows, blankets, etc.

. »

4. Circulatory/neurovascular checks “The 6P’s.
¢ Pulselessness
e Pallor
e Pain
¢ Paresthesia
* Paralysis

¢ Poikilothermia

Discharge goals

1. Patient should be able to administer medication, that is, analgesics as
well as anticoagulants, on their own

2.Patient should be able to perform activities of daily living
3.Patient should be able to take the prescribed diet

4. Patient should be able to come for wound review and/or
follow-up X-rays



Nursing Studies — A Path to Success

12. Nursing diagnosis
The nursing diagnoses should include pain management, risk of infection and mobility
problems. These nursing diagnoses provide a guide for developing and implementing

individual nursing interventions that aim to optim ize patient care (Table 2).

12.1 Acute pain

Acute pain related to:

* Trauma

* Muscle spasms

* Movement of bone fragments

* Soft tissue damage

* Inflammation and swelling

As evidenced by:

* Guarding behavior

* Verbalization or reports of pain
* Antalgic positioning to avoid pain
* Facial grimacing

* Restlessness

Table 2.
Common nursing diagnoses associated with fractures.

12.2 Impaired physical mobility

Impaired physical mobility can be temporary (fractured tibia/fibula), permanent
(spinal cord injury) or worsening (multiple myeloma) (Table 3).

Impaired physical mobility may be caused by, that is, “related to”:
* Loss of integrity of the bone

* Neuromuscular impairment

e Pain

* Reluctance to initiate movement

* Prescribed restrictions or immobilizers etc.

Looking back at the signs and symptoms of fractures is where a nurse will obtain the “as evidenced by”:
* Verbalization of pain and discomfort with mobilizing

* Refusal to mobilize

* Limited range of motion

* Uncoordinated movements

* Contractures of limbs

Table 3.
Common nursing diagnoses associated with fractures.

13. Other common nursing diagnoses for fractures
1. Anxiety
2.Impaired skin integrity
3.Risk for infection

4.Risk for compartment syndrome
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5.Risk for hypovolemic shock/risk for deficient fluid volume
6.Self-care deficit

7.Ineffective coping

8.Ineffective peripheral tissue perfusion

9.Risk for injury

10.Risk for additional trauma
11.Risk for disuse syndrome

12.Knowledge deficit

14. Desired/expected outcomes
1.Expected outcomes for acute pain in a patient with a fracture
2.The patient will show an increased comfort level
3.The patient will verbalize non-pharmacological strategies to relieve pain

4.Patient will reach a tolerable pain level maximum 2 on a scale of 1-10 within
48 hours after receiving pain medication

5.Patient will verbalize relief of pain

6.Patient will display a relaxed manner, able to participate in activities and sleep
and rest appropriately

15. Nursing interventions
15.1 Nursing intervention categories
15.1.1 Independent
These are nursing tasks that requires only one nurse who independently provides

the treatment intervention without assistance from other staff members. An example
is of this is a nurse administering medication to a patient [10].

15.1.2 Dependent

These are nursing tasks that require a direct order or permission from a doctor
such as prescribing medication, Plaster of Paris, and urinary catheter as well as
providing negative pressure wound therapy [10].
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15.1.3 Interdependent or collaborative

These tasks require the medical team to care for a patient and depend on orders
from physicians and Orthopedics trained nursing practitioners. For example, in a
patient with a neck or femur fracture whereby a doctor will prescribe medication, the
nurse will administer it and apply skin weight traction, and a physical therapist helps
with rehabilitation of the patient [10].

15.2 Types of nursing interventions
15.2.1 Health promotion

Nurses can provide health education to quit smoking as it delays fracture healing
and to eat a healthy diet and exercise healing to promote wound healing. Patient can
also be advised to reduce alcohol intake and to avoid mixing prescribed medication
together with traditional medicine from inyanga or isangoma [10].

15.2.2 Disease prevention

Disease prevention aims at reducing the risk of developing specific illnesses and
diseases. If you work on a computer, take breaks to avoid conditions like carpal tunnel
syndrome [10].

15.2.3 Treatment

Treatment aims to manage and treat existing health problems. The most common
treatment nurses provide is pain control. Nurses administer analgesics and anti-
hypertensives, reposition patients four hourly, provide ice packs for edematous limbs
and joints, and elevate injured extremities [10].

15.2.4 Rehabilitation

Assisting the patient to mobilize from bed to chair after surgery such as ORIF
(open reduction and internal fixation) of the tibia or fibula is part of rehabilitation for
the patient (Table 4) [10].

16. Rationale

In most cases, nurses are not required to write rationale in the nursing care plan.
The rationales for interventions mentioned above have been highlighted in italics.
Rationale is statement that explains why a certain intervention was done. A nurse
must use her critical thinking skills to explain the rationale; for example, elevate the
lower limb of a patient with a cushion to reduce swelling. Rationales are specific to the
individual patients. It happens that sometimes a patient will not exhibit any swelling
before an operation, but the swelling will be noticed operatively, so the nursing care
plan of that patient will change, and the reason for elevation will be stated under
rationale. Also, repositioning the patient four hours a day can be used as an example.
The rationale would be to promote circulation, prevent pressure injuries, which are
one of the complications of fractures, and to prevent respiratory problems such as
pneumonia (Table 5).
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Acute pain

* Smile at the patient to make the environment as comfortable as possible.

* Explain procedure to the patient to allay any anxiety.

* Provide calm, quiet environment. Promotes effects of analgesics and to decrease any form of stimuli.

* Monitor pain intensity every 2 hours. Utilize appropriate method of assessment (e.g., numeric pain
scales (0-10), behavior assessment). Pain is subjective in nature, and only the patient can fully describe it.

* Evaluate and document reports of pain or discomfort, noting location and characteristics, including
intensity.

* Consider non-pharmacological treatment (RICE therapy), for example, ice packs to reduce swelling.

* Produce immobilization of affected limb by bedrest, back slab, POP and traction. This relieves pain and
prevents further tissue injury.

Elevate affected extremity above heart level. This promotes venous return, decreases swelling and reduces
pain.

* Avoid the use of plastic linen savers and pillows under the limb in cast. It increases pain by enhancing heat
in the drying cement.

Elevate bed linen and keep it away from patient’s toes using a bed cradle. This helps with keeping the limb
warm without causing more pain to the patient with the heaviness of bed linen.

* Reposition the limb. Maintain alignment with pillows or a folded blanket. This helps stimulate blood
circulation.

* Administer pain medication as prescribed. Response to pain and pain medication differs from patient to
patient.
* Monitor vital signs at least every 4 hours while awake. Detects early changes.

Impaired physical mobility

* Assess degree of immobility produced by the fracture. Patient may be restricted by self-perception
disproportionate to the physical limitations.

Educate the patient regarding proper use of assistive devices. Maintains muscle tone and prevents
complications of immobility.

Provide progressive mobilization as tolerated. Schedule increased mobilization on a daily basis.
Medicate for pain as needed, especially before activity. Pain interferes with ability to ambulate by
inhibiting muscle movement.

Perform ROM exercises (passive, active, and functional) of affected and unaffected extremities every

2 hours. Increases circulation, maintains muscle tone and prevents joint contractures.

* Implement measures to prevent falls, such as keeping bed in low position, wearing appropriately fitting
shoes or non-skid slippers. Basic safety measures.

* A patient on traction to stabilize the fracture should be placed on a supine position. It reduces the risk of
flexion contracture on the hip.

* Maintain adequate nutrition with the assistance of a dietician. Provides nutrients for energy and prevents
protein loss due to immobility.

* Observe for complications of immobility (e.g., constipation, muscle atrophy, pressure injuries and
orthostatic hypotension). Allows early detection and prevention of complications.

* Assist and encourage the patient with self-care activities such as bathing. Improves muscle strength and
circulation.

Encourage diversional and recreational activities such as reading newspapers, watching TV, personal
possessions (smartphones with social media such as Facebook, X, Instagram and TikTok), and family
visits. Provides opportunity to focus patient’s attention elsewhere and enhance patient’s sense of self control.

Include the patient and family or significant other in carrying out plan of care. Allows time for practice
under supervision. Increases likelihood of effective management of therapeutic regimen.

Assist with mobility with crutches, wheelchair, walking frame and initiate physical therapy and/or
occupational therapy as soon as possible. Reduces complications of bedrest.

Table 4.
Nursing interventions [11].

17. Health education

Preserving skeletal health may involve:
Avoiding falls
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Evaluation

Acute pain

o Patient verbalizes relief of pain.

* Patient follows prescribed pharmacological regimen.
* Patient displays relaxed manner, is able to participate in activities and sleeps appropriately.
* Demonstrates use of relaxation exercises.

Impaired physical mobility

* Patient’s mobility will be improved

* Pain and discomfort decreased

* Independence restored

* Physical mobility will be stabilized

* Patient satisfaction

Table 5.
Evaluation of acute pain and impaired physical mobility.

Taking calcium supplements

Getting enough vitamin D

Avoiding carbonated beverages (phosphates deplete bone)
Getting regular exercise.

18. Examples of nursing care plan in an orthopedics setting

18.1 Clinical nursing document progress report-nursing care plan: A patient with
multiple myeloma

No* Need list
1 Comfort 5
2 Mobility 6
3 7
4 8
When admitting a patient ensure the Nursing Use the same need names/numbers initially
Care Plan is done.... ... allocated on the needs list
The needs and/or the problems that are Delete solved needs by crossing out their
identified above are clearly described in the numbers alongside
diagnosis and prioritized Do not re-use deleted numbers, unless a solved
Clear expected outcomes are written need is re-activated
Nursing interventions are clear Nursing Care Plan should be done on
The patient’s reactions to interventions are admission, when patients condition changes
evaluated and documented on the CMJAH1114/ and as the needs arise.
6
Nursing diagnosis Expected Nursing intervention
outcome
Self-care deficit evidenced by patient  Patient will Encourage patient to perform as much self-care
being fully dependent on nursing staff ~improve as condition allows

participation  Assist patient with tasks that a patient cannot
in activities of perform

daily living by  Assist patient in becoming independent and
the end of this functioning

week
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No* Need list

Impaired physical mobility related to  Patient will Mobilize the joint above and joint below the
pain evidenced by patient being unable increase wound gently

to walk unaided physical Promote daily physical therapy program by

mobility and  collaborating with physical therapist
demonstrate Do passive exercises

safe use of
assistive
devices a day
after starting
physical
therapy
Risk for infection related to impaired ~ Patient will Implement measures to reduce the risk of
immune system functioning obtain infection such as maintaining hand-washing
negative techniques when handling the patient
results from  Adhere to universal precautions
cultured Maintain adequate fluid intake
specimen Avoid invasive procedures such as
Patient will catheterization
exhibit
absence of
fever and
chills
throughout
admission
Risk for bleeding related to excessive  Patient will Monitor patient’s vital signs
losses through normal routes take measures Look for signs of orthostatic hypotension
to prevent Check stools and urine for occult blood

bleeding and  Assess skin and mucous membrane for signs of
will recognize petechiae, bruising hematoma formation or

signs of oozing of blood

bleeding Monitor hematocrit and hemoglobin

Patient will Educate patient about precautionary measures
not experience to prevent tissue trauma or disruption of
bleeding as normal clotting mechanisms

evidenced by  Use soft brittle toothbrush and non-abrasive
normal toothpaste; avoid use of toothpicks and dental
pressure, floss

normal Avoid rectal suppositories, rectal

hemoglobin thermometers, enemas and tampons

levels and Limit straining with bowel movements,
desired forceful nose-blowing

coagulation Monitor for skin necrosis

profile during

hospitalization

DATE: 2023/03/19 TIME: 13 h 05 NAME: P.B.S Mbatha SIGNATURE: RANK: Professional Nurse
Specialty( Orthopaedics)

Name of Patient:....................
Ward:.........c..ceeuuee..... Doctor:
Diagnosis: Multiple Myeloma

.Hospital/Reg no: ........ccceeevueennnne
cererennnnnnnnennene. Page: 01

18.2 Clinical nursing document progress report-nursing care plan: A patient with
right subtrochanteric fracture and right fibula fracture
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No* Need list

1 Comfort 5
2 Mobility 6
3 7
4 8

When admitting a patient ensure the nursing care plan is

The needs and/or the problems that are identified
above are clearly described in the diagnosis

and prioritized

Clear expected outcomes are written
Nursing interventions are clear

The patient’s reactions to interventions
are evaluated and documented on the
CMJAH1114/6

Use the same need names/numbers initially
allocated on the needs list

Delete solved needs by crossing out their
numbers alongside

Do not re-use deleted numbers, unless a
solved need is re-activated

Nursing Care Plan should be done on
admission, when patients condition changes
and as the needs arise.

Nursing diagnosis

Expected
outcome

Nursing intervention

Risk for infection evidenced by elevated
temperature

Patient will
show absence
of infection
during
admission
Patient will
report absence
of drainage
from the
wound pre-
and post-
operatively
Patient will
report normal
temperature
and exhibit no
swelling
during
admission

Use strict aseptic technique when changing
the dressings

Provide thorough skin care

Administer antipyretic as prescribed by
collaborating with Medical team

Monitor patient’s response to antipyretic

Altered comfort related to inflammation
and swelling evidenced by blisters on the
fracture site

Reports no
discomfort
with
movement 30
minutes post
administration
of analgesic
Patient will
verbalize his
pain

as less than 7/
10 during
therapy by the
end of this
week

Elevate the affected area to reduce swelling
and discomfort

Collaborate with medical team to administer
analgesic

Monitor neurovascular status four hourly

DATE: 2024/01/02 TIME: 13 h 05 NAME: P.B.S Mbatha SIGNATURE: RANK: Professional Nurse

Specialty-Orthopedics
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Name of Patient: ........................ Hospital/Reg no: ........cccccoeuernee
Ward:...........ceeeeueeee. Doctor: ... neeene...... Page: 01
Diagnosis: Right subtrochanteric fracture and right fibula fracture

18.3 Clinical nursing document progress report-nursing care plan: A patient with
right neck of fracture and open fracture left tibia postexternal fixation

No* Need list
1 Comfort 5 Skin integrity
2 Mobility 6 Rest and Sleep
3 Nutrition 7 Psychosocial needs
4 Elimination 8 Safety
When admitting a patient ensure the nursing care plan is Use the same need names/numbers
done... ... initially allocated on the needs list
The needs and/or the problems that are identified above are ~ Delete solved needs by crossing out their
clearly described in the diagnosis and prioritized numbers alongside
Clear expected outcomes are written Do not re-use deleted numbers, unless a
Nursing interventions are clear solved need is re-activated
The patient’s reactions to interventions are evaluated and Nursing Care Plan should be done on
documented on the CMJAH1114/6 admission, when patients condition
changes and as the needs arise.
Nursing diagnosis Expected outcome Nursing intervention
Risk for movement of bone fragments  Patient will Maintain bedrest or limb rest as indicated.
and additional trauma related to loss of ~maintain Provide support for joints above and
skeletal integrity stabilization and below fracture site, especially when
alignment of moving and turning
fractures while on  Support fracture site with pillows or
traction folded blankets. Maintain neutral position
of affected part with sandbags, splints,
trochanter roll or footboard
Evaluate splinted extremity for edema
resolution.
Maintain position and integrity of traction
Assess integrity of external fixation device
Position client so that appropriate pull is
maintained on the long axis of the bone
Review follow-up or control x-rays.
Initiate and maintain bone rehabilitation
that is, early ambulation
Acute pain related to Patient will Maintain immobilization of affected part
muscle spasms evidenced by protective verbalize relief of by means of bedrest, cast, splint and
behavior pain 30 minutes traction.

postadministration  Elevate and support injured extremity.

of analgesics Evaluate and document reports of pain or
Patient will display ~discomfort, noting location and

arelaxed manner, characteristics, including intensity (scale

will be able to of 0-10), relieving and aggravating
participate in factors

activities, and sleep Encourage patient to discuss problems
and rest related to injury.

appropriately by Explain procedures before beginning
the end of the week them.
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No* Need list

Administer medication before care
activities. Let the patient know it is
important to request medication before
pain becomes severe.

Perform and supervise passive or active
ROM exercises.

Knowledge deficit related to new

diagnosis

The patient will
verbalize an
understanding of
the disease process
within a day of
receiving Health
Education

Identify the patient’s best methods for
learning.

Initiate teaching when patient is most
amenable to receiving information
Provide relevant information only.
Provide an environment conducive to
learning.

Explain each procedure as it is being done,
and give the rationale for procedure and
the patient’s role.

Provide the patient with enough
opportunity to ask questions,

for example

Teach about the importance of taking
antibiotics as prescribed

Educate about signs and symptoms of
neurovascular compromise

Educate about principles

of infection control and

wound care

Anxiety threat or change in role status

and health status

Patient will
demonstrate
absence of
physiological signs
and

symptoms of
anxiety after
explanation by
nursing personnel

Give the patient an opportunity to
verbalize perception of situation that is
causing anxiety.

Explain all procedures and rationales for
the procedure in clear, concise, simple
terms.

Risk for all problems associated with
bed rest: pressure ulcers, pneumonia,
constipation, urinary stasis, DVT

Patient will not
experience any
orthopedic
complications
throughout
admission

Do four hourly neurovascular checks
Maintain body alignment

Instruct patient on what to report, for
example, pain that is disproportionate to
injury

Check weights and pulleys

Provide adequate time and privacy during
elimination

Encourage patient to eat all prescribed
diet

DATE: TIME: NAME: P.B.S Mbatha SIGNATURE: RANK: Professional Nurse Specialty-Orthopedics
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18.4 Clinical nursing document progress report-nursing care plan: A patient with

a spinal cord injury

No* Need list

1 Comfort 5 Elimination

2 Mobility 6 Skin Integrity
3 Hygiene 7 Psychosocial
4 Nutrition 8 Rest

When admitting a patient ensure the nursing care plan is

The needs and/or the problems that are identified above are
clearly described in the diagnosis and prioritized

Clear expected outcomes are written
Nursing interventions are clear

The patient’s reactions to interventions are evaluated and

documented on the CMJAH1114/6

Use the same need names/numbers
initially allocated on the needs list
Delete solved needs by crossing out their
numbers alongside

Do not re-use deleted numbers, unless a
solved need is re-activated

Nursing Care Plan should be done on
admission, when patients condition
changes and as the needs arise.

Nursing diagnosis

Expected outcome

Nursing intervention

Disturbed sensory perception related to
psychological stress evidenced by motor
incoordination

Patient will
recognize sensory
impairments and
identify behaviors
to compensate for
deficits by the end

of the week

Assess and document sensory function or
deficit, progressing from area of deficit to
neurologically intact area

Protect from bodily harm

Assist patient to recognize and
compensate for alterations in sensation
Explain procedures before and during
care, identifying the body part involved
Provide tactile stimulation, touching
patient in intact sensory areas

Position patient to see surroundings and
activities

Provide uninterrupted sleep and rest
periods

Note presence of exaggerated emotional
responses

Altered comfort related to physical
injury evidenced by burning pain below
level of injury

Will report relief or
control of pain 30
minutes
postadministration
of analgesics

Assess for presence of pain.

Help patient to identify and quantify pain
Evaluate increased irritability, muscle
tension, restlessness, unexplained vital
sign changes

Assist in identifying precipitating factors
Provide comfort measures, for example,
warm or cold packs

Encourage use of relaxation techniques
Administer medication as indicated by
collaborating with a Medical team

Risk for grief related to loss of feelings of
inadequacy

Patient will begin
to process through
recognized stages
of grief, focusing
on 1day at a time

Identify signs of grieving

Note lack of communication or emotional
response, absence of questions

Provide simple, accurate information to
patient
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Need list

and identifying
ways to
appropriately cope
with grief

Do not give false reassurance while
providing emotional support

Encourage expression of feelings
Encourage expression of sadness, grief,
guilt and fear assist patient in verbalizing
feelings about situation, avoiding
judgment about what is expressed

Note comments indicating that the
patient is expecting to walk shortly and is
bargaining with God

Focus on present needs, for example,
ROM, exercises and skin care

Identify the use of manipulative behavior
and reactions to caregivers

Encourage the patient to take control
when possible

Accept expressions of anger and
hopelessness

Set limits on unacceptable behavior when
necessary, for example, abusive language
Note loss of interest in living, sleep
disturbance and suicidal thoughts
Arrange visit by individual similarly
affected as appropriate

Consult with or refer to psychiatric/
mental health nurse, social worker,
psychologist and psychiatrist

Ineffective breathing pattern evidenced
by use of accessory muscles to breathe

Patient will
maintain adequate
ventilation and
demonstrate
appropriate
behavior to
support respiratory
effort

Patient will
demonstrate an
effective breathing
pattern as
evidenced by
normal

breath sounds and
normal arterial

blood gases

Assess respiratory function by asking the
patient to do deep breathing exercises
Note the presence and absence of
spontaneous effort and quality of
respirations

Auscultate breath sounds

Note strength and effectiveness of cough
Observe skin color for cyanosis

Assess for abdominal distension and
muscle spasm

Maintain patent airway by keeping the
head in neutral position

Suction as necessary

Administer oxygen therapy

Assist with the use of respiratory adjuncts
and aggressive chest percussions in
collaboration with physiotherapist

Risk for Impaired Skin Integrity related
to altered metabolic state

Patient will
participate to level
of ability to
prevent skin
breakdown by the
end of this week

Inspect all skin areas, noting capillary
blanching and refill, redness, swelling
Encourage continuation of regular
exercise program

Avoid and limit injection of medication
below the level of injury

Massage and lubricate skin with lotion,
for example, Zinc and castor oil ointment
Reposition frequently

Wash and dry skin, especially in high-

moisture areas
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No* Need list

Keep linen dry and free of wrinkles and
crumbs

Risk for Autonomic Dysreflexia related
to Spinal cord injury at T7 or above

Patient will
cooperate with the
care plan to
prevent
development of
dysreflexia and will
also be able to
recognize triggers
of dysreflexia by
the end of the week

Identify and monitor precipitating risk
factors

Observe signs and symptoms of
syndrome such as changes in vital signs
and paroxysmal hypertension,
tachycardia and bradycardia

Stay with patient during episode
Monitor BP frequently

Elevate head of the bed

Eliminate causative stimulus as such as
bladder distention

Inform patient of warning signs and how
to avoid them

Perform ROM (active or passive) every
4 hours

Keep the patient warm

Monitor intake and output

Provide appropriate skin care

Impaired urinary elimination related to
disruption in bladder innervation
evidenced by bladder distension,
incontinence and overflow

Patient will
verbalize
understanding of
condition and
maintain balanced
intake and output
with clear odor-
free urine by the
end of today

Assess voiding pattern

Compare fluid intake with urine output
Palpate for bladder distension and
observe for overflow

Encourage 2 liters of fluid intake daily
Begin bladder retraining as per ward
protocol when appropriate

Observe for cloudy or bloody urine and
foul odor

Cleanse perineal area and keep dry
Refer for further evaluation of the
bladder

Keep the bladder deflated by means of
indwelling catheter initially.

Begin intermittent catheterization
program when appropriate

Measure residual urine

Constipation related to disturbance of
innervation to bowel and rectum
evidenced by loss of ability to evacuate
bowel voluntarily

Patient will re-
establish
satisfactory bowel
elimination pattern
in 24 hours

Auscultate bowel sounds, noting location
and characteristics

Observe abdominal distension if bowel
sounds are decreased or absent

Note reports of nausea, the onset of
vomiting

Record frequency, characteristics and
amount of stool

Check for the presence of impaction
Establish regular daily bowel program
Encourage a well-balanced diet that
includes bulk and roughage and increased
fluid intake

Assist and encourage exercise and
activity within individual ability
Observe incontinence and help patient
relate incontinence change in diet or
routine

211



Nursing Studies — A Path to Success

Need list

Restrict intake of caffeine

Provide skin care

Collaborate with dietician and nutritional
team

Situational low self-esteem related to
situational crisis evidenced by fear of
rejection and negative feelings about the

body

Patient will
verbalize
acceptance of self
in situation

Acknowledge difficulty in determining
degree of functional incapacity and a
chance of functional improvement
Listen to patient’s comments and
responses to situation

Assess dynamics of patient

Encourage family to treat patient as
normally as possible

Provide accurate information

Discuss the meaning of loss or change
with patient

Accept patient, show concern for
individual as a person

Give positive reinforcements

Include patient in care, allow patient to
make decisions and participate in self-
care activities as possible

Be alert to sexually oriented jokes, flirting
or aggressive behavior

Be aware of own feelings and reaction to
patient’s sexual anxiety

Refer for counseling

Risk for trauma evidenced by instability
of spinal column

Patient will
maintain proper
alignment of the
spine without
further damage to
spinal cord

Maintain bed rest and immobilization
devices such as sandbags, traction, halo,
hard and soft cervical collar and braces
Check external stabilization device, for
example, skeletal traction apparatus
Elevate head of the bed as indicated
Check weights for ordered traction
Reposition at intervals using for turning
and support

Impaired physical mobility related to
neuromuscular impairment evidenced
by inability to purposefully move

Patient will
increase the
strength of
unaffected body
parts by the end of
the week

Continually assess motor function by
requesting patient to perform certain
actions such as shrugging shoulders,
spreading fingers, squeezing and
releasing examiner’s hands

Provide means to summon help (Bell
system)

Perform and assist with full ROM
exercises on all extremities and joint,
using slow, smooth movements
Maintain ankles at 90 degrees with
footboard

Elevate lower extremities at intervals
when in chair

Assess for edema of feet and ankles
Plan activities to provide uninterrupted
rest periods

Monitor BP before and after activity
Change position slowly

Prepare for weight-bearing activities like
the use of tilt table for upright position
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No* Need list

Encourage use of relaxation techniques
Inspect skin daily and provide skin care.
Assist and encourage pulmonary hygiene
like deep breathing, coughing and
suctioning

Assess for swelling, redness and muscle
tension in the calf

Investigate sudden onset of dyspnea and
cyanosis and other signs of respiratory
distress

Collaborate with physiotherapist and
occupational therapist

Administer muscle relaxants and anti-
spasticity agents as indicated.

19.

Name of Patient:.........Hospital/Reg no.........Ward:....Doctor-................Page: 01

Diagnosis: Spinal Cord Injury

Conclusion

All nursing programs teach the basics of nursing care plan. This promotes effective
communication within the nursing team and improves patient care. Nursing care plan

needs practice. It is not something that one can learn once and be perfect on formu-
lating it. It should be concise but realistic, correlate with the patient’s condition, and

vary from time to time depending on the condition of the patient. As part of patient’s

records, continuity of care is maintained with a nursing care plan.
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Chapter 13

Competence of Healthcare
Employees in Pressure Ulcer
Prevention and Care

Melita Persolja and Rosanda Drufovka

Abstract

A pressure ulcer, from its inception, represents a multifaceted challenge,
encompassing health, social, and financial dimensions, thereby deteriorating the
patient’s overall quality of life. The mitigation of pressure ulcers commences with a
methodical evaluation of the dermal condition of individuals deemed at considerable
risk. This proactive approach includes vigilant skin care, the utilization of appropri-
ately designed support surfaces, and the regular repositioning of affected patients.
This investigation’s main aim is to assess the proficiency of healthcare personnel in
pressure ulcer prevention and treatment within the inpatient context. This empirical
study featured the participation of 115 healthcare practitioners employed at Nova
Gorica General Hospital. The research instrument employed in this inquiry was an
adapted questionnaire derived from the work of Pieper Zulkowski, which incorpo-
rated 83 items encompassing preventive strategies, wound characteristics, and wound
stage categorization. The amassed data were subjected to statistical analysis using
IBM SPSS version 29. The internal consistency reliability, as measured by Cronbach’s
alpha, for the comprehensive questionnaire was proven at 0.913. However, it is
unmistakably evident that a pressing need for continuous and systematic educational
interventions concerning pressure ulcer management remains essential and indis-
pensable for healthcare professionals.

Keywords: decubitus, nursing care, nursing interventions, prevention, pressure ulcers

1. Introduction

Pressure ulcer is a localized injury of the skin or underlying tissue, most
commonly occurring over bony prominences, caused by pressure or a combination of
pressure and shear forces [1]. From the moment a pressure ulcer develops, it becomes
a health, social, and financial problem that diminishes the patient’s quality of life.
The development of pressure ulcers is influenced by the interaction of numerous risk
factors [2]. External factors for the formation of pressure ulcers include unrelieved
pressure, shear force, friction, and repeated pressure [3]. Internal factors contribut-
ing to pressure ulcer development include malnutrition, immobility, impaired sensa-
tion of pressure or pain, urinary and fecal incontinence, consciousness disorders,
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increased body weight, age, chronic diseases, elevated body temperature, and certain
medications [4]. Sites, where pressure ulcers commonly develop, include the hips,
sacrum, elbows, ankles, heels, occiput, shoulders, scapulae, fingers, knees, and ears
[1]. Pressure ulcers that occur in atypical locations, such as behind the ears, the nose
and nostrils, cheeks, forehead, penis, urethral meatus, and lower lip, raise particular
concern [5]. The most vulnerable patients for pressure ulcer development are those
with limited ability to change positions, spending a significant amount of time in bed
or in a chair [6], such as critically ill and injured patients in the intensive care unit,
patients with spinal cord injuries, overweight patients, undernourished patients, and
patients in the operating room [7].

Preventing pressure ulcers involves skin assessment, nutritional status evaluation,
regular repositioning, and the use of preventive cushions. Skin is protected from
excretions and excessive moisture, and lotions and skincare creams are used. During
pressure ulcer prevention, it is crucial not to massage the skin or rub it in at risk-prone
areas [3]. Daily skin inspections are conducted and findings are documented. Care is
taken to prevent skin damage from medical devices and equipment such as nasogas-
tric tubes, urinary catheters, oxygen catheters, etc.

The development of a pressure ulcer is a progressive process. If preventive
measures to reduce contributing factors are not taken in the presence of a pressure
ulcer, it can progress to a more severe stage [8]. Regular assessment of the risk of
pressure ulcer development should be carried out as frequently as the patient’s
condition requires. The Waterlow assessment scale is most commonly used for
assessing the risk of pressure ulcer development. Other scales, such as Norton’,
Braden’s, and others, are also known [9]. Before classifying a pressure ulcer, it is
essential to assess the patient and the type of wound. Confirming the presence of
pressure and/or shear force as causative factors is crucial in diagnosing pressure
ulcers. The nursing staff must have adequate anatomical knowledge to correctly
assess the stage of a pressure ulcer as treatment and preventive measures depend
on this [10].

Despite efforts, pressure ulcers remain one of the most significant challenges in
healthcare. The occurrence of pressure ulcers (the prevalence rate of pressure ulcers
in Europe is ranging from 4.6% to 27.2%) represents a deviation that requires serious
attention to determine the causes, timing, and key contributing factors to reduce the
incidence [11, 12]. A fundamental aspect of providing quality healthcare to prevent
pressure ulcer development is the planning and execution of high-quality healthcare.
In Slovenia, we follow and adhere to international guidelines for pressure ulcer pre-
vention, harmonized by the European Pressure Ulcer Advisory Panel (EPUAP) and
the National Pressure Ulcer Advisory Panel (NPUAP). Healthcare personnel receive
basic theoretical knowledge on pressure ulcer prevention during formal education.
The continuity of professional education and training must be ensured as it elevates
knowledge levels and improves the quality of care [13]. Healthcare staff must pos-
sess the necessary skills for accurate wound assessment. To ensure high-quality and
effective healthcare for patients with pressure ulcers, continuous education, the
study of new guidelines, and collaboration with other healthcare professionals are
essential [14] as basic theoretical knowledge on pressure ulcer prevention during
formal education alone is insufficient for high-quality patient care [15]. Assessing the
knowledge of healthcare staff allows for identifying training needs, priorities, and
supports the development of new strategies to enhance the quality of prevention and
care for pressure ulcers [16].
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2. Methods and materials

This research’s purpose was to examine and present the competence of healthcare
professionals in pressure ulcer prevention and care for hospitalized patients. The
research aims were to determine the extent to which hospital healthcare employees
are knowledgeable about the development, classification, other characteristics of
pressure ulcers, their knowledge of preventive measures, tools, prevention, and
modern pressure ulcer care.

Based on the research aims, the following research questions were formulated:

1. What is the proportion of healthcare personnel who have the requisite quali-
fications to competently manage pressure ulcers in the context of hospitalized
patients?

2.To what degree do the attributes of the respondents correlate with their compe-
tency levels?

3.To what extent do healthcare personnel comprehend the attributes of pressure
ulcers?

4.To what degree are healthcare employees acquainted with pressure ulcer preven-
tion measures?

5.To what extent are healthcare employees well-versed in the diverse materials and
tools for pressure ulcer prevention and care?

6.To what extent are healthcare employees familiar with current approaches to
pressure ulcer care?

3. Instrument

Data for the research were obtained using the original PZ-PUKT questionnaire by
authors Pieper and Zulkowski [17]. The authors provided us with the questionnaire
via email. The research instrument was translated from English to Slovene, and for
the purpose of verifying comprehensibility, it was distributed among 20 nurses. The
results of the pilot study were considered in preparing the final version of the ques-
tionnaire, which consists of 83 questions, with 72 of them assessing the knowledge
about pressure ulcers.

The research instrument is divided into two parts. The first part comprises
demographic data, including gender, age, education, years of experience, specialized
knowledge, and education. The second part consists of three sets of questions related
to pressure ulcers: the stages and characteristics of pressure ulcer development (21
questions), wound care (20 questions), and pressure ulcer prevention (31 questions).
Respondents had three options for each statement: “True,” “False,” and “I do not
know.” Completing the questionnaire required 20 to 30 minutes.

We calculated the internal reliability of the questionnaire (Cronbach’s alpha coef-
ficient), which was found to be 0.913 (n = 72). Piper and Zulkowski [17] reported a
preliminary internal reliability of the original questionnaire as 0.800 (n = 72).
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4. Population and sample

The research was conducted from January 2023 to February 2023, on selected
departments at the General Hospital Dr. Franca Derganca in Nova Gorica, where
healthcare personnel regularly meet patients with pressure ulcers. At the beginning of
the research, there were 393 healthcare employees in the hospital, distributed across
various departments: internal medicine department 36, orthopedics 10, gynecology 9,
rehabilitation and youth disability department 34, surgery 18, intensive care unit for
internal medicine, and surgical specialties 36 employees.

The research sample included 120 randomly selected healthcare employees from
these departments who received a paper questionnaire during the research period.

Of the 120 distributed questionnaires, 115 (95.8%) were returned properly filled out,
and 5 were incomplete and had to be discarded.

Most respondents were female (n = 94), while there were 21 males. Nearly half
(47.8%) of the respondents had a high school education, while 43.6% had higher
professional, college, or university education. A total of 6.1% of respondents held a
master’s degree in nursing, and 2.6% had vocational education. The average age of the
respondents was 39.28 years (min. 21, max. 63, Sd = 10.9). Slightly over half of the
respondents had 15 or more years of experience in healthcare.

The majority (93.0%, n = 107) of the respondents did not have specialized knowl-
edge in wound care. A vast majority, 98.3% (n = 113), also did not possess a license
for wound care. One-third of the respondents had never attended any wound care
education, and more than a third of them had received education more than 4 years
ago. Only 14.4% (n = 16) of the respondents had attended wound care education
within the past year or less (Table 1).

We see also that slightly less than one-third (n = 30) of the respondents have been
reading literature on wound care in the past year, while 13.5% (n = 15) have never
read anything on this topic. Internet literature on pressure ulcers had been read by
33.3% (n = 37) of the respondents within the past year.

5. Ethical aspect

We obtained permission to conduct the research from the hospital director, the
nursing service, and the commission for medical ethics of the hospital under investi-
gation. The healthcare employees voluntarily participated in the research. They were

Time Value

N %
Never 34 30.6
Over 4 years ago 38 34.2
2-3 years ago 15 135
More than one, but less than 2 years ago 8 72
Within the past year or less 16 14.4

Legend: n = number, % = percent.

Table 1.
Time of attendance at wound care education (n = 111).
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informed about the research’s purpose and the possibility to decline participation and
were ensured about confidentiality and the protection of personal data. The paper
questionnaire was enclosed in an envelope, which the participants filled out and
sealed. The research was conducted following the Code of Ethics in Healthcare and
Nursing in Slovenia (Official Gazette of the Republic of Slovenia, Principle VII, [18]).

6. Data analysis

The questionnaire responses were entered into an electronic database. Microsoft
Excel 2019 was used for presenting the results in tables. Statistical analysis and data
processing were performed using IBM SPSS 29.0.

In the analysis, responses were scored as either 0 (incorrect answer or “I do not
know™) or 1 (correct answer). At the end, the sum of points from the entire questionnaire
was categorized into five levels: below 59% correct answers as low (insufficient) com-
petence, 60-69% as moderate (acceptable) competence, 70-79% as good competence,
80-89% as particularly good competence, and 90% or more as excellent competence.

Characteristics were presented with frequency (n) and percentages (%), maximum
(max), minimum (min), mean (M), and standard deviation (Sd). The normality of
variable distributions was assessed using Skewness and Kurtosis tests. The association
between variables was examined through linear correlation analysis, and the strength
of the relationship was expressed using the Pearson coefficient. Associations, following
the guidelines from Field (2009), were described with values: 0.00—no association;
0.01-0.19—negligible association; 0.20-0.39—low/weak association; 0.40-0.69—
moderate/moderate association; 0.70-0.89—high/strong association; 0.90-0.99—very
high/very strong association; 1.00—perfect (functional) association. An analysis of
variance (ANOVA) and t-test for independent samples were also conducted to examine
the significance of the results. The significance level was considered 0.05.

7. Results
7.1 Competence in professional handling

Respondents scored a minimum of 16 and a maximum of 72 points on the test,
which means that the percentage of correct answers ranged from a minimum of 22%
to a maximum of 100%. On average, the respondents scored 45.14 out of 72 (62.6 9%,
SD = 9.26). We assessed the knowledge of the respondents on a five-point scale, where
a minimum of 60% correct answers (43/72) was needed to pass the test. The average
result of the entire group of respondents can be classified as “acceptable.”

We found that about 40% of the respondents were unsuccessful (Table 2). Nine
respondents (7.8%) proved very good or excellent knowledge, while 59 (51.3%)
showed acceptable and good knowledge. The skewness coefficient (0.134) and kurto-
sis (0.447) show a normal distribution of the results.

7.2 Accuracy of responses based on respondent characteristics

The average number of correct answers increases with age and experience.
However, the differences based on both parameters are too small to be statistically
significant. We found that the differences in the average number of correct answers
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Score Value

n %
Insufficient (0-59%) 47 40.9
Acceptable (60-69%) 31 27.0
Good (70-79%) 28 24.3
Very good (80-89%) 3 26
Excellent (90% or more) 6 52

Legend: n = number, % = percent.

Table 2.
Results of respondents’ points on the test.

Sample Test score
Attribute n % M F P
Age, years 20-30 27 24.3 43.96 117 0.323
31-40 33 29.7 43.60
41-50 31 279 4751
More than 50 20 18.0 45.71
Years of work <1 5 43 43.0 1179 0.324
1-5 27 235 43.26
5-10 17 14.8 42.76
10-15 12 104 44.25
15-20 18 157 45.94
20 and more 36 313 47.86
Education College 59 504 44.03
University 34 296 43.55 3.75 0.013
High school 16 139 51.81
Master 7 6.1 47.86

Legend: n = number, % = percent, F = ANOVA value, p = statistical significance.

Table 3.
Test scove related to demographic attributes (n = 115).

are statistically significant based on the level of education. The lowest average score
is associated with university education, while the highest is associated with higher
professional education (Table 3 and Figure 1).

The differences in test scores between the genders are not significant (t
(113) = —0.883; p = 0.379), with men averaging 43.52 (Sd = 8.35) points and women
averaging 45.5 (Sd = 9.46) points.

We also investigated the relationship between the number of correct answers and
various methods of knowledge acquisition (Table 4). The analysis showed a weak
but statistically significant correlation between a successful test outcome and various
learning methods such as reading professional literature, searching for content online,
and education in wound care. However, we did not find significant correlations with
obtaining a license and specialized knowledge in the field.
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Figure 1.
Test vesult velated to education level (n = 115).

Education methods Test score

r P
Reading nursing care literature 0.298 0.01
Searching internet 0.268 0.004
Education workshops and seminars 0.265 0.004
License -0.125 0.182
Specialized knowledge -0.011 0.909

Legend: r—Pearsons correlation coefficient, p—statistical significance.

Table 4.
Correlation between education methods and test score (n = 115).

7.3 Knowledge of pressure ulcer characteristics

The majority of respondents correctly knew that scars resulting from pressure
ulcers are more likely to develop new ulcers than undamaged skin. They also under-
stood that pressure ulcers of stage 3 may appear shallow if they are on the ear, ankle,
or heel. Over half of the respondents were aware that moist necrosis is yellow or
creamy devitalized tissue on the wound bed and that stage 1 pressure ulcers are char-
acterized by intact skin with unbleachable redness over a bony prominence. A high
proportion of respondents correctly noted that pressure ulcers can develop around the
ears in individuals using oxygen. Additionally, most respondents knew that if a wound
had necrotic tissue with visible or palpable bone, it would be classified as a stage 4
ulcer. The appearance of a blister on the heel was recognized as a cause for concern,
and the majority knew that stage 3 pressure ulcers might appear shallow when found
on the ear, ankle, or heel. Most respondents were also aware that deep tissue injury can
progress to another stage of ulcer.
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Statement Answer
n (%)

Do not Wrong Correct

know
Wet necrosis is devitalized tissue, yellow or creamy in color, on the 7 (6.1) 32 (27.8) 76 (66.1)
wound bed. (P)
A stage 3 pressure ulcer is an injury to the skin that involves the 12 (104) 58 (50.4) 45 (39.1)
epidermis and/or dermis. (N)
A scab is a healthy tissue. (N) 11 (9.6) 39 (33.6) 65 (56.6)
A pressure ulcer of an undetermined stage, once necrotic tissue is 43 (374) 44 (374) 45 (374)
removed, is classified as a stage 2 pressure ulcer. (N)
Healing in chronic wounds is often slowed in the proliferative phase 23 (23,0) 70 (60.9) 22 (19.1)
of healing. (N)
To heal a heel wound, a dry, adherent crust should be removed. (N) 12 (10.4) 38 (33.0) 65 (56.5)
In large and deep pressure ulcers, the number of dressings used 10 (8.7) 18 (15.7) 87 (75.7)
should be counted and documented so that all dressings are
removed during the next change. (P)
A stage 1 pressure ulcer is intact skin with non-blanchable redness 11 (9.6) 26 (22.6) 78 (67.8)
over a bony prominence. (P)
When the wound bed is entirely covered with wet necrosis, the 30 (26.1) 57 (49.6) 28 (24.3)
ulcer’s stage cannot be determined. (P)
A dressing should keep the wound bed moist and the surrounding 15 (13.0) 9 (7.8) 91(79.1)
area dry. (P)
Hydrocolloid and film dressings should be removed quickly to 11 (9.6) 13 (11.3) 91 (56.5)
reduce pain. (N)
Skin tears are classified as stage 2 pressure ulcers. (N) 35 (30.6) 26 (22.6) 54 (47.0)
Stage 3 pressure ulcers may appear shallow when located on the ear, 16 (13.9) 13 (11.3) 86 (74.8)
ankle, or heel. (P)
Hydrocolloid dressings should be used on infected stage 2 pressure 37 (32.2) 34 (29.6) 44 (38.3)
ulcers. (N)
Pressure ulcers should not be cleaned with drinking water. (N) 11 (9.6) 51 (44.3) 53 (46.1)
Alginates can be used for stage 3 and 4 pressure ulcers with 28 (24.3) 7(6.1) 80 (69.6)
moderate exudate. (P)
Film dressings absorb a significant amount of exudate. (N) 14 (12.2) 36 (31.3) 65 (56.5)
Skin protection cream should be applied around the wound to 10 (8.7) 14 (31.3) 91 (56.5)
protect the surrounding tissue from moisture. (P)
Non-blanchable redness anywhere on the body is a stage 1 pressure 9 (7.80) 66 (574) 40 (34.8)
ulcer. (N)
A stage 2 pressure ulcer is a complete loss of skin thickness. (N) 27 (23.5) 33 (28.7) 55 (47.8)
A stage 2 pressure ulcer can have wet necrosis at the base. (N) 22 (191) 58 (50.4) 35 (30.40)
If necrotic tissue is present on the wound, and bone is visible or 11 (9.6) 6(5.2) 98 (85.2)
directly palpable, we classify the ulcer as stage 4. (P)
A pressure ulcer of an undetermined stage, once necrotic tissue is 43 (374) 28 (24.3) 44 (28.3)
removed, is classified as a stage 2 pressure ulcer. (N)
Blanching refers to the whiteness that occurs when pressure is 26 (22.6) 16 (13.9) 73 (63.5)

applied to a reddened area. (P)
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Statement Answer
n (%)

Do not Wrong Correct

know
A blister on the heel is not a cause for concern. (N) 5(4.3) 18 (15.7) 92 (80.0)
Early changes related to pressure ulcer development are often 33(28.7) 12 (10.4) 70 (60.9)
overlooked in individuals with dark skin. (P)
In a stage 3 pressure ulcer, bones, tendons, or muscles may be 13 (11.3) 50 (43.5) 52 (45.2)
exposed. (N)
The difference between moisture-related skin damage and pressure 31 (27.0) 17 (14.8) 67 (58.3)
ulcers can be challenging. (P)
To heal a heel wound, dry, adherent crust should be removed. (N) 20 (174) 51 (44.3) 44 (38.3)
A pressure ulcer on mucous membranes due to medical equipment 46 30 (26.1) 39 (33.9)
use is stage 3. (N) (40.0)
Pressure ulcers can develop around the ears in individuals using a 1(0.9) 11 (9.6) 103 (89.6)
nasal cannula for oxygen. (P)
A stage 1 pressure ulcer is intact skin with non-blanchable redness 11 (9.6) 26 (22.6) 78 (67.8)
over abony prominence. (N)
When the wound bed is entirely covered with wet necrosis, its stage 30 (26.1) 57 (49.6) 28 (24.3)
cannot be determined. (P)
Stage 3 pressure ulcers may appear shallow when located on the ear, 16 (13.9) 13 (11.3) 86 (74.8)
ankle, or heel. (P)
Pressure ulcers should not be cleaned with drinking water. (N) 11 (9.6) 51 (44.3) 53 (46.1)
Alginates can be used for stage 3 and 4 pressure ulcers with 28 (24.3) 7(6.1) 80 (69.6)
moderate exudate. (P)
Deep tissue injury will not progress to another stage of pressure 18 (15.7) 17 (14.8) 80 (69.6)
ulcer. (P)
Stage 4 pressure ulcers always lead to tissue breakdown beneath the 13 (11.1) 73 (67.8) 24 (20.9)
skin. (N)

Legend: n = number, % = percent, P = positive, the statement is correct, N = negative, the statement is wrong.

Tables.

Knowledge of pressure ulcers characteristics (n = 115).

However, there were gaps in knowledge regarding the stages of pressure ulcer
formation. Only one-third believed that an unstageable pressure ulcer, after necrotic
tissue removal, should be classified as a stage 2 pressure ulcer. A similar percentage
correctly answered that when the wound bed is entirely covered with moist necrosis,
the stage cannot be determined. More than half did not know that skin tears are classi-
fied as stage 2 pressure ulcers, nor did they realize that stage 3 pressure ulcers involve
damage to the epidermis and/or dermis (Table 3). Most respondents were unaware
that unbleachable redness occurring anywhere on the body is not a stage 1 pressure
ulcer, and the majority did not know that, when a heel wound heals, a dry, adherent
scab should not be removed. Most also incorrectly answered that a pressure ulcer on
a mucous membrane due to medical equipment is a stage 3 ulcer. Furthermore, most
respondents did not know that stage 4 pressure ulcers do not always involve tissue
breakdown beneath the skin (Table 5).
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Statement Answer
n (%)

Do not Wrong Correct

know
Sitting for individuals at risk of pressure ulcers should be 0 (0.0) 9 (7.8) 106 (92.2)
brief and on an appropriate chair/wheelchair with a pressure
redistribution cushion. (P)
Individuals with pressure ulcers at high risk should be turned 4(3.5) 6(5.2) 105 (93.3)
on an individualized schedule regardless of their mobility level
unless contraindicated. (P)
New pressure ulcers can be expected sooner on the site of a scar 10 (8.7) 9 (7.8) 96 (83.5)
resulting from a pressure ulcer than on undamaged skin. (P)
Dragging a patient across a bed increases friction. (P) 0(0.0) 14 (12.4) 101 (87.7)
Elevated body temperature is a risk factor for pressure ulcers. (P) 4(3.5) 21(18.3) 90 (78.3)
Diabetes mellitus does not increase a person’s risk of pressure 3(26) 20 (174) 92 (80.0)
ulcers. (N)
Individuals with pressure ulcers and incontinence should use 8 (7.0) 9(5.2) 101 (87.8)
high-absorbency incontinence products. (P)
Anti-decubitus cushions regulate tissue load and skin 2(17) 6(5.2) 107 (93.0)
microclimate. (P)
Individuals at high risk of pressure ulcers should typically 16 (13.9) 12 (10.4) 87 (75.7)
supplement their regular diet with nutritional supplements. (P)
When the heel is elevated, the leg’s weight should be evenly 10 (8.7) 10 (8.7) 95 (82.6)
distributed longitudinally to prevent pressure ulcer formation. (P)
Ring-shaped cushions help prevent pressure ulcers. (N) 11 (9.6) 85 (73.9) 19 (16.5)
New pressure ulcers can be expected sooner on the site of a scar 10 (8.7) 7 (6.1) 98 (85.2)
resulting from a pressure ulcer than on undamaged skin. (P)
A nutritional assessment should be performed in individuals at 11 (9.6) 10 (8.7) 94 (81.7)
risk of pressure ulcers. (P)
Critically ill patients may require slow, gradual turning due to 17 (14.8) 15 (13.0) 83 (72.2)
hemodynamic instability. (P)
In immobile patients whose feet do not reach the floor, a 32 (278) 15 (13.0) 68 (59.1)
footstool should not be used. (N)
Massaging bony prominences is essential for quality skin care. (N) 12 (10.4) 52 (45.2) 51 (44.3)
Improper positioning in a wheelchair can be a cause of pressure 4(3.5) 7 (6.1) 104 (90.4)
ulcers. (P)
In individuals with incontinence, the skin should be cleaned 3(26) 3(26) 109 (94.8)
after elimination and at routine intervals. (P)
Patients with spinal cord injuries need knowledge about pressure 3(26) 2(17) 110 (95.7)
ulcer prevention and self-care. (P)
A pressure ulcer on the mucous membrane resulting from 46 (40.0) 30 (26.1) 39 (33.9)
medical equipment use is of stage 3. (N)
Immobile individuals who can be taught should shift their weight 11 (9.6) 79 (68.7) 25 (21.7)
while sitting in a chair every 30 minutes. (P)
The selection of an anti-decubitus cushion considers the risk 5(4.3) 92 (80.0) 18 (15.7)

level for pressure ulcer development in a specific person. (N)
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Statement Answer
n (%)

Do not Wrong Correct

know
A patient using an anti-decubitus cushion is not at risk for shear 3(26) 18 (15.7) 94 (81.7)
force injuries. (N)
Patients with spinal cord injuries do not need an assessment of 15 (13.0) 19 (16.5) 81 (70.4)
their sitting ability. (N)
To prevent pressure ulcers, the bed’s headrest should be elevated 16 (13.9) 17 (14.8) 82 (71.3)
at an angle greater than 45 degrees. (N)
The urinary catheter tube should be placed under the leg. (N) 9 (78) 14 (12.2) 92 (80.0)
Properly sized equipment can help prevent pressure ulcers in 37 (32.2) 3(26) 75 (65.2)
bariatric patients. (P)
Nurses should avoid turning the patient onto a reddened area. 6(5.2) 19 (16.5) 90 (78.3)
(P)
A person with a spinal cord injury has a lifelong responsibility 6(5.2) 7 (6.1) 102 (88.7)

for pressure ulcer care. (P)

Legend: n = number, % = percent, P = positive, the statement is corvect, N = negative, the statement is wrong.

Table 6.
Knowledge of pressure ulcer prevention measures (n = 115).

7.4 Knowledge of pressure ulcer prevention measures

Table 6 presents responses to the research question regarding knowledge of
preventive measures for pressure ulcer prevention.

Most respondents knew that patients with spinal cord injuries need knowledge
about pressure ulcer prevention and self-care. They were also aware that individuals
with incontinence should clean their skin after each elimination and at routine inter-
vals. Respondents also knew that alternating pressure mattresses regulate both tissue
pressure and skin microclimate. Most correct answers were obtained for statements
such as the need to use high-absorbency incontinence products for individuals with
pressure ulcers and incontinence, the likelihood of new ulcers at the scar site, and the
increased risk of pressure ulcers in individuals with diabetes.

The response to the statement that ring cushions help prevent pressure ulcers
surprised us. Most respondents incorrectly answered this, and just over half of the
respondents provided a wrong answer to the statement that massaging bony promi-
nences is necessary for quality skin care. Similarly, more than half of the respondents
gave an incorrect answer to the statement that individuals with limited mobility who
are capable should be instructed to shift their weight while sitting every 30 minutes
(Table 6).

7.5 Knowledge of materials/equipment for care and prevention of pressure ulcers
The vast majority of respondents correctly answered that a nurse must ensure the
proper operation of specialized beds and document this. Most also gave the cor-

rect response that pain-relieving agents help manage acute pain in pressure ulcers.
Respondents were aware that patients using alternating pressure mattresses are less
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exposed to the risk of shear forces and that the head of the bed should not be elevated
more than 30 degrees in pressure ulcer prevention. They also knew that overweight
patients require appropriately sized equipment that can help prevent pressure ulcers

(Table7).
Statement Answer
n (%)

Do not Wrong Correct

know
Foam dressings can increase pain in the wound. (N) 17 (14.80) 18 (1740) 80 (67.80)
Hydrogel dressings should not be used on pressure ulcers with 28 (24.3) 30 (26.1) 57 (49.6)
granulation tissue. (N)
Individuals with pressure ulcers and incontinence should use 8 (7.0) 6 (5.2) 101 (87.8)
high-absorbency incontinence products. (P)
An anti-decubitus cushion regulates tissue load and skin 2(1.7) 6(5.2) 107 (93.0)
microclimate. (P)
Ring-shaped cushions help prevent pressure ulcers. (N) 11(9.6) 85(73.9) 19 (16.5)
The nurse’s responsibility is to ensure that the specialized bed 10 (8.7) 7 (6.1) 98 (85.2)
functions correctly and record its usage. (P)
Critically ill patients may require slow, gradual turning as they are 17 (14.8) 15 (13.0) 83 (72.2)
hemodynamically unstable. (P)
In immobile patients whose feet do not reach the floor, a footstool 32 (27.8) 15 (13.0) 68 (59.1)
should not be used. (N)
Local opioids can help manage acute pain in pressure ulcers. (P) 18 (15.7) 30 (26.1) 67 (58.3)
Biofilm on a wound is associated with reduced wound 35(30.4) 28 (33.0) 42 (36.5)
exudate. (N)
Massaging bony prominences is essential for quality skin care. (N) 12 (10.4) 52 (45.2) 51 (44.3)
In individuals with incontinence, the skin should be cleaned after 3(2.6) 3(2.3) 109 (94.8)
elimination and at routine intervals. (P)
Immobile individuals who can be taught should shift their weight 11 (9.6) 79 (68.7) 25 (21.7)
while sitting in a chair every 30 minutes. (P)
The selection of an anti-decubitus cushion considers the risk level 5(4.3) 92 (80.0) 18 (15.7)
for pressure ulcer development in a specific person. (N)
A patient using an anti-decubitus cushion is not at risk for shear 3(26) 18 (157) 94 (81.7)
force injuries. (N)
To prevent pressure ulcers, the bed’s headrest must be elevated at 16 (13.9) 17 (14.8) 82 (71.3)
an angle greater than 45 degrees. (N)
The urinary catheter tube should be positioned under the leg. (N) 9 (7.8) 14 (12.2) 92 (80.0)
Properly sized equipment can help prevent pressure ulcers in 37 (32.2) 3(26) 75 (65.2)
bariatric patients. (P)
Nurses should avoid turning the patient onto a reddened area. (P) 6 (5.2) 19 (16.5) 90 (78.2)
A person with a spinal cord injury has a lifelong risk of pressure 6 (5.2) 7 (6.1) 102 (88.7)

ulcers. (P)

Legend: n = number, % = percent, P = positive, the statement is correct, N = negative, the statement is wrong.

Table7.

Knowledge of materials/equipment for care and prevention of pressure ulcers (n = 115).
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The majority of incorrect answers were provided in response to the statement
that the level of risk for pressure ulcer development in a specific individual should be
considered when using an alternating pressure mattress. Additionally, one-third of
the respondents did not know that foam dressings do not increase pain at the wound
site. Nearly the same percentage of respondents did not realize that a footrest should
not be used for immobile patients whose feet do not reach the ground.

Statement Answer
n (%)

Do not Wrong Correct

know
Alkaline soaps are used for wound cleaning. (P) 28 (24.30) 34 (6.10) 53 (46.10)
Hydrogel dressings should not be used on pressure ulcers with 28 (26.1) 30 (26.1) 57 (49.6)
granulation tissue. (N)
Pain intensity should be assessed in individuals with pressure 7 (6.1) 10 (8.7) 98 (85.2)
ulcers. (P)
Sterile dressings can be used to protect the skin. (N) 6(5.2) 47 (40.9) 62 (53.9)
A nutritional assessment should be performed in individuals 11 (9.6) 10 (8.7) 94 (81.7)
at risk of pressure ulcers. (P)
Biofilms can develop on any type of wound. (P) 28 (24.3) 28 (24.3) 59 (51.3)
Critically ill patients may require slow, gradual turning due to 17 (14.8) 15 (13.0) 83(72.2)
hemodynamic instability. (P)
Local opioids can help manage acute pain in pressure ulcers. (P) 18 (15.7) 30 (26.1) 67 (58.3)
Biofilm on a wound is associated with reduced wound exudate. 35(30.4) 28 (33.0) 42 (36.5)
(N)
Healing in chronic wounds is often slowed in the proliferative 23 (20.0) 70 (60.9) 22 (19.1)

phase of healing. (N)

To heal a heel wound, a dry, adherent crust should be 12 (10.4) 38 (33.0) 65 (56.5)
removed. (N)

In large and deep pressure ulcers, the number of dressings 10 (8.7) 18 (15.7) 87 (75.7)
used should be counted and documented so that all dressings
are removed during the next change. (P)

Dressings should keep the wound bed moist and the 15 (13.0) 9 (78) 91 (79.1)
surrounding area dry. (P)

Hydrocolloid and film dressings should be removed quickly to 6(5.2) 19 (16.5) 90 (78.3)
reduce pain. (N)

Hydrocolloid dressings should be used on infected stage 2 37 (32.2) 34 (29.6) 44 (38.3)
pressure ulcers. (N)

Pressure ulcers should not be cleaned with drinking water. (N) 11 (9.6) 51 (44.3) 53 (46.1)
Alginates can be used for stage 3 and 4 pressure ulcers with 28 (24.3) 7 (6.1) 80 (69.9)

moderate exudate. (P)

Legend: n = number, % = percent, P = positive, the statement is correct, N = negative, the statement is wrong.

Table 8.
Knowledge of modern approaches in pressure ulcer care (n = 115).
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7.6 Knowledge of modern approaches in pressure ulcer care

The majority of respondents are aware that pressure ulcers are not sterile wounds.
They also know that dressings should keep the wound bed moist while keeping the
surrounding area dry. They understand that it is necessary to assess the pain intensity
in individuals with pressure ulcers and that a nutritional assessment is needed for
such patients. Respondents are also aware that hydrocolloid and film dressings should
not be removed quickly, and they know that the goal of palliative care is not wound
healing.

However, more than half of the respondents incorrectly believe that wound
healing often slows down in the proliferative phase of chronic wounds. They are also
unaware that hydrogel dressings can be used for pressure ulcers with granulation tis-
sue, that biofilm on a wound is not associated with reduced wound exudate, and that
pressure ulcers can be cleansed with drinking water (Table 8).

8. Discussion and conclusions

In this research, we assessed the knowledge of healthcare professionals in hospital
nursing through a questionnaire. Overall, the knowledge of the participants regard-
ing the prevention and care of pressure ulcers in hospitalized patients is considered
acceptable.

We found that over half of the respondents scored above 60% of correct answers,
thus successfully passing the test. Similar results have been reported in other studies
employing the same questionnaire. For instance, in the study conducted by Foolbrook
etal. [14], a total of 65% correct answers were achieved, while Miller et al. [19]
reported a score of 72%. Researchers believe that this percentage represents satisfac-
tory knowledge, considering the comprehensive nature of the questionnaire used.

In our study, we identified a correlation between the length of work experience
and the knowledge of healthcare professionals. In contrast, a study conducted in
Ireland by Eskes et al. [20] argues that long-term experience alone is not a guarantee
of knowledge; rather, it requires support from healthcare policymakers, educational
organizations, and employees themselves through knowledge exchange in clinical
settings. Like our study, Barakat-Johnson et al. [21], Tirgari et al. [22], and Li et al.
[23] suggest that respondents with several years of experience own more knowledge.
Furthermore, Parisod et al. [24] report that respondents with extensive work experi-
ence not only showed better knowledge but also displayed a more positive attitude
toward pressure ulcer prevention and self-evaluation, which can be used to identify
individuals in the work environment who require additional training. On the oppo-
site, Miller et al. [19] found that younger nurses with less work experience had more
knowledge about wound stages.

In our research, we also saw a correlation between the level of education and
the knowledge of the respondents regarding pressure ulcers. Similar conclusions
have been drawn by Ebi et al. [25] and De Mayer et al. [26], who linked the level of
education with knowledge about pressure ulcers. llesanmi et al. [27] in their study
in Nigeria and Nuru et al. [28] in Ethiopia found that the knowledge of healthcare
staff with higher education, additional training, and more years of work experience
is better. Similarly, Fulbrook et al. [14] and Al-Shidi [29] observed that more expe-
rienced and highly educated nurses had more knowledge about pressure ulcers than
others. But here we find an important finding—the lowest score on the test was from
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university-educated nurses. It could be the consequence of the educational system

as in Slovenia we do not have a university level study for nursing, so the nurses are
forced to study other sciences such as economics, management, or others. McCluskey
and McCarthy [30] emphasize the importance of informal knowledge sources, which
include experiential learning and intuition in pressure ulcer care. Fulbrook et al. [14]
found that over half of the respondents had sought education and information about
pressure ulcers online. Sengul and Karadag [31] also noted a higher level of knowl-
edge among nurses in Turkey who regularly read literature on pressure ulcer preven-
tion. Similar findings were reported by Gonzaga de Faria et al. [32] and Ferreira

etal. [33]. They not only observed the use of informal knowledge sources but also
identified a lack of protocol or guideline utilization in the clinical setting. They found
that while theoretical knowledge was satisfactory, staff often struggled to apply it in
practice.

The data obtained in our research indicates that most respondents lack specialized
knowledge in pressure ulcer care. We found that nearly one-third of the respondents
had never attended any seminars, and an equal proportion had not read any literature
on pressure ulcers in the past year. While Sever and Bregar [34] noted that nursing
students are already aware of the need for specialization due to new technologies, new
knowledge, an increasing number of patients with chronic illnesses, longer life expec-
tancies, a burdened healthcare system, and growing healthcare service demands, the
survey results are somewhat surprising. Continuous knowledge enhancement and the
development of evidence-based healthcare are essential for maintaining the quality
and advancing the nursing profession. This responsibility applies to every healthcare
professional [35, 36].

Based on the findings, we can conclude that healthcare professionals are well-
versed in stages 1 and 2 of pressure ulcers but less so in stages 3 and 4. The issue
may stem from the confusion between pressure ulcer stages and the assessment of a
patient’s risk for developing pressure ulcers, which are not equivalent. Also, Gul et al.
[37], similar to Cox and Roche [38], discovered a knowledge deficit among nurses,
particularly concerning wound classification. Fulbrook et al. [14] similarly found that
among Australian nurses, their weakest area of knowledge was in wound descrip-
tions. Ferreira et al. [33] identified knowledge deficiencies in various aspects of
wound care, such as the accurate classification of pressure ulcers by stages, unfamil-
iarity with clinical guidelines and protocols in specific clinical settings, and improper
choice of dressings, among other issues. We can infer that healthcare personnel partly
use wound classification in their work and attempt to assess the stage of wounds, but
struggle with recognizing stages 3 and 4 of pressure ulcers.

With the third research question, we assessed knowledge about pressure ulcer
prevention. We were surprised to find that over half of the respondents incorrectly
believed that ring-shaped cushions help prevent pressure ulcers and that massaging
bony prominences is necessary for quality skin care. In Australia, Fulbrook et al. [14]
also obtained a high percentage of incorrect answers related to the use of doughnut-
shaped cushions. Lawrence et al. [39] were also surprised by the responses related
to prevention. Incorrect answers from respondents were associated with doughnut-
shaped cushions, heel protectors, massaging exposed areas, and the timeframe within
which erythema is still reversible. Saleh et al. [40] and Gedamu et al. [41] reported
unsatisfactory knowledge of pressure ulcer prevention and treatment. Beeckman
etal. [42] reported that 70% of nurses mentioned regular skin observation as a com-
mon practice in the presence of erythema in patients at high risk of pressure ulcers.
Respondents had a good understanding of when to perform anogenital care, which
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incontinence products to use, the appropriate intervals for repositioning patients, and
similar aspects. We presume that in our research, healthcare professionals may not
have been informed about the latest guidelines and recommendations.

The analysis of the fifth research question focused on the use of a modern
approach in pressure ulcer care. A significant proportion of our respondents correctly
answered that dressings should keep the wound bed moist and the peri-wound area
dry, that assessing pain intensity is necessary, and that a nutritional assessment of the
patient should be conducted. However, most respondents did not know that wound
healing does not slow down in the proliferative phase of healing, that biofilm on a
wound is not associated with reduced wound exudate, and that pressure ulcers can be
cleaned with drinking water. Sharp et al. [43] found that nursing staff were knowl-
edgeable about and used modern dressings for the care of stage 2 and 3 ulcers such as
hydrocolloids, foams, and alginates. They also observed that outdated methods, such
as iodine preparations, saline solutions, hydrogen peroxide, gauze, and others, were
still in use. Gillespie et al. [44] aimed to investigate the practice of nurses in wound
care in an Australian hospital. In their survey, 75.6% of respondents reported that the
appearance of the wound was the most crucial factor in choosing a suitable dressing.
Almost half of the respondents did not consider national standards for chronic wound
care in their work. Therefore, the authors concluded that although hospital nurses
were well-versed in wound healing processes, they did not use recommended clinical
guidelines for wound care in their practice.

The research had some limitations. Some respondents wrote down primary
education in the questionnaire, which was either an intentional or unintentional
error. These questionnaires had to be excluded from the study before the analysis. The
sample size was small, so the results cannot be generalized. The questionnaire, in our
opinion and according to the respondents, was somewhat lengthy, and the concen-
tration of respondents waned during completion. The questions were not logically
sequenced, and they were intermingled, which could have contributed to the study’s
suboptimal results. It appears that the questionnaire might have been too demanding,
and it should be revised and adapted to our specific context in the future. Further,
research is called for, potentially involving a modified questionnaire, to ease mean-
ingful comparisons with the questionnaire authors’ results.

9. Conclusion

The results indicate that participants had varying levels of knowledge about
pressure ulcers, their prevention, and care. While many participants proved good
knowledge in some areas, there were gaps in their understanding in other areas.

The findings highlight areas, where there is room for improvement in educating
healthcare professionals or individuals about pressure ulcers and their management.
These insights can be used to design more targeted training programs or materials.
It is necessary to implement a comprehensive approach to elevate the knowledge,
attitudes, and practices of healthcare staff with the goal of enhancing the quality

of patient care. Emphasizing the importance of continuous knowledge and practice
enhancement for nurses is imperative.
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Chapter 14

Safeguarding Professional Intimate
Care and Touch in Nursing
Education: Humanistic Care in a
Technological Era

Simangele Shakwane

Abstract

Facilitating intimate care and touch in the digital age advocates for quality
humanistic care that is culturally, socially and religiously acceptable. The chapter
attempts to create awareness of professional intimate care and touch on nursing edu-
cation and practice to incorporate technology into humanistic care. The Participatory
Action Research (PAR) process was used to allow for active participation in intimate
care and touch activities to create new knowledge into humanistic intimate care
practice. Symbolic interactionism’s theoretical framework complemented the under-
standing of attitudes, motives, behaviors, and how individuals interpret experiences
and events. Naive sketches collected initial data to establish their diversity and under-
standing of intimate care. After that, facilitated diversity in intimate care and touch
discussion sessions were conducted, humanistic intimate care and touch simulation
sessions, drawing from intimate care and touch experiences, and post-interviews
were conducted to narrate the drawing. These activities created a visual and mul-
timodal experience for nursing students. Knowing one’s socio-cultural beliefs and
learning others’ identities creates a sense of belonging and acceptance. When nursing
students understand who they are (as individuals, collectively), it makes it easier to
acknowledge the diverse patients requiring intimate care and touch. Thus, nursing
students’ preparedness in intimate care and touch is critical to allow them to practice
in a safe space before being exposed to clinical placement.

Keywords: intimate care, nursing students, participatory action research, symbolic
interactionism, nursing care, technology, humanistic care

1. Introduction

Nursing is an inherently human experience done for humans by humans. Nursing
care basic activities require nurses to see and touch patients’ bodies to promote heal-
ing and comfort. Caring in nursing involves human relationships between persons
focused on knowing each other’s uniqueness and sharing individual experiences to
affirm each other’s humanness in the world [1]. Through caring, a human person is
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valued, therefore, humanism in care is a necessity and global priority to improve qual-
ity of life [2]. Great emphasis is placed on nursing values to develop humanism and
humanize the care provided. This means that nursing should be humanized to value
and respect human life [3]. Therefore, caring rests on humanistic values that translate
into attitudes and behaviors geared to protecting, enhancing or preserving the human
dignity of patients [4]. Humanistic nursing care is further described as an interaction
between nurses and patients/families as a response to the caring situation and is char-
acterized by empathy, respect for human dignity, autonomy of patients and holistic
care [5]. The authors [5] make a humanistic care distinctive shift from a task-oriented
care model to a person-centered or relationship-centered model.

Nursing practice demonstrates technical skills performed following a standard-
ized plan of care derived from the nursing process [1]. Every basic nursing procedure
requires physical touch. The symbol of touch and being touched means different things
to different people. It creates interpersonal relationships that can contribute to the
student’s failure or success. Intimacy is revealed as a site of connecting through which
a sense of belonging is created [6]. A nurse and patient meet in a social space where
human recognitions are established [7] to co-create a relationship between a nurse and
patient, coordinated for the mutual purpose of knowing each other [1]. Intimate care
is classified as closeness at a physical, psychological, and spiritual level. It is the care
provided by the nurses that requires physical closeness or bodily contact and touch,
thus invading the physical space and privacy of a patient [8]. Intimate care touch is
task-oriented to areas of the patient’s body that might produce feelings of discomfort,
anxiety and fear or might be misinterpreted as having a sexual purpose [9]. Intimate
care and touch are a significant element in the healthcare profession that defines the
nursing profession as it requires a nurse to provide comprehensive physical, mental
and emotional care. It transforms a very private, personal activity into a social process
which impacts the providers and recipients of intimate care and touch [10].

Intimate care and touch may be threatened by the advancements in health tech-
nologies, where nurses rely on data technology produces, rather than incorporating
it into quality nursing care. Technology is used in care, and interactions happen in
diverse places, either private or social spaces. Technologies are conceptualized as
embedded in relations with other tools, practices, groups, professionals, and patients
[11]. Vast advancements in electronics, computing, and medicine have generated
space for new dimensions of interactions between technology and the human body
[12]. Technology at the clinical bedside has the power to become the point that nurses
use to inform, direct, evaluate understand their nursing care [7]. Technological
knowing is a way of understanding persons using technologies of health and human
care and provides nurses with another way of knowing persons [1].

Yadal [12] indicates that as intimate technologies develop, it is important for
healthcare practitioners to know how they will shape lived experiences and cultural
issues and normative views to be addressed regarding the body. Even McCarthy
[7] warns that technology may serve to further distance nurses from patients both
proximally and emotionally, questioning the therapeutic nurse-patient relationship in
healthcare environments. Thus, constant examination of how technology is created
and used needs to be interpreted by the users and recipient of care [11]. Technologies
used in nursing must increase proficient human caring, by providing opportunities
to further the knowing of the person [1]. If technology is blindly accepted, it will
serve to categorize and marginalize patients’ illness experiences, especially if nurses
practice without critically examining the overwhelming presence and impact of
technology on knowledge development and nurses’ interaction with patients.
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This chapter illustrates the value of intimate care and touch in nursing education.
It aims to safeguard the human element made visible through interaction and touch
in caring for the body. It is important to conscientize the nursing fraternity to their
pledge to service of humanity, which is realized through acknowledgement of human
diversity, knowing a patient as a person, and respecting the touched body. There is no
scientific dispute on the value of technology in advancing nursing science. However,
moral and ethical decisions must be made when technology is used, and therapeutic
nurse-patient relationships should be promoted. The future of the nursing profession
lies in the nursing students’ humanistic care competency and support.

2. Theoretical framework

Symbolic interactionism was used as a theoretical framework to direct the study.
Symbolic interactionism is a theoretical perspective that addresses how society is
generated and maintained through face-to-face, repeated, meaningful interactions
among individuals [13]. The basic notion is that human action and interactions are
understandable only through exchanging meaningful communication or symbols
[14]. It takes a small-scale view of society by studying the interaction between indi-
viduals and through this approach, social order and changes in society are explained
[14]. Therefore, individuals use language and significant symbols to communicate
with others. The source of data is human interaction that focuses on individual
perspectives through character, signs of facial expression, body language, gestures,
and human behavior [15].

Several authors [13, 14, 16] describe the four tenets of symbolic interactionism: (i)
individuals act based on the meanings objects have for them, (ii) interaction occurs
within a particular social and cultural context in which physical and social objects and
situations must be defined based on individuals meanings, (iii) meanings merge from
interactions with other individuals and with society, and (iv) meanings are continu-
ously created and recreated during interaction with others. Therefore, the communi-
ties are distinguished not only by a collectively shared symbolic knowledge but also by
cultural activities in which they stage and perform such knowledge in rituals in which
the particular social system is expressed, projected, and reproduced [17].

Symbolic interactionism is for understanding the relationship between individuals
and society to empower nurse practitioners to provide holistic intimate care to diverse
patients. The human body has various meanings attached to it; therefore, nursing
students must understand these meanings to provide acceptable intimate care and
touch to all patients. Symbolic interactionism was incorporated with the Model for
facilitating the teaching of intimate care [8] that was implemented in this phase. The
model posits four steps to the facilitation of intimate care which are summarized in
Table 1 and were used in Participatory Action Research that directed the study.

2.1 Research design

In this chapter, qualitative Participatory Action Research (PAR) was used to
understand the intimate care and touch experiences of nursing students. A partici-
patory approach is a qualitative methodology that values genuine and meaningful
participation and direct engagement of local priorities and perspectives [5]. The PAR
emphasizes the production of knowledge and empowerment, it seeks to transform
social realities so that the lives of people are improved [18]. It affirms that experience
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Intimate care facilitation steps Descriptions

Step 1: Intimate care conflict This step reflects the diversity of nursing students and patients when
intimate care procedures are delegated. Lack of intimate care knowledge
and experiences of caring for the body of the other person.

Step 2: Facilitation of Intimate care In this step, nurse educators are empowered to facilitate intimate care.
Reflecting on the current curriculum and creating intimate care realities
for nursing students. Creating a safe space for the nursing students to
experience touching a real human being using humanistic intimate care
simulations using silicone masks.

Step 3: Intimate care support Preparing nursing students for intimate care and touch, giving them
tools to know when and how to touch. Strengthening intimate care
support during clinical placement anticipating alleviating intimate care

conflict.
Step 4: Therapeutic nurse-patient Intimate care knowledge and support, and debriefing sessions create
relationship a safe space for nursing students to experience intimate care realities.

They will be able to establish a professional intimate care therapeutic
relationship based on trust, respect, and dignity. Advocating for the

provision of intimate care without fear of being stereotyped and the
caring touch being misinterpreted.

Table 1.
Summary of the intimate care facilitation steps [8].

can be a basis for knowing and that experiential learning can lead to a legitimate form
of learning that influences practice [19]. The PAR cyclic process and goals discussed
in Ref. [20] were followed and discussed below.

2.1.1 Phase 1: collaboration

The researcher created relationships and ownership with the Nursing Education
Institution (NEI) and nursing students who were part of the project. Entry into
the research setting and initiating a mutual relationship is critical to establishing
and nurturing the willingness to participate in the initiatives [21]. The researcher
spent time in the NEI before the commencement of the project to establish trust
and understand the intimate care practices in the NEI. Two nurse educators assisted
with understanding the culture of the institution and the implemented curriculum.
Meetings were held with the students during break times and after lectures to avoid
disrupting teaching and learning. Informal discussions on the meaning of the body
and cultural attributes were conducted. The process of the study was discussed
with nursing students who were interested in participating in the study and were
invited to complete a short survey with their names and contact details. All nurs-
ing students voluntarily signed informed consent before engaging in the research
activities.

Twelve (n = 12) nursing students registered for a three-year Diploma in Nursing
(Regulation 171) voluntarily participated in the activities of the project. They were in
their second year of training. Ten (n = 10) females and two (male) nursing students
with age range from 22 to 31 years. South Africa is a diverse country, with multiple
cultural communities and in this objective, the participants were from five South
African cultural groups which enhanced the diverse group and multiple voices on
understanding intimate care and touch. Table 2 displays the summary of the partici-
pants’ characteristics.
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Characteristics Frequency (n)
Gender:

Female 10 (83.3%)
Male 2 (16.7%)
Age:

20-24 7 (58.3%)
25-29 3 (25%)
30-31 2 (16.7%)

Cultural backgrounds:

Afrikaans 1(8.3%)

Swati 4 (33.3%)

Tsonga 2 (16.7%)

Tshwana 2 (16.7%)

Zulu 3 (25%)
Table 2.

Summary of the participants’ charvacteristics (n = 12).

2.1.2 Phase 2: incorporation of local knowledge

The knowledge of intimate care and touch was explored and analyzed to provide
necessary support in the facilitation of intimate care and touch. The participation
methods were built on the specific research site care, through understanding the con-
text of the collaboration group. At the onset, four questions were asked to establish a
diverse understanding of caring for the human body and they were based on step 1 of
the Intimate Care Facilitation Model (see Table1):

Q1: Discuss your beliefs on caring for the human body.

Q2: What is your understanding of intimate care and touch in nursing care?
Q3: Mention nursing procedures that you consider as intimate care.

Q4: Describe your experience when providing intimate care and touch.

The participants were given open-ended written questions to complete their answers.
Narrative data analysis and coding for visual data were used to interpret the findings.

Narrative data is analyzed for the story they have to tell was conducted to understand
the story of the touched body in nursing care. The large data patterns and meanings
were organized into narrative segments and categories. Finally, the factors that shaped
the participant’s lives were identified. An analytic abstraction that highlights (a) the
processes in an individual’s life, (b) the different theories that relate to the participant’s
life experiences, and (c) the unique and general features of life. The author and an inde-
pendent coder analyzed data individually and compared the findings. The presented
findings were the final themes agreed upon by the two data analysts.

For drawing the participants used “Sketchbook” Application and Deco M Pen
Tablet which they connected to their cellphones and were able to draw. Five Deco M
Pen were used, and they were shared among the participants. After drawing, they
could share the drawing with the researcher via Bluetooth and email. Visual data was
analyzed using coding as described by Creswell [22] as follows:
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1. Code the image by tagging areas of the image and assigning code labels.
2. Compile all the codes for the images on a separate sheet.

3. Review the codes to eliminate redundancy and overlap, reducing the codes to
potential themes.

4. Grouping codes into themes that represent a common idea.

5. Assign the codes/themes to three themes: expected themes, surprising themes
and unusual themes. This step helps to ensure the qualitative findings represent
diverse perspectives.

6. Writing the narrative for each of them accompanied by the visual data.

In the visual data analysis, a member check was done when the researcher con-
ducted short interviews to allow the participants to confirm that the themes attached
to their drawings represented their experiences.

2.1.2.1 Theme 1: nursing education transforming lives

The visual data in this theme presents the participants’ reactions to being accepted
into a nursing training programme. It brought joy and hope to individuals who
could not afford registration to higher education institutions. Receiving a call from
a Nursing Education Institution regarding the positive outcome was a joyful occa-
sion. Figure 1 presents the expressions of being accepted in the nursing training
programme.

The joy of being accepted in Nursing Education marks liberation and defiance
of poverty for many nursing students. Access to higher education in South Africa

Wow. i d “I can’t describe the feeling.
“My life changed; my family o fr?lyfl'jé_’ufasj”ﬂ(ff}é;j’t24;y I c_ould see my life cht_;mging
could have a better life” Loy after being at home for two
(FP3/25) Yyears” (FP5/26)

Figure 1.
Joyful expressions of being admitted to nursing education training.
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is a long-standing challenge. Many young people complete basic education and
cannot enroll for further education.

2.1.2.2 Theme 2: sacredness of the human body

The participants narrated their reflections on how African cultures influence
the meaning of the body, including the power issues created by patriarchal gender
roles. Two sub-themes were identified: respect for the body and boundaries in access-
ing the body.

2.1.2.2.1 Sub-theme 2.1: vespect for the body

The body is multifaceted, which calls one to respect the physical and spiritual
presence of the human person.

“[...], the human body must be respected by not being touched or doing anything on it.
It must not be exposed unnecessarily” (MP7/24)

A human body is a very precious and sensitive gift from God [...] which need to be
treated with vespect, taking into considevation their feelings and asking for permission
for any activity” (FP1-22)

2.1.2.2.2 Sub-theme 2.2: cultural boundaries in accessing the body

Culture is the totality of the way of life evolved by people in their attempts to meet
the challenge of living in their environment, which gives order and meaning to their
social, political, and economic status that distinguishes them from others [23]. In
African culture, each person has a role and children are not allowed to see and touch
the body of the elders. Childhood is not limited to age but to the generational position
in the family. The participants acknowledged the importance of knowing what is
expected of a child from the body of an adult.

A child is not supposed to see an adult body naked [...]” (FP3/25)

“It is believed that it is not moval to see the naked body of an elderly person, especially
their private parts” (FP7-31)

“[...] for me as my young age I am not allowed to see and touch the body of an elderly
person” (FP6-24)

As African people, various moral and societal values are meant to regulate inter-
personal relationships and the community. In African cultures, respect and honor for
elders is important [24]. Gender boundaries also contribute to the care of the body.
African cultures ascribe to patriarchal ideologies with defined gender roles. Cross-
gender care is frowned upon and may limit quality care.

“A male is not supposed to see his mother or women naked, and females are not
supposed to male or their father even when in need of their help. An elderly person of
the same gender is requested to assist, at times a person is delegated to assist an elderly
family member with physical needs” (FP7-31)
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“[...] only old women are allowed to care for the sick person because they are no longer
sexually active, and they can handle the human body respectfully” (FP11-26)

Interestingly, even though the participants were from various cultural communi-
ties, their understanding of the human body was of the communitarian outlook.
Affirming the African notion of personhood that the reality of the communal world
takes precedence over the reality of the individual. Even though there are many
diverse African cultures, there are many commonalities in value systems, beliefs and
systems which reflect the African communitarian worldview [25]. Kpanake [26]
confirms that a person does not exist in isolation, therefore, each life and growing up
in some specific social and cultural setting influences individual behavior, thoughts
and the way of being in the world with others.

2.1.2.3 Theme 3: importance of intimate care in nursing

The nursing students understood that intimate care and touch are part of basic
nursing care. It forms part of the daily routine of caring for the physical aspect of the
human person.

2.1.2.3.1 Sub-theme 3.1: physical care requiring touch

“Intimate cave is coming close to private parts or the whole human body, which makes
one uncomfortable, especially during bathing, sometimes very uncomfortable |[...]”
(FP9-22)

“Therapeutic touch you give to patients when caring for them, depending on the
gender and age, even the body parts that are touched [...]. Well we do it to promote
good health and comfort” (FP1-22)

“[...] healing touch for care to another person, when you touch the patient, you need
to do it gently and make the patient comfortable and safe” (FP8-30)

The participants’ definition of intimate care is coming near the body and touching
the body for care. This understanding is congruent with [27] who define intimate
physical touch as involving inspection of and possible physical contact with those
parts of the body whose exposure can cause embarrassment to either the patient or
the nurse. O’Lynn [9] expanded on this definition by emphasizing that intimate touch
is task-oriented to areas of the patient’s body such as genitalia, buttocks, perineum,
inner thighs, lower abdomen and breasts that may produce in patients or caregivers,
feelings of discomfort, anxiety and fear.

2.1.2.3.2 Sub-theme 3.2: touch-oviented basic nursing care
“I consider nursing procedures such as bed bath, vaginal examination and insertion
of a urinary catheter. For me, any procedure that requires a patient to vemove his or

her clothes is intimate as it requires a high level of trust” (FP10-23)

“[...] includes bathing the patient and touching sensitive areas of the body during
physical examination [...]” (FP5-22)
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Unfortunately, intimate care procedures are often regarded as simple humble tasks
and are thought to be less prestige than procedures requiring technical nursing skills
[10]. Yet, physical and emotional encounters with the patient can be exhausting and
create feelings of discomfort and fear when sensitive parts of the body are exposed
and touched. Intimate care and touch fulfill the basic needs of a human person which
are hygiene, elimination, and circulation to promote the dignity of the body.

2.1.2.4 Theme 4: learning nursing care

The visual data presents the participants’ process of care learning journey start-
ing from the lecture room (nursing theory), and skills laboratory where basic nursing
care procedures were simulated and using high-tech equipment for simulated care.
Thereafter, they had walkabouts in the hospital with their clinical facilitators to orientate
them to the real hospital setting. Figure 2 depicts the process of learning nursing care.
The simulations in the skills laboratory were basic nursing care procedures such
as bed baths and physical examination of the manikins. This is in line with [28] who
assert that many nursing students’ experience of intimate care provision occurs dur-
ing clinical placement, where they are in physical contact with the human body.

ol I

“After learning theory, we
were in the skill lab doing | “After 5 weeks we went for
bed bath, physical exams, | orientation to the hospital
etc. on the dolls” (MP7-24) with our clinical lecturers
to see the wards” (FP11-
26)

“We started in the lecture
hall, where we learnt about
anatomy & physiology [..]”
(FP3-25)

Figure 2.
Facilitation of nursing care in nursing education institution.

2.1.2.5 Theme 5: not ready for the “other”

The participants drew on their experiences of intimate care and touch. From the
visual data, one can see the emotions of the nursing students when caring for the
body, feelings of embarrassment, fear and cultural taboo of cross-gender and age.
Figure 3 displays the visual data and verbatim extracts on intimate care experiences.

The two female participants’ tears are prominent, with many tears in the toilets and
students’ residential rooms. These were tears of helplessness and knowing that they
would go through the same process the next day. The male participant did not cry, but
frustration and helplessness. These feelings are expected during intimate care and touch
implementation as cultural boundaries are crossed and interacting with the naked body.
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r J ‘ “It was like washing my
father, the patient was
“l..], it was uncomfortable | unconscious, and I cried “Having to see and touch

s | o o | 1l 0 PO th ke by of e
elgaerty maie patien wno 7] . L
believed that a child must not | €Xcept coming to help with patient, washing  her
see his naked bod [...]" (FP3- | changing line [...]"(FP4- whole body, I was scared
25) 23) and felt a sense of shame”

(MP9-22)

Figure 3.
Visual data of intimate care implementation experiences.

2.1.2.6 Theme 6: left in the dark: met with death

Nursing students have to care for patients who are critically ill, and they experience
caring for dying and dying patients. Having to touch or prepare the cold body was not
an easy task as it was not something that was a normal practice in African cultural
practices. Figure 4 shows the emotions surrounding caring for the lifeless body.

“I am a last born at home, "Worki”g in the medical
have never seen a dead | ward, seeing a dead body, I | "It reminded me of the death

person. Having to clean | fainted as I had never seen a | 0f my mother, all the pain
and do the last office was | gegd person, hoping | came back. I praved that a
worse than bathing a | someone will take over, well | | nurse care for her dead body
patient. I felt surrounded | had to recover fastashadto | as I did for the patient [...]"
by darkness [...]" (FP5/22) | do last office with the senior | (FP7-31)

nurse” (FP10-23)

Figure 4.
Visual data of experiences for caring for a demised patient.
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Death was an untapped territory, participants felt as if they were surrounded by
darkness. Seeing a lifeless body for the first time was a shocking experience. In the
drawings, the black, gray and red dots bring to life the pain of losing a patient, fear
and trigger previous family member’s losses.

2.1.3 Phase 3: emergent process

In this phase, intimate care activities were created and implemented. After under-
standing the local knowledge of the body and intimate care in phase 2. The major
themes were used to create intimate care activities. Discussing matters of the body
was not easy as the body is considered sacred and private in their cultural context.

To break down the barrier, two nursing students were paired together and six groups
were created. Deliberations on the diverse issues of age, gender, nakedness and touch
were discussed. They were supported in finding humor and being appreciative of their
cultural values.

After the discussions learning to negotiate physical space and touch content was
presented. The main ethical principles were used to assist nursing students in prepar-
ing the patient for intimate care and touch. Table 3 provides a guide for intimate care
and touch planning,.

Participants engaged in intimate care humanistic simulation in a skills laboratory
where the cultural discourses on the human body were discussed.

Humanistic care simulations were conducted using silicone masks in the skills
laboratory. Based on the findings in phase 2, the nursing students viewed the body as
sacred. Seeing and touching the naked body of an elderly person was not an easy task
to fulfill. Therefore, the activities focused on African elderly male and female patients.
Figure 5 offers visualization into intimate care humanistic simulation.

NB: the two procedures were conducted as the initial stage of establishing intimate
care and touch for elderly patients. It offered nursing students an opportunity to
apply the ethical principles in Table 3.

After the sessions, debriefing sessions were conducted in small groups of six.
They had to discuss their experiences during intimate care and touch sessions. In each
group, the masked patient revealed him/herself and shared the experience of being
touched. Also, the nurse providing care had to share the experience of touching the

Ethical principles Intimate care and touch discussion with the patient

1. Autonomy * Tell me how you are going to touch me

2. Informed consent * Ask permission to touch

3. Beneficence * Benefits of intimate care and touch

4. Non-maleficence « give me preferences before touching respect and dignity of the exposed
body

5. Privacy, confidentiality * Physical privacy (screening, avoiding unnecessary exposure of

body)Emotional privacy (gender preferences)

6. Justice * Equal treatment for all patients regardless of gender, age or cultural
affiliations

Table 3.
Intimate care and touch interaction with the patient.
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The two humanistic silicone masks
(elderly male and female) were used to
communicate intimate care with the
elderly. Participants had to learn to talk
to the elderly patients about the care
they would provide, and the patient
was able to respond. As cross-gender
boundaries were emphasised, the
nursing student had to enter into the
experience of the “other” to
understand the meaning of the
touched body.

One  female  participant  was
transformed into an elderly male. The
rest of the group did not know that the
patient was one of their own. The
simulated presence of an elder allowed
nursing students to portray their
cultural respect and discuss the
challenges of touching the naked body
of an elderly man (especially the
female participants}. Physical
examination of the upper parts of the
body was conducted using the
principles indicated in Table 2.

Humanistic silicone: elderly
man

A male nursing student was in the role
of a female elderly woman. A breast
examination procedure was conducted
on the female elderly patient.

/ "N {
e NS
77 )
Humanistic silicone: ei&erly
woman

Figure 5.
Humanistic intimate care simulation for elderly patients.

“other”. Figure 6 provides the debriefing moments of post-intimate care and touch
discussions and affirmation that they are not alone on the journey.

Humanistic aspects of caring might be neglected due to time limitations during
clinical placement, shortage of competent nursing practitioners, heavy workload,
and use of technology. Intimate care simulation using Mask-Ed™ allowed nursing
students to authentically experience the shocking factor of caring for a naked elderly
woman [28]. This indicates the importance of humanistic simulation in preparing
nursing students for affective skills.

2.1.4 Phase 4: linking scientific understanding to social action

The research findings are presented to reflect the participants’ understanding
of intimate care and touch in their context. This section discusses the findings from

250



Safeguarding Professional Intimate Care and Touch in Nursing Education: Humanistic Care...
DOI: http://dx.doi.org/10.5772/intechopen.1004258

“We are happy we signed up for this
session. We only knew how to do the | “We know how to execute clinical
procedures but did not know how to prgcedurgg‘ but we have missed
meet the patient at a human level | intimate care and touch
Learning cultural dynamics and how | conversation. We now know how and

”

to mitigate them was powerful [...]
(Group 1}

when to touch safely” (Group 2)

Figure 6.
Debriefing sessions post intimate care and touch sessions.

two phases of the activities (phase 2 — incorporation of local knowledge and phase
3 - emergent process).

2.1.4.1 Part 1: discussion of phase 2 — Incorporation of local knowledge

The participants viewed the body as a sacred entity that needs to be respected with
its boundaries.

Nursing Education Transforming Lives: South Africa’s democracy draws from
its humble begins from apartheid where most black African students were excluded
from higher education. After the democratic government election in 1994, the goal
of access to higher education was set to achieve equity [29]. Therefore, Section 29 of
the Constitution promises the right to quality education for all, expanding access and
inclusion in higher education. Nursing education is regulated by the South African
Nursing Council and Council of Higher Education. Acceptance to accredited NEI was
the first entry to higher education for all the participants.

Learning Nursing Care: The nursing curriculum includes both theory and clini-
cal learning. Clinical competency is the ability to effectively integrate cognitive,
affective and psychomotor skills when delivering nursing care [30]. The simulation
laboratories should function as a replicate of a real hospital for the nursing students
to practice humanistic care. Many NEIs use technology-enhanced simulated learn-
ing such as videos to develop psychomotor clinical skills that are critical for patient
care and challenging to teach students [31]. Unfortunately, the affective skills are not
enhanced during this teaching strategy. As indicated earlier, intimate care requires
a nurse to touch the body of the patient, if it is not facilitated in NEI, the student
becomes exposed to the human body during clinical placement. A vast literature from
humanistic care scholars such as [9, 28, 32, 33] has indicated that intimate care and
touch are not facilitated in skills laboratories and nursing students learn it from trial
and error and from other students. Since registered nurses are not knowledgeable
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about the supervision of intimate care, therefore, intimate care empowerment and
support during clinical placement are lacking.

Respect for the human body: The body is a medium of culture, it is a social production
of the self [34] which needs to be respected. Culture is a complex whole which includes
knowledge, belief, art, custom and any other capabilities and habits acquired by an
individual as a member of a society [24]. Body image refers to personal constructions
and public projections of the human body involving perceptions, physical sensations
and innated expected culture of the body [35]. Respect is often linked to the dignity of a
person. The Constitution of the Republic of South Africa, Act 108 of 1996, in Section 9
outlines the fundamental human rights of human dignity, the achievement of equality
and the advancement of human rights and freedom. Further Section 10 indicates that
“everyone has inherent dignity and the dignity to have their dignity respected and pro-
tected”. Dignity is about acknowledging the innate value in every individual, especially
when they are feeling vulnerable and dependent on others for aspects of their care [36].
The authors [36] emphasize that treating someone with dignity is to treat them as being
worthy, in a way that respects them as valued individuals within society.

Cultural boundaries in accessing the body: Gender and gender-defined roles are
socially constructed with the opportunity to change and transform. Gender refers to
the roles and responsibilities as well as opportunities that stem from the biological
fact of being male or female [37]. Tamale [38] gives reasons for the boundaries in the
nakedness of elderly women and mothers is symbolic in most African cultures and is
considered the ultimate curse. The reason is that through pregnancy, childbirth and
nurturing, women are givers of life, by stripping naked in front of men old enough to
be her children or grandchildren, a mother is symbolically taking back the life that she
has given, pronouncing social death. Unfortunately, in the nursing profession, young
nursing students are exposed to the bodies of elderly people which may be a taboo
for them as they cross the cultural norms. Therefore, the nursing curriculum should
prepare students to be sensitive to patients’ identity, culture, religion, age, gender and
sexual orientation [39].

Importance of intimate care in nursing: Nursing students understood intimate
care as physical care requiring touch and touch-oriented basic nursing care. In their
intimate care facilitation model [8], intimate care involves physical or psychological
closeness between a nurse and a patient. During this proximity, the nurse encounters
a patient’s body, and the patient must allow a nurse to touch their body. Therefore,
during intimate care, the fragile body of the patient is seen and touched. It is in this
view that technology should not be a barrier in humanistic care, not diminish the
interaction between the nurse and the person in need of care [1].

Not ready for the “Other”: During intimate care provision, the nurses touch the
patients. Nurses use their hands to examine patients’ bodies, bathe them and give
physical comfort which may trigger feelings of fear and discomfort [40]. Intimate
care procedures such as hygiene, elimination and pressure parts care may be consid-
ered simple, but have a psychological impact on those providing and receiving such
care [10]. Readiness for intimate care is founded on clinical teaching and support.

Left in the dark — met with death: Death shocks everyone, whether young or old.
In nursing life and death are often part of daily routine. Death after all healthcare
professionals throughout their careers. There is no getting used to it. Nursing stu-
dents do not feel ready to confront issues regarding death and dying, they are poorly
prepared and vulnerable when providing care to dying patients [41]. In the study of
[42] nursing students had terrible dreams of death, were shocked by the first death
they encountered and were left insecure emotionally and physiologically. Therefore,
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nursing students should be prepared for death and dying. Debriefing sessions should
be conducted with nursing students to assist them in dealing with their experiences of
encountering death.

2.1.4.2 Part 2: discussion of phase 2: emergent process

Teaching humanistic care is critical in creating a respectful environment for
nursing students and patients. Technology will undoubtedly shape the future nursing
profession but should not replace astute knowledge and humanistic nurse-patient
interaction [43]. Humanistic care is characterized by empathy, respect for human dig-
nity, patient autonomy, a friendly environment, and holistic care [44]. Humanization
is intended to improve the healthcare delivered to the patients and contributes to
understanding human beings in their own unique sense of dignity and identity [45].
In Mainey et al. [28] after participating in intimate care facilitating, there was a shift
from fear of engaging in intimate touch to completing nursing tasks leading nursing
students to experience patient-centered care. To provide intimate care and touch, the
nursing student must be prepared to interact with a diverse patient. Importantly, the
nurse and patient need to establish a therapeutic relationship based on respect, trust,
and dignity [33]. The authors [33] further state the importance of including intimate
care in the nursing curriculum as it will empower nursing students to provide inti-
mate care to diverse patients competently, comfortably, and confidently.

3. Conclusions

This chapter presented the PAR grounded in symbolic interactionism theory. The
meanings of the body were deliberated with their limitations. The nursing students’
participation assisted in creating contextual intimate care activities linked to ethical
principles of autonomy, informed consent, beneficence, non-maleficence, confidential-
ity, and justice. Even though NEIs in South Africa have moved to online teaching and
learning following the COVID-19 trends, the patient’s body still needs a human touch
and interactions. Thus, technology should not replace the nurse. Therefore, the facilita-
tion of intimate care and touch is at the centre of humanistic care. Through the findings,
the nursing students indicate their competency in executing clinical procedures but
fail to prepare themselves and the patients for intimate care and touch encounters. One
cannot overemphasize the importance of establishing a nurse-patient relationship that
is respectful and dignified during nursing care interactions. When nursing students are
well prepared for diversities in patient care, and understand their cultural backgrounds,
it is possible to provide intimate care in a collaborative manner, where there are no power
struggles. It becomes important for the human body to be treated with respect and dig-
nity for positive clinical outcomes. Unfortunately, intimate care and touch require time
and dedication, and with the shortage of nurses, nursing students may continue strug-
gling with humanistic care. Therefore, nurse educators and clinical preceptors should be
vigilant and supportive in creating safe spaces for intimate care and touch activities.
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