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Foreword

Practice and walk-in-centre nurses are a relatively new addition to the group of 
advanced practice nurses who deliver high-level care and treatment with the ever-
changing NHS. As a fast-growing group of professionals, they have forged new 
ways of working and addressed many challenges as they strove to establish them-
selves as key players in the new world of health care and treatment.

Over the past 20 years, practice nurses have become vital partners in the deliv-
ery of care and treatment working within the teams that are to be found in any 
general practice surgery today. It was not always so.

In 1989, as Head of a School of Nursing serving several hospitals and the com-
munity of two large Northwest towns, I was asked to ascertain the need for a 
Practice Nursing Course to be validated by the then English National Board and our 
partner university. It would form one option within the Community Nursing degree 
which was at planning stage. I wrote to all GP practices within the catchment area. 
None had a practice nurse who did any nursing. One or two employed them as 
receptionists, chaperones or assistants when treating a child and someone who ‘saw’ 
relatives; one said he used his wife as a nurse when he needed one and a few said 
they had ‘trained their receptionists’ for the role. A few GPs worked single practices 
without any support other than from a receptionist.

Similar situations across the country led to the introduction of fi rst a module, 
and then a course, an undergraduate degree, a Clinical Masters and access to doc-
toral studies. Practice nurses are now prepared and educated to the highest possible 
standards and are delivering highly competent health promotion and rehabilitative 
and curative care across the UK. Patients are highly satisfi ed with their contribu-
tion to the care they receive at the surgery, with many choosing to see them instead 
of the GP when they need immunisations, advice or regular review.

Newer, but no less important to the patients of today are those nurses who head 
up our walk-in-centres and are the fi rst point of contact for many who want treat-
ment for a minor injury, advice on how to best manage a symptom of ill health that 
is of concern or guidance on a health or medication query. They give the public 
the quick, accessible and, most importantly, the safe advice and intervention they 
need. As a nurse-led service, the nurse working in the centres is a competent, 
skilled and knowledgeable practitioner who is constantly pushing boundaries as 
the role becomes more and more complex. In the past few years, the centres have 
moved to support out-of-hours services and they will surely change further as pol-
yclinics develop and more care is moved from acute, to community settings.

Like practice nurses, they benefi t from excellent educational development and 
experience high levels of patient satisfaction.



As both groups of nurses continue to adapt to the constant ongoing change 
demanded by both the public and the government paymasters, they will face ever-
growing self-questioning about their role and responsibilities and their need to 
remain competent, knowledgeable and safe practitioners.

This book will guide them through that maze. It has been long awaited and Carol 
Cox, Marie Hill and their expert contributors are to be congratulated on its quality.

Professor Dame Betty Kershaw, DBE, FRCN
Education Advisor, The Royal College of Nursing

President of the Scholarship Society for 
Nurses and Midwives

Foreword xiii



Preface

This book represents the culmination of several years of planning in order to ensure 
that the most salient issues associated with professional issues in practice nurs-
ing and walk-in-centre nursing are addressed. Each chapter is associated with the 
Royal College of Nursing’s (2008) specifi c Domain of Practice and Competencies 
delineated within the realm of advanced practice nursing (refer to Chapter 4, The 
context of practice nursing and walk-in-centre nursing: differences and similarities 
relating to the domains of practice – setting the scene, which articulates the RCN 
(2008) advanced nurse practitioner role and competencies to learn more about 
the Domains of Practice and Competencies). Part 1 of this text sets the scene of 
practice nursing and walk-in-centre nursing. It provides the foundation for under-
standing Part 2 of the text. In addition, Part 1 identifi es how practice nursing and 
walk-in-centre nursing have evolved into advanced practice roles and delineates the 
new responsibilities associated with these roles. Part 2 of this text explicates each 
domain of practice and critical issues that the practice nurse and walk-in-centre 
nurse must consider within their professional practice. For example, in Domain 1, 
Management of Patient Health/Illness Status, critical thinking and diagnostic rea-
soning in clinical decision-making are addressed and in Domain 2, The Nurse–
Patient Relationship, working with individual patients and groups and creating and 
strengthening relationships are considered.

As a practice nurse or walk-in-centre nurse, it is imperative to recognise that 
your practice is evolving. It is evolving at such a rapid pace that it is no longer 
possible for you to keep up to date with current issues and practice mandates on 
your own. Therefore, this text will help you to get to grips with the professional 
issues that affect your practice in primary care.

Reference: RCN (2008) Advanced Nurse Practitioners – An RCN Guide to the 
Advanced Nurse Practitioner Role, Competencies and Programme Accreditation. 
London: Royal College of Nursing.

Carol L. Cox, PhD, RN
Professor of Nursing

Advanced Clinical Practice 
and

Marie C. Hill, MHM, RN
Senior Lecturer in Practice Nursing
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In the chapters that follow in Part 1 of this book, the historical development of 
practice nursing and walk-in-centre nursing are explicated. The context of practice is 
delineated in relation to advanced practice, as it is recognised that practice nurses 
and walk-in-centre nurses are now working at an advanced practice level. Part 1
sets the scene for the professional issues chapters that follow in Part 2 of this 
book.

Part 1
Setting the Scene of 

Practice and Walk-in-Centre 
Nursing
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1

Introduction

The aim of this chapter is to explore the historical background in the growth of 
practice nursing (PN) and walk-in-centre (WiC) nursing in the UK. The reasons 
for growth in these two distinct nursing groups are examined and related to gov-
ernmental health policy. A critical discussion ensues on the impact that both prac-
tice nurses (PNs) and WiC nurses have had on their respective communities.

The historical development 
of practice nursing and 
walk-in-centre nursing

Marie C. Hill, Carol L. Cox and 
Shuling Breckenridge

Learning Outcomes

To understand the reasons for the growth in practice nursing
To comprehend the reasons for the introduction of walk-in centres by the National 
Health Service (NHS)
To be able to articulate the differences and similarities between practice nursing and 
walk-in-centre nursing:
a. the complexities and questions concerning the effi ciency of walk-in centres
b. the possible future evolution of the National Health Service walk-in-centre 

concept.

�

�

�

Background 

In order to place our discussion in the appropriate context, we should begin by 
looking at the defi nition of the term primary health care. Unfortunately, there is 
no universally agreed defi nition (Peckham and Exworthy, 2003). 
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For example, in the Alma Ata declaration, the World Health Organization 
(WHO) defi ned primary health care as ‘essential health care based on practical, 
scientifi cally sound and socially acceptable methods and technology, made univer-
sally available to individuals and families in the community through their full par-
ticipation and at a cost that the community and the country can afford to maintain 
at every stage of their development in the spirit of self-reliance and self-determination’ 
(WHO, 1978:VI:3–4).

Starfi eld (1998:8–9) indicated that primary care is ‘that level of a service system 
that provides entry into the system for all new needs and problems, provides person-
focused (not disease-orientated) care over time, provides for all but very uncommon 
or unusual conditions, and co-ordinates or integrates care provided elsewhere or 
by others’, while Lakhani and Charlton (2005) argue that the defi nition of primary 
care will be dependent upon the identity of the care provider and the location of 
care provision as well as the type of service provided. Jones and Menzies (1999:3) 
support this view, that patients present themselves to general practice as the ‘fi rst 
level of professional care, accessed when self-care is seemed inadequate’.

PNs and WiC nurses have cultivated and developed an important role in the 
provision of both treatment and health promotion services to patients in the con-
text of primary health care. This emphasis is evident in the principles that under-
pin primary care. Drennan and Goodman (2007) have identifi ed fi ve principles 
that underpin primary care which are:

1. accessibility to heath services;
2. use of appropriate technology;
3. individual and community participation;
4. increased health promotion;
5. disease prevention.

This concept of primary care, with the associated fi ve principles, is the context 
within which we will examine, in turn, the development of both PN and WiC 
nursing in the UK.

Practice nursing

The increasing role of the PN within primary care has seen a signifi cant rise in 
numbers. In 1983, the numbers of whole time equivalent PNs in England and 
Wales were 1,729 (Williams, 2000). This fi gure rose to 7,520 in 1990 (Ross and 
Mackenzie, 1996) and to 23,797 in 2006 (Robinson, 2007). This meteoric rise 
in the numbers of PNs made them the largest branch of community nurses in 
2001 (Macdougald et al., 2001). What has precipitated this huge growth in PN 
numbers? In order to understand why this growth has occurred, it is necessary to 
understand how governmental health policies have infl uenced this growth. Ham 
(1992) has argued that there is little agreement regarding the defi nition of policy. 
However, other writers have been more specifi c in defi ning health policy as having 
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guidelines for organisational action in terms of the implementation of its goals 
and action plans (Watson and Wilkinson, 2001).

Peckham and Exworthy (2003) argue that governmental policy interest in pri-
mary care only began to develop in the 1960s with a keener interest in the role of 
primary care and its organisation. They identifi ed a number of key factors that 
have contributed to the growth in this area namely:

an increase in the availability of medical techniques and technologies;
the increasing need to provide community-based care for patients with long-
term conditions;
the need to increase access to health care following the introduction of the 
National Health Service in 1948;
the shift of care from secondary to primary care (Peckham and Exworthy, 2003).

The general practitioner (GP) Charter in 1966 changed the way in which GPs were 
paid. Furthermore, the Charter gave GP incentives for procuring better premises 
and the reimbursement of ancillary staff, which culminated in the employment of 
PNs (Macdougald et al., 2001; Hampson, 2002). Although the 1966 charter led 
to a rise in the numbers of PNs, it was the GP contract of 1990 that signifi cantly 
increased these numbers. In 1990 alone there was a 60% increase in PN numbers 
(Luft and Smith, 1994). The main changes in the 1990 contract were:

an increased emphasis on capitation services, with the payment to GPs being 
directly related to the number of registered patients;
the setting of target payments for certain procedures such as the administration 
of immunisations, cervical cytology and child health surveillance;
additional incentives to run health promotion services (e.g. a designated hyper-
tension clinic), undertaking minor surgery and working in deprived areas;
the requirement to provide health checks for certain groups of patients, such 
as all new patient registration at a general practice, those patients having not 
attended a practice for 3 years and all those patients over 75 years of age (Ross 
and Mackenzie, 1996).

Taken together, the changes resulted in GPs being strongly motivated to employ 
PNs to provide primary health care services not directly requiring a doctor. This 
increased the throughput of general practices in terms of the number of registered 
patients they could support, and therefore GP’s earning power. The development 
of a distinct role for PNs, with a generally well-defi ned remit within primary 
health care delivery, laid a foundation upon which the concept of the WiC as a 
nurse-led health care delivery vehicle could be built.

WiC nursing

The Department of Health (DoH, 1997) has stated that the NHS needs to mod-
ernise in order to meet patients’ expectations for an up-to-date, quicker, more 

�

�

�

�

�

�

�

�
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responsive health service. In April 1999, nurse-led WiCs were piloted as part of 
a bid to modernise health services with improved access to primary care services 
(DoH, 1999). NHS WiCs are intended to complement other initiatives such as 
NHS Direct and Healthy Living Centres (DoH, 2001).

Since they were introduced in 2000, NHS WiCs have treated over fi ve million people. 
There are currently around 90 NHS WiCs in England providing quick and easy 
access to a range of NHS facilities (www.nhs.uk), with further sites being developed.

As a further development to the WiC scheme, the NHS has contracted with 
the private health care sector for the provision of a number of commuter WiCs. 
These are located close to railway stations and focus predominantly on providing 
services to ‘out-of-area’ patients, for whom seeing a GP can be diffi cult to manage 
within regular offi ce hours.

There are three common themes in the development of WiCs (Salisbury et al., 
2002). First is the improvement of accessibility, second is to make the NHS more 
responsive to modern lifestyles and third is maximising the role of nurses as more 
cost-effective health care providers in the majority of cases.

The concept of WiCs can be traced to other developments in the UK and 
abroad. For example, the minor injuries units, entirely staffed by nurses, replacing 
small casualty departments as services are rationalised within larger centralised 
accident and emergency (A&E) departments, offer a safe, effective and popular 
service (Dolan and Dale, 1997; Heaney and Paxton, 1997). Another example is 
the telephone helpline, NHS Direct, that has been implemented nationally. The 
positive evaluation of NHS Direct has led to the suggestion that nurses working 
with decision support may be able to provide similar advice face-to-face. The 
research work of Kinnersley et al. (2000) and Venning et al. (2000) has supported 
the notion that nurses with additional training can manage most patients present-
ing with acute minor illness. These results, which build upon the foundation laid 
by PNs, led more or less directly to the concept of the NHS nurse-led WiC.

Note that the notion of the WiC as a nurse-led health care delivery vehicle 
within the NHS is very different from those that exist in other countries, even 
though WiCs in other countries predate those of the NHS by many years. For 
example, the fi rst WiCs in the USA opened in the early 1970s and were termed 
‘emergency centres’, ‘ambulatory care centres’ or ‘urgent care centres’. During the 
1980s, walk-in medical clinics were also developed in Canada. These walk-in clinics 
in other countries are, however, doctor-led and can therefore provide full GP serv-
ices, whereas NHS WiCs are nurse-lead, treating only acute minor ailments. This 
refl ects an important difference in aim between the NHS and the health systems of 
these other countries. The main aim of these clinics in other countries is to provide 
care outside normal offi ce hours for important sectors of society, such as affl uent 
working professionals (Borkenhagen, 1988). Whereas, the NHS WiC can be con-
strued as an attempt to defl ect the care of patients with minor ailments away from 
A&E departments, thus increasing the global cost effectiveness of the NHS.

As there has been controversy over the role and impact of walk-in clinics on 
primary health care in other countries for over two decades, NHS WiCs have 
been one of the most controversial initiatives within the NHS in recent years. 
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As one would expect, some aspects of the NHS WiC concept have been relatively 
successful, while other aspects have been less so. According to Salisbury’s Final 
Report of the National Evaluation of NHS WiCs (Salisbury et al., 2002), WiCs 
have been generally successful in four basic areas: patient satisfaction, access to 
care, quality of care and patient appropriateness.

Patient satisfaction was consistently identifi ed by WiCs as a success. This was 
mainly judged by verbal feedback from patients as well as some letters of appre-
ciation. Few centres had the resources to carry out formal surveys of patients’ 
views, and in light of this, one must take into account the tendency for dissatisfi ed 
patients to be less vocal and to simply seek care elsewhere rather than complain. 
No statistics on repeat patients at NHS WiCs are available at this time.

Access to care was identifi ed as the second successful aspect. The general con-
clusion is that WiCs, with their extended hours of operation, improve access for 
those whose situation makes access to their regular GP diffi cult on a day-to-day 
basis. For example, the increasing numbers of people who commute long dis-
tances to work all potentially fall into this category, with the commuter centres 
specifi cally targeted towards this group. The WiCs provide a new avenue to health 
care services which is highly valued by those who use the service.

Thirdly, we have quality of care. The quality of the organisation, interper-
sonal care, advice and treatment provided in WiCs has been generally excellent. 
Of course, there is always room for improvement, for example, the use of Pa tient 
Group Directions (PGDs).

And lastly, the fourth success to result from the introduction of WiCs is seen 
to be appropriateness of clients. With any health care service which has a limited 
remit, i.e. not all health care services are available, there is a risk that a substan-
tial fraction of patients seeking to make use of the service have needs which fall 
outside the remit of care. There was a general consensus among WiC health care 
professionals that the overwhelming majority of presenting cases were appropri-
ate to be seen at a WiC. This tends to indicate that the remit of WiC service is 
broad enough to be generally useful, as well as indicating that communication to 
the public of the role and services available from WiCs has been effective.

On the other hand, it is far from clear that the introduction of NHS WiCs has 
been an overall success, in spite of the four points noted above. Central in this 
debate has been the impact of the WiC initiative on other health care providers. The 
results of the study tend to indicate that the only signifi cant impact of WiCs has been 
to reduce workload growth somewhat on local GP practices, with no statistically sig-
nifi cant impact at all found on A&E departments (Salisbury et al., 2002).

If NHS WiCs are particularly effi cient at providing health care services, then 
they could have a net positive impact on the effi ciency of the overall health care 
system. According to Salisbury et al. (2002), the direct cost of an NHS WiC con-
sultation is less than that of a consultation in A&E departments, but remains 
more expensive than consultations undertaken through the main alternative pro-
viders such as GPs, PNs, pharmacists and NHS Direct. Therefore, the fact that 
WiCs seem to draw most of their clients from less expensive health care providers 
would support the conclusion that the NHS WiC is having a negative impact on 
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the effi ciency of the overall health care system. If these results are confi rmed by 
further studies, then there will be an important question as to whether the current 
WiC model is the right one, or whether there is perhaps a more effi cient way of 
achieving the same aims.

Future NHS developments, such as those outlined in the High Quality Care 
for All: NHS Next Stage Review’ by Lord Darzi (DoH, 2008), may result in the 
current NHS concept of the WiC evolving signifi cantly. It may be possible, for 
example, to recast the nurse-led WiC as a component within a more general health 
care access avenue which combines the improved access of existing WiCs with the 
general-purpose nature of GP and hospital outpatient services.

Extended role in PN and WiC nursing

The development and evolution of PN and WiC nursing as distinct disciplines has 
led inevitably to an expansion in nurses’ scope of practice and responsibilities. 
Along with this naturally comes a demand for greater training and skills develop-
ment. The implementation of legislation which has served to formalise the role of 
PGDs and independent nurse prescribers, in conjunction with the continued growth 
in PN, has led to substantial increases in demand for nurses with these skills. This 
growth in demand has been further fuelled by the NHS WiC initiative. Both PN 
and WiC nursing are a natural fi t for PGD and/or independent prescribing skills.

The development of PGD skills amongst nurses is not, however, encouraged by 
the lack of a national model, leaving many decisions to the local Primary Care 
Trust (PCT). Principal amongst which are the basic PGD defi nitions, and in par-
ticular the PGD training requirements, which make PGD skills diffi cult to transfer 
from one PCT to another.

Less formal, but no less important for the development of nursing in the prac-
tice and WiC settings is improvement in patient fi rst-contact and triage skills. 
These can be considered important sub-disciplines as well as advanced nursing 
skills, making them suitable areas for specialised training. However, the lack of 
such specialised training creates challenges for nurses to improve their skills in 
these areas. Informal learning from colleagues, seminars and conferences, and the 
professional literature are some of the ways in which PNs and WiC nurses make 
themselves more competent practitioners.

Conclusion

Changes in NHS policy led to the development of PN as a more formal distinct 
nursing sub-discipline. This led more or less directly to two related developments, 
the fi rst being the implantation of nurse-led minor injury units within some A&E 
departments, and further to the development of the nurse-led WiCs. The WiC was 
intended to improve access to NHS, as well as to absorb some of the minor ailment 
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workload from A&E departments, and improve the overall effi ciency of the NHS. 
While there is some evidence that WiCs have improved access, there is no evidence 
that NHS effi ciency has improved with their introduction.

 The impact of the development of practice and WiC nursing on nursing skills 
has been very positive. This is despite certain diffi culties such as a lack of national 
standardisation for PGDs and a lack of formal training for other advanced nurs-
ing skills like triage and fi rst-contact.

The future of the WiC nurse, unlike that of the PN, is not assured. Changes in 
NHS policy, e.g. as a result of the report by Lord Darzi, may imply that the WiC 
becomes a more full-featured health service, but it also could be absorbed into a 
new structure yet to be defi ned.

References

Borkenhagen, R. (1988) Walk-in-clinics. Medical heresy or pragmatic reality? 
Canadian Family Physician, 42; 1879–1883.

DoH (1997) The New NHS: Modern, Dependable. London: DoH.
DoH (1999). Up to £30 Million to Develop 20 NHS Fast Access Walk-in Centres. 

Press release 1999/0226. London: DoH.
DoH (2001) NHS Walk-in Centres – Questions and Answers (online). DoH.
http://www.doh.gov.uk/nhswalkincentres/questions.htm (accessed 21 March 2008).
DoH (2008) High Quality Care for All: NHS Next Stage Review Final Report. 

London: DoH.
Dolan, B. and Dale, J. (1997) Characteristics of self referred patients attending 

minor injury units. Journal of Accident & Emergency Medicine, 14; 212–214.
Drennan, V. and Goodman, C. (2007) Oxford Handbook of Primary Care and 

Community Nursing. Oxford: Oxford University Press.
Ham, C. (1992) Health Policy in Britain. 3rd edn. Basingstoke, Hampshire: 

MacMillan.
Hampson, G. (2002) Practice Nurse Handbook. 4th edn. Oxford: Blackwell 

Science.
Heaney, D. and Paxton, F. (1997) Evaluation of a nurse-led minor injuries unit. 

Nursing Standard, 12; 35–38.
Jones, R. and Menzies, S. (1999) General Practice – Essential Facts. Abingdon: 

Radcliffe Medical Press.
Kinnersley, P., Anderson, E. and Parry, K. (2000) Randomised controlled trial of 

nurse practitioner versus general practitioner care for patients requesting ‘same 
day’ consultations in primary care. British Medical Journal, 320; 1043–1048.

Lakhani, M. and Charlton, R. (2005) Recent Advances in Primary Care. London: 
Royal College of General Practitioners.

Luft, S. and Smith, M. (1994) Nursing in General Practice. A Foundation Text. 
London: Chapman and Hall.

Macdougald, N., King, P., Jones, A. and Eveleigh, M. (2001) A Tool Kit for 
Practice Nurses. Chichester: Aeneas.



10 Professional Issues in Primary Care Nursing

Peckham, S. and Exworthy, M. (2003) Primary Care in the UK. Policy 
Organisation and Management. Basingstoke: Palgrave McMillan.

Robinson, F. (2007) A decade of change. Practice Nurse, 33(10); 11, 13.
Ross, F. and Mackenzie, A. (1996) Nursing in Primary Health Care. London and 

New York: Routledge.
Salisbury, C., Chalder, M., Manku-Scott, T., et al. (2002) The National Evaluation 

of NHS Walk-in-Centres Final Report. Bristol: University of Bristol.
Starfi eld, P. (1998) Primary Care: Balancing Health Needs, Services and 

Technology. New York: Oxford University Press.
Venning, P., Durie, A., Roland, M., Roberts, C. and Leese, B. (2000) Randomised 

controlled trial comparing cost effectiveness of general practitioners and nurse 
practitioners in primary care. British Medical Journal, 320; 1048–1053.

Watson, N. and Wilkinson, C. (2001) Nursing in Primary Care. A Handbook for 
Students. Basingstoke Hampshire: Palgrave.

Williams, A. (2000) Nursing, Medicine and Primary Care. Buckingham: Open 
University Press. www.nhs.uk (accessed 30 August 2008).

World Health Organization (1978) Primary Health Care. Report of the 
International Conference on Primary Health Care, Alma-Ata, USSR, 6–12 
September (Health for All Series, No. 1). Geneva.



2

Introduction

The aim of this chapter is to explore the unique nature of practice nursing in the 
UK. The main areas of responsibility of the practice nurse (PN) will be critically 
explored, as well as other areas of responsibility that PNs undertake in the pri-
mary care setting. The infl uence of the new General Medical Services (new GMS) 
contract will be examined and how this has infl uenced the role of the PN will be 
discussed. After an in-depth review of the diversity of the PN role, there will be a 
critical discussion on how education and training needs to be centred on the service 
needs of a practice to meet this varied role of today’s increasingly autonomous PN.

Practice nursing: the 
unique nature of 
practice nursing

Marie C. Hill

Learning Outcomes

To identify and examine the diverse role of the PN
To critically explore and evaluate how the new GMS contract has infl uenced and 
changed the role of the PN
To appraise how education and training needs to be tailored to prepare the PN for 
their diverse role.

�

�

�

Background

Chapter 1 provided a framework on how these nursing groups have developed 
and how governmental health policies have been a catalyst for this change. 
A question the reader may ask is ‘What is the role of the PN’? Hampson (2002:7) 
has described the title PN as generally applying ‘to a qualifi ed nurse employed 
directly by a general practitioner (GP) or by a GP partnership’. Whilst a vast 
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majority of PNs are indeed direct employees of a GP or a GP partnership, some 
PNs are employed by Primary Care Organisations (PCO). This separates the 
majority of PNs in terms of their employer from other groups of Nurses and 
Specialist Community Public Health Nurses working in primary care, such as 
District Nurses, Health Visitors and School Nurses. In addition, GP employers of 
PNs adhere to UK employment law; thus, a PN’s terms and conditions of employ-
ment may be different compared to their PCO-employed counterpart (Hill, 2006).

Drennan and Goodman (2007) have categorised the PN’s main areas of respon-
sibility as:

audit, particularly relating to the Quality and Outcome Frameworks;
child and adult immunisation, including catch-up programmes (e.g. Haemophilus 
infl uenza type B) and the infl uenza and pneumococcal programmes;
chronic disease management, including asthma, chronic obstructive disease 
management, diabetes mellitus, hypothyroidism, heart failure and hypertension;
clinical procedures, such as cerumen removal using either ear irrigation or 
(depending on the PN level of expertise) instrumentation;
family planning, including cervical cytology; 
health promotion, providing smoking cessation services and running weight 
reduction clinics;
minor surgery;
new patient registration; 
travel health; 
wound care, for example, four-layer compression bandaging.

Other writers such as Hampson (2002) have considered the role of the PN to fall 
under a number of areas such as that of management, clinical, communication, audit 
and research.

Management. This role includes day-to-day organisation of self and others, and 
ensuring that protocols are contemporary and refl ect best evidence-based practice.
Clinical. This role includes assessing patients’ health needs and chronic disease 
management.
Communication. This role includes counselling and health promotion, teaching 
patients and liaising with other members of the Primary Care Team.
Audit and research. This role includes evaluating effectiveness of clinics and 
self-audit (e.g. assessing a PN’s cervical cytology adequacy rate).

However, these lists are by no means exclusive. In Martin and Lucas’ (2004) 
Handbook of Practice Nursing, the roles undertaken by the PN as well as some of 
those included in Hampson (2002) are expanded. See Table 2.1.

Macdougald et al. (2001) have commented on the fragmented role that many 
PNs have as their employing organisation dictates the services required. In a 
focused rapid review of the role and impact of the general PN and health care 
assistant (HCA) within general practice by Stafford University, there was conclusive 
evidence that PNs operate at different levels depending on their experience and 
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the needs of the practice (Longbottom et al., 2006). In addition to many of the 
roles identifi ed by Hampson (2002) and Drennan and Goodman (2007), 
Longbottom et al. (2006) have added the administration and supervision of other 
staff such as HCAs.

What does the future hold for the PN role? It would seem that there is capacity 
for further growth. A review has suggested that up to 70% of the work under-
taken by a GP might be undertaken by a PN. Furthermore, approximately 90% 
of all patient journeys commence and end in primary care (DoH, 2002). These 
factors alone have signifi cant implications for the expansion of the PN role.

It can be argued that the role of the PN has changed since the new GMS 
contract was agreed by the UK Department of Health in April 2004 (Twomey 
and Pledger, 2008). The impact of the new GMS contract and how this has 
affected the day-to-day working life of the PN will be explored in detail in 
Chapter 15. Furthermore, the implementation of the new GMS contract has 
led to an increase in the number of PNs, making them the largest branch of 
primary care nurses (Macdougald et al., 2001). This role evolvement includes 
some PNs acquiring advanced skills in assessment, diagnosis and prescribing, 
whilst others have developed entrepreneurial skills and have become practice 
partners with their GP colleagues (Derrett and Burke, 2006). To understand 
this role change and evolvement, it is necessary to briefl y explore the new 
GMS contract and how these changes have occurred and consequently affected 
the PN.

Table 2.1 The Role of the Practice Nurse

Health promotion and education Breast screening

Disease management Epilepsy
Depression
Arthritis
Dermatology
Anticoagulation monitoring
User involvement in primary care

Health maintenance and clinical 
procedures

Clinical procedures
Taking swabs
Venepuncture
Recording an electrocardiogram

Management and professional issues Using information technology in primary care
Accountability
The law of negligence
Consent
Complaints
Record keeping
Employment issues
Health and safety

Martin and Lucas (2004).
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The GMS contract

Some of the key drivers for the new GMS contract were a national shortage of 
GPs and an ageing primary care workforce, one-third of the primary care nursing 
workforce being aged 50 years and over (Storey et al., 2007). According to the 
Royal College of Nursing (RCN) membership survey of 2002, whilst the nursing 
population is ageing, PNs have an increasingly older profi le with almost half aged 
45 years or more (RCN, 2004).

The new GMS contract came into effect on 1 April 2004 after a period of 
consultation between the NHS Confederation and the devolved administrations 
across the UK (White et al., 2004). The key features of the new GMS contract 
included that the contract would be more practice based, with greater control of 
the workload and funding arrangements (White et al., 2004). The new GMS contract 
has incorporated a new formula that is a radical departure from the traditional 
way in which GP practices have previously been funded (RCN, 2004). The focus 
has shifted away from the number of patients on a GP list to a framework that 
takes account of the health needs of patients, the practice workload and the qual-
ity of care provision. Practice has greater freedom to design services to meet the 
local population’s needs (White et al., 2004). However, not all have welcomed the 
new GMS contract, which has been seen as divisive by some.

The new contract imposes changes that will service to accelerate the frag-
mentation and privatisation of primary care and leave it open to commercial 
pressure in a manner unprecedented since the inception of the NHS in 1948. 
(Heath, 2004:320)

The contract provides not only fi nancial security, in the form of a minimum prac-
tice income guarantee (i.e. the provision of essential services), but also practices 
with the opportunity to generate additional income by delivering additional serv-
ices and enhanced services. The ‘needs-based’ formula has been developed to 
ensure that funding is no longer based simply on the number of GPs within a 
practice. Instead, allocation is founded on local patient needs and practice work-
load. Resources are made available whether or not a GP is in post, as long as the 
agreed range of services continues to be provided. Therefore, this opens a window 
of opportunity for PNs to provide these services, if, for example, some practices 
decide to opt out of providing certain services. However, this would not apply to 
services that fall into the essential category.

Practice nursing: a roller-coaster ride

The new and challenging environment of practice nursing can be both exciting 
and daunting for the new PN. This is regardless of the level of expertise that the 
nurse has had previously. Many PNs come from an acute background and with 
expertise in their area of practice. It can be argued that many skills are transferable 
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(e.g. clinical skills and chronic disease management). Initially, the diversity of the 
role of a PN can be overwhelming for a practitioner new to this area, for exam-
ple, critically understanding and applying to practice the UK childhood immunisa-
tion schedule. The previous ‘expert nurse’ now becomes a ‘novice’. Benner (2001) 
has explored the different levels of nursing expertise from novice to expert. Benner 
(2001:31–32) defi nes the expert nurse as a practitioner not reliant on rules or 
guidelines (e.g. analytical principles) to connect ‘her understanding of the situa-
tion to an appropriate action. The expert nurse, with an enormous background 
of experience, now has an intuitive grasp of each situation and zeros in on the 
accurate region of the problem without wasteful consideration of a large range of 
unfruitful, alternative diagnoses and solutions’. A clear example of this role tran-
sition relating to a perceived greater autonomy and accountability in practice is 
given by a newly employed PN.

While, in essence, the principle of accountability should be the same wherever 
you work within healthcare, it certainly feels different in primary care. I have 
always been aware of my own professional accountability and responsibility, 
but within the acute sector it feels like there are more people around to ask for 
advice and you are more likely to be working within a team. It is therefore easy 
to feel like the responsibility is shared. That isn’t to say that I have no one to 
approach for help in the surgery where I work, but it’s harder to interrupt people 
when they are with a patient. Not only that, but coming from a more specialised 
area (post-operative care) which I knew very well, the transition to primary care 
has, at times, been hard. This is particularly the case because I had been out of 
clinical nursing for two years beforehand and was ‘out of practice’.

Practice-nursing is an extremely varied role which means that you need to 
develop a sound knowledge-base in a wide number of different areas and it 
can therefore take some time to feel both competent and confi dent. It is a 
much more autonomous role which, although there are protocols for every-
thing, can feel daunting at fi rst. It is just you and your patient and, ultimately, 
you are responsible for all the decisions you make and are accountable for all 
your actions. I have never been more aware of this and the importance of 
knowing your own limitations than I am now. It can be diffi cult to admit if 
you are unsure about something, both to your colleagues and your patients, 
but the ability to do this is essential in such an autonomous role.

My transition to practice-nursing has been a rollercoaster of sorts. I believe 
that practice-nursing is the way forward and there is so much scope to develop 
your knowledge and skills and infl uence public health. There are so many 
opportunities. I started on a real high but experienced quite a dip when I real-
ised how much there is to learn and how important your own accountability 
is. I think it is normal to experience a certain lack of confi dence for a while 
and this can be a bit scary when you are used to knowing your area and you 
realise how accountable you are. The importance of documentation has, for 
example, been emphasised strongly to me. However, I’m now on the upward 
climb again. I am lucky to be working in a place where I am being offered 
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training left, right and centre. It has been a bit overwhelming at times but I feel 
invested in and this gives me confi dence. (Rebecca Cosgrave, PN in London).

Education and training: are today’s PNs equipped for their 
role in primary care?

This chapter has explored the multifaceted role of the PN in the primary care 
setting. A question for both employers and Higher Education Institutions (HEIs) 
is how this diverse role can be supported in terms of education and training to 
develop a nursing force that is fi t for purpose. At present, there is no nationally 
recognised qualifi cation to prepare PNs for their unique role. However, there 
are training programmes available from module to degree level throughout the 
UK, which have responded to local need for training, rather than developing 
nationally (Longbottom et al., 2006). This has implications for PNs entering 
the new environment of practice nursing, as some PNs will be more supported 
to develop their role and the transition to working within a primary care setting 
in comparison to others where educational initiatives are not so developed.

Although PNs along with other nurses, midwives and specialist community pub-
lic health nurses are clearly professionally accountable for their nursing practice 
as per guidance from their regulatory body, which is the Nursing and Midwifery 
Council (NMC, 2008), they are accountable and managerially responsible to 
their GP employers. Here lies the quandary: although regulation meets one of the 
tenets of being affi liated to a professional group, many nurses are professionally 
accountable to another professional group (i.e. the medical profession).

The NMC (2008) provides clear guidance for each nurse, midwife and spe-
cialist community public health nurse (hereafter referred to collectively as prac-
titioners) on the standards that are expected with regard to a range of areas such 
as respecting clients as individuals and ensuring training is up to date and evi-
dence based. The aforementioned list is by no means exhaustive (NMC, 2008). 
Furthermore, the NMC (2008) emphasises the responsibility of practitioners to 
ensure that education and training needs are both appropriate and specifi c to the 
task and/or clinical area being undertaken.

You must have the knowledge and skills for safe and effective practice when 
working without direct supervision. . . . You must keep your knowledge and 
skills up to date throughout your working life. You must take part in appro-
priate learning and practice activities that maintain and develop your compe-
tence and performance. (NMC, 2008:7)

However, in a recent commentary by Young (2008) ‘Incompetence and empty 
pockets: all in a day’s work’, it is indicated that a signifi cant number of PNs report 
that they are asked by their employers to carry out procedures which they feel 
incompetent to perform. Clearly, this practice is unacceptable for both the practi-
tioner who agrees to undertake such procedures and the employer, as it contravenes 
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The Code (Standards of Conduct, Performance and Ethics for Nurses and Midwives) 
(NMC, 2008) in which it is stated: ‘You must take part in appropriate learning and 
practice activities that maintain and develop your competence and performance’ 
(NMC, 2008:4). In addition, the safety of the client is in jeopardy. These PNs may 
have a criminal charge brought against them for negligence, as well as their employer 
who would be vicariously liable for this practice. Questions could be raised on the 
validity of the consent (written or verbal) that a client had given. A PN must be aware 
of the implications of The Mental Capacity Act 2005 (Cressey, 2008), which came 
into full effect from October 2007, as this has raised important factors related to 
obtaining consent. These are whether a client can understand the information given 
to them, retain the information from the health care provider long enough to make an 
informed decision, evaluate the information to make a decision and fi nally communi-
cate their decision (Cressey, 2008). Indeed, how could a client give valid consent if the 
PN undertaking the procedure was incompetent to perform such a task? This certainly 
questions whether the employers or the PNs in the Young (2008) commentary fully 
comprehend the signifi cant legal implications of their uninformed decision-making.

Longbottom et al. (2006) undertook a review of the role and impact of the gen-
eral PN and the HCA within general practice. The summary of their fi ndings with 
the involvement of employing organisations and HEIs in the training and develop-
ment of PNs and HCA is as follows:

Access to training and education for general PNs and HCAs varies across the 
country. 
HCAs have diffi culty in accessing National Vocational Qualifi cation (NVQ) 
courses that provide the appropriate mix of units for general practice. 
Some Primary Care Trusts (PCTs) have developed their own assessment centres 
or agreed with local training providers such as Further Education (FE) colleges’ 
common units for HCAs in general practice to undertake.
Commitment to the delivery of training by PCTs varies across the country. 
Evidence from the application forms shows that practices value support from 
PCTs that take an active role in the commissioning, design and delivery of edu-
cation and training for nurses and HCAs in general medical practice. 
Development of a PN ‘bank’ in one PCT allows for backfi ll, freeing PNs to 
attend training. 
There are no set educational requirements for nurses in general practice. Each 
HEI develops courses according to demonstrated needs, for example, introduc-
tion to practice nursing, in accordance with professional body guidance. 
There are certain courses that are recognised nationally for specifi c disease 
processes such as the Warwick course for diabetes.
Access to funding for courses varies across the country. 
Funding for training is included within the global sum for general practice. 
Central funding for non-professionally qualifi ed staff (NHS Learning Accounts) 
has now stopped. 
In-house training accounts for a large part of personal and professional devel-
opment that takes place (Longbottom et al., 2006:10). 
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PNs are professionally responsible to ensure that they are fi t for the purpose 
of their role, along with other practitioners. This is a mandatory requirement of 
the nursing and midwifery regulatory body (NMC, 2008). However, it would 
seem from the Longbottom et al. (2006) review that educational opportunities 
to develop the PN role are fragmented in some areas and certainly more robust 
in others. One of the principle fi ndings of this paper was the development of edu-
cation and training for PNs that had been driven by local service needs. A local 
initiative for PN development was undertaken by the author in 2001. In 2000, 
three local PCTs approached City University London to develop a stand-alone 
introductory module for newly employed PNs. This module is still available at 
degree level, with an award of 15 credits on successful completion of a 3,000-
word assignment.

The emphasis from the PCTs, prior to 2001, was that the module must be fl ex-
ible so that it could be delivered either on site of the commissioning PCT or on 
site in City University London. Another key requisite was that the module would 
be available throughout the year, rather than fi tting into a semester pattern. The 
principal aim was that newly employed PNs would be able to access this module – 
ideally as soon as employed, thus ensuring that they were exposed to relevant the-
ory in order to apply this theory to their new clinical environment.

The challenge for the author and indeed for the educational commissioners of 
the PCTs was designing a module for newly employed PNs, considering the diver-
sity of this role. There was agreement that the four-day module would be clinically 
focused on the following topics: immunisation programmes, dealing with unknown 
immunisation histories, managing and treating anaphylaxis, an introduction to 
travel health, ear care (including ear examination and ear irrigation), assessment 
guidelines and the implementation of theory to the new practice setting. In addi-
tion to the theoretical input, a 12-chapter pack was developed on a range of topics, 
some of which supported the taught element of this module, whilst others covered 
areas such as health policy relating to the role of practice nursing to employment 
law (Hill, 2006). The author’s vision was that a new PN development would be 
moulded by the specifi c service needs of the practice (e.g. chronic disease manage-
ment) and that the local HEI would meet the educational needs for this. However, 
it can be argued that national drivers (i.e. the new GMS contract) would constitute 
a driver for HEI to develop educational programmes, be it at a module or at degree 
programme level for their PNs. A key assumption here was that employers would 
support their employees to have a lengthy period of training, such as a degree pro-
gramme, when the main emphasis for the providers would be on service delivery 
and improving access to services. Therefore, a newly employed PN must be mind-
ful and adhere to their regulatory board’s guidance that: ‘As a Professional, you are 
personally accountable for actions and omissions in your practice and must always 
be able to justify your decisions’ (NMC, 2008:1). However, with the diversity of 
the PN role as identifi ed at the beginning of this chapter, it may be diffi cult for 
some PNs to be even aware of what education and training they require to develop 
into their new role. Nevertheless, the onus of professional responsibility to develop 
competence in practice ultimately lies with the PN.
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Young (2008) argues that nurses (i.e. PNs) are key to the success of general prac-
tice and should be both encouraged and enabled to receive the requisite training 
and education. A philosophy such as a supportive and enabling environment will 
assist and promote development of competence and retention of staff. The fi ndings 
of Longbottom et al. (2006) have revealed that there is variability in the provision 
of education for PNs across the country. Therefore, it could be argued that there 
seems to be a postcode lottery system in operation where PNs in one area would 
be more educationally supported than those in others. In response to the new GMS 
contract, a programme was developed in 2004 to support general practice. The 
launch of the Working in Partnership Programme (WiPP) was developed to sup-
port general practice with capacity-building resources and strategies. The WiPP 
designed, developed, tested and delivered a range of tools, working in collabora-
tion with NHS and lay organisations (www.wipp.nhs.uk; WIPP, 2008).

The WiPP programme which concluded in 2008 consisted of 13 initiatives. Key 
to the development of these initiatives was the input of the Working in Partnership 
Programme Advisory Group (WiPPAG). The constituents of the WiPPAG were 
diverse with representation from the Department of Health, the British Medical 
Association, NHS Direct, the RCN and The Patients Association (www.wipp.nhs.
uk, 2008). One of the 13 initiatives of the WiPPs was the General Practice Nursing 
Toolkit which set out to develop a range of core principles to support the PN. The 
Toolkit was developed around a number of key areas such as:

employment practice;
education and professional development;
competence;
integration with the wider community health care workforce;
career development;
quality improvement and evaluating practice.

The Toolkit explored each of the areas described above from a variety of perspec-
tives, such as those of a PN, an employer, a PCT, a patient or an educational pro-
vider. Each section included tools that could be downloaded to provide practical 
help towards improving practice. A key drive for this development was to improve 
standards across England and diminish anomalies in roles, skills and remuneration 
in general practice nursing. One of its central aims was to ensure that support for 
general practice became embedded into primary care and that the initiatives of the 
WiPP continue. Herein lies the question: will these initiatives such as the General 
Practice Nursing Toolkit continue, taking into consideration that the Toolkit was 
developed to support PN in England solely? Another issue for consideration is 
that general practices can opt out of such initiatives, as these are not mandatory.

Carpe Diem

The role of the PN is expanding in tandem with the expansion of primary care. 
Certainly, this is refl ected in the growing numbers of PNs and the reported job 
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satisfaction of many PNs (Young, 2008). There are increasing opportunities for PNs 
to professionally develop their practice through relevant education and training. 
However, as noted, there is a disparity on how some PNs can access educational 
opportunities. However, PNs have the opportunity to ‘seize the day’ in proactively 
providing services that are relevant to their practice populations. Practice-based 
commissioning (PBC) has been defi ned as commissioning that takes place locally 
for practice populations to ensure that services provided meet the needs of the pop-
ulation (Sawbridge, 2007). Of course, PBC is not solely the premise of the PN, as 
this process is intended to be multidisciplinary. Nevertheless, it raises the issue of 
how important the role of the PN could be in commissioning local services.

Conclusion

The number of PNs has risen meteorically since 1990 due to changes in govern-
mental health policy and the way primary care services are funded. Governmental 
health policies have driven changes in primary care, more recently with the new 
GMS contract. The role of PNs has expanded to meet the diverse and challeng-
ing health needs within primary care. It has been noted that the role of PNs will 
continue to evolve and change due to the expansion of the Quality and Outcome 
Framework. Threats exist for some PNs due to the lack and/or reduced educational 
opportunities in some areas, leading to some PNs not being ‘fi t for practice’. This 
has serious implications for both patient safety and the professional accountability 
of the PN. Therefore, education and training are essential for PNs to ‘seize the day’ 
and make a difference in today’s health economy.
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Introduction

The aim of this chapter is to explore the nature of nursing in a National Health 
Service (NHS) walk-in-centre (WiC) and its relation to fi rst contact primary 
urgent care nursing in the UK. The chapter will explore the main areas of respon-
sibilities of the WiC practitioner, as well as the role of management in a nurse-led 
service. WiCs over the past decade have offered a unique opportunity for experi-
enced nurses to develop clinical skills for the completion of a complete episode of 
patient care, including diagnosis and treatment. In the primary care setting, this 
opportunity was previously associated with general practitioners (GPs). A nurse-
led setting also provides an opportunity to develop leadership skills along with 
clinical skills in corporate management. The educational and training needs of 
nurses in this context will be discussed and, after an overview of the WiC nurse 
alongside the fi rst contact practitioner in the urgent care, the chapter will consider 
if these services are meeting goals set by an NHS patient-led service.

Walk-in-centre nursing: 
the unique nature of 

walk-in-centre practice
Jane Bickerton

Learning Outcomes

To identify and examine the role of the WiC nurse
To critically explore and evaluate how the role of the WiC nurse is being infl uenced 
by the changing primary urgent care environment
To examine educational and training needs for WiC nurses developing autonomous 
primary care practitioners’ skills in practice
To explore professional issues concerning corporate leadership and management in 
a nurse-led service
To consider patient-led NHS consumers and their evaluations of health care in the 
nurse-led WiC setting.
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Background

NHS WiCs were set up as nurse-led primary care health services at the beginning 
of the millennium to complement GP primary care services. Nearly a decade on 
there has been a rapid expansion of WiCs that have become part of a growing 
variety of primary care and fi rst contact services for health care that are an alter-
native form of care from the GP general practice. A single WiC provides more 
than 36,000 consultations each year (DoH, 2006a).

When WiCs fi rst opened in 2000, the aim was to provide primary care to health 
consumers whose lifestyles prevented them from easy access to a GP near their 
home. Nine WiCs opened in London and they included free-standing community-
based centres such as Soho WiC, hospital-based WiCs where there were no Accident 
and Emergency (A&E) Departments such as Barnet, London, and hospital-based 
WiCs co-joined with A&E such as Whitechapel, London. More recently, walk-in 
commuter clinics have opened, operated by private fi rms such as Liverpool Street, 
London, and nurse-led Primary Urgent Care Centres (PUCC) such as Homerton, 
Hackney, based in Emergency Departments. The next wave of WiCs can be 
expected to be based in the planned GP-led polyclinics in London (Darzi, 2007).

What is the clinical role of the nurse in the WiC setting?

The fi rst national evaluation of WiC (Salisbury et al., 2002) found WiC nurses had 
a diverse profi le of skills and abilities and that clinical skills needed for WiCs and 
fi rst contact care depended on local needs for the area. The nursing role extended 
from treating primary care minor injuries to minor ailments offering treatment, 
as well as health and education and, if necessary, referring on to other services. 
The Department of Health required nurses to complete episodes of fi rst con-
tact care that included ‘acute assessment, diagnosis, treatment, discharge and/or
referral’ (DoH, 2002:8). This meant in reality that in some WiCs, clinicians 
needed more clinical skills than the following (NHS, 2008):

blood pressure checks;
contraceptive advice;
coughs, colds and ‘fl u-like’ symptoms; 
dressing care; 
emergency contraception; 
hay fever, bites and stings; 
health promotion: diet and exercise; 
information on staying healthy/local services; 
minor cuts and wounds – care and dressings; 
muscle and joint injuries – strains and sprains; 
skin complaints – rashes, sunburn and head lice; 
smoking cessation support; 
stomach ache, indigestion, constipation, vomiting and diarrhoea; 
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suturing (stitching); 
women’s health problems, for example, thrush and menstrual advice.

Although minor ailments and injuries are listed as the normal case load for the 
WiC nurse, the nurses may also need competence in other health areas. Some 
WiCs expect nurses to see and treat children as part of their local patient direc-
tive and to be knowledgeable about children’s health and development as well as 
protection issues. At some sites minor injuries may be seen by an adjacent Minor 
Injuries Unit (MIUs), whereas at others nurses have the clinical knowledge and 
may be able to provide services such as reading X-rays and suturing. The nurse 
must always be ready to identify the patient with more severe or multiple health 
problems (Rosen and Mountford, 2002). At the very least, nurses need to be com-
petent to identify signs and symptoms of ‘red fl ags’ that require immediate refer-
ral to A&E such as meningitis, appendicitis, pelvic infl ammatory disease (PID), 
myocardial infarction (MI) and transient ischaemic attacks (TIAs).

These health presentations emphasise the importance of critical thinking skills 
for the fi rst contact nurse. But for nurses working in the WiC environment, this 
does not necessarily equate with advanced practitioner education as the manage-
ment ‘cannot afford to send nurses on a two and a half year nurse practitioner 
course. There would be no one left to run the service’ (Hatchett, 2003:32). It is 
arguable, however, that where nurses are completing episodes of care, they should 
meet or be working towards meeting most if not all of the advanced nurse prac-
titioner (ANP) competencies outlined by the Royal College of Nursing (RCN, 
2008). To accomplish this without the combination of a formal education and 
practice-based learning is challenging because the scope of practice for a practi-
tioner providing fi rst contact care is broad and demanding.

A study carried out in acute and primary care trusts in the north-east of London 
found that many of the health consumers attending a WiC believed their health 
complaint to be an emergency (Procter et al., 2008). The fi rst contact practitioner is 
required to calculate the health risk of a client’s reported emergency and identify ‘red 
fl ags’. In this way, they are able to differentiate between signs and symptoms that 
they are able to diagnose safely and those that they need to refer on to specialty serv-
ices and/or emergency care. Thus, in order to complete an episode of care, a practi-
tioner needs clinical skills outlined by the Nursing and Midwifery Council (NMC, 
2006; RCN, 2008) and that includes the ability to undertake the following tasks:

Take a comprehensive patient history and carry out physical examinations;
Use expert knowledge and clinical judgement to decide whether to refer patients 
for investigations and make diagnoses;
Decide on and carry out treatment, including the prescribing of medicines, or 
refer patients to an appropriate specialist; 
Use their extensive practice experience to plan and provide skilled and compe-
tent care to meet patients’ health and social care needs, involving other members 
of the health care team as appropriate;
Ensure the provision of continuity of care including follow-up visits; 
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Assess and evaluate, with patients, the effectiveness of the treatment and care 
provided and make changes as needed;
Work independently, although often as part of a health care team that they will 
lead; 
Make sure, as a leader of the team, that each patient’s treatment and care is 
based on best practice.

The unprecedented expansion of the non-medical autonomous practitioner in 
the UK over the past decade has meant that training and development of autono-
mous nursing practice has not necessarily kept pace with the competencies and 
required standards. In fact, a review of the literature examining the substitution of 
doctors by nurses found that, although appropriately trained nurses do provide a 
high standard of care, there is no agreement on the level of training nurses should 
receive. Experienc ed nurses, such as health visitors (HVs) and midwives, although 
trained to a high standard in their own area of expertise, do not necessarily have 
the competencies relevant to fi rst contact practice (Laurant et al., 2005), as the 
Association of Advancing Nursing Practice Educators (AANPE) highlight in their 
assessment of nurses studying advanced nursing skills:

. . . that, whilst they are experienced nurses, they also have signifi cant learn-
ing needs. As they progress through the course they broaden and deepen their 
knowledge and experience and so become aware of the depth and breadth 
of patient’s social holism, pathology, presenting symptoms and clinical care 
management needs. (AANPE, 2008:7)

However, where these experienced nurses have access to experienced ANPs and 
GPs for training and development, their knowledge enables them to acquire clinical 
skills more readily than less qualifi ed nurses as they usually already fulfi l some of 
the domains of practice for ANPs listed as follows (AANPE, 2008; RCN, 2008):

assessment and management of patient health/illness status;
the nurse/patient relationship;
the education function; 
professional role; 
managing and negotiating health care delivery systems; 
monitoring and ensuring the quality of advanced health care practice; 
respecting culture and diversity.

These domains of practice (RCN, 2008) are related to the Knowledge and Skills 
Framework (KSF). Managers are asked to include no more than four specifi c 
dimensions of practice with the six core components. The four specifi c dimen-
sions chosen will vary from service to service but will usually include Health and 
Wellbeing (HWB) six and seven at level four and one at level 3, General (G) two 
at level four and Information and Knowledge (IK) three at level four. Advanced 
practice nurses (PNs) are expected to work at level four for all the core dimensions 
except for service improvement which is required at level three. The domains of 
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practice for the advanced practitioner include all but HWB nine at level four, G1 
at level descriptor three and G2 at level descriptor four. The IK dimensions at IK1 
and 2 at level three and IK3 at level four are included.

As early as 2002, nurses in WiCs were asked to identify challenges in the WiC 
setting for their practice and they highlighted two in particular:

. . . fi rst, the requirement to combine clinical assessment – a core part of the 
nursing role – with diagnosis and formation of a treatment and management 
plan, and secondly, the diversity of the patient case-mix in walk-in centres. 
(Rosen and Mountford, 2002:243)

‘Nurses are trained to listen and be with patients as they empathetically and car-
ingly are making sense of a patient’s life’ (Schickler, 2004:184). However, because 
until recently, advanced nursing practice skills were GP skills, a core training 
programme has been needed for fi rst contact and WiC nurses across the NHS in 
order to learn these skills.

Communication interactions

Interactions between practitioners and health consumers in the fi rst contact and 
WiC environment are qualitatively different from those in the primary care GP 
practice setting. Practitioners do not have access to previous history on clients 
and clients are attending because in many cases they consider their problem an 
emergency and do not have ready access to their GP. Clients want the condition 
resolved, for example, through a prescription, reassurance and advice or a specialist 
referral (Procter et al., 2008).

Patients expect a different experience with a nurse from other health professionals. 
Research identifi ed nurses’ communication skills as tending to be mediated by patients’ 
contributions and explanations and found the consultation interaction began from 
the viewpoint of a patient’s responsibility and behaviour (Collins and Britten, 2006). 
Collins and Britten (2006) found that doctors tend to take a biomedical intervention 
approach providing an overarching point of view to consultation interactions and that 
allied health professionals (AHPs) have good listening skills. Research examining dif-
ferent nurse practitioners’ (NPs’) consultation styles in the WiC environment found 
that NPs adapt their consultation styles to help resolve tensions between a patient’s 
reasons for attending the WiC and their clinical assessment outcomes, and that these 
styles were infl uenced by fi ve patient presentation styles (Barratt, 2005), namely:

seeking treatment;
presenting clinical histories;
checking severity of illnesses; 
patients who initially seek treatment but change to a confi rmatory style; 
patients who anticipate their need for treatment.

A WiC consultation presents its own unique problems as the consultation is 
expected to take place between two people meeting for the fi rst time. The nurse 
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is without any documentation of the patient’s previous medical history and is 
dependent on the information shared by the patient in this patient-led relation-
ship. The RCN Nurse Practitioner Association (NPA) in 2006 found that 1 in 20 
NPs work in WiCs. Their research identifi ed NPs as typically highly qualifi ed with 
nearly three-quarters (72%) holding a degree and a further 10% currently studying 
for one and that in 35% of cases study is at master’s level (Ball, 2006). However, 
there is no offi cial number of qualifi ed NPs in the UK. Mike Walsh, a board mem-
ber for the AANPE at the AANPE 2008 conference, reported that a survey sent to 
its members identifi ed approximately 3,000 qualifi ed NPs in the UK.

In primary care and GP practices when the nurse provides fi rst contact consul-
tations, the patient’s records would normally be available. Nurses in the urgent 
care GP practice role may be qualifi ed NPs with perhaps a master’s level advanced 
practice qualifi cation (ANP qualifi cation). There are, however, far fewer master’s 
level nurses working in the WiC setting. As yet, the NP role in the UK is not for-
mally protected (AANPE, 2008) and so WiC nurses calling themselves NPs, with 
considerable nursing experience and often qualifi ed in other specialist fi elds such 
as District Nursing, Midwifery and Health Visiting, are expanding their primary 
care clinical practice through embedded practice-based learning and continuing 
practice development outside an academic advanced nurse practice programme.

Promoting health and well-being in a WiC setting

An important part of any health consultation is the promotion of health and practi-
tioners look for ways to encourage well-being while respecting culture and diversity. 
WiC patient populations are often at risk for problems associated with smoking 
(e.g., mouth cancer) obesity, diabetes mellitus, hypertension and heart disease 
(Salisbury et al., 2002). WiC nurses fi nd creative ways to include health messages 
in culturally appropriate patient-centred ways within the consultation as well as 
sharing health and well-being messages through the provisions of smoking cessa-
tion sessions, the supply of condoms and emergency contraception, blood pressure, 
diabetes mellitus and lipid checks.

WiC nurses have considerable experience in many nursing specialities such as 
Midwifery, District Nursing, A&E Nursing, Health Visiting and Mental Health 
(Gallacher and Garlick, 2008). This provides many opportunities for collaboration 
between nurses when diagnosing and treating some of the common health presen-
tations related to mental health, reproductive and sexual health, child health, child 
protection, domestic violence, etc. Clinical skills in these areas are essential as are 
clinical management skills, knowledge regarding health issues common to refugees 
and immigrants, as well as self-limiting minor illnesses and injuries and self-care.

Clinical decision-making support

When WiCs fi rst opened in 2000, they used NHS Direct clinical decision sup-
port software (Hanlon et al., 2005). This software was developed by Stanford 
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University in the USA and was algorithmic rather than protocol driven. The NHS 
had full control over the clinical content and it was regularly updated. It pro-
vided clinical support to WiC nurse clinicians, but had no diagnostic component. 
However, it was a useful aid to help novice nurses consider aspects of the sub-
jective history that might raise concern over medical history and a ‘red fl ag’ to 
discuss the case with a more advanced practitioner colleague. This software has 
since been removed in most English WiCs because, as more nurses developed fi rst 
contact competencies, the decision software was used less. Today more on-line 
websites are used by nurses such as NICE (NHS, 2008) and Patient UK (EMIS 
and PIP, 2008), but none of these sites provide the same step-by-step algorithmic 
learning process of the Clinical Assessment System (CAS) from AXA.

Non-medical prescribers

WiCs usually have their own trust protocols that are used for prescriptions sup-
plied under Patient Group Directions (PGDs) and/or guidelines that provide the 
steps needed to deliver care or treatment. These PGDs are prescriptive and so do 
not always give the practitioner the opportunity to be patient centred when they 
prescribe medicine. Trusts develop integrated care pathways (ICP) (NLH, 2008) 
that embed these guidelines, protocols and local evidence-based practice. Often 
clinical books and references used by GPs prove as useful as any for the NP work-
ing in the fi rst contact environment.

A recent change in UK legislation has meant that nurses, AHPs and health sci-
entists can qualify as non-medical prescribers. This means that non-medical prac-
titioners now have the possibility to provide prescriptions and pharmaceuticals, 
previously only available through GPs (DoH, 2006a,b). Qualifi ed nurses and 
pharmacists are able to prescribe as independent prescribers from all of the British 
National Formulary (BNF, 2008) and physiotherapists, chiropodists/podiatrists and 
radiographers as supplementary prescribers are able to prescribe medicines using 
management plans agreed in partnership with a physician. The ability to prescribe 
is far less prescriptive for non-medical prescribers than supplying medicines under 
PGDs and allows for more appropriate patient-centred concordant care (Haynes, 
2002). This is evident from the following comment:

As a qualifi ed NP I found the PGDs incredibly restrictive, and felt this 
encouraged employment of GPs just to be there to sign prescriptions. Nurse 
prescribing streamlined the whole process for me enabling more effi cient use 
of my time and knowledge and experience. (Siobhan Hicks, NP)

Autonomous practice and completing episodes of care with prescribing has led to 
concerns amongst NPs about possible negligence claims. NHS Trusts cover nurses 
through their indemnity insurance as long as nurses work within the job descrip-
tion requirements as the RCN states ‘it is generally the employer who is sued if 
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things go wrong and that an organisation usually provides full indemnity’ (RCN, 
2008:6).

Clinical supervision

Clinical supervision is an essential component of nursing practice when nurses are 
extending and developing new roles, especially as fi rst contact nurses are often 
working under considerable stress. Clinical supervision as described by Proctor 
(1986) is divided into three distinct areas related to practice that include:

The formative educative process of developing skills is provided through uni-
versity education and clinical days.
The normative development of competent practice occurs through the internali-
sation of clinical practice in work-based learning.
The restorative supportive help for professionals working constantly with stress 
and distress is usually provided through individual or group clinical supervision 
where issues are shared in confi dence.

The WiC training and development budgets have been generous. It is not only 
NHS WiCs, but also privately owned WiCs that have access to funding sources 
for clinical supervision and education. The formative and normative clinical 
supervision can be covered through formal university education integrated with 
practice-based learning. Restorative supervision is usually provided in house and 
is essential in the WiC learning environment.

Educating nurses in a WiC

There is no national model of training for WiC nurses, and this means that in 
practice each centre develops its own unique training package. Some WiCs 
develop their programmes in tandem with local universities such as Nottingham 
WiC with Trent Deanery (Nottingham NHS PCT, 2008) and Whitechapel WiC 
with City University London (City University London, 2004). City University 
London in partnership with the North East London Strategic Health Authority 
(Abbott et al., 2004) went as far as to map skills required for the WiC practi-
tioner against education offered in London. The domains of practice used to map 
the skills included the following individual areas:

leadership and management;
clinical background knowledge;
consultations; 
management of self-limiting conditions and non-life-threatening conditions; 
management of different patients’ groups/specialist areas; 
out-of-hour’s service provision.
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These domains of practice consider practical aspects of WiC nursing care and differ 
from the ANP competencies. Gallagher and Garlick (2006) developed a three-tier 
model for unscheduled care training in Lothian and emphasised that new compe-
tences and learning were required by all nurses at all three levels of unscheduled care 
skills. They found nursing competencies that were transferable to unscheduled care 
from the competencies of the PN and district nurse (DN) at level one, but that neces-
sary competencies were lacking. Gallagher and Garlick (2006:5) view their frame-
work as a way to offer nurses a ‘career pathway through levels one to three whilst 
developing a high level of knowledge and skills’. The three levels they outline are:

level 1 – a practitioner working under supervision;
level 2 – a practitioner working with clinical decision-making support;
level 3 – ANP.

There are courses available all over the UK that meet the requirements of a fi rst-
level practitioner working in a WiC setting. Most courses can be taken as individ-
ual modules or as part of a broader programme. The fi rst contact course at City 
University London offers training for the novice fi rst contact clinician and pro-
vides 30 level 3 credits (City University London, 2004) and is included as the fi rst 
successful step on a three-level skills escalator programme using Benner (2001) to 
differentiate nursing competencies from the novice, profi cient and ANP (NELSHA, 
2005; NMC, 2006). The following sections differentiate the three different levels.

The novice urgent care practitioner

The novice urgent care practitioner is taught through structured university education 
dovetailed with structured practice-based learning. The novice fi rst contact practitioner 
is expected to take from nine months to a year to complete successfully the fi rst con-
tact course that includes physical assessment, biological foundations as well as men-
tored practice. The WiC provides embedded training through individualised induction, 
mandatory training, a personal development plan and essential competencies.

As a WiC nurse describes:

I have been working at the walk-in-centre for just over a year now. Prior to this I 
was nursing predominantly in a variety of acute medical wards, having qualifi ed 
35 years ago. During the last year I have gone through the steepest learning curve 
I can remember and I am still climbing! The transition from secondary to primary 
care has been facilitated through completion of the fi rst contact course; work based 
shadowing and supervised practice, together with private study. More recently giv-
ing case presentations and receiving, regular teaching sessions from nurse practi-
tioners and medical colleagues have all contributed towards developing my ability 
to work autonomously. Although many of the conditions patients present with 
have similarities, there is a constant need to be alert, for the sometimes more subtle 
and possibly more serious diagnosis. This requires ongoing refl ection during prac-
tice and constant updating of my knowledge and skills. (Liz Annun, WiC nurse)
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The novice practitioner works with a mentor, attends case presentations and shadows 
ANPs and GPs as well as attends clinical away days. Clinical supervision and mentor-
ship are essential components of this learning process. The importance of communica-
tion skills, understanding of the nursing role as well as the ethical and legal implications 
when working in a nurse-led service, such as a MIU, cannot be underestimated when 
trying to develop and implement changes in clinical practice (Gledhill, 2003).

Profi cient urgent care practitioner

The second level of training in a WiC is usually based on nursing needs. The 
nurse develops practice through practice-based and embedded learning. The nurse 
identifi es along with their mentor as well as through clinical supervision areas of 
development. Nurses may choose to extend their knowledge and study advanced 
health assessment and extend their paediatrics knowledge. One-day master classes 
on respiratory, cardiac, abdominal and ear, nose and throat (ENT) systems offered 
by Practitioner Development UK Ltd. and Practitioner Associates Ltd. provide the 
appropriate level of skills. Nurses often begin to enquire about taking the inde-
pendent prescriber qualifi cation at this stage.

Nurses may attend an ANP programme. A typical programme takes two years 
part time and is intensive, so nurses working full time in practice often fi nd they 
take longer than the two-year period. There are many programmes run in the UK 
that are delivered by a number of Higher Education Institutions. The majority of 
nurse academics involved in the design of these programmes are members of the 
AANPE, with some programmes accredited by the RCN.

Primary care ANP

As an ANP, a nurse consolidates coursework in practice and takes continuing 
education courses to maintain and extend clinical skills. Whereas the ANP course 
focuses on providing the nurse with knowledge of the well person, in practice the 
nurse will begin to distinguish clearly between health, illness and disease.

Educational provision in a WiC setting can be provided through the skills esca-
lator approach, beginning with knowledge and clinical skills appropriate for a 
novice fi rst contact nurse developing their clinical skills and competencies to the 
level of expert practitioner through competency standards outlined in the KSF 
(DoH, 2004; RCN, 2008). 

Future education

Daly and Carnwell (2003:158) state that: ‘Nursing practice is becoming more 
diverse than ever before and the boundaries of inter and intra-professional prac-
tices are becoming increasingly blurred’.
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In the future, WiC training might be expected to start with pre-registration 
training on the fi rst contact access and urgent care pathway described in 
Modernising Nursing Careers: Setting the Direction Consultation (DoH, 2007a) 
with nurses developing their skills further with post-registration training. With the 
introduction of KSF (DoH, 2004), the NHS is now able to compare competencies 
across professions with the result that in the future a health consumer might real-
istically expect to experience greater professional skill mix in the fi rst contact care 
working environment (DoH, 2004). The AANPE has already compared other 
professional competencies against ANP competencies and there are some profes-
sional titles where it does fi nd substantial overlap. The competency framework 
of the ANP compares well with the community matron (CM), the physician’s 
assistant and the emergency care practitioner (ECP; AANPE, 2008). Experienced 
WiC nurses fi nd their knowledge and skills transfer to many other specialist areas 
including working as NPs in GP practices, CMs, A&E lead nurses, other WiCs 
both private and NHS run, Diabetes Specialist Nurses and PNs.

A nurse-led service

The RCN vision for the future of nursing (RCN, 2004) viewed nurses who lead 
teams as expert nurses working at the level of advanced practice, and who are 
able to understand the local health context, managerial change and uncertainty 
while enabling the clinical team to provide fl exible person-centred care. For nurses 
working in a WiC setting, this defi nition includes two further principles, namely:

Enabling practitioners to reach their potential;
A systematic approach to practice development (Bryar and Griffi ths, 2003).

The above two principles are essential to a nursing team which is developing new 
autonomous practice skills. The following leadership competencies were outlined 
by the government in liberating the talents of NHS workers (DoH, 2002):

Act on good ideas that meet the needs of local people and that are based on 
best available evidence.
Provide clinical and professional leadership to front line nurses, midwives and 
HVs.
Corporate leadership for nursing and not rely on the lead nurse alone. 
See a leadership role for everyone wherever they work.
Encourage nurses to be part of clinical leadership on the Professional Executive 
Committee.
Identify, nurture and encourage potential leaders and champions through lead-
ership programmes ensuring access to Black and minority ethnic groups. 
Think and plan the future of nursing in the primary care trust. 
Promote networks and forums that bring together staff across the wider health 
and social care community.
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More importantly, as Bellman (2003) argues in her book on nurse-led change and 
development in clinical practice, a nurse-led service is best placed to empower 
nurses. This is an essential part of the role, as in the past nursing leadership in the 
UK developed a system of oppressing its own because the nursing hierarchy could 
not cope with anything that was outside of command and control (Ashbridge, 2001 
cited in Bellman, 2003). The WiC then is an opportunity for nurses to develop and 
advance clinical skills in an empowering team-building environment with organisa-
tional support. Contextual factors have been identifi ed to improve both patient and 
practitioner outcomes (Wallin et al., 2006). These factors include:

supporting skills development and staff learning by developing a learning and 
professionally supportive environment;
establishing performance feedback at individual, group and organisation levels 
involving staff in decision-making at the unit level;
supporting professional authority and autonomy; 
increasing staff retention and evidence-based practice by indicating the follow-
ing areas for leadership initiatives.

WiCs are working towards this goal, but many of the nurses leading the serv-
ice are still not necessarily nurses working at an advanced practice nursing level, 
although a WiC may employ ANPs, ENPs, nurse consultants (NCs), PNs and NPs 
(Hatchett, 2003). Many of these new expanded roles, such as the NP, ANP and 
the NC role, are still not well understood in practice (Daly and Carnwell, 2003). 
Issues that are barriers for nurses in the WiC role are organisational factors, 
training and prescribing issues, lack of a professional register and cultural issues, 
including tensions, boundaries and responsibility (Main et al., 2007).

Nurses can take many years to work through the banding levels outlined in 
Band 7 that meet the different levels of clinical competencies required for the nov-
ice to expert practitioners’ competency standards in the KSF (DoH, 2004; RCN, 
2008). The clinical and management leadership roles are normally banded 8.

Where a NC role exists, it should be considered as individual to each service 
(Abbott, 2007). The NC plays a complementary role to the lead nurse focusing 
on promoting an understanding of advanced clinical practice as well as research 
and education more than a focus on operational management (Guest et al., 2004). 
Kotter (1990) makes a clear differentiation between management and leadership 
for management focusing on planning and budgeting, organising and staffi ng, 
controlling and problem solving, and predictability and order. Leadership includes 
establishing direction, aligning people, motivating and inspiring and producing 
change often in a dramatic degree.

Establishing a WiC

The NHS provides a Web page that explains opportunities for establishing new 
WiCs (NHS, 2007). The average WiC has at least three treatment rooms and a triage 
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area. A WiC expects to see approximately 2,500 patients a month and to employ 
on average 12 full time equivalent (FTE) nursing staff. The staff employed fulfi l 
the competencies found in Bands 3–8 (NHS, 2007). The staff includes receptionists 
and administrative staff usually employed at Band 3, or 4 for health care assistants 
(HCAs). A recent innovative approach to health care is extending HCAs’ practice to 
include work previously carried out by nurses. This is one of the innovative practice 
additions that are part of the new NHS that was proposed by the Wanless Report 
(2004). Nurses fulfi l many competencies previously considered a GP role and are 
banded through 8 in Agenda for Change. GPs’ salaries are outside the banding. The 
NHS Web page suggests that nursing competencies fall in Bands 6–7 for experienced 
practitioners and that senior nurses do not necessarily have advanced nurse practice 
qualifi cations (NHS, 2007). A recent study identifi ed large variations between NP 
salaries with the majority ranging between Bands 7 and 8 (Ball, 2006).

The lead nurse role involves operational and line management responsibility for 
the team of staff working in the WiC and they would normally be expected to hire the 
new team that will be working under them when a WiC is being developed. The 
centre may be managed by a project or manager and/or a lead nurse. At the time 
of setting up a new WiC, the issues a lead nurse will be considering are:

resources;
bands;
skills and knowledge;
professional background;
case mix and range of services provided.

Other WiC staff includes receptionists and other staff depending on local area 
needs. WiC staff may include patient advocates, HCAs, interpreters, a NC and 
AHP such as physiotherapists, ECPs and health scientists (e.g. pharmacists). Most 
WiCs have ICPs so that clinicians can refer to more experienced GPs if the clinical 
problems are outside the clinician’s competence. The budget of a WiC tends to be 
dictated by staff salaries rather than physical costs of the clinical area.

Urgent care environment

WiCs are included by the Healthcare Commission in their review of urgent and 
emergency care services (DoH, 2007b). The review has addressed criteria associ-
ated with ‘urgent care centres’. These criteria are:

They are WiCs, minor injury units and other similar facilities that provide 
unscheduled care (i.e. care which does not require a booked appointment).
Patients do not need to be registered with them.
They are open outside usual offi ce hours (but are not open only out of hours, 
as these centres, usually called primary care centres, are picked up as part of 
out-of-hours’ GP services).
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They have a reception and clear point of access for walk-in patients.
They have over 50 attendances per week.

As early as 2004, a national evaluation of WiCs emphasised the importance of 
developing a coherent vision for urgent care services (WiC, GPs, pharmacists and 
A&Es) and how they fi t together (Salisbury et al., 2007). Research carried out 
found there was little agreement amongst practitioners when streaming patients 
to A&E or a WiC in London (Bickerton et al., 2005). A follow-up study found 
similar results (Procter et al., 2008).

Patient satisfaction with WiC health care

Patients attend WiCs for a variety of reasons. A Cochrane review found no real 
differences between doctors and nurses in health outcomes for patients, process of 
care, resource utilisation or cost. In fi ve studies looking at urgent and fi rst contact 
care, outcomes were similar between GPs and nurses but satisfaction was higher 
with nurse-led care because nurses tended to give patients more information and 
take longer with client consultations (Laurant, 2008). Nurses provide appropriate 
triage in fi rst contact care in GP surgeries (Reveley, 1998). Research has shown 
that patients were very satisfi ed with NP care and were able to make appropri-
ate choices in a GP urgent care situation to see either a NP or GP (Myers et al., 
1997). More recently, a study by Seale et al. (2006) identifi ed holistic care and 
information given by nurses provided more patient satisfaction than the GP who 
quickly focused on gathering information, diagnosing and treating the presenting 
complaint.

Conclusion

The fi rst 40 WiCs opened in the UK in 2000 and the number has now more than 
doubled. WiCs see and treat about 5,000,000 patients a year. The fi rst contact 
WiC nurses are developing clinical skills that extend their role to include some 
of what was traditional practice for GPs and are receiving both university and 
practice-based learning to meet the competencies of advanced nurse practice. The 
role of the fi rst contact WiC nurse is being developed in other urgent care primary 
care services and the skills being developed are relevant for roles such as the PN, 
the CM, ECP, HV and the paediatric nurse.

Patients’ presenting with health complaints at WiCs require advanced prac-
tice skills. More primary care nurses are meeting the advanced practice criteria 
through MSc nursing programmes. Overall, NHS WiCs are a very positive addi-
tion to local health service provision and achieve valuable results (RCN, 2007) 
and patients express satisfaction with nurse-led services.
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Introduction

The aim of this chapter is to delineate the context of practice nursing (PN) and 
walk-in-centre (WiC) nursing within the domains of advanced practice. It was 
identifi ed in Chapter 2 that practice nurses (PNs) are working at an advanced 
practice level. This is also evident amongst WiC nurses as noted in Chapter 3. 
Therefore, what is considered advanced practice within PN and WiC nursing and 
its importance in the provision of health care are explicated in the narrative that 
follows in this chapter. This chapter begins by describing advanced nursing prac-
tice in general. It outlines the events associated with the evolution of advanced 
nursing practice and refl ects on its origins in order to ground the practice and 
WiC nurse’s perspective. It follows with the defi nition, role, educational prepara-
tion and Domains of Practice and Competencies (RCN, 2002, 2008; NMC, 2005) 
related to advanced nursing practice. This chapter concludes by considering the 
profession of advanced PN and its expanding role.

The context of 
practice nursing and 

walk-in-centre nursing: 
domains of practice and 

competencies – setting 
the scene
Carol L. Cox

Learning Outcomes

To describe advanced nursing practice
To consider skills associated with advanced nursing practice
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Background

In 2008, Griffi th delineated advanced nursing practice in Hinchliff’s and Rogers’ 
(2008) text on Competencies for Advanced Nursing Practice. Griffi th (2008:1) 
indicated that ‘clarifying the concept of ‘advanced nursing practice’ will facilitate 
further innovation. However, despite the decision (by the Nursing and Midwifery 
Council in 2005 to regulate advanced nursing practice) it will have profound reper-
cussions’. In publications such as Hinchliff and Rogers (2008), Marsden and Shaw 
(2007), Mayberry and Mayberry (2003) and McGee and Castledine (2003), it has 
been noted that advanced practice roles have enabled the delivery of the policy 
agenda with high-quality outcomes. It has been further noted that whilst advanced 
practice roles in nursing are diverse, they continue to respond to service need.

Social trends, advances in technology and an ageing population are placing 
increased demands on health care. It can be seen that changes are occurring rap-
idly in the National Health Service (NHS) throughout the UK in response to serv-
ice need and in line with Government policy initiatives. In relation to advanced 
practice roles in nursing, development has been partially due to the New Deal for 
Junior Doctors (National Health Service Management Executive, 1991) resulting 
in the reduction in junior hospital doctors’ clinical hours and restructuring of the 
NHS as delineated in Making a Difference (DoH, 1999) and the NHS Plan (DoH, 
2000) so that health care becomes seamless and more orientated towards care in 
the community.

Recently, with spiralling costs in the NHS and cutbacks and reductions in 
the workforce, the need for nurses to advance their clinical practice has become 
acute. Medical and allied health professionals are diminishing in numbers and in 
some instances no longer available to provide this care. The reduction of medical 
and allied health professionals has direct implications for extension of practice by 
nurses and assumption of advanced clinical practice roles.

Because the provision of health care is changing, it is important to consider 
how PNs and WiC nurses working in primary care can provide more complex/
sophisticated care to patients and promote health. This is particularly relevant in 
relation to the recommendations made by the British Medical Association (BMA, 
2002) in which the fi rst point of call for most patients should be an advanced PN 
rather than a doctor. It is also relevant in relation to the mandates put forward by 
the Chief Nurse for England in her consultation document of July 2004 (DoH, 
2004a) and the Nursing and Midwifery Council (NMC) decision following con-
clusion of its consultation on advanced practice (NMC, 2005) to open a second 
part of the register to record an advanced practice qualifi cation as an advanced 
nurse practitioner. This NMC initiative is presently sitting in Privy Council where 

To refl ect on the Domains of Practice and Competencies associated with advanced 
nursing practice
To acknowledge the holistic approach of practice and WiC nursing.
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consideration is being given to standardisation and regulation of advanced practice 
across nursing, midwifery, the allied health professions and optometry.

It is important to consider that the NMC initiative, which delineates the title of 
advanced nurse practitioner, is intended to regulate all advanced nursing practice 
roles. Therefore, although nurses may be working as advanced PNs in practice and 
WiC nursing, they will be required to hold a registration on the second part of the 
register, under the title of advanced nurse practitioner, unless the Privy Council 
recommends otherwise.

Origins of the advanced practice role in the UK

It may be argued that advanced PN and educational programmes associated 
with advanced practice arose not from specifi c planning efforts or consensus 
within the profession, but as a response to a demand in health care. The impe-
tus for introducing advanced PNs in the UK was economic. It has been viewed 
that nurses are key to achieving cost savings (SEHD, 2005). They evolved out of 
the economic necessity of service providers, who were experiencing a shortage 
of doctors in primary and secondary care. Generally, it is postulated in the UK 
that advanced practice in nursing became legitimised with the reduction in junior 
hospital doctors’ hours in acute care (Cox, 2001) and the paper published by the 
BMA (2002).

It can be seen, overall, that an emphasis on advanced nursing practice occurred 
in the context of a post-modern culture, with increased professionalisation of 
health care, a fundamental emphasis on interprofessional working, an increasing 
consumerist approach to health and a move away from the traditional biomedi-
cal model of health care towards a more holistic approach that has an increased 
emphasis on improving the health care experience for patients (Colyer, 2004). 
McGee and Castledine (2003) indicate that the early defi nition of advanced prac-
tice published by the United Kingdom Central Council for Nursing, Midwifery 
and Health Visiting (UKCC, 1994) arose from the recognition that modern health 
care was placing new demands on nurses that required them to extend their prac-
tice. The defi nition provided recognition and subsequent opportunities to develop 
new roles and assume responsibilities that were ‘undreamt of by earlier genera-
tions of the profession’ (McGee and Castledine, 2003:1).

It is recognised that although advanced practice has been primarily medically 
driven, nurses have been at the forefront of advanced practice, facilitating cost-
effective care and positive patient outcomes (Czuber-Dochan et al., 2006) for a 
number of years. This can be evidenced by the professional autonomous decisions 
in which they made a differential diagnosis of a patient’s previously undiagnosed 
problem(s) and developed with the patient an ongoing plan for health that has an 
emphasis on preventative measures.

Globally there has been a desperate attempt to promote health. With this 
demand has come the need for nurses to extend their practice. This demand has 
been followed by a response throughout the UK for educational institutions to pro-
vide the knowledge, and in some instances generate the knowledge that addresses 
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the need for appropriately trained advanced PNs/advanced nurse practitioners 
(Horrocks et al., 2002). It is evident from the systematic review undertaken by 
Horrocks et al. (2002) that nurses working in primary care provide equivalent care 
to that of doctors. Horrocks et al. (2002) examined randomised controlled trials 
and observational studies. Their research indicates that nurses working as advanced 
PNs provide care that leads to increased patient satisfaction as well as having simi-
lar health outcomes compared to the care provided by a doctor. On the whole it 
can be seen that once the advanced practice role is established, nurses drive the role 
forward and continue to expand their practice.

Over the past decade, many nurses in the UK have extended their practice and 
assumed advanced practice roles. In the present political and professional climate, 
it is appropriate to provide PNs and WiC nurses with the opportunity to acquire 
the formal academic education and clinical practice experience that empowers 
them to take a lead role in advanced nursing practice. However, in order to do this, 
advanced practice as a function and role must be clarifi ed.

Delineation of advanced practice

In the early 1990s, the UKCC (1994:20) defi ned advanced PN as:

adjusting the boundaries for the development of future practice, pioneering 
and developing new roles responsive to changing needs and with advancing 
clinical practice, research and education to enrich professional practice as a 
whole.

McGee and Castledine (2003) indicate that this was the fi rst attempt in the UK to 
clarify the nature of practice beyond initial registration.

According to Hickey et al. (2000), many defi nitions of advanced practice in 
nursing have been proposed. The key components in all of the defi nitions that 
have been published by organisations such as the International Council of Nurses 
(ICN, 2002), the Chief Nurse for England (DoH, 2004a), the NMC (2005) and 
the Royal College of Nursing (RCN, 2002, 2008) are the requirement for educa-
tion at master’s degree level or the ability to demonstrate master’s level knowl-
edge, patient/family focused practice and an expanded role. In the UK, advanced 
practice is associated with competencies articulated in the RCN (2008) and the 
NMC (2005) Domains of Practice.

In February 2006, the NMC expanded its defi nition of advanced nursing prac-
tice and published 12 core skills that can be expected from an advanced PN (refer 
to Box 4.1).

The NMC has published a defi nition of the ANP that patients and the public 
can understand. The defi nition as delineated by the NMC (2006:1) is:

Advanced nurse practitioners are highly experienced, knowledgeable and 
educated members of the care team who are able to diagnose and treat your 
health care needs or refer you to an appropriate specialist if needed.
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However, Mayberry and Mayberry (2003:38) provide a more specifi c defi nition 
of advanced PN which is:

Advanced nursing practice can be defi ned as a set of skills that involve the 
undertaking of: taking a clinical history, performing a physical examination, 
performing appropriate investigations including, for example, proctoscopy 
and endoscopy, prescribing treatments following agreed protocols based on 
research or consensus and providing advice and counselling on prognosis 
and management.

According to the RCN (2008:3), an advanced nurse practitioner is:

A registered nurse who has undertaken a specifi c course of study of at least 
fi rst degree (Honours) level and who practices according to the defi ning role 
shown in Box 4.2.

Box 4.1 Skills of the Advanced Nurse Practitioner 
(NMC, 2006)

Undertakes a comprehensive patient history
Undertakes physical examinations
Uses expert knowledge and clinical judgement to identify the potential diagnosis
Refers patients for investigations where appropriate
Makes a fi nal diagnosis
Decides on and carries out treatment, including the prescribing of medicines, or 
refers patients to an appropriate specialist
Uses extensive practice experience to plan and provide skilled and competent 
care to meet patients’ health and social care needs, involving other members of 
the health care team
Ensures the provision of continuity of care including follow-up visits
Assesses and evaluates, with patients, the effectiveness of the treatment and care 
provided and makes changes as needed
Works independently, although often as part of a health care team
Provides leadership
Makes sure that each patient’s treatment and care is based on best practice.
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Box 4.2 Defi nition of the Advanced Nurse Practitioner 
(RCN, 2008:3)

A registered nurse who has undertaken a specifi c course of study of at least fi rst 
degree (Honours) level and who:

makes professionally autonomous decisions, for which he or she is accountable;
receives patients with undifferentiated and undiagnosed problems and makes 
an assessment of their health care needs, based on highly developed nursing 
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Therefore, it is apparent that:

advanced practice nurses work alongside doctors, practice autonomously and 
are legally responsible for the care they provide. They make clinical decisions 
based on investigations and subsequently can treat patients independently. 
(Cox, 2004:Foreword vii–viii)

Role of the advanced practice nurse

According to Jacobs (1998), Rolfe (1998) and McGee and Castledine (2003), 
ad vanced nursing practice includes physical examinations, diagnosis and treatment 
of illnesses, ordering and interpreting tests independently of the doctor, establishing 
preventive health care through health promotion and education, prescribing medi-
cations, managing caseloads based on a population perspective that ideally includes 
individuals, families and/or communities and using business and management strat-
egies for the provision of quality care and effi cient use of resources. Their practice 
includes cooperative and/or collaborative practice arrangements with other health 
care disciplines as well as working in interdisciplinary health care teams. Advanced 
PNs are accountable as direct providers of services. Clinical decision-making is based 
on critical thinking, diagnostic reasoning and research.

They can have either an acute care (secondary) or a primary care focus which 
means they can work anywhere. They provide comprehensive health and illness 
management, consultancy and primary care in a variety of clinical settings (Cox, 
2000) and work with doctors and other health professionals in expanded collabo-
rative relationships that infl uence the care provided by other health professionals. 
It is seen more often now than ever before that the advanced PN works independ-
ently managing a caseload of patients without supervision or may work in a team 
that is consultant led (Brush and Capezuti, 1997). The model of care provided 
by the advanced PN has been identifi ed as making an important contribution to 
quality, cost-effective care (Cox and Hall, 2007).

To summarise, articulation of the remit of an advanced PN according to recent 
literature and the defi nitions published by the RCN (2008) and NMC (2005) indi-
cates that the advanced PN possesses advanced assessment, diagnostic, prescriptive 
and technological skills with a hospital-based acute health/illness perspective and 

knowledge and skills, including skills not usually exercised by nurses, such as 
physical examination;
screens patients for disease risk factors and early signs of illness;
makes differential diagnosis using decision-making and problem-solving skills;
develops with the patient an ongoing nursing care plan for health, with an 
emphasis on preventative measures;
orders necessary investigations, and provides treatment and care both individu-
ally, as part of a team, and through referral to other agencies.
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transitional points of health/illness management focus or a community-based pri-
mary care focus. The advanced PN provides comprehensive health/illness man-
agement, consultancy and primary care in a variety of clinical settings. Within the 
context of advanced practice in PN and WiC nursing, most nurses are directly 
accountable to other nurses, to a manager who is not a nurse or directly to a general 
practitioner (GP). What is evident within these advanced practice roles is that the 
advanced PN works with doctors and other health care professionals in expanded 
collaborative relationships and infl uences the care provided by all health care 
professionals.

Educational preparation

According to the Chief Nurse for England (DoH, 2004a), advanced PNs should 
be educated at Master’s degree level or above. According to the NMC (2005), 
they should possess master’s level knowledge and advanced assessment, diagnos-
tic, prescriptive and technological skills as well as research acumen. In their edu-
cation, which is interprofessional in nature, the central core knowledge, skills, 
competencies and values of advanced professional and clinical practice experience 
are acquired in:

addressing the determinants of health and working with others in the primary, 
secondary and tertiary care setting to integrate a range of activities that pro-
mote, protect and improve the health of the patient/client population served;
functioning in new health care settings and interdisciplinary teams that are 
designed to meet the primary, secondary and tertiary health care needs of the 
public, with an emphasis on high-quality, cost-effective integrated care;
managing and continuously using scientifi c, technological and patient informa-
tion that leads to the maintenance of professional competence throughout clini-
cal practice life;
gaining advanced assessment skills used in the provision of care in primary, 
secondary and tertiary health care settings;
diagnosing, screening, treatment and case management of care in primary, 
secondary and tertiary health care settings;
prescribing and supplying drugs, independently and/or according to patient 
group directions, in primary, secondary and tertiary health care settings; 
providing emotional support, counselling, referral and discharge in primary, 
secondary and tertiary health care settings (NMC, 2005).

Learning outcomes within advanced practice programmes are pre-set with clearly 
defi ned objectives for the core competencies that must be achieved as specifi ed by 
the RCN (2008) and the NMC (2005). The outcomes identify what a nurse will 
know and be able to do at the end of the programme of study. Additional aspects 
of learning can be individually negotiated through learning contracts. In the 
main, the programmes are competency based and focus on the knowledge, skills, 
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attributes and outcomes that are informed by practice (Masterson and Mitchell in 
McGee and Castledine, 2003). Competencies are informed by theories and hierar-
chies of skills and knowledge.

With the delineation of the RCN (2008) and NMC (2005) Domains of Practice 
and Competencies, universities throughout the UK have restructured their pro-
grammes to ensure that the essential components of advanced practice are addressed. 
A variety of advanced practice programmes are now available for nurses who want 
to become advanced PNs. The key component within all of the programmes is a 
clear emphasis on clinical practice that initially builds and then extends as the nurse 
gains confi dence and competence.

RCN (2002, 2008) and NMC (2005) Domains of Practice and 
Competencies

The RCN (2002, 2008) and NMC (2005) Domains of Practice and Competencies 
were adapted from the National Organization of Nurse Practitioner Faculties 
(NONPF, 1995, 2001). It is interesting to note that in the UK, in addition to the 
NONPF (1995, 2001) Domains of Practice and Competencies informing advanced 
nursing practice, a number of the competencies are evident in the Standards of 
Profi ciency for some of the advanced roles in the allied health professions such as 
orthodontists and biomedical scientists (HPC, 2006) (Box 4.3). The Domains of 
Practice as specifi ed by the NMC (2005) are:

the nurse–patient relationship;
respecting culture and diversity;
management of patient illness/health status;
education function;
professional role;
managing and negotiating health care delivery systems;
monitoring and ensuring quality of health care practice.

The Domains of Practice which have been linked to the NHS Knowledge and 
Skills Framework (DoH, 2004b) dimensions by the RCN (2002, 2008) are:

assessment and management of patient illness/health status;
the nurse/patient relationship;
the education function;
professional role;
managing and negotiating health care delivery systems;
monitoring and ensuring quality of advanced health care practice;
respecting culture and diversity.
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Box 4.3 Refl ections of an Advanced Practice Nurse (APN) 
caring for a 74-year-old Patient

Doreen Brown is a 74-year-old lady who has lived alone in a sixth-fl oor council fl at 
since her husband died three years ago. She has a daughter in Australia and a son 
who lives about 20 miles away. She has smoked for the past 40 years and as a result 
of this has chronic obstructive pulmonary disease (COPD).

The National Institute of Clinical Excellence (NICE) guidelines on the management 
of COPD (National Institute of Clinical Excellence, 2004) identify the need for confi r-
mation of COPD as a diagnosis so that appropriate care can be provided. To achieve 
this, the advanced practice nurse will need to be competent in the following.

Management of patient health/illness status (NMC, 2005, Domain 3; 
RCN, 2008, Domain 1)

Management of patient illness
Doreen’s history was taken by the advanced practice nurse, who identifi ed that she 
had risk factors for developing COPD as she was in the correct age group and had 
smoked for the past 40 years. Doreen’s smoking history identifi ed that she was cur-
rently smoking 10 cigarettes per day and had smoked a total of 50 pack years which 
means Doreen had smoked the equivalent of one pack a day for 50 years. Doreen also 
reported that she suffered from regular chest infections (three to four per year). A physi-
cal examination was then undertaken by the APN who, on inspection, identifi ed:

1 Breathlessness at rest with a respiratory rate of 24 breaths/min and grade 4 using 
the MRC dyspnoea scale:

use of accessory muscles of breathing;
chronic productive cough;
presence of central cyanosis which is supported by oxygen saturation of 84% 
on air; 
severe fi nger clubbing caused by prolonged hypoxemia;
body mass index of 19.

2 Palpation and percussion:
bi-lateral reduction in lung expansion;
increased resonance due to hyperinfl ated lungs.

3 Auscultation:
bi-lateral crackles;
bi-lateral wheeze.

Based on the history and symptoms, the APN decided to perform spirometry to confi rm 
the provisional diagnosis of COPD. The best of three results was recorded: FEV1 0.89 
(28% predicted), FVC 2.74 (67% predicted) and FEV1/FVC ratio 0.32. The APN nurse 
interpreted the results as showing obstructive lung disease as the FEV1 was reduced 
(�80% predicted) and the FEV1/FVC ratio was reduced (�0.7). Subsequently, the APN 
made a fi rm diagnosis of severe COPD based on clinical history and spirometry.

The APN then reviewed Doreen’s treatment plan, using evidence-based practice to 
inform her decision-making. Doreen was already using an inhaled long-acting broncho-
dilator, so her inhaler technique was checked and recorded. Following assessment the 
APN felt that Doreen was symptomatic and that, in line with the NICE COPD guidelines 
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(National Institute of Clinical Excellence, 2004), Doreen should have her treatment 
changed. Inhaled corticosteroids were to be added to Doreen’s treatment and therefore 
the APN, who is a non-medical prescriber, provided Doreen with a prescription for a 
combination inhaler which contained a long-acting bronchodilator and corticosteroid. 
Doreen was given a review appointment where an assessment of symptoms (e.g. breath-
lessness, wheeze and cough) and repeat spirometry would be made. As recommended 
by the NICE COPD guidelines, inhaled corticosteroids should be prescribed for a four-
week trial period and should only be continued if there is clinical improvement.

During the assessment, the pulse oximetry showed that Doreen was in respira-
tory failure, as her oxygen saturation level was less than 92%, and therefore the APN 
identifi ed that Doreen required an assessment for long term oxygen therapy (LTOT). 
The British Thoracic Society (2006) clinical guidance on home oxygen was used 
to guide the decision to prescribe LTOT. As Doreen’s arterial blood gases demon-
strated a PaO2 � 7.3 kPa, home oxygen was ordered by the APN for Doreen, and she 
was provided with an oxygen concentrator, which evidence has shown as the most 
acceptable way to deliver LTOT in home. It was also identifi ed that she may benefi t 
from ambulatory oxygen; however, Doreen did not want to be seen outside wearing 
oxygen and therefore a note of this was made in her records so that this could be 
revisited at a future consultation as and when it was thought to be appropriate.

Management of patient health/illness status (NMC, 2005, Domain 3; 
RCN, 2008, Domain 1)

Health promotion/health protection and disease prevention
The APN identifi ed the need for Doreen to be provided with smoking cessation 
advice, as this would prevent disease progression and thereby reduce disability. In 
addition, as there had been a decision to provide Doreen home oxygen, the risk of 
fi re associated with oxygen and smoking needed to be addressed. The APN explained 
to Doreen how stopping smoking would halt the progress of the disease which would 
prevent her becoming more breathless and outlined the risk of fi re if she smoked 
whilst using oxygen. Doreen’s feelings about smoking were then explored and 
whether she would consider quitting smoking. As Doreen showed interest in quitting 
smoking, she was provided with a booklet about smoking cessation and given a fol-
low-up appointment to discuss this further in the level II smoking cessation clinic that 
the APN runs. The fact that Doreen attended this appointment suggested that she was 
motivated and may be contemplating quitting smoking. During the consultation, it 
was decided that this was an appropriate time for her to quit smoking with the assis-
tance of nicotine replacement therapy (NRT), as this doubles the chance of success-
fully quitting. The APN is a non-medical prescriber and therefore supplied Doreen 
with a prescription for NTR patches for six weeks when she was reviewed.

The education function (NMC, 2005, Domain 4; RCN, 2008, Domain 3) 
and the nurse–patient relationship (NMC, 2005, Domain 1; RCN, 2008, 
Domain 2) 

The APN recognised that Doreen would require considerable education so that she 
could feel empowered to self-manage her illness and to know when she requires 
health care support and advice. Information on her disease process, medication and 
signs of exacerbation was provided, and at subsequent appointments this was built 
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upon, so that there was no overload of information. The APN also discussed the Expert 
Patient Programme (EPP) with Doreen, as she felt this would assist her with devel-
oping self-management skills. An information leafl et about the local programme was 
provided so that Doreen could decide if and when this may be appropriate for her.

As the nurse–patient relationship developed, the APN became more aware of the 
impact that Doreen’s breathlessness was having on her daily life and how she was 
becoming socially isolated. Doreen was beginning to describe signs associated with 
anxiety and depression as a consequence of the impact of her breathlessness on her life. 
The APN used the Hospital Anxiety and Depression Scale (HADS) (Zigmond and Snaith, 
1983) as an assessment tool so that future interventions, such as pulmonary rehabilitation, 
could be evaluated. As Doreen had described that she had a degree of functional disabil-
ity, and this was quantifi ed by a score of 4 on the MRC dyspnoea scale (Fletcher, 1960), 
Doreen was referred to the community pulmonary rehabilitation programme run by a 
respiratory physiotherapist. However, as there is usually an eight-week waiting list for the 
programme, the APN provided advice on exercise, nutrition and coping with breathless-
ness, which would be built upon during the rehabilitation programme. It was also evident 
that Doreen’s circle of friends had decreased and she felt they did not understand how 
the breathlessness and exacerbations prevented her planning social events in advance. 
The APN discussed the benefi t of peer support and provided her with details of the local 
Breathe Easy Club which is a patient support group for those with respiratory diseases.

Managing and negotiating health care delivery systems (NMC, 2005, 
Domain 6; RCN, 2008, Domain 5)

When Doreen’s social circumstances were assessed by the APN, it became 
apparent that her circumstances were having a negative impact on her quality 
of life. She was fi nding it very diffi cult to cook as she became very breathless 
when preparing food. As a result, she was showing signs of malnutrition which 
was supported by a body mass index of 19. Her daughter-in-law does her 
shopping on a weekly basis, but she can only visit Doreen at weekends, as she 
and her son, who live 20 miles away, both work and have two children. This is 
also the only time Doreen gets out of her fl at as she is living on the sixth fl oor 
and she is too frightened to travel in the lift on her own as it frequently breaks 
down. The APN referred Doreen to the social worker, who arranged for her 
to receive home help, meals-on-wheels during the week and made an urgent 
housing application for ground fl oor accommodation. The APN also arranged 
for an occupational therapy (OT) assessment so that equipment and adapta-
tions could be identifi ed to assist Doreen to remain as independent as possible 
by maximising her ability to undertake activities of daily living.

Practice and WiC nursing and future directions of advanced clinical 
practice nursing

The Department of Health has mandated the expansion of nursing roles and delin-
eated ways in which knowledgeable experienced advanced PNs can contribute 
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to the NHS by providing leadership in nursing and service delivery (DoH, 2000, 
2001, 2006). Health care provision is evolving (BMA, 2002; Horrocks et al., 
2002; DoH, 2004a, 2006; Griffi th, 2008). In the UK, advanced PN programmes 
maintain a commitment to educating nurses who will make substantial contribu-
tions to the evolution of health care. Although the BMA (2002) indicated in its 
publication The Future Health Care Workforce (A Future Model for the Health 
Care Workforce) that nurses at advanced practice level would provide expert 
practice, it is not enough to produce expert nurses. The nurses must be prepared, 
through appropriate educational programmes, to meet the changing needs of 
a reformed health care system. In addition, it must be remembered that nursing 
is more than and different to the sum of its parts and must articulate its unique 
nature and professional perspective within advanced practice. ‘It is more than an 
aggregation of tasks captured and/or recaptured from other professionals’ (Fralic, 
1985:292). Acquiring and executing tasks that have been traditionally within the 
purview of medicine does not make nursing more professional as a practice disci-
pline. It is the fact that nurses approach a patient care situation from a perspective 
very distinct and different to that of medicine. Medicine’s approach has always 
been to diagnose and eradicate a particular disease process. Nursing’s perspective, 
and particularly that of PN and WiC nursing, is holistic in its approach to caring. 
In advanced PN, PNs and WiC nurses approach the patient care situation from a 
perspective which addresses the total constellation of care needs of the patient.

Conclusion

In this chapter, advanced nursing practice in association with PN and WiC nurs-
ing and their importance in the provision of health care have been discussed. The 
events associated with the origins and evolution of advanced nursing practice have 
been considered. The defi nition, role, educational preparation and Domains of 
Practice and Competencies (RCN, 2002, 2008; NMC, 2005) related to advanced 
nursing practice have been presented. This chapter has concluded with a consid-
eration of the profession of advanced PN and its expanding role. The nature of 
nursing, as being more than and different to the sum of its parts, was recognised 
and the requirement to articulate its unique nature and professional perspective 
within advanced practice was stressed.

It was emphasised that advanced practice in PN and WiC nursing is more 
than an aggregation of tasks captured and/or recaptured from other professionals. 
Therefore, the acquisition and execution of tasks that have been traditionally 
within the purview of medicine does not make PN and WiC nursing more profes-
sional than practice disciplines. Within the practice context, it is seen that nurses 
working at an advanced practice level in primary care approach a patient care 
situation from a perspective distinct and different than that of medicine. They 
approach the patient care situation from a perspective that addresses the total 



The context of practice nursing and walk-in-centre nursing 51

constellation of care needs of the patient. The skills and knowledge associated 
with this approach are explicated in the Domains of Practice and Competencies 
of advanced practice published by the NMC (2005) and the RCN (2002, 2008).
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Part 2
Domains of Practice

In the chapters that follow, exemplars of professional issues which infl uence 
best practice in practice nursing and walk-in-centre nursing are presented. Each 
chapter is associated with a specifi c Domain of Practice and its associated com-
petencies. The Domains of Practice as delineated by the Royal College of Nursing 
(2008) are:

Domain 1: Assessment and management of patient health/illness status

Domain 2: The nurse/patient relationship

Domain 3: The education function

Domain 4: Professional role

Domain 5: Managing and negotiating health care delivery systems

Domain 6: Monitoring and ensuring the quality of advanced health care practice

Domain 7: Respecting culture and diversity

Practice and walk-in-centre nurses are encouraged to review the RCN (2008) 
publication on the competencies associated with advanced practice.
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Management of Patient 
Health/Illness Status

Domain 1
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5

Introduction

The aim of this chapter is to explore critical thinking with an emphasis on diag-
nostic reasoning and clinical decision-making; throughout the chapter, there will 
be case studies from practice to illustrate key points and reference to the ‘so what’ 
element that is often not considered when exploring this theory. This is very topical, 
particularly as nurses are increasingly working autonomously and are expected to 
undertake a range of complex activities and utilise their high-level decision-making 
skills for the benefi t of the patient and to supplement services provided by medical 
practitioners (Paniagua, 1997; DoH, 2002; NMC, 2006).

The Nursing Midwifery Council (NMC) review identifi ed the range of domains 
and competencies required by the advanced nurse practitioner (ANP). These 
highlight that critical thinking underpins all activities both at a patient and at an 
organisational level with Domain 3 (Management of Patient Health/Illness Status), 
stressing the fact that ANPs need to be competent in managing the patients’ health 
and illness status. Note that the NMC have identifi ed Domain 3 as Management 
of Patient Health/Illness Status and the Royal College of Nursing (RCN, 2005) 
has delineated this as Domain 1. It is evident from the current literature that this 
means nurses such as practice nurses (PNs) and walk-in-centre (WIC) nurses need 
to be competent in assessing and evaluating patients with a range of illnesses and 
within a range of specialties and of varying acute to chronic conditions. The nurse 
then is required from this assessment to be able to establish a reliable diagnosis and 
implement an appropriate intervention or plan of care that is responsive and timely 
to the clinical situation. In order for nurses to be able to achieve this domain, 
they require a sound knowledge and experience base that is informed by clinical 
standards and research evidence, an ability to exercise sound critical thinking and 
diagnostic reasoning skills in addition to the ability to develop the therapeutic rela-
tionship with the patient.

Critical thinking and 
diagnostic reasoning in 

clinical decision-making
Nita Muir
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Background

Frequently, the following question is asked: What is meant by the term critical 
thinking? The word critical comes from the Greek word Kritikos meaning ‘critic’. 
To be critical means to question or analyse and by being critical you examine 
your thinking. This is an active process. It involves specifi c cognitive skills and a 
reasoning process, and is context driven (Miller and Babcock, 1996). Clearly it is 
a broad term that encompasses both reasoning and decision-making.

Bandman and Bandman (1995) identify commonalities within critical thinkers. 
First, the thinkers need to be able to assimilate information or interferences from 
a range of data and ensure that this is plausible and reliable data. Second, they 
need to be able to examine the nursing assumptions made through corrobora-
tions, beliefs, conclusions and action. Third, they need to be able to justify their 
judgements and analyse their arguments to develop their actions and conclusions 
and fi nally, they need to evaluate their conclusions for bias and effectiveness. 
Therefore, the critical thinker will exercise clinical reasoning (or thinking and 
decision-making processes associated with clinical practice), autonomy, cognitive 
skills, personal attributes and deliberate activity to be able to function in a profes-
sional context. Higgs and Jones (2000) and Rubenfeld and Scheffer (1995) further 
suggest the following elements are integral and infl uential to the process:

the patient and their health beliefs, cultural, socioeconomic frames of references 
and their perceived needs in relation to their clinical problem;
context of the health care setting and wider care environment as this can impact 
on the decisions made;
personal and professional framework of the clinician and their own beliefs, 
values and cultural context;
scientifi c, technical and personal knowledge of the clinician and understanding 
of problem solving; 
the thinking skills of the clinician and their levels of expertise.

�

�

�

�

�

Learning Outcomes

To describe the essential nature and main characteristics of critical thinking.
To understand the types of knowledge and theory that are exercised within critical 
thinking.
To understand the different approaches to clinical decision-making theory and 
models of use.
To review how you make a diagnosis and to be able to describe how some of your 
decisions are made.
To become more aware of how your critical thinking skills can develop through 
refl ection.

�

�

�

�

�
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Advanced PNs may consider that the majority of activity within critical thinking 
is the exercising of diagnostic skills. Certainly, whilst this is an important aspect 
of their activity, this is only one aspect of critical thinking.

What is a decision?

Often decision-making appears such a common activity that rarely any thought 
is devoted to discovering what a decision is. The word decision relates to the 
activity – to decide (Matteson and Hawkins, 1990).

The actual decision made is the fi nal point of the decision-making process that 
has involved complex processes of problem solving (McGrew and Wilson, 1982). 
This often occurs in an environment of uncertainty which is an inescapable fact 
of decision-making within modern health care (Thompson and Dowding, 2001). 
Sahler and Carr (2003) identify that the six steps of clinical decision-making given 
in Table 5.1 are taught to physicians when developing their diagnostic skills. These 
capture some of the commonalities identifi ed within a critical thinker and can be 
likened to the nursing process as a structure for problem solving (Rubenfeld and 
Scheffer, 1995).

Whilst this structure may offer one problem-solving perspective to decision-
making, there are a range of other models that are espoused from numerous stud-
ies on human judgement and decision-making analysis.

Theories of decision-making

It is important that when attempting to describe decisions, the starting point should 
be in some form of conceptual framework or model (McGrew and Wilson, 1982). 
In fact, there are numerous models used to interpret and explain the process of clini-
cal reasoning and the diversity of explanation has often masked common themes 

Table 5.1 The Six Steps of Clinical Decision-making

1.  Defi ning the problem – clarifying the specifi c nature of the problem from both objective and 
subjective data and consider differential diagnosis. It is during this phase in diagnosis that cues 
are sought by the clinician from the patient

2.  Defi ning the outcome goal
3.  Considering/generating alternative solutions; here the process focuses on how to modify 

behaviours, alter biological functioning or facilitate change in the environment
4.  Selecting the best ‘fi t’ for the situation – this not only involves reviewing the problem with the 

patient, but also considers the order of priority with which various problems or presenting cues 
should be addressed

5.  Implementing the solution
6.  Evaluating the outcome – against the outcome criteria which should be observable and 

quantifi able
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between them. There is a topical debate about how best to achieve a ‘middle ground’ 
between the various theories that are espoused (Harbison, 2001; Thompson, 2001).

In order to understand this necessary debate, the two key opposing concep-
tual frameworks that underpin the decision-making process need to be reviewed. 
These are described by Hamm (1988) as:

1. analysis;
2. intuition.

Analysis is a step-by-step, conscious, logically defensible decision-making process, 
with characteristics including use of roles and organisation, whereas intuition is 
the immediate recognition of the key elements of the situation which is character-
ised by the use of an unconscious process.

The analytical stance on decision-making

When using an analytical approach to decision-making, the decision-maker (the 
nurse) relates the presented situation to a set of guiding principles or follows some 
rules. There have been various proponents of this stance and the suggested rules/
guidance are often expressed in information-processing terms (Fonteyn and Ritter, 
2000).

Information Processing Model

A key assumption within this model is that the decision-makers store relevant 
information within their memory and that effective decision-making or problem 
solving occurs when the problem solver (the nurse) retrieves information from both 
short- and long-term memory. Fonteyn and Ritter (2000) discuss how information 
gained from education and experience is stored throughout life in long-term memory 
and whilst this can take longer to access than short-term memory, there is more 
storage capacity. They also suggest that clinical experts use information stored in 
their short-term memory to stimulate retrieval of long-term memory information.

These fundamentals are incorporated in a model suggested by Carnevali and 
Thomas (1993). The model describes a seven-stage process of ‘diagnostic reason-
ing’ or clinical decision-making (Figure 5.1).

Within this model, the clinician starts at the bottom and moves upwards to the 
diagnosis and discards irrelevant information along the way and increases the 
focus. In other words, the nurse meets the patient and gathers cues or informa-
tion; this could be signs and symptoms, patient’s history, etc. Either during or 
following the interaction, the nurse begins to identify the key cues or important 
aspects of the data from both the patient and the nurse’s long/short-term memory. 
The nurse may then begin to make inferences from this information, as the nurse 
begins to cluster the cues together and begins to identify patterns. The word 
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hypothesis is used in this model; this is not defi ned in the true scientifi c sense but 
rather as potential explanations for the situation that uses the information gath-
ered. A hypothesis is thus generated and this then guides the nurse into either 
gaining more information/cues or interpreting the cues gathered to either con-
fi rm or refute the hypothesis that is made. The hypothesis evaluation is suggested 
to be a key component in the decision-making processes in nursing practition-
ers (Offredy, 2002). Following these processes, a diagnosis can be made and the 
process of this for nurse practitioners (NPs) is indicated in Figure 5.2 as applied 
to a situation where the nurse is assessing a young woman who is referred to the 
nurse’s clinic with lower abdominal pain and profuse, white, offensive vaginal dis-
charge. This approach to decision-making is prevalent within medical literature 
and is the focus of much discussion with the formulation of differential diagnoses 
using probability theory to further understand the processes.

Eddy (1988) discusses that to select the most probable diagnosis, a practi-
tioner such as a PN or a WiC nurse needs to calculate and compare the probabili-
ties of various diseases that could have caused the patient’s signs and symptoms. 
To select the most likely diagnosis, one must estimate this probability for all the 

Diagnosis

Testing
diagnostic

hypothesis for
goodness of fit

Hypothesis and data directed
search of the data field

Activating possible diagnostic
explanations (hypotheses)

Coalescing of cues into clusters or `chunks

Entry to the data search field and shaping
the direction of data gathering

Exposure to pre encounter data

Figure 5.1 Information Processing Model adapted from Carnevali and Thomas (1993)
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possible diseases, taking into account all the signs and symptoms that are present. 
The practitioner can face obstacles when making a diagnosis such as the amount 
of information to be considered, the need to interpret signs and symptoms and 
the weighing up of probabilities of the likelihood that the diagnosis is correct. 
Interestingly, Offredy (2002) compared NP’s and general practitioner’s (GP’s) diag-
nostic hypothesis generation with the same scenario. The results showed that there 
were more similarities than differences in the abilities of the two groups to identify 
relevant information. The key differences were that the NPs selected more cues to 
enable them to reach a diagnosis in comparison with the GPs and the differences in 
the knowledge base of the NP with the GP. The GP’s method of decision-making 
was determined by the amount of prior knowledge held and their ability to ‘chunk’ 
larger pieces of information together.

In these approaches, reasoning is considered to be conscious, speculative and 
evaluative where the practitioner is solving problems. However, nurses generally 
manage this process with varying degrees of attention; often if the process occurs 
frequently, then less attention is paid to the process but if there are new problems 

Treatment

Diagnosis

Possible infectious diseaseof GU
origin – tentative hypothesis

directs further questioning and
further tests are taken to evaluate

Cue acquisition: Abdomen and Cervical
palpation aretender, PMH, history of pain,

menstrual cycle, recent sexual history,
use of condom, type of discharge

The nurse identifies initial key cues
when with a young women who is referred
to her clinic with lower abdominal pain and
profuse white offensive vaginal discharge

Figure 5.2 Application of model to patient situation
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or different circumstances with larger risks, then the nurses may undertake more 
detailed conscious and consultative reasoning.

There is also some evidence that this hypothetico-deductive method is not always 
the best way to understand the process of clinical decision-making in cases which 
are straightforward. For example, during routine encounters involving non-com-
plex cases, experienced practitioners appear not to use a hypothesis generation; 
rather they rely on knowledge of the situation and of other similar cases they may 
have seen. White and Stancombe (2003) suggest that rather than generating unnec-
essary sets of competing hypotheses, clinicians rely on pattern recognition. Pattern 
recognition is the process of making a judgement on the basis of a few critical 
pieces of information. The primary feature of pattern recognition suggests that each 
new case is compared to previous cases that are stored in an individual’s memory 
and categorised according to similarity. Offredy (1998) argues that it can be viewed 
from two levels: analytically where the whole situation is grasped (in this case) and 
intuitively where pattern matching is linked with intuition and other terms such as 
gestalt and ‘gut feeling’. Experience has a great infl uence on pattern recognition as 
once the nurse becomes more experienced, the patterns expand and modify; then 
the nurse moves to a more refi ned recognition pattern where key cues are automatically 
clustered together. Here, positive pattern recognition increases the decision-maker’s confi -
dence and as the knowledge base increases, so does a sense of competence (O’Neill 
et al., 2005).

Critiques of these approaches suggest that this leads to a heavy reliance on the 
cognitive capacity of the clinician in two ways: fi rst by what is available in memory 
and second by commitment to the fi rst hypothesis. White and Stancombe (2003) 
further suggest that this is confounded by the fact that the clinician has a tendency 
to confi rm a hypothesis rather than searching for alternative cues. Therefore, dis-
eases or diagnoses that are most memorable are most easily recalled.

Activity

Identify when you have used analysis in your decision-making.

The intuitive stance
This is the opposing end of hypothetico-deductive model with Polanyi (1983) refer-
ring to the ‘art’ of diagnosing which uses skilful testing and expert observation but 
cannot be explicitly accounted for. Schön (1988) accepts that some problems can by 
solved using the scientifi c application of deduction and defi nes this as the ‘high hard 
ground’; however, the most important decisions arise in the ‘swampy low lands’ 
(Schön, 1988:67). Practitioners in this ‘swamp’ do not rely on external knowledge, 
rather they draw upon something within themselves such as intuition. The roots for 
understanding intuition in nursing were initially identifi ed by Carper (1978), and 
intuition is regarded as an alternative explanation for how nurses make decisions.
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Intuition is defi ned as:

Understanding without rationale. (Benner and Tanner, 1987)

This is often described in abstract ways such as gut feeling, insight, instinct and 
hunches. Pyles and Stern (1983) were one of the fi rst researchers to consider that 
critical care nurses, when identifying cardiogenic shock, used ‘gut feelings’ in their 
critical thinking in addition to the objective presenting patient cues.

Benner’s (1984) well-known work argues that intuition is an essential part of 
clinical judgement and is linked clearly with the nurse’s expertise. These researchers 
found that the judgements of expert nurses were different to those of nurses with 
less expertise. Novice nurses rely on analytical principles to understand the current 
situation and to guide their actions, whereas the expert nurse no longer relies on an 
analytical principle to connect with the situation and uses intuition instead.

An alternative approach to understanding intuition is offered by Cioffi  (1997) 
and Buckingham and Adams (2000a,b). They offer the term ‘heuristics’ as explain-
ing intuition. Heuristics are often referred to as ‘rules of thumb’ and are strategies 
the problem solver uses to deal with large amounts of information, where shortcuts 
are created so that only certain cues are identifi ed amongst huge amounts of infor-
mation. Cioffi  (2001) suggests from her research that these shortcuts are based on 
past experiences, for example, nurses may recall the usual pattern or presentation of 
patient with a particular condition and compare this to the presenting patient’s pro-
gression. Buckingham and Adams (2000a,b) further argue that intuition is rather 
a function of experience and pattern recognition and may occur at an unconscious 
level whereas more analytical reasoning may occur at a conscious level.

Activity

Identify when you have used intuition in your decision-making.

The middle ground

How nurses make decisions has incited much debate, and many authors suggest that 
nurses tend to use a combination of the above strategies when making a decision. As 
neither single framework offers an exclusive explanation for how decisions are made 
in nursing practice (Harbison, 2001; Thompson, 2001; Kennedy, 2002), Hamm’s 
cognitive continuum (adapted from Hamm, 1988) is offered as an alternative expla-
nation to consider decision-making in nursing; this acknowledges the differences 
between analysis and intuition. The key features of this continuum are that the mode 
of cognition utilised by the clinician is determined by the structure of the task they 
are undertaking, the time and the amount of information cues that are available. 
Cognition is viewed along a continuum with analytical thinking opposed to intui-
tion. Hamm (adapted from Hamm, 1988) divided this continuum into six modes of 
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cognitive practice. For example, when the task is well structured with high degrees 
of control and more time, it induces an analytical approach – for example, when 
a nurse is deciding on the signifi cance of an X-ray and if it takes time to compare 
it with a normal X-ray, then she may use a more analytical approach (this would 
certainly increase the certainty of her decision). The opposite end of the continuum 
occurs when the task is unstructured with very little control and with little time to 
analyse; then the intuitive mode of cognition is utilised and leads the decision-maker 
to an intuitive judgement (action) (Figure 5.3).

Nurses often work under time constraints with decisions being made from every 
30 s to every 10 min and the tasks they undertake are often unstructured with 
numerous cues. Therefore, the modes of cognitive practice utilised do not merit 
judgements made within modes 1–3 but neither, argues Thompson (2001), do they 
merit utilising intuitive guesswork. For example, a nurse prescribing a wound care 
product for the patient they are currently treating may utilise cognitive practice 
modes 4–6. A system-aided judgement may occur if the nurse refers to a decision 
framework (where all statistical probabilities/outcomes have been considered) or a 
clinical pathway when making their decision. A peer-aided judgement may occur 
if the nurse arrives at a treatment plan through discussion with peers and review 
of literature pertaining to the treatment. An intuitive judgement may occur if the 
nurse relies on intuition to guide their judgement. Hamm (1988) suggests most 
clinicians make decisions within modes 5 and 6 due to the context of their work.

1
Scientific
experiment

2
Controlled
trial

3
Quasi
experiment

4
System
aided
judgment

5
Peer aided
judgment

6
Intuitive
judgment

Well
structured High

Poorly
structured

Low

Intuition Analysis
Cognitive mode

Possibility of
manipulation;

visibility of
process; time

required

Task
structure

Figure 5.3 Hamm’s cognitive continuum (adapted from Hamm, 1988). Reprinted with permission 
from Cambridge University Press
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Cader et al. (2005) argue that understanding the Cognitive Continuum Theory 
helps nurses in two ways. First, it helps them predict which modes of cognition 
are relevant to the appropriate nursing decision depending on the context of the 
decision; this thus increases the accuracy of the nurses’ decision-making. Second, 
this theory can help nurses explain the rationale underpinning their professional 
decisions. Certainly with Hamm’s support for equity, the analytical cognition is 
not always superior to intuitive stances.

Knowledge within decision-making

We still do not know whether valid and reliable information leads to optimal decision-
making and recent studies have demonstrated how clinicians rarely access and 
use overt research evidence (Thompson, 2001; Gabbay and le May, 2004). 
Thompson et al. (2001a,b) found in their research that very few sources of infor-
mation accessed were research based and the strongest piece of anything remotely 
evidenced based that infl uenced the nurses’ decision-making was human sources 
such as the clinical specialist and link nurses associated with the specialism under 
investigation.

Knowledge is often operationalised through decision-making and it is prudent 
to consider what constitutes knowledge and certainly the effects of knowledge 
and experience have been identifi ed as signifi cant infl uences in decision-making 
(Muir, 2000; Fleming and Fenton, 2002). Of course, the more experience a nurse 
has, the more patients they will assess and the patterns of illness and common 
conditions are stored within their memory; eventually the experienced nurse or 
‘expert’ has a store of memorable cases which can be accessed quickly based 
on cue presentation from the patient. However, experience does not always 
deliver expertise and the knowledge of experts is constructed from a range 
of sources.

Luker and Kenrick (1992) acknowledge that nursing knowledge is operational-
ised through clinical decision-making but whilst nurses demonstrate high levels of 
skill, often their work is unsubstantiated by any rationale. Their research identi-
fi ed that community nurses’ clinical decisions were informed by:

a. knowledge based on research and tested theories;
b. knowledge based on practice and arising out of nursing experience:
   i. clinical experience,
 ii. situational variables; 
c. knowledge that is common sense and current.

The majority of nurses in their study identifi ed that clinical experience (82%, 
n � 39) and situational variables (76%, n � 36) were the major infl uences on their 
decisions. Whilst this research is over 10 years old, the fi ndings are still prevalent 
in more recent research (see Watson, 1994; Lauri et al., 2001; Kennedy, 2002).
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Therefore, to consider what knowledge is utilised in decision-making, it is 
worth considering the types of knowledge already identifi ed that underpin current 
thinking in the Western world. Higgs and Titchen (2001) suggest the framework 
shown in Figure 5.4.

Propositional knowledge is the scientifi c knowledge, the public objective knowl-
edge of the fi eld. Thompson (2002a,b, 2003) terms this the ‘know what’ knowl-
edge and Carper (1978) terms this empirical knowledge and that it is the ‘science’ 
of the profession. This knowledge can be tested and is open for scrutiny. It is 
highly valued in current clinical practice through schools of evidence-based prac-
tice and quantitative research. However, controlled experiments are rarely the sole 
basis on which clinical decisions are made and when this knowledge is applied to 
the patient, other knowledge often overrules this scientifi c logic (as demonstrated 
by Luker and Kendrick, 1992).

This scientifi c knowledge differs from professional craft knowledge. This 
knowledge can be the practical element that guides everyday activities. Thompson 
(2002a,b) terms this professional expertise (know-how knowledge) and Carper 
(1978) terms this aesthetic knowledge which is a tacit knowledge and incorpo-
rates the intuitive side of nursing.

Diagnosis and decision-making are affected by the clinician’s personal knowl-
edge and experience and are not just a matter of using propositional and non-
propositional knowledge. Personal knowledge has particular reference to the 
nurses’ individual self and is a consequence of the individual’s personal experi-
ences, refl ections and internal frame of reference and held beliefs. This personal 
frame of reference also encapsulates the individual personal ethical framework 

Propositional
knowledge

Professional craft
knowledge

Personal
knowledge

Figure 5.4 Knowledge utilised in clinical decision-making. This article was published in Higgs and 
Titchen (2001, p. 15). Reprinted with permission from Elsevier
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and moral reasoning and would involve an understanding and experience of the 
following widely accepted principles (Edwards, 1996):

1. autonomy which means the ability to make choices, and is concerned with 
control and self-governance;

2. benefi cence which means  doing good through positive acts, and is aligned to 
the caring perspective in nursing;

3. non-malefi cence which means doing no harm, and this principle is implicit 
within informed consent;

4. justice which means  being fair.

Personal knowledge is integral to the nurse when dealing with the patient holisti-
cally and should complement the other two forms of knowledge.

These three forms of knowledge as identifi ed by Luker and Kendrick (1992) 
constitute the individual’s knowledge base and it is this that is exercised through 
a range of approaches when undertaking clinical decision-making. Higgs and Jones 
(2000) suggest that it is important that this knowledge base be continually critiqued 
and updated through self-evaluation. The most effective mechanism to do this is 
through refl ection both in and on practice. This ensures that the knowledge that 
is developed and that which informs professional practice is scrutinised and then 
able to be articulated.

Activity

Pause for a moment and consider when you have used scientifi c, aesthetic and personal 
knowledge in your critical analysis of a situation and decision-making.

Errors within clinical decision-making

Consider the following example: an experienced nurse working in a WiC assesses 
a patient who is presenting with a red eye that is streaming and the patient articu-
lates that they want to rub this all the time. Other useful contextual cues are that 
it is a warm sunny spring day with a high pollen count and the patient says that 
he has been sneezing a lot recently; there are also a lot of other patients waiting 
to be seen and the air conditioning is not working, thus resulting in a very warm 
environment. You assess the patient and prioritise the cues that are presented. You 
know from propositional knowledge that allergic conjunctivitis is the most com-
mon problem within all eye problems presented within a GP practice and out of 
these cases you know that seasonal allergic conjunctivitis accounts for half of aller-
gic conjunctivitis cases. From your professional knowledge, you know that this is 
easy to treat and that it is likely the patient will respond well to information given. 
You have also treated this problem before and know the procedure very well. 
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You perform the basic assessment and your information seeking and questioning 
refl ects your differential diagnosis.

You make a fi nal diagnosis of seasonal allergic conjunctivitis and implement the 
recommended plan of care. However, the patient returns to the GP the next day 
and contact dermatoconjunctivitis is diagnosed which has a risk of ulceration of 
the cornea and potential visible impairments.

So what went wrong? Clearly the situation at the time infl uenced the fi nal deci-
sion particularly during the rapid nature of the assessment undertaken and the 
assumptions made throughout the patient/nurse interaction.

Thompson (2002a,b) suggests that the sources of error given in Table 5.2 are 
commonly seen in decision-making.

Table 5.2 Sources of Error in Decision-making

1.  Professional and theoretical biases and personal experiences that infl uence what information is 
received and how this was interpreted (knowledge-based performance)

2.  Diagnosis by formula – trying to fi t patients into pre-conceived categories based on previous 
experience of likelihood of outcome

3.  Optimism/pessimism – the clinician’s desire to seek to help the patient may result in the optimistic 
perception or alternatively may over-emphasise the probability of the diagnosis for the worst case 
scenario; this is related to knowledge-based performance

4.  Too many differential diagnoses or hypotheses, so the clinician rules out the least probable quickly 
(this is based on knowledge performance)

5.  Over-simplifi cation – the clinician may assume a simple result based on a misinterpretation of the 
cues and the probability of the diagnosis and their ability to access their memory of previous similar 
situations

6.  Clinician and patient interaction such as dislike and distrust can affect objective clinical judgement
7.  Skill-based failure, where the clinician fails to pay attention at crucial information-gathering 

situations or is infl uenced by other contextual situations such as interruptions and environment

Activity

Recall a situation in which you made an error in your clinical decision-making. Analyse 
this error and identify what infl uencing factors caused the error. What might you do 
differently in your practice now if confronted with this situation again?

Systems that improve decision-making

Clinical problems are sometimes constructed as a decision tree and attached to 
the decision tree is the probability or chance of that event occurring. Studies have 
shown that these decision trees will aid decision accuracy when used in practice 
and Dowding and Thompson (2002) suggest that they could be useful for the 
practice situations shown in Figure 5.5.

Within the tree, each branch point has to compete with another decision based on 
the previous outcome and a range of consequences are presented. This presentation 
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offers the measured decisions that can be made and the above framework can be used 
to guide the clinician in their decision-making.  These are particularly popular within 
the use of protocols in NHS Trust settings; however, these are always applied with 
the caveat of being a framework only and should be applied using clinical judgement!

If we accept that the propositional knowledge is the only knowledge that has 
public scrutiny, then this can be aided and developed through support systems 
and through reading and education.

Clinical decision support systems

These are defi ned as computer software that employ a knowledge base designed 
for use by a clinician involved in patient care as a direct aid to clinical decision-
making (Johnston et al., 1994). These technologies take the form of algorithms, 
fl ow charts or expert systems and in modern clinical decision support systems the 
medical knowledge that is used by the system is separate from the mechanism 
using this knowledge. The essence of the knowledge is essentially medical litera-
ture and expert opinions. Currently within primary care clinical knowledge sum-
maries are being advocated. These are a source of clinical knowledge for the NHS 
about the common conditions managed in primary and fi rst contact care.

Practical and reliable, these summaries help health care professionals confi -
dently make evidence-based decisions about the health care of their patients and 
provide the know-how to safely put these decisions into action. The intended 

Is wound leaking serous fluid that is not contained in current dressing?

Yes No 

Is infection present? Continue with current treatment

Yes No 

Abx and simple
Dressing

Is there venous impairment 

Yes No

Venous leg ulcer
protocol

Change to higher
absorption dressing

Figure 5.5 Illustration in relation to the decision to change a wound dressing to respond to a change 
of circumstances within a chronic wound



Critical thinking and diagnostic reasoning in clinical decision-making 73

function for this active system is to assist with forming diagnosis and selecting 
treatment. The summaries respond to data entered by the clinician and use up-
to-date medical knowledge to construct a solution to a problem along with simple 
decision trees and probability theory. As a system, it is integrated with computer-
ised patient records and covers about 70% of GP consultations. User profi ciency 
is developing with this system.

There is, however, a curious paradox in these statistical programme approaches. 
Whilst they seek to aide or even replace the judgements of clinicians, they rely on 
the acceptance that the values within the tools are fully known and are neutrally 
interpreted. Clearly clinical practice is not this clear and gaining a patient’s history 
is often complex and thus applying these prognostic tools again requires some 
clinical judgement by the clinician.

Refl ective practice

Critical refl ection on practice is a process by which knowledge and awareness can 
be developed. A range of refl ective models are available to structure this (Boud 
et al., 1988; Johns, 2002). Refl ection requires critical thinking about situations 
encountered and considering different options and ways of thinking. Rolf (1998) 
suggests that this provides the experts with the ability to justify clinical decisions 
and provide reasoned arguments. Consequently, a refl ective practitioner will 
always be developing their clinical decision-making skills.

Conclusion

The aim of this chapter was to review critical thinking and associated areas of nurs-
ing practice. This chapter is only an introduction and further reading is encouraged. 
However, it is hoped that this has given the reader an insight into the complexity of 
critical thinking and decision-making and how the nurse can be aware of how mis-
takes occur and implement strategies to overcome these. The following key points 
surmise the elements of this chapter:

Nurses make a range of decisions in their everyday practice, often within time 
constraints.
There are different stances or perspectives to explain decision-making. These dif-
fer on their account of infl uencing factors and the extent to which decision-making 
is analytical or intuitive. Heuristics is offered as an alternative to intuition.
A case can be made for the middle ground, that nurses use different approaches 
at different times depending on the context of the clinical situation.
A variety of knowledge fuels decision-making and is used to varying degrees. 
Propositional knowledge is the most visible of all; however, this is often fi ltered 
through personal knowledge.

�

�

�

�
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Mistakes can occur within these processes of decision-making and critical think-
ing and the nurses have a responsibility to be aware of how these occur. Refl ective 
practice and clinical supervision is suggested as a mechanism to improve decision-
making skills. 
Primary care nursing is utilising a computerised decision support system to aid 
the decisions and treatments that nurses are making.

Clinical decision-making is an integral aspect to the nurses’ role. When nurses 
make reasoned judgements, in times of uncertainty, the decisions that are made 
generally lead to positive patient outcomes. Understanding the basic theory 
behind the decisions that nurses make can only enhance this process and thus fur-
ther improve patient outcomes. Furthermore, by being able to identify what types 
of decisions are made in their every single day, PNs can begin to identify knowl-
edge and/or skill defi cits and devise strategies to overcome these.
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Becoming a health-promoting nurse in general practice and 
walk-in centres: Introduction

The aim of this chapter is to encourage the development of a health-promoting culture 
in general practice (GP) and walk-in-centre (WiC) nursing. The promotion of health is 
an essential role for every nurse wherever they practice. The Nursing and Midwifery 
Council (NMC) Code of Conduct (2008:1) requires that nurses ‘promote the health 
and wellbeing of those in your care, their families and carers, and the wider commu-
nity’. It goes on to mention helping them to access relevant health information and 
supporting them to improve and maintain their health (NMC, 2008).

Nurses are part of the public health workforce, and when you look at the skill 
requirements for public health, it is easy to see the overlap. It was Acheson (1998) 
who defi ned public health practitioners as those who spend substantial time fur-
thering health by working with community groups and individuals. He included 
community nurses.

The Public Health Skills and Career Framework (Skills for Health, 2008) sets 
out levels of public health practice aligned with suggested job expectations. A reg-
istered nurse is at level 5 and a specialist in community health nursing (health 
visitor, school nurse and occupational health nurse) at level 6. The ‘Defi ned Area’ 
of Health Improvement articulates the knowledge and skills required at level 5, 
which are a follows (a summary):

work with communities to plan and deliver health improvement programmes;
develop resources for specifi c audiences;
communicate the health interests of the community to others; 
have knowledge of the wider determinants of health, principles of commu-
nity development, theories of health promotion and approaches to improving 
health, including behaviour change;
have an understanding of how health promotion can address inequalities.

�

�

�

�

�

Health education and 
health promotion

Daryl Evans
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Perhaps a more familiar document setting out levels of skills required is the 
National Health Service (NHS) Knowledge and Skills Framework (NHS, 2004). 
In this, health promotion is largely within Health and Wellbeing 1 (HWB1) and 
level 2 seems to be most often used to measure the skills of a registered nurse. 
There is a good match to the level 5 expectations mentioned above.

This chapter takes an approach to health promotion in nursing which rec-
ognises these competencies and skills and sets them in a framework, enabling a 
nurse to see the practical applications to the practice/centre workplace.

Learning Outcomes

To examine the potential for health promotion within nursing practice
To refocus actions on wider issues than immediate health education
To consider a realistic framework for improving health promotion practice.

�

�

�

Background

The key to becoming a health-promoting nurse is not to make extra time to ‘do’ 
health promotion but to change to a way of practising that has promoting health 
embedded in the goals, methods and locations of everyday work. This makes 
health promotion an activity which surrounds the nurse–client encounter and 
reaches further to impact on others. It is about developing a culture of health pro-
motion rather like a culture of safety or of hygiene, an integral part of the potential 
of nursing.

Creating a health-promoting culture for yourself and for the area in which you 
practice is a somewhat broader way of thinking than simply educating your clients 
about their illnesses. It incorporates the NMC notions of not only the client’s imme-
diate circle, but also the community in which your practice area is set. Your clients 
enter your practice area with not only an expectation of help with their problem 
of the moment, but also the trust that you will extend that help to their general 
and future well-being. Their visits can be opportunities to engage patients in gaining 
control over their own health and for families and carers to do the same for them-
selves. The practice area can become a community resource for health improvement.

To be a health-promoting nurse involves an element of personal learning, an 
awareness of current strategic plans, the management of individual patients and 
the creation of an environment of opportunity for them and the local commu-
nity. The World Health Organisation (WHO) in its Ottawa Charter (1986) set 
out a way forward to a joined-up way of thinking of promoting health, with its 
call to address developing personal skills, strengthening community action, build-
ing healthy public policy, creating supportive environments and reorienting health 
services towards more prevention and the promotion of positive health. The 
Ottawa vision is a foundation for this framework for nursing (Figure 6.1).
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Integrate with public health and health improvement strategies

Since 1998, the UK government has increasingly adopted the WHO (1986) guide-
lines for improving health. Moving away from a predominantly victim-blaming 
philosophy, they have embraced partnership working, equity and community devel-
opment, against a background of the wider socio-economic view of health.

Over the past 20 years or so, health promotion has become embedded in the 
function of community health services working in partnership with local govern-
ment. Partnership is now seen as essential, involving organisations across sec-
tors, for example, pharmacies, leisure centres, police, supermarkets, community 
groups, charities, youth services, schools, media and faith organisations. The pos-
sible partnerships refl ect the wide range of health determinants.

The WHO continues to base much of its work on equity in health care and on 
the wider determinants of health (WHO, 2003; CSDH, 2008). This way of think-
ing acknowledges all aspects of living impact on health: income, housing, educa-
tion, transport, leisure, employment and environment, for example (Dahlgren and 
Whitehead, 1991). The health of your patients is therefore not just about their age, 
gender, genetic makeup and medical history, but also about their lifestyles being 
limited by such wider determinants.

The government has focused on inequalities in health since they took offi ce, com-
missioning a report to suggest an action plan to reduce inequalities (Acheson, 1998). 
Previous governmental action had refused to acknowledge the widening gap in 
health chances between the well-off and the less well-off (Townsend et al., 1988). 

Ensure the nursing care structure
enables all opportunities for health
promotion to be taken for every
patient

Integrate with Public
Health and Health
Improvement strategies

Keep up to date with
news and take
opportunities to
study health promotion

Involve local support groups
and reach out to the local
community

Develop one-to-one
skills of conversation
and motivating
behaviour change

Settings-based health
promotion – working
towards a healthy
organisation

The health
promoting nurse

Figure 6.1 A framework for health promotion in nursing
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Today addressing inequalities is essential to planning health improvement work, 
securing funding for projects, setting targets and attaining quality standards for prac-
tice. National and local organisations all focus their work towards lessening the gap.

Activity

Look up your local community health targets for inequalities. How is your practice/
centre contributing to those targets?
List some of the local issues such as…

large number of low income families
signifi cant ethnic group

. . . and think of some ideas for what you could do as a nurse in your workplace to 
address these issues e.g., free offers; culturally sensitive approaches.

�

�

The current health improvement strategy – a white paper – was designed by 
the government in 2004. In England, this is Choosing Health: Making Healthy 
Choices Easier (DoH, 2004), a direct use of earlier WHO phraseology, demon-
strating continued alignment with that organisation’s stance. Targets in this strat-
egy have been refocused away from an emphasis on specifi c disease prevention to 
enabling healthier lifestyle choices. There are:

Three underpinning principles: informed choice supported by the right environ-
ment for that choice; personalisation of services to meet the needs of deprived 
groups and communities, tailored to the realities of individual lives; and effec-
tive partnership.

Six overarching priorities
1. reducing the numbers of people who smoke;
2. reducing obesity and improving diet and nutrition;
3. increasing exercise;
4. encouraging and supporting sensible drinking;
5. improving sexual health;
6. improving mental health.

There are further documents giving more detailed plans for healthy eating and physi-
cal activity and updates on progress. Since 2004, some of the promises within the 
statute have been followed through, for example, the ban on smoking in enclosed 
public spaces. This manoeuvre is intended to empower people to make healthy 
choices through environmental control. Other policy decisions are in operation or 
under discussion, such as legislating for healthy school meals, controlling promotion 
of unhealthy lifestyles in the media, graphic warnings on tobacco and alcohol pack-
aging, regulating the number of fast food outlets and making some areas alcohol-free.
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As well as this white paper, there are national strategic plans related to specifi c 
topics. Some are governmental and some are in national partnership with chari-
ties and industry bodies, integrating partnership working through the national 
and local delivery. You will fi nd such plans for sexual health, drugs, fi ve-a-day 
(fruit and vegetables), at least fi ve-a-week (physical activity), smoking, teenage 
pregnancy, suicide prevention and so on. As you can see, the list is long. Disease 
prevention strategies are more numerous than those devoted to lifestyle and 
behaviour change, but the National Institute for Clinical Excellence (NICE) has 
for a few years had a remit to review and advise on effective public health as 
well as treatments and drugs. They have guidelines on smoking cessation, physi-
cal activity and behaviour change, amongst other things – see their publications 
on http://www.nice.org.uk.

Ensure the nursing care structure enables all opportunities 
for health promotion to be taken for every patient

This is fundamentally concerned with reorienting nursing care to see the patient’s 
visit as an opportunity for health promotion. Teaching the patients and their 
families about the diagnosis, treatment and follow-up care for the reason they 
attended is one big part of this, of course. Most nurses tend to do this very well; it 
is relevant to the moment, necessary for concordance and compliance, and usually 
relatively straightforward to deliver.

Taking opportunity for addressing other health issues to do with risk factors 
and the wider determinants of health while the patient is with you is more diffi cult. 
Time constraints need to be recognised, as consultations are short. Focused con-
versations controlled by the nurse can move the patient along a decision-making 
process. Having educational resources close to hand, ready to pull out and discuss 
with the patient cuts out going to fi nd something. One effective action is to make 
sure the leafl ets you are giving have space to personalise (or attach an extra fold 
of paper). Write or sketch the information or alter the leafl et as you speak or as 
the patient asks questions. Patients tend to learn more effectively when the infor-
mation is contextualised to their circumstances.

One way to ‘save’ time is to set up or link with group sessions. Referring the 
patients to smoking cessation, weight reduction, exercise and chronic disease 
management group sessions means you have used a few minutes effectively and 
the learning will continue. Have the information at your fi ngertips.

Activity

Read the white paper Choosing Health (DoH, 2004).
In what ways does your practice/centre meet these statutory principles and priorities?
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Reception staff also need resources nearby. They could hold a directory of local 
facilities such as patient support groups and smoking cessation, weight loss, etc. 
Patients could be offered a chance to look through this and take notes. Be sure to 
have some translations into other relevant languages as it will save everyone time 
trying to explain verbally.

A good patient record-keeping system is essential for patient care, but how 
well does it accommodate records of health promotion? Space is needed to keep 
records compatible with the practice/centre structure. If assessing, planning, 
implementing and evaluating are used in the paperwork, then the process can be 
applied to education needs as well as care needs. If integrated care pathway plan-
ning has been implemented, then this can include health education for the cur-
rent problem as part of the paperwork. Opportunistic health promotion for wider 
health issues is by its nature unplanned before seeing the patient, but the paper-
work may still allow a reminder to nurses to take action, and a space to record it.

Activity

Consider constructing a resource manual for each nurse area (desk, interview room etc) 
containing:

All available leafl ets
Lists or cards with local addresses of support organisations
Lists or cards of appropriate groups as above
Instruction sheets or protocols for nurses on how to deliver health promotion for the 
main lifestyle issues and risk factors. Start with the common issues and build up a 
series; a set of teaching notes.

�

�

�

�

Finally, it would be good to discuss as a practice/centre team the development 
of protocols for health promotion. It may seem very intrusive and uncertain to 
raise a broader lifestyle or health risk with patients, and without guidelines a 
nurse may feel unable to deal with more than the reason for the visit. Drawing up 
protocols for initiating health promotion with obese patients, smokers, alcohol 
drinkers at risk, those with high blood pressure or cholesterol, people who do not 
exercise, etc., could be a useful process of decision-making for the team as well as 
providing guides for future practice.

Activity

Review your patient record system. Ensure it enables recording of:

1 Information given relevant to the reason for visit (tick box perhaps)
2 Broader, opportunistic, health advice and screening done
3 Suggested follow up actions, so that other nurses may continue.
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Develop one-to-one skills of conversation and motivating 
behaviour change

There are many suggested psychological theories and practical means of enabling 
health behaviour change in people. Health psychology is a large discipline and 
many researchers have tried to fi nd the evidence for the most effective methods. 
NICE (2007) have produced a set of guidelines for organisations, training and 
research. Nurses are generally exposed to a few more commonly used models and 
methods in the health professional literature.

This chapter presents just two methods of behaviour change for your con-
sideration. More detailed discussion of the whole background to infl uences on 
behaviour, such as beliefs, attitudes, values and judgement of risk to health, is not 
possible here, but you should consider these. A practical approach to trying the 
two methods and some suggestions for managing health conversations is shown.

Conversations can wander about all over the place, and as you probably already 
know patients can get you off the subject. Trying to focus on smoking can lead you at 
one point into the stress of organising a wedding and later into a catalogue of all the 
methods of quitting and why none of them seem to work for the patient. You must 
control the little time you have in order to achieve progress. Notice the emphasis on 
progress, not on achieving the end goal. In such a short interview, smoking cessation 
or achieving normal weight is not going to happen, and neither is the complete com-
mitment to start giving up. All you can do is move the patient along the continuum 
of change a little more each time. If you are only going to see the patient once, then 
this means perhaps getting agreement to read a leafl et, or to stop using sugar in tea 
for a week and see how it goes. This plan needs to be communicated in the patient 
record especially if you or another nurse will see that patient again. At the next inter-
view, another plan may move the patient further along towards permanent change.

Control the conversation.

1. Be bold in introducing the subject, for example, ‘I want now to talk to you 
about your smoking/weight’. Do not ask any closed questions such as ‘are 
you aware smoking is a problem?’ and ‘do you have any diffi culties with your 
weight?’ This will only allow the patient to defl ect the focus by denial.

2. Ask the patient about their present behaviour, for example, ‘how many do 
you/how long have you smoked?’ ‘What weight are you? How long have you 
been overweight?’ Only ask one or two straightforward questions, and remain 
visibly and verbally non-judgemental. This will reassure the patient that you 
are not going to attack or accuse.

3. Then ask them to tell you what they have tried in the past or ‘so far’. This will 
hopefully give you the chance to avoid suggesting a long list of possible meth-
ods of cessation and dieting – most of which will have been rejected already as 
ineffective. You may, with some people, have to interrupt fi rmly – ‘let me stop 
you there, you’ve obviously really tried to do this, well done’.

4. Now, maintaining eye contact and waiting for an answer, ask them ‘what do 
you think you need to do next?’ Please resist the temptation to jump in with 
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multiple suggestions as in step 2; wait for the patient to make a suggestion. If 
needed, after a minute say ‘you do need to make a plan’; keep eye contact. 

5. Turn that suggestion into an achievable plan, one small step to be taken by a 
deadline and then rethink. If you do not approve of the suggestion, then be 
careful in making corrections or you will be back to step 1. Keep the patient 
positive.

6. Congratulate the patient for a hard decision well made.

One method of behaviour change recommended in the literature is known as brief 
intervention. Popular with the medical profession, it too addresses the time factor. 
Usually described in the context of a health issue, for example, alcohol use, the struc-
ture is based on explaining health risks of the current behaviour, advising healthier 
behaviour and getting agreement for action. An example in detail related to alco-
hol is produced by WHO (Babor and Higgins-Biddle, 2001). The current Smokefree 
campaign from the NHS (2009) has the following structure to advise you:

ask and record smoking status;
advise patient of health benefi ts of quitting;
act on patient’s response and refer to NHS support.

Another popular structure for behaviour change management is the Stages of 
Change Model devised in 1983 (Prochaska and DiClemente, 2009). Their model 
purports to incorporate a range of theories (transtheoretical) of behaviour change 
and to suggest a series of stages patients may go through.

Precontemplation is the stage at which the patient has no intention to change 
behaviour and is unaware of their problems. Your intervention is likely to come 
as an unwelcome intrusion. What you can do is gain their interest and curiosity, 
perhaps at a health fair, through challenging with shock stories, or just being 
direct.

Contemplation is the stage in which a patient is aware that a problem exists and 
is seriously thinking about overcoming it but have yet to commit to action. 
Your actions could include directly asking for a plan of action, again arousing 
interest with success stories or showing more details of health risks.

Preparation is often when the patient is still tenuous about intent, but will be 
keen to seek information and advice. Now the patient is eager for information, 

�

�

�

Activity

Try this conversation structure with a patient. Tape-record it (with the patient’s consent) 
if you feel strong enough! Does it work, did it save time?

Can you adapt it to suit your own style and can you see the adaptations which may be 
needed for some people of different cultures?
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give appropriate responses to their multiple ideas, but continue to encourage a 
decision.

Action is when your patient tries something, even a small step. Praise and reward 
is needed now, ‘keep it up, well done, give yourself a treat’.

Maintenance comes some time later and may last for the foreseeable future. The 
patient gradually become secure and develops an ‘expertise’. Continue the 
praise and encourage the patient to set an example to and teach others.

Relapse may occur, so continue to encourage and do not let your patient see it as 
failure.

Settings-based health promotion – working towards 
a healthy organisation

One of the most successful approaches to health promotion has been the WHO 
settings-based programme. A setting is seen as any place where people live, work, 
learn, play and so on, where there is a bordered area or organisation which can 
work on health problems (WHO, 2009). The approach is an alternative to focus-
ing primarily on a series of unconnected health issues for the same population and 
instead takes a ‘whole system’ view of problems and planning. Within this plan, 
a collection of relevant initiatives and projects may be undertaken. One of the 
strengths of the approach is that projects need not be short term and transient, 
as they often become when isolated from other projects, but can become more 
embedded into the structure and agenda of the organisation itself.

Settings-based work began in 1986 with the creation of Healthy Cities (large urban 
areas) of which there are now thousands across the world. On a smaller scale, the 
UK names its local initiatives Healthy Neighbourhoods. Healthy Schools, Colleges, 
Universities, Prisons and Health Promoting Hospitals are all found in this country 
and information about them can be found at the Healthy Settings Development Unit 
at the University of Central Lancashire (UCLAN, 2009). Health Promoting Hospitals 
have had a more limited impact, largely due to lack of management commitment 
and resources as well as constantly changing organisational structures. As an illustra-
tion of how a Health Promoting Hospital can work towards an agenda for smoking, 
healthy eating, physical activity, sensible alcohol use, mental well-being and sexual 
health, see some tips from the North East of England (Ubido et al., 2006).

Taking the ‘whole system’ approach into GPs and WiCs, it is possible see the 
potential impact on patients, staff, visitors and the local community. People are 
waiting, snacking, walking around, reading information, watching TV/video, 
using computers, sitting and getting bored and/or anxious. The environment can 
be enhanced to make use of opportunities for health promotion. Even when just 
arriving, people can be soothed or cheered in some ways by a pleasant atmos-
phere and decor. It may be possible through negotiation to make travelling to the 
practice/centre easier, and provision of cycle spaces for appropriate people, espe-
cially staff. Knowledge of and signposting to walkways in the grounds or nearby 
would usefully and healthily occupy people who need to wait or take a break. 
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Staff health can be acknowledged through making a link with the local leisure 
centre for trial sessions and discounts.

A useful framework with which to formulate the creation of a ‘healthy practice/
centre’ is that of Tannahill (Downie et al., 1996) who suggested that health pro-
motion is comprised of health education, prevention services and health protec-
tion in three overlapping spheres. These are health education, prevention services 
and health protection.

Health education

Posters, notices and leafl ets in ample supply and always up to date would seem to 
be an obvious starting point to making your practice/centre a place where people 
can learn about health. Information notice boards can be however ignored and 
become ‘wallpaper’, especially if they are boring in layout or colour, not easy to 
read or out of date and looking old. Real effort is needed to keep them interest-
ing. A monthly change-over of new topics could be used. Specifi c, perhaps humor-
ous, notices next to stairs and vending machines could make people think about 
healthier behaviour as they smile. Remember to get copyright permission. You 
could use joke cartoons and well-known characters to make your point.

Leafl ets on a wide range of clinical conditions, investigations and treatments 
are available from various charity organisations which support patients and fami-
lies. If you can get good supplies for free, then they can be given to every relevant 
patient; if they come with a charge, then they may be considered by managers to 
be an essential resource. As a professional, you will be able to obtain examples at 
least, or print from online sources.

Activity

Make a list (from the local directory of patient organisations and support services) of the 
relevant organisations for your patients.

Write to them all, or go online, and request examples of their literature. Make a con-
sidered choice of which to have available for your patients or to use as displays.

Plan how to use them. Audit your place of work; note the old leafl ets, empty spaces 
and uninteresting displays. You may need leafl et dispensers, new notice boards, folders 
for reference etc.

Health education in written form is obviously of limited use. Many people are not 
by nature, ability or experience great readers of text. For some areas, resources 
need to be translated into relevant languages. This can be costly and may not solve 
the whole problem. Lengthy, wordy leafl ets and notices may not suit your local 
needs. Perhaps you can raise the possibility of having a TV/DVD system which 
can show health advice alternating with service information and entertainment on 
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a continuous loop. Look for some resources which put the point across visually; 
sometimes diagrams and representational images can get the message across with 
very few words. Models can help too.

Consider also tailoring material to your practice/centre. Many organisations 
now have relevant information on services available on their websites. It would 
be easy to include some pages of lifestyle advice and links to more comprehensive 
websites for further details. Have you thought of having a computer station acces-
sible to patients, where they could look up your suggested online resources?

Prevention services

Clearly this overlaps with the functions you ordinarily perform for your patients 
when required. In addition, take opportunities to give information and offer serv-
ices such as screening tests and smoking cessation to patients when they come 
for something else. Similarly this may be advertised to the local community and 
offered to staff. For example, offer screening for diabetes or blood pressure to all 
adults ‘available at this practice/centre on request’. There are budget implications; 
perhaps ask a local pharmacy to come into partnership with you, seek sponsor-
ship or charge a small fee. Of course, you could limit the time of this to one day a 
week or even to a one-month campaign in the year.

Campaigns based on an annual calendar can be useful for screening and raising 
awareness of risks. Breast cancer month, men’s health week, no smoking day and men-
tal health day could be interspersed with ideas of your own, perhaps for a signifi cant 
ethnic or age group. The Department of Health and the relevant charities tend to hold 
information about these calendar events, but there is no one source of information.

Activity

Choose a calendar event for a future date (in good time to get set up). Try contacting 
your local health promotion/improvement unit, ask them to help you.

Collect resources and plan the day/week/month. One day could have several activities 
going on if you ask for volunteers and favours! Screening tests could be offered.

It is more diffi cult to sustain multiple activities over time, so a really interesting, 
colourful, multimedia display across the whole practice/centre for a period would work. 
Put up information about screening available for your chosen focus and advice on how 
to spot signs of e.g., diabetes, cancer or stroke.

Then plan to take it all away so as to keep the anticipation and improve the impact.

Health protection

This is the development of policies and the allocation of resources to health pro-
motion. Some ‘policies’ are large and national, and some are locally operated. In a 
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healthy setting, it is possible to raise awareness of the policies that protect us, for 
example:

the local authority’s ban on alcohol in public;
food labelling regulations;
school decisions to control children’s eating;
the local park notices encouraging walking, with exercise stations;
laws which forbid the sale of tobacco to children.

Having local authority information available for browsers can be a good approach 
to partnership work in this way. Perhaps someone could be at one of your events.

As well as giving information in this way, as a healthy setting the practice/
centre could itself have health policies. Consider banning snacks which are high 
in fat, salt and sugar – from vending machines, in front of children or in the staff 
room. Suggesting people use the stairs, making drinking water available (no fi zzy 
drinks), and protecting time for staff breaks and possibly exercise and relaxation 
are all ideas for organisational policies.

Involve local support groups and reach out to 
the local community

Really this is an essential part of the settings-based approach to health promo-
tion. The setting is more than the people inside the organisation. It reaches out to 
the local community and welcomes them into the organisation in order to impact 
upon their health and those inside the organisation – for mutual benefi t.

Local support groups are of course resources for your patients who can contact 
them as individuals. Groups may also be at your health events in the practice/centre. 
Indeed if your place is convenient, the event could be opened to the wider public 
and advertised in local papers. Locally based specialist nurses sometimes arrange 
whole health fairs for their patient groups, for example, colorectal and diabetes 
patients. Local Age Concern or British Heart Foundation groups also like to have 
information stalls at events. Looking at this the other way around – have you 
thought of taking a stall to an event held perhaps at the local shopping mall? Tell 
people what your practice/centre can offer and give health advice as well.

Another way to tell people what you do and contribute to the dissemination 
of health education is to take space in the local free newspapers or get onto local 
radio. This can work well when timed for your health events. A website for your 
practice/centre is also useful – remember to advertise that you have one. As well 
as organisational information, weave in some health messages and make links to 
resources. You can get permission to use some of the health-related social market-
ing logos such as 5-a-Day and Drink Aware.

Returning to the subject of health fairs, there is a wide range of potential part-
ners. An older persons’ health fair may include police home safety, utilities advi-
sors (safe gas and electricity use), fi re safety, pensions and benefi ts, savings, leisure 
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ideas, disability support and so on. The lifestyle topics include community dietician, 
low-cost supermarket, fi tness opportunities, suitable shoe sales and foot care 
advice, drop-in medical advice, nurses giving health advice, etc. All this can be 
done in an atmosphere of a fun day out.

There are an increasing number of partnership referral schemes. Smoking ces-
sation groups, weight loss groups and exercise on prescription at the local lei-
sure centre address some of the lifestyle issues. For patients with chronic disease, 
patient education for arthritis and diabetes has been available for a few years. In 
addition, the Expert Patient Programme (EPP) is a system of courses run by vol-
unteer lay trainers who have been patients themselves (EPP, 2009). The courses 
are attended by a mixture of patients with chronic disease. The government is 
committed to investment in these courses, which have already trained over 50,000 
patients. All these referral examples contribute to health promotion as either sec-
ondary or tertiary prevention measures.

Activity

Find out how you refer patients to appropriate groups. Make a contact list for the 
practice/centre.

Ask to make a professional observation visit to a group; see what happens there.

Finally, you and the practice/centre are an integral part of the local community. 
Issues important to the community are also part of your professional role, the 
political part. Make sure you are aware of the health issues the community are 
lobbying for and objecting to. Do you enable them to use your premises to put up 
notices or hold meetings? Do you join in petitions and protests? Obviously there 
is no simple answer, but it may be a good question. Practice/centre managers and 
local community health managers may be wary, but may also recognise the need 
to support the community. It is a question for you to answer as a nurse, a public-
sector employee and an individual.

Keep up to date with news and take opportunities to study

Public health-related news comes from research or from organisations who are 
stakeholders in some aspect of health. It is diffi cult to keep up with research fi nd-
ings without perhaps specifi cally searching databases for recent articles in jour-
nals, and not many nurses have time to do this on a regular basis. There are many 
government departments and other national organisations connected with health, 
and they may deal with more than one aspect of health, so nurses could fi nd 
themselves trying to keep up with multiple topics.
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One way to see what is new is to regularly read those broadsheet newspapers 
which tend to report research fi ndings with a little more in-depth reporting than 
the sensationalising of the tabloid press. Responsible articles reporting new 
research, government decisions and position statements from legitimate organisa-
tions can give you something to follow up in your areas of interest. If the paper 
does not give the full reference, then a Google search can be useful if you put the 
right keywords in. Remember however to go to what seems to be a professional 
website source to fi nd out more.

It is possible to sign up to e-mail or postal updates from some organisations. 
You do not want too many of these, but a select few may include the Department 
of Health, the NICE and one or two specifi cally relevant organisations such as 
Diabetes UK and the British Heart Foundation. Alternatively, it is relatively quick 
to check on their websites for news once a month. Organisations such as these 
are also good sources of resources for your clients and you can arrange to be kept 
informed of new materials this way.

Along similar lines, look out for new national campaigns. When you see some 
new example of social marketing (advertising techniques used to market health 
and other social benefi ts rather than products), look on the poster or leafl et or 
television advert for its source. Some recent examples are:

FAST – a stroke awareness campaign, from the NHS, teaching people to recog-
nise the signs of stroke and to act fast.
Drink Aware – teaching about alcohol use, from the Drink Aware Trust. Their 
logo appears on all alcohol containers and advertisements originating in the UK.
Change 4 Life – tackling childhood obesity, from the NHS.

Familiarise yourself with the campaign aims and rationale, think about what is 
good and not so good about it, and whether you would use the materials in your 
work. Send for or print some of the publications and perhaps discuss the cam-
paign at a team meeting.

Spending any amount of time in these activities is a good use of development 
time and well worth recording in your portfolio as part of PREP, especially if you 
write up a short refl ective account of your learning and how it will infl uence your 
practice. A more traditional approach to recording PREP is to attend study days 
and seminars. However, this can be a real problem. You need time to do this and 
also the money. However, there are some things where time can be organised dif-
ferently and there are cheap or even free opportunities.

Most big nursing and public health conferences cost so much that you may not 
be given the chance to attend. There are however locally held seminars – usually by 
the Primary Care Trust/Local Health Board or by charity and other organisations 
which are sometimes free, and usually either based on the work they are doing 
such as launching a new plan or offering training in a method of helping people 
to take up healthy behaviours. Some offer the Foundation Certifi cate in Health 
Promotion. Look out for seminars by reading the professional press and checking 
websites relevant to your needs. Occasionally a leading manufacturer will organise 
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a study day related to what they are selling as ‘healthy’, for example, a food product 
company organising training on helping people to eat a healthy diet.

Making good use of exhibitions can also be useful. The display stands and 
workshops offer chances to talk to other professionals and take something away 
for your portfolio. Nursing and Primary Care exhibitions are often free – for 
example, at RCN Congress – and often have exhibits from the Department of 
Health, the NICE, Public Health Observatories and the like. Go and fi nd out what 
is new and collect further reading material; also talk to the stallholders about how 
they can help with your work. Commercial companies are usually present with 
their products.

The general advice regarding information and materials from brand name 
products would be to pick up the samples and the freebies but take them home 
for use by you and your family. Do not advertise their products to your clients, 
not even by using their pens with logos. However, some of the samples and publi-
cations could be useful for teaching in the workplace.

There are some learning packages and courses available by post or online. 
The NHS Smokefree campaign offers a free guide to giving brief advice to 
clients. The Department of Health has launched an Alcohol Identifi cation and Brief 
Advice e-learning course at http://www.alcohollearningcentre.org.uk/eLearning/
IBA/. Health Knowledge is developing e-learning modules for the public health 
competency areas at http://www.healthknowledge.org.uk/. Accessible from 
Canada, one online course in health promotion is available at http://www.ohprs.
ca/hp101/main.htm.

Finally, remember to keep your professional portfolio up to date by recording 
the hours you spend on learning aspects of promoting health and refl ecting on 
how this has infl uenced your practice.

Conclusion

Becoming a health-promoting nurse and creating a culture of health promotion 
in your place of work is going to be hard work, but will enhance your skills, 
your job satisfaction and your career. Success will depend on your determination, 
stamina and teamwork skills. Innovation and change take time and resources. 
Start with small plans, just like the patients’ changing behaviour, and monitor the 
effects. Remember to seek recognition for your hard work. Make sure you have it 
acknowledged in your appraisal and incorporate it into your curriculum vitae.

As you make these changes, evaluate the effectiveness of your health promo-
tion. Keep a note of the processes involved and the diffi culties overcome. Measure 
the impact by auditing the number of patients given opportunities for health 
promotion in different topics. Ask some patients to give you their views on the 
changes. Ask some staff to give you feedback. Do make sure your managers 
receive this information; write a report or put a piece in the local press. Above all, 
enjoy the challenge.
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Introduction

The aim of this chapter is to address how practice nurses (PNs) and walk-in-centre 
(WiC) nurses can create and strengthen working relationships with patients and 
groups through good communication. Good communication is the bedrock of 
all nursing care. Nurses need to communicate with patients or clients and their 
families in an effective and meaningful way. All the current strategies for care 
make some mention of the client being involved in the decisions made about their 
care and treatment; good communication between nurse and client is where that 
involvement starts. Nurses in primary care, particularly in general practice (GP) 
or WiCs, need to use their interpersonal skills to quickly establish good commu-
nication channels with both individual clients and groups of clients. Good com-
munication can enhance the caring aspect of nursing and it can be taught. For 
example, Ryden et al. (1991) found that nursing students who had undertaken 
a course on interpersonal relations demonstrated a level of helping skills akin to 
that of experienced psychotherapists.

Working with individual 
patients and groups: 

creating and strengthening 
relationships
Karen Thompson

Learning Outcomes

To become aware of some basic theories of communication
To understand the various aspects of verbal and non-verbal communication
To understand how communication theory can inform practice 
To understand the nature of groups and the role of the group leader.
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Background

Good communication begins with the nurse having a self-awareness of all the 
issues that may cause him or her to pre-judge a client, and biases and prejudices, 
beliefs and values that may infl uence the establishment of the nurse–patient rela-
tionship. To communicate well with other people, we need an understanding of 
ourselves as well as an understanding of those with whom we wish to communi-
cate. We are conscious of the world around us which we all view and experience 
through our own particular frame of reference. We attribute meaning to experi-
ences and actions through our own sense of self or identity and our individuality 
is expressed through the value we place on these experiences. Humans are social 
beings and encounters with other people and the social context in which these 
encounters take place also infl uence our sense of self. Experiences within this 
social medium can infl uence our views and perceptions of others and may lead to 
generalisations and stereotyping, socially derived expectations of the behaviour of 
a group of people. This can have a negative impact on the communication proc-
ess if the nurse is unaware of underlying infl uences on his or her expectations of 
others.

Our own sense of self-esteem may infl uence our relationships with others. Self-
esteem may be said to be a measure of self-worth, regarded in terms of the feel-
ings we have about ourselves. It asks the question ‘Do you like yourself’? It is 
important to recognise our own level of self-esteem and that of our patients. Low 
self-esteem often results in the setting of unrealistic goals, and a tendency to be 
overcritical and to undervalue oneself. High self-esteem, however, results in the 
feeling of possessing the necessary strengths to meet life’s demands and regarding 
stressful events as challenges to be met (Niven, 2006).

Understanding ourselves will enable us to relate to other people, to those in our 
care, more effectively; therefore, it is necessary to identify important qualities or 
traits within ourselves. When others relate to us, they are relating to the people 
we are and their behaviour towards us is a response to our behaviour towards 
them. It means accepting that their behaviour says something about ourselves as 
well as something about them (Fontana, 1990).

Once we have achieved a level of self-understanding and awareness that will 
enable us to form good communication channels with our patients, how much of 
ourselves is it prudent to disclose? There is a belief, long held dear by some, that 
it is essential for nurses to maintain a professional distance from their patients, 
not get too involved. It is also argued, however, that judicious self-disclosure 
can foster a sense of empathy between patient and nurse for the benefi t of the 
patient.

Luft and Ingham (1955) developed a model to demonstrate the four aspects of 
‘self’ – the Johari Window (Figure 7.1). They state that in any given situation, one 
of the windows will take precedence over the others. In self-disclosure, the public 
self (open) window increases in size and the other three are diminished because self-
disclosure brings information about ourselves into the open or public domain.

Self-disclosure, when used appropriately, has several functions.
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It can help develop a sense of empathy.
It can encourage the patient to say what they want to say.
It can emphasise the shared human experience of nurse and patient.

Self-disclosure can happen on three different levels, according to Niven (2006).

1. Sharing opinions – probably the easiest level to start with but it has the least 
affective value.

2. Sharing experiences – this can help provide the patient with a new perspective 
on their situation.

3. Sharing feelings – there are occasions when it is correct to share feelings and 
emotions and even to cry with patients.

Any decision to use self-disclosure must be made with due consideration of the 
benefi t to the patient. The focus must remain at all times with the patient and 
his or her issues. Too much self-disclosure may make the patient feel burdened, 
not just with his or her problems but yours too! Self-disclosure which takes the 
focus away from the patient undervalues their feelings and experiences, perhaps 
suggesting that there are others with worse problems and they should just ‘get on 
with it’. If there is any doubt about the benefi ts to the patient of self-disclosure, 
then it is probably best to leave it out.

In seeking to gain a greater understanding of ‘self’ and how this infl uences 
interactions with patients, the ability to refl ect is an invaluable professional tool. 
This can be achieved through regular personal refl ection, perhaps maintaining a 
refl ective diary, journal or log, and through regular supervision with a trusted col-
league. Nurses in primary care settings spend a lot of their time working alone 
with patients. Clinical supervision can be essential in helping to keep practice in 
perspective through examining it with a ‘refl ective lens’.

Communication

Frameworks of communication

Finding a concise or succinct defi nition of communication is very diffi cult as it is 
a very broad concept encompassing many facets of how, as a society, we organise 
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What we know about ourselves
and what is known by others

about us

What is known by others but
is unknown by us

What is known by us but
hidden from others

What is unknown by us and
unknown by others

The Public (Open) Self

The Hidden Self

The Blind Self

The Unknown Self

Figure 7.1 The jJohari window
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ourselves. As the context in which we communicate changes, so then our defi nition 
and understanding of communication also changes. Within nursing, as in other 
‘people-focused’ professions, the word communication is usually taken to refer to 
interpersonal communication, that which is specifi c between two or more people.

Activity

Spend 2–3 minutes thinking of words and phrases that you associate with ‘communica-
tion’. Try to formulate your own defi nition from these and write it down.

Crouch and Meurier (2005:129) defi ne communication as:

a two way process in which information is transmitted and received. It also 
involves feedback between the recipient and the transmitter of information.

They go on to state that the process of communication has seven stages.

1. The sender encodes and formulates the message.
2. The sender states what the message is.
3. The sender sends the message.
4. The receiver receives and decodes the message.
5. The receiver establishes the meaning of the message.
6. The receiver feeds back to the sender.
7. The sender re-encodes and re-formulates the message.

Breaking down communication into a mechanistic process in this way suggests 
that it is cold and stark. Indeed, if communication involved merely the stating of 
certain words in a particular order, then this would be the case. Communication, 
however, involves much more than the exchange of words. Donnelly and Neville 
(2008) suggest that communication theories fall into four main frameworks.

Mechanistic – favoured in radio and telephone communications where 
there is a lack of non-verbal cues; this incorporates a transmission model of 
communication.
Psychological – this has far more emphasis on how we feel and our emotional 
responses to communication.
Social constructionist – mainly concerned with how different realities are con-
structed from the same experiences.
Systemic – looks at communication as part of a whole system and how, within 
that system, each constituent of the communication process is re-examined and 
re-worked.

All our senses may have a part to play in the relaying of a message – sight, hear-
ing, taste, smell and touch – as well as our intellect, belief and values and under-
standing of cultural norms.
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Models of communication

Shannon and Weaver (1949) produced one of the earliest and most basic models 
of communication. Their model is a transmission model and sits within the mech-
anistic framework. The model consists of fi ve parts:

1. the source of information, for example, the nurse’s mind;
2. the transmitter, for example, the nurse;
3. the channel, for example, the nurse’s voice;
4. the receiver, for example, the patient’s ears;
5. the destination, for example, the patient’s mind.

The fl ow of the message is in one direction only and operates against a background 
of ‘noise’. Noise can be taken to mean a variety of things which may impede the 
fl ow of the message. Noise can be physical – actual noise – and psychological such 
as strong emotion, anxiety and cultural barriers. It may be semantic (language or 
representation problems) or physiological – hearing or visual impairment, pain and 
discomfort (Donnelly and Neville, 2008). Noise can interrupt the communication at 
any stage; thus, if the message is not reaching its destination, then the solution lies in 
establishing the nature of the noise and employing strategies to eliminate or modify 
the noise. An example of psychological noise could be seen when a woman who has 
received an invitation for routine breast screening asks about the process of having 
a mammogram but does not seem very comfortable with the idea. The skilled PN or 
WiC nurse will discern that anxiety is present and is disrupting the fl ow of informa-
tion. By allaying fears about the procedure and its possible outcomes, anxiety is less-
ened, the noise is modifi ed or eliminated and the message is allowed to fl ow freely.

Activity

Make a list of all the things in your area of work that might constitute ‘noise’ and cat-
egorise them into physical, psychological, semantic and physiological.

Transmission models such as that of Shannon and Weaver’s (1949) illustrate 
the fl ow of a message, but it is a linear, unidirectional fl ow. There is an assump-
tion that the message is informative and needs only to fl ow from the giver to the 
receiver, that is, from nurse to patient. Nursing, particularly in primary care in 
the 21st century, is very dependent on the establishment of a relationship between 
the nurse and the patient. Rapport needs to be established quickly and a partner-
ship for care fostered. Transaction models such as that of Wood (2004) allow for 
greater interaction between the communicators. Figure 7.2 illustrates the commu-
nication channels between two people using Wood’s model.

Transactional models of communication are more complex than transmission 
models. There is still the concept of noise but this surrounds the communication 
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which is multidirectional and focuses on meaning and interpretation. Messages 
are being sent all the time, sometimes simultaneously. In the transactional model, 
multiple channels are used, including language, voice, tone, expression and pos-
ture. Non-verbal behaviours and the use of symbols in communicating play an 
important role in establishing the meaning of the message.

Non-verbal behaviours

As has been stated, communication depends on the message being sent, received 
and accurately interpreted. Non-verbal behaviours can affect the interpretation of 
the sent message, perhaps conveying a message different to that indicated by the 
use of words and language. Understanding something is a subjective experience 
with meaning constructed according to social contexts and behaviours that are 
culturally bound and age related.

In an average face-to-face encounter, 55% is communicated via body lan-
guage, 38% by voice tonality and only 7% is communicated through the words 
used (Donnelly and Neville, 2008). Transactional models take into consideration 
multiple channels of communication and, therefore, perhaps are more accurate in 
depicting what happens in face-to-face communication than the transmission mod-
els which are more linear and unidirectional. For this reason, using a transactional 
model is a better basis for the creation of effective communication with patients 
and clients (Donnelly and Neville, 2008).
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Figure 7.2 A representation of transactional communication
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In choosing an effective way of communicating, consideration of the various 
channels of communication and how they may be interpreted is very important. 
These channels may include:

words and word images;
voice tonality;
perception of role;
facial expression;
gaze;
posture and body angle;
presentation.

Remember that, in the transactional model, communication is multidirectional 
and also simultaneous – as the message is being sent, the sender is also receiv-
ing, decoding and interpreting messages at the same time. Memories, experi-
ences and perceptions all infl uence the decoding and interpretation of messages. 
Normally, we do not consciously consider these factors in everyday life but when 
we are seeking to communicate in a helping capacity, we need to carefully con-
sider all the factors which will impact on the effectiveness of our communication. 
Questions that need to be considered when planning a communication episode 
may include:

How much time is available?
How many people will be involved?
What and how much information needs to be sent and received?
What role will questions play in the episode?
Which of the senses will be utilised in the episode?
How will all the participants’ needs be met?

Remember that many factors can infl uence the interpretation of a message. We 
communicate through the use of signs and symbols which are learned when we 
are young and these may be not just culturally specifi c, but also specifi c to our 
own close social group such as family and friends. For example, prolonged eye 
contact may be taken as a sign of a high level of interest in what one is saying or 
it may be interpreted as being threatening. Hand gestures which are acceptable in 
one culture may be offensive in another.

Facial expression

Most non-verbal communication is probably conveyed through facial expression. 
Rosenthal and DePaulo (1979) found that the most accurate channels for decod-
ing information were: fi rst, facial expression; second, the body (posture, proximity 
and body angle); and third, tone of voice. Ekman (2004) found that certain facial 
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expressions were easier to decode than others, with happiness and surprise being 
the easiest and disgust or contempt being the hardest. Agreement across all cultures 
was found in the representation of happiness through smiling and sadness through 
frowning (Ekman and Freisen, 1975). The facial feedback hypothesis is referred to 
by McCanne and Anderson (1987) based on an experiment by Zuckerman et al.
(1981) which concluded that positive and negative emotions increased with the use 
of facial expression and decreased with a lack of facial expression. Thus, greeting 
patients and clients with a smile could be seen to be benefi cial as it encourages 
them to smile back and induces pleasant feelings. It is also worth remembering that 
a lack of facial expression in a client may indicate suppressed emotion, stress or 
tension. Ekman (2004) also states that true smiles can be distinguished from forced 
smiles through recognition of the contraction of the orbicularis oculi muscle which 
has the effect of narrowing the eyes and is almost impossible to achieve at will. The 
observant PN and WiC nurse will be able to detect nuances in facial expression 
that may indicate dissonance between overt behaviour and inner emotions.

Gaze

Closely linked to facial expression, gaze can be described as the fi xing of one’s 
eyes on another person. Mutual gaze or eye contact refers to two people focusing 
their eyes on each other and is generally thought to indicate friendliness and affec-
tion. Engaging in eye contact usually conveys the message that the person wishes 
to be friendly. Staring, on the other hand, can be taken as threatening – a prelude 
to attack, thus initiating feelings of uneasiness or discomfort in the person being 
stared at.

Lying to someone whilst maintaining eye contact is very diffi cult and if there 
is something uncomfortable to be said or uncertainty as to its reception, then eye 
contact is often broken. In the course of an interaction with a patient or client, 
the pattern of eye contact can provide the nurse with vital clues as to any hidden 
messages being conveyed.

A note of caution needs to be sounded, however, regarding the social and 
cultural differences in the use of gaze. Arabs, Latin Americans and Southern 
Europeans are more comfortable with direct focus, whereas Northern Europeans 
and Asians tend to avert their eyes and gaze less (Mayo and Le France, 1973). 
The use of eye contact or gaze should always be interpreted within the context of 
the culture and social norms of the patient or client.

Personal space and body posture

We all have a sense of our own ‘space’, an area surrounding us which, when invaded, 
produces feelings of unease or discomfort. An anthropologist, Edward Hall, came up 
with the notion of ‘proxemics’ and identifi ed four main proximity zones.
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1. Intimate (0–0.45 m) – accessible to spouses/partners and close family and 
friends.

2. Personal (0.45–1.2 m) – referred to as ‘personal space’; invasion of this area 
causes anxiety, particularly if there is no means of escape.

3. Social (1.2–3.65 m) – day-to-day interaction with associates and strangers, and 
formal business purposes.

4. Public (3.65 to �7.6 m) – the distance kept from important or public fi gures 
(Niven, 2006).

These distances are average and there may be individual variations in how close oth-
ers may get before the individual feels uncomfortable. Cultural differences may also 
affect perceptions of personal space. Confl ict may arise where proximity may be seen 
as threatening or intrusive or distance may be perceived as cold and impersonal.

The very nature of nursing allows us the privilege of legitimately invading patients’ 
or clients’ personal – or even intimate – space and we need to recognise that this 
alone may cause feelings of unease or discomfort in both ourselves and those seeking 
our help. This can have a negative impact on the care episode. Careful use of other 
interpersonal behaviours such as appropriate language, voice tone, facial expression 
and gestures can help alleviate this. There is also a need to recognise that expressions 
of anxiety may simply be the result of close proximity and not necessarily indicators 
of deeper issues, although this may need to be explored with the client.

Body posture and orientation have also been shown to affect interactions between 
people. Posture can convey a wealth of non-verbal information about a person. An 
erect posture with the head held up, hand on hips and a direct gaze may portray a 
dominant character but a hunched posture and averted eyes may suggest submis-
siveness. Folded arms or clasped hands may be interpreted as inaccessible but open 
arms and hands, palms out, suggest openness and a willingness to interact. PNs and 
WiC nurses who are effective communicators take care to note their patient’s or 
client’s posture and to interpret the messages held therein. They are also conscious 
of their own posture, taking care to portray openness and friendliness rather than 
adopting a posture that may be seen as dominant or aggressive. Orientation of the 
body, the angle at which we position ourselves in relation to others, can increase or 
decrease the effectiveness of an interaction with patients and clients. Sitting at a 90º 
angle during a consultation has been found to produce a more meaningful interac-
tion than sitting opposite, perhaps the other side of a desk (Niven, 2006).

Gesture and touch

It is very diffi cult to speak without gesticulating in some way. Try observing some-
one on the phone; they are likely to make gestures even though they know the 
person on the other end of the line is unable to see them! Gestures are a way 
of supplementing speech and language or sometimes replacing it altogether. Some 
gestures are universal such as a wave in greeting or farewell. Others are subject to 
social and cultural infl uences and may be variously interpreted.
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Some gestures involve touch and can be used effectively to convey warmth, 
affection or friendship. The use of touch whilst communicating emotionally sensi-
tive information, for example, breaking bad news, can indicate care and concern. 
Again, touching is subject to social and cultural infl uences. One example being 
that touch is used sparingly in the British culture, a handshake being regarded as 
a normal greeting, whereas Europeans and Americans are more likely to kiss and 
embrace on greeting one another. The use of touch in the therapeutic relationship 
must be judicious and within the social and cultural context of the patient or client 
in order to avoid offence. Generally to touch hands or upper limbs or to place an 
open palm on the shoulder is an acceptable way of conveying care and concern.

Therapeutic presence

This is probably the most diffi cult non-verbal behaviour to defi ne. Words are a com-
fortable tool to use in patient or client interaction but there are times when silence or 
‘being with’ is enough. Therapeutic presence is a category of presence suggested by 
McKivergin and Daubenmire (1994) along with physical presence and psychologi-
cal presence. They talk of ‘intuitive knowing’ where the nurse just knows words are 
unnecessary. It is diffi cult, however, to discern when speech is needed and when it is 
not. Silence is not easy to tolerate and there is always a tendency to ‘fi ll the gap’. The 
PN or WiC nurse who is self-aware and refl ective is likely to accurately discern those 
occasions when all that is necessary to meet the patient’s needs is to be with them.

Verbal or vocal behaviours

The use of language, tone of voice and the sequencing of interactions are funda-
mental factors in the transmission of a message but only account for 45% of com-
munication and only 7% of the message is transmitted by the words used.

Voice and tonality

The tone of the voice can convey different meanings to the receiver of the mes-
sage. Just think of how many ways in which you can say the word ‘no’. The tone 
of voice can make the word mean a variety of shades of ‘no’ from the absolute and 
non-negotiable to the ‘perhaps maybe’ or ‘I’m not sure’. It can be said with author-
ity, playfulness or despair. All these messages conveyed use the same word but 
meaning is added by the tone of voice. Voice tone can be thought of in terms of:

volume – variations of volume can convey affection concern or threat;
resonance – a toneless voice may indicate low mood or feeling unwell;
pitch – may vary with volume and may indicate anger or excitement.
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Self-awareness on the part of the nurse can enable the nurse to respond to patient’s 
high levels of emotion in a calming and controlled way. It is how we behave pro-
fessionally. We greet people in a calm and controlled manner which conveys calm, 
safety and a willingness to respond to the patient’s needs. The self-aware PN or 
WiC nurse recognises his or her own potential responses to the patient’s actions and 
interaction and is able to judge and measure responses in the most appropriate way.

Language

It has already been noted that tone of voice can alter or infl uence the words we 
use but what of the words themselves? Language may be a common factor in 
a communication episode but it has the capacity to create barriers. Words may 
be used in different contexts between different groups of people, for example, 
‘wicked’ means bad or evil to one group of people but to another group it means 
something that was enjoyable or good.

Language is infl uenced by age, culture and social class. Add into that mixture 
education, professional language and jargon and the potential for poor communi-
cation is very real. It is easy to slip into the habit of assuming everyone knows our 
professional language and so can understand us when we use ‘technical terms’. The 
balance between using an appropriate level of language and not ‘talking down’ to 
the patient is very fi ne and should be judged on an individual basis. It is worth lis-
tening carefully to the language used by the patient and taking that as your guide.

The use of questions

The majority of interaction with patients or clients will involve asking questions. 
Questions should elicit the information necessary for you to effectively assess the 
patient and plan interventions. Questions may be closed or open. Closed questions 
will elicit factual information but this will be limited to the scope of the question 
itself, whereas open questions allow the respondent to answer freely and fully.

During the course of a care episode, the PN or WiC nurse will probably need to 
use both open and closed questions. Niven (2006) suggests avoiding constant swap-
ping between open and closed questions as this can cause confusion. Rather start 
with open questions to elicit broad responses and then gradually focus the questions 
more in order to provide some sort of sequence to the dialogue.

Activity

Think about a number of recent interactions with people. How did volume, pitch and 
resonance contribute to your understanding of the messages they were sending? How 
did you use your voice tone to convey the messages you wanted to send? Were any of 
them angry, upset, pleased or relieved? How did you respond to these emotions?
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Fundamental to the effectiveness of using questions is the ability and willingness 
to hear the answers!

Listening attentively

Listening is active, not passive. It is not ‘time out’ from speaking or an interlude 
between episodes of talk. Active listening tells the patient that you are interested 
and that what they are saying is important. It indicates that you care. Niven 
(2006) suggests there are three ways in which active listening can be indicated.

Non-verbal signals: attention to body posture, engaging in appropriate eye con-
tact, nodding the head and acknowledging comments with ‘mms’, ‘uh-huhs’ 
and suchlike.
Refl ecting back: this involves repeating back key words and phrases which ena-
bles the speaker to hear the words they have used and gives the listener the 
opportunity to select what they think are signifi cant words or phrases. There 
is a danger that this may sound like ‘parroting’ – repeating words without any 
real focus or meaning. Careful use of voice tone and body language can mini-
mise the ‘parroting’ effect.
Paraphrasing: this involves identifying what someone has said and feeding it 
back to them in your own words. Like refl ection, it enables the speaker to hear 
what they have said and offers the opportunity for expansion. It has the advan-
tage over refl ecting back in that there is little danger of ‘parroting’.

Donnelly and Neville (2008) add ‘summarising’ to these skills, taking what has 
been said and making a précis or summary of it. This indicates to the speaker that 
you have been attentive to what they have been saying and offers them the oppor-
tunity to add or correct.

In a helping situation, listening to the patient is probably the most valuable 
thing you can do. It enables you to gather the information they are giving you, 
interpret it accurately and monitor their reactions. It has the effect of allowing 
them to feel valued and cared for.

Barriers to communication

Many barriers to effective communication may be encountered as you seek to help 
and support patients and clients. These may come under several broad headings:

language barriers;
social and cultural barriers;
limited understanding and receptiveness;
negative attitudes towards health professionals;
contradictory messages.
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Dealing with patients or clients who speak a different language can be fraught 
with problems and independent interpreters are often thin on the ground. One 
option may be to use an English-speaking member of the patient’s family but 
this should be approached with caution as family members may have their own 
agenda and may infl uence the patient to make decisions the family are comfort-
able with rather than what is best for the patient. Ewles and Simnet (1996) advo-
cate learning some key words and phrases such as ‘hello’ and ‘goodbye’. This may 
help break down cultural barriers and will indicate your care for the patient by 
attempting to make them feel at ease.

Physiological impairments such as hearing or speech diffi culties may mean that 
the message transmission is blocked or distorted. Visual impairment may also 
play a part in distorting the visual cues of non-verbal communication. Awareness 
of the presence of such problems will prepare the nurse to adapt communication 
methods to overcome these barriers.

Language barriers often exist between people of different backgrounds, even 
if they seemingly speak the same language. Age, gender, social class, culture and 
accent can all give rise to differences in interpreting what is being said. Different 
beliefs and values also infl uence the fl ow of communication from patient to nurse 
and nurse to patient. In the primary care setting, good communication channels 
and trust in the relationship between nurse and patient need to be established very 
quickly. The nurse needs to have an acute sense of self-awareness of his or her 
values and beliefs when dealing with social and cultural differences and must take 
care to maintain a professional attitude at all times.

Patients may not be receptive to communication from the nurse and/or other 
health care professionals. The reasons for this may include:

learning diffi culties;
confusion;
tiredness or pain;
stress and anxiety;
being pre-occupied or distracted.

Previous experiences of health care interventions may colour the patient’s percep-
tions, thus creating a barrier. A lack of trust may also be an issue.

It is not always possible to overcome all barriers to communication but careful 
attention to use of language, the fostering of self-awareness, the use of appro-
priate non-verbal behaviours and the offering of consistent and evidence-based 
advice should arm the PN and WiC nurse with strategies which will minimise bar-
riers, if not overcome them.

Working with individual patients and clients

Modern nursing is a complex business with nurses performing tasks that were the 
traditional domain of the doctor (Lloyd et al., 2007). Nurses in primary care will 
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routinely see a patient, and assess, diagnose and treat illness without reference to 
a medical practitioner. They will plan pathways of care for those with chronic ill-
nesses, plan health promotion activities and educate patients. However, PNs and 
WiC nurses need to take care that they do not focus solely on the tasks and retain 
a patient-centred therapeutic relationship. Patients are no longer passive recipients 
of care but should be partners in their care processes. Nursing is concerned with 
relationships (Freshwater, 2003) and care delivery should always be within the 
context of a therapeutic relationship.

Primary care nursing offers a wide range of reasons why patients may have a 
one-to-one interaction with a nurse:

a need for information;
a need for health education;
a need for assessment or re-assessment;
a need for lifestyle counselling;
monitoring of a chronic condition;
the breaking of bad news.

In each of these, the patient should be regarded as a partner. According to Muetzel 
(1988), partnership, intimacy and reciprocity constitute three elements of a thera-
peutic relationship. Partnership is strongly represented in current health care prac-
tice and policies abound, inviting patients to participate in and make choices for 
their care. Peplau (1952) defi ned the therapeutic relationship in theoretical terms, 
speaking of four phases in the relationship as shown in Table 7.1.

Assessing needs and setting goals

When assessing patients, it may be helpful to think of the concept of need in three 
ways:

normative;
felt;
expressed.
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Table 7.1 Phases in the Therapeutic Relationship

Phase Activity

Orientation Nurse and client meet as strangers and orientate 
to each other, establishing rapport and working 
together to clarify and defi ne the problem

Identifi cation Clarifi cation of each other’s perceptions and 
expectations

Exploitation Client encouraged by nurse to assume active and 
responsible role in his/her care

Resolution Nurse and client become independent of each 
other, original needs are met and therapeutic 
relationship is terminated

(From Lloyd et al. 2007).
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Normative need is said to occur when professional standards are set and activity 
is judged to fall short of those standards, for example, a diabetic nurse may judge 
that a certain level of understanding is desirable if a new diabetic is to manage his 
or her disorder and that a programme of education is needed to reach that level 
of understanding.

Felt need is said to occur when the client identifi es what he or she wants, for 
example, the new diabetic may feel the need to understand more about diabetes 
and how he or she may be affected.

Expressed need is said to occur when the client says what he or she needs; thus, 
a felt need is converted into a request or demand, for example, the new diabetic 
asks for information about his or her condition.

It should be noted, however, that felt needs are not always converted into 
expressed needs and it is wrong for the nurse to assume that a lack of demand 
indicates a lack of need (Ewles and Simnet, 1996). Expressed needs may confl ict 
with normative needs. The patient may not wish to have the level of informa-
tion about diabetes that the nurse deems necessary and conversely, the nurse 
may feel the patient may be overloaded with too much information and stops 
short of the level of knowledge the patient feels he or she needs (Ewles and 
Simnet, 1996).

Goal setting

Once needs have been established, then goals and strategies can be negotiated. 
Goals may be short-, medium- or long-term but they must be acceptable to the 
patient. Long-term goals need to be broken down into manageable short-term 
goals – ‘bite-sized chunks’ – so that the patient does not feel overwhelmed by the 
size of the task. Using the acronym ‘SMART’ may be helpful in setting goals:

Specifi c;
Measurable;
Achievable; 
Realistic;
Time oriented.

Using counselling skills

Nursing and the establishment of caring or therapeutic relationships should not 
be confused with counselling, although many skills used in counselling can be 
used effectively in the nurse–patient relationship. PNs and WiC nurses must retain 
a good level of self-awareness, knowing their limitations and when it is appropri-
ate to refer the patient on to other agencies.
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PNs and WiC nurses are good communicators and will naturally use many skills 
and techniques in their interactions with patients that may be classed as ‘counsel-
ling skills’, but it is important to remember that counselling is a specifi c helping 
activity and should only be undertaken by those with the appropriate training and 
recognition. The British Association for Counselling and Psychotherapy (www.
bacp.co.uk), Counselling and Psychotherapy in Scotland (www.cosca.org.uk) and 
the United Kingdom Register of Counsellors (www.ukrconline.org.uk) all provide 
information for professionals and the public about counselling.

Alongside all the communication techniques that have previously been men-
tioned, the works of Egan (1998) and Rogers (2002) are also worth a mention 
when considering the helping relationship. Rogers (2002) believes that helping 
relationships have three core conditions.

Empathy – the ability of being able to see the world as the other person sees it.
Congruence – the ability to be ‘real’, show your true self. To achieve this, it is 
necessary to be comfortable with whom you are and not pretend you are some-
thing you are not.
Unconditional positive regard – setting aside your own attitudes and val-
ues in order to accept the person you are helping as they are and to be 
non-judgemental.

Rogers (2002) maintains that these conditions are necessary if an effective part-
nership is to be established.

Egan (1998) identifi es three stages in the partnership.

Exploration – encouraging the patient to tell their story, speak it out loud. The 
helper needs to create time and space for this and also to signal that they are 
listening actively.
Understanding – supporting the patient in trying to understand and refl ect on 
their story. What do they want to change or do differently? It is at this point 
that goals can be negotiated and set.
Action – using the goals to effect the desired change. The helper will need to 
encourage and support the patient.

Throughout the interaction, attention should be paid to listening skills, body lan-
guage and tone of voice – all the topics mentioned previously in this chapter.

Working with groups

Groups are formed for a variety of reasons. Some groups may appear to be a 
random collection of individuals, but do not be misled by appearance – all groups 
consist of members who have a sense of shared identity, defi ned membership crite-
ria, a set of common objectives and their own particular ways of working (Ewles 
and Simnet, 1996). Group work can be a way of moving a patient from being a 
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passive recipient to an active partner in their health care. Within the primary care 
arena, groups may exist for a variety of reasons and increasingly, experienced PNs 
and WiC nurses are fi nding themselves facilitating groups as part of their remit. 
Health promotion and health education are probably the likeliest areas to be cho-
sen for group work but patients may also benefi t from support groups where they 
can support and be supported by others experiencing similar health problems or 
patient action/participation groups where they can be partners in assessing and 
planning health care services in their area.

Leading a group

Group leadership can be very demanding and complex and specialist training in 
group leadership is available. There are, however, some basic considerations that 
can help the nurse in primary care who is involved with group work. Two major 
aspects to consider are:

leadership style;
responsibilities of the group leader.

Leadership style

There should be a clear agreement within the group who the leader is. Within 
this chapter, the consideration has been the nurse–patient relationship, so let us 
assume that, as a professional, the PN or WiC nurse will be the acknowledged 
group leader. Leadership styles depend largely on where the leaders see themselves 
on a continuum from authoritative to facilitative/participative.

Authoritarian leadership is directive or didactic. The leader relies on status and 
expertise to retain control. This style of leadership may enable weak or vulner-
able members to feel secure but often group members become disempowered and 
unable to take decisive action. A facilitative or participative style allows a sharing 
of power between leader and group members. The leader needs not only to dem-
onstrate empathy, tolerance and encouragement, but also the ability to confront 
diffi culties with a problem-solving approach. The strength of this style is that 
members feel a sense of trust in their own abilities and judgements whilst at the 
same time appreciating other members’ rights and opinions (Ewles and Simnet, 
1996).

There is no right or wrong way to lead a group. Successful group leadership 
depends on several different factors:

the leader’s preferred style and personality;
the specifi c circumstances of the group;
the group’s aims and objectives;
the wider perspective of the group members – culture, age, gender and social class.
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These factors need to be considered and the leadership style adapted to fi t the 
purpose of the group.

Role and responsibilities of the leader

Before agreeing to run any group, it is advisable to fi nd out what specifi c respon-
sibilities you will have as you will need to manage your time accordingly. Will you 
be expected to organise the venue, for example, or refreshments, sending invita-
tions and so on? Having said that, there are core responsibilities that go with the 
role of group leader:

helping members to identify and clarify their needs and aims;
helping to develop a relaxed and open atmosphere;
offering expertise and professional knowledge;
accepting and valuing all contributions and ensuring fairness in discussions.

It is also necessary to recognise that the group membership also has its responsi-
bilities such as participating appropriately and acting within the boundaries set by 
the group.

Effective working with groups is more likely if the leader has some understand-
ing of how groups behave and the different roles members may take. Tuckman’s 
(1965) cycle of group behaviour is well acknowledged. He suggests all groups 
move through a number of stages before becoming effective:

forming – getting to know each other and setting the agenda;
storming – confl ict stage;
norming – confl icts are resolved and accepted practices are established;
performing – group becomes effective and focuses on its task.

Belbin (1981) identifi ed a mixture of eight roles that enabled a group to be fully 
effective:

leader or chairperson – coordinates;
shaper – action oriented;
plant – creative source of ideas;
monitor/evaluator – analyses and criticises;
resource investigator – liaises with contacts and networks;
team worker – supports and listens;
company worker – organises and administers;
fi nisher – ensures the task is completed.

Each person may play a variety of these roles but individual personality may 
infl uence the roles in which they are most comfortable. The effective leader may 
consciously adopt any of the roles if they are missing to maintain the effectiveness 
of the group.
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Be aware of hidden agendas. Individuals often join groups for their own reasons, 
perhaps because they offer them the opportunity to air their own issues. The 
group leader needs to recognise and acknowledge these hidden agendas whilst val-
uing the individual. However, the leader may need to be assertive and not allow 
one person’s issues to dominate the expense of the groups’ aims and needs.

The meeting environment

As was stated earlier, the responsibilities of the leader in terms of organisational 
and practical issues need to be established at the outset. Practical issues that you 
may be expected to address may include:

location;
accessibility;
facilities needed;
space and seating arrangements;
security.

Practical needs will vary according to the nature and remit of the group. An exer-
cise class may need fl oor space and changing facilities. A Mums’ and Toddlers’ 
group may require security and baby changing facilities, whereas a health educa-
tion group may require audio-visual equipment and comfortable seating.

Thought needs to be given to room layout and arrangement of seating as this 
can affect the way a group functions. A formal layout can promote an authori-
tative or didactic approach, whereas less formal arrangements may encourage a 
more participative or Socratic atmosphere (Figure 7.3).

Ground rules

Different assumptions and expectations of the group and how it will run could 
give rise to confl ict among the group members. Encouraging the group to con-
sider and set ground rules early on in the group’s life will possibly prevent this or 
at least limit the damage! Ground rules may cover such issues as:

confi dentiality;
good listening skills;
respect for each other’s viewpoints;
acceptable behaviours, for example, use of mobile phones;
expected attendance patterns.

There needs to be a sense of ownership of any ground rules by the whole group. 
Consensus needs to be achieved for both the rules themselves and the use of any 
sanctions when the rules are broken.
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Planning meetings

Group meetings require some planning – they will not just happen! The plans and 
the work required before the meeting will depend on the nature and remit of the 
group. Consider the following:

Does the group need to follow a set programme, for example, smoking 
cessation?
Are there particular activities that must be included, for example, ‘weigh-in’ or 
exercise session?
How much time is allowed for each activity?
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Leader

Leader

Leader – focused group plans (Didactic)

Figure 7.3 Seating for group work
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Initial meetings of any group need to be well planned so that people get to know 
each other and become comfortable within the group. Ice breakers that involve 
movement around the room and talking to each other to fi nd out something can 
be fun and get people chatting.

Working with groups can be diffi cult, as has been said, but a good starting point 
is to consider your strengths as a communicator. Underpin your practice with 
sound theory and maintain honesty, integrity and professionalism at all times.

Conclusion

In this chapter, the concept of communication within GP and WiC nursing has 
been explored with reference to relevant literature. Various communication skills 
have been discussed, both verbal and non-verbal, and these have led to a consid-
eration of the establishment of effective relationships with both individuals and 
groups. Underpinning this is a recognition that the integrity of the nurse–patient 
relationship depends on the nurse’s self-awareness, professionalism and ability to 
be a refl ective practitioner.
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Introduction

The aim of this chapter is to consider cultural issues, patient consultations, ethical 
issues and legal issues within the context of confi dentiality, privacy and dignity 
in practice nursing (PN) and walk-in-centre (WiC) nursing. This will be achieved 
by framing both PN and WiC nursing within the context of advanced practice. 
Advanced practice nurses (APNs) are accustomed to addressing the multiple 
dimensions of health and illness with responsibilities and duties that lie outside 
of the nurse–patient relationship. Changes in health care delivery systems and 
fi nancing have created confl icts of interest for those who must be both a provider 
of care and a gatekeeper for services (Anderson and Pope-Kish, 2001). Therefore, 
it is imperative that the APN keeps the concept of caring central to his/her care 
and his/her nurse–patient relationships.

Research has shown that APNs have a positive impact on patient care, par-
ticularly in terms of patient choice, accessibility and quality of care (Carnwell and 
Daly, 2003). Indeed, Horrocks et al. (2002) found nurse practitioners were as 
effective as GPs in dealing with common presentations and scored higher in terms 
of patient satisfaction. Perhaps some of this can be put down to the effects of a 
good nurse–patient relationship.

There are times, however, when the APN fi nds himself/herself faced with dilem-
mas which may mean that his/her approach to the nurse–patient relationship 
needs to be altered. In this chapter, some of the issues that may arise when dealing 
with patients in a variety of primary care settings are explored. Throughout this 
chapter, the reader will fi nd activities and a case study to consider in relation to 
some of the topics raised. In addition, individual competencies from within this 
domain will appear in brackets where relevant. Relevant competencies associated 
with the nurse–patient relationship are cited numerically (e.g. C1 or C7) next to 
the competency discussed.

Confi dentiality, privacy 
and dignity: ethical, legal 

and cultural issues
Nicola L. Whiteing
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Background

As advanced nursing practice becomes more complex and demanding, nurses 
must refl ect more on the professional ethical and legal implications of their work 
(Humphris and Masterson, 1998). Greater legal and professional accountability 
has been highlighted with advanced practice (Peysner, 1996) and as a greater level 
of responsibility is assumed with ever increasingly complex patient health needs 
(Jones and Davies, 1999), the APN must defi ne, assume and document a greater 
level of accountability.

With increased autonomy and subsequent accountability, the role of the 
nurse–patient relationship may, at times, need to take on a different dimension. 
Traditionally, nurses acted as patient advocate in the very ‘doctor-biased’ doctor– 
patient relationship (Porter, 1991). As the APN takes on a more active and 
autonomous role in managing patients’ health problems and the GP slips into the 
background, the APN may fi nd himself/herself facing legal, ethical, professional 
and cultural dilemmas which alters his/her approach to the relationship with the 
patient.

As the boundaries between medicine and nursing become increasingly blurred, 
APNs must not forget that one of the main advantages of care delivery by a nurse 
is that of the ability to work with the patient as a partner (Crumbie, 1999) (C1). 
As the role of the nurse changes to accommodate the many roles formerly under-
taken by a doctor, there is a risk that patients will perceive the APN in a different 
way and may be less willing to enter into the relationship. The APN must there-
fore consider the importance of the nurse–patient relationship and how this may 
be enhanced in order that effective health care is delivered.

The relationship that is established between patient and nurse becomes 
the vehicle through which patients participate in their care (C3). By meeting 
the competencies within this domain, the APN provides the opportunity for the 
patient to incorporate feelings of self-effi cacy and empowerment in relation to 
choices that are made in both the short term and the long term in relation to 
their care (Cox, 2001) (C7). Indeed, Green-Hernandez (1997) wrote that with-
out the patient being actively involved in the participation of their health care, 

Learning Outcomes

To consider some of the dilemmas that an APN working within the primary care setting 
may come across in relation to Domain 2
To explore the importance of cultural awareness and competence in providing effective 
health care
To consider when the APN’s relationship with the patient may need to alter due to 
ethical or legal issues
To explore issues surrounding record keeping and confi dentiality, considering rela-
tionships with patients and their families.

�

�

�

�
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the successful implementation of any health care plans made may be consider-
ably lessened.

The APN’s relationship with a patient must be formed as a partnership with the 
patient getting involved or being allowed to become involved in the decision-making 
process regarding the delivery of care (C1, 7). Within the primary care setting, 
this partnership is likely to be formed on a one-to-one relationship between the 
nurse and patient; however, it may be that more complex partnerships need to 
be formed involving the patient’s family, other members of the health care team 
and the local health authority (C1). This can have a direct impact on the nurse–
 patient relationship with wider issues around maintaining confi dentiality and pro-
fessional, ethical and legal issues.

Activity

Consider how you form a partnership with a patient.
What are the key components of establishing a therapeutic relationship with the 

patient?
Describe how you form an effective partnership with patients, carers and the multi-

disciplinary health care team.

The following section will focus on aspects of culture, privacy and dignity, confi -
dentiality and some legal and ethical issues in relation to Domain 2.

Domain of practice area with specifi c competencies

Table 8.1 outlines the 10 competencies that contribute to Domain 2.

Cultural issues

Culture is an important part of who we are and how we interact with the world, 
providing learned ways of thinking and feeling that affect the development of our 
attitudes, values and beliefs (McGee, 2003). Nursing is a patient-centred caring 
profession, however; providing care to an ever-changing multicultural and mul-
tilingual population whilst still maintaining patient-specifi c personal delivery can 
be a challenge to the APN. A culturally competent system of health care recog-
nises and integrates the importance of culture on multiple levels, including policy 
making, administration and practice.

The way in which individuals view health and illness has its base in their culture. 
What is defi ned as a health problem or illness, when and where to seek health 
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care and preventative services, what is expected from treatment and the way in 
which the sick role is enacted are all part of one’s culture (Gerber et al., 2001). 
The use of herbal remedies and other ‘alternative’ healing methods are becoming 
increasingly popular and easily accessible in the UK. A thorough patient assess-
ment should include a respectful discussion of such methods. Patients may be 
reluctant to discuss such alternative methods if they think they are going to be 
met with a negative attitude by the APN; thus, attention may need to be paid 
to establishing a therapeutic relationship with the patient prior to tackling such 
issues (C3).

Without an understanding of the many diverse beliefs, health care providers, 
who practice from a traditional Western medicine framework, will be confused 
about the meaning of these beliefs and practices for their patients (Gerber et al., 
2001) and this will ultimately impact on the success of the nurse–patient relation-
ship. If the APN is not knowledgeable about the health beliefs and practices of 
other cultures, misdiagnosis or ineffective treatment may occur (Paniagua, 1994) 
with potentially disastrous consequences and ineffective utilisation of health care 
resources.

A large component of the primary care APN is the ability to carry out an 
assessment of the patient and formulate an effective treatment plan. APNs need 
to develop an awareness of the biological variations in individuals of different 
racial and ethnic groups, such as the diversity of individual response to drug ther-
apy, variations in laboratory results and clinical signifi cance, disease risk and the 
pathophysiology of disease entities (Meiner, 2001). What at fi rst seems to be a 
simple assessment of pain can become increasingly complex when issues such as 
cultural responses to the expression of and management of pain are considered. 
McGee (2003) wrote that not taking into account the patients’ cultural variations 

Table 8.1 The 10 Competencies of Domain 2

 1.  Creates a climate of mutual trust and establishes partnerships with patients, carers and families
 2. Validates and checks fi ndings with patients
 3.  Creates a relationship with patients that acknowledges their strengths and knowledge, enabling 

them to address their needs
 4.  Communicates a sense of ‘being there’ for the patient, carers and families and provides comfort 

and emotional support
 5.  Evaluates the impact of life transitions on the health/illness status of patients, and the impact of 

health/illness on patients’ lives (individuals, families, carers and communities)
 6. Applies principles of empowerment in promoting behaviour change
 7.  Develops and maintains the patients’ control over decision-making, assesses the patients’ 

commitment to the jointly determined plan of care and fosters personal responsibility for health
 8.  Maintains confi dentiality, whilst recording data, plans and results in a manner that preserves the 

dignity and privacy of the patient
 9.  Monitors and refl ects on own emotional response to interaction with patients, carers and families 

and uses this knowledge to further therapeutic interaction
10.  Considers the patients’ needs when bringing closure to the nurse–patient relationship and 

provides for a safe transition to another care provider or independence

(RCN 2008:14).
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McGee (2003) writes of numerous studies that have been undertaken in the 
UK demonstrating that people of ethnic minorities suffer health inequalities. 
Suggestions put forward as to why this occurs include: inappropriate services and 
stereotypical assumptions (Ahmad, 2000), poor communication and a lack of 
knowledge amongst health professionals (McGee, 2003). Cultural competence is 
therefore important for all health professionals and it has been given a high politi-
cal agenda through various documents such as the National Service Framework for 
older adults (DoH, 2001) which states that the needs of local members of minority 
ethnic groups must be taken into account. APNs working in the community have 
the opportunity to make services more readily accessible, sensitive and responsive 
to local needs (McGee, 2003), thus contributing to the competencies within this 
domain (C5, 6, 7).

Actively incorporating culture into care is regarded as a dimension of the moral 
work of nursing in helping people to make sense of their illness or disability in 
ways that are meaningful to them and in doing so helping them to accept and 
enjoy their life (Mendyka, 2000). A large part of this lies in health promotion 
activities. Readers should consider Domain 1 (Chapter 6) alongside the points 
outlined in this chapter.

Being comfortable with cultural diversity can be diffi cult and due to the power 
that culture has, it may take the APN a lot of effort to learn to be comfortable 
with people who do things differently. It is important to remember that people of 
varying cultures not only are of varying ethnicity, but also have differing sexual 
preferences, live in different regions, are of varying gender type or are of different 
ages (Clark, 1999).

APNs have a responsibility in fulfi lling the competencies of the domain ‘nurse– 
patient relationship’ to learn about the different cultures that dominate in their 
practice area. Not all of this can be learnt from books and the importance for 
the APN to engage in dialogue with patients from such cultures to learn about 
their health beliefs and practices cannot be over-emphasised. In working towards 

Activity

Consider a patient that you have recently seen in which there were cultural 
differences.

How thoroughly do you feel that cultural issues were addressed throughout your 
assessment?
How could the assessment have been improved?
What potential negative implications could the lack of focus on cultural aspects 
within your assessment have meant for your patient?

�

�

�

devalues their experiences and beliefs and can contribute to the perpetuation of 
health inequalities.
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achievement of competencies affected by culture within this domain, the APN 
should strive to work with a range of different cultural groups represented within 
the locality and have the chance to check and validate information with other 
members of the patient’s culture (McGee, 2003) as simple intuitive interpretation is 
not enough (Paniagua, 1994) (C1, 2, 10). In doing so, issues around confi dentiality 
must be considered; all too frequently, inappropriate people are being called upon 
to assist in translation, due to time constraints and lack of forward planning (C8).
It may not be appropriate for the nurse to be including family members or 
reception staff, for example, in discussions regarding the patient’s assessment 
as meanings may be distorted and transmitted information incomplete (Bickley 
and Szilagyi, 2007). Translators and cultural liaison nurses may be available and 
should be utilised where possible.

It is neither necessary, nor possible to know everything about the large vari-
ety of different cultures to provide effective health care (Meiner, 2001). However, 
APNs do need to continually gain an awareness of their own beliefs, stereotypes 
and prejudices prior to being able to build a completely effective nurse–patient 
relationship and so provide effective health care. Stereotyping or stigmatising may 
interfere with care (Morrisey, 1996) and therefore the ability to see each patient 
without being infl uenced by personal biases and judgements is a goal for all APNs 
to work towards in seeking to understand, respect and adapt to cultural differ-
ences (Meiner, 2001) (C9). The APN must demonstrate respect for people as 
unique individuals (Clark, 1999) so that a climate of mutual trust and established 
partnerships with patients, carers and families are created (C1). It may be that 
once the APN refl ects on his/her own views and beliefs and considers the patient’s 
needs, a decision is made to hand over the care of a patient and in doing so there 
is a closure to the nurse–patient relationship, ensuring provision for a safe transi-
tion to another care provider (C9, 10). However this may not always be possible, 
and therefore the APN must seek additional support in managing the patient’s 
episode of care. In addition, the APN should remember that they cannot pick and 
choose which patients he/she will or will not care for (Callaghan, 2006).

Whilst it is important to learn of other cultures and how they may impact on 
health care practices, it is also important for the APN to recognise his/her own 
unique cultural attributes. Nursing and medicine has its own professional cul-
ture and there will also be organisational cultures present (McGee, 2003). Each 
of these individual cultures may present the APN with a diffi cult and challenging 
task in understanding the patient’s views and problems and the subsequent effect 

Activity

What cultural backgrounds comprise the patients within your practice or WiC setting?
What barriers do you face within your practice or WiC setting in terms of working 

with patients from cultural backgrounds other than your own?
How do you overcome these barriers?
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of this on building effective relationships with patients should be recognised. 
In addition, for the ANP working as a district nurse, PN or community matron, 
it is likely that they will have the opportunity to build relationships with patients 
over many visits. However, for the ANP working in a WiC, for example, manag-
ing just one episode of care, they will have to build a therapeutic relationship with 
the patient much more quickly taking into consideration cultural issues.

Patient consultations

No matter whether the primary care ANP is working as a PN, district nurse, 
within a WiC or as a health visitor, a fundamental element of the role is to carry 
out an advanced health assessment taking a health history, obtaining physical 
data through a systematic assessment and ordering and interpreting the appro-
priate diagnostic tests (RCN, 2008). Taking the history alone may well take you 
into some sensitive areas but to obtain a holistic picture of the patient’s health sta-
tus, the APN must obtain truthful information in such a way that the therapeutic 
relationship between nurse and patient can be established and maintained (Clark, 
1999) (C1). For treatment to be culturally competent, this assessment must have 
a cultural dimension in which the APN takes into account the individual’s beliefs, 
values and practices (Barkauskas et al., 2002). This cannot be done by simply look-
ing at a patient and their surname. An assessment tool can be useful in aiding the 
APN in taking his/her history. There are a number of assessment tools that have 
been designed to ensure a culturally competent assessment (Kleinman et al., 1978; 
Rooda, 1992; Campinha-Bacote, 1994; Leininger, 1995). The APN is advised to 
seek these out as it is beyond the scope of this chapter to discuss them here.

One important aspect of the consultation worth highlighting here, however, is 
that of the APN’s non-verbal communication and the impact that this can have 
on obtaining a successful history. The APN should pay close attention to eye 
contact, facial expression, posture, head position and movement such as shaking 
or nodding, interpersonal distance and placement of the arms and legs such as 
crossed, neutral or open (Bickley and Szilagyi, 2007). Being aware of such non-
verbal communication is the fi rst step to building up a good rapport (C1) with the 

Activity

Consider how you have taken a patient’s history in the past. What are the strengths and 
weaknesses of your history taking?

How might you go about improving your history-taking skills?
What services, policies and procedures do you have in place within your organisation 

to help you carry out a culturally competent assessment of your patient’s? 
How do these services, policies and procedures contribute to/hinder the relationships 

that you build up with your patients/clients?
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patient and obtaining as much information from them as possible. Be aware of 
the cultural variations with non-verbal communication. For example, the crossing 
of legs in some cultures is seen as a mark of disrespect by the nurse.

Ethical issues

When considering ethics in advanced practice, the fundamental element is the 
nurse–patient relationship and the responsibility it entails, making decisions 
within an implicit agreement between patient and nurse (Gray et al., 2001). 
A number of complex ethical decisions need to be made by the APN when consid-
ering the involvement of the patient with the health care process. Veath and Fry 
(1995) suggest that nurses face ethical issues in a unique manner because of the 
special relationship that they have with not only the patient, but also families and 
other members of the health care team. This relationship in which collaboration 
is achieved must be one built on trust (C1) in which confi dentiality and privacy is 
central. Many models have been put forward to help the APN in ethical decision-
making and issues of autonomy, freedom, objectivity, privacy, paternalism, 
benefi cence, non-malefi cence and justice should be considered as each will help 
to inform decisions about the level of involvement a patient should have in the 
nurse–patient relationship (Husted and Husted, 1995; Crumbie, 1999; Anderson 
and Pope-Kish, 2001) (C7). By focusing on such issues, the APN will respect each 
individual patient as a human being and provide full and appropriate informa-
tion, allowing them to become fully informed, thus helping them to include them-
selves in the decision-making process (C1, 3, 6, 7) and making ethical dilemmas 
easier to manage.

It is important to remain sensitive to the patient’s wishes (Elwyn et al., 1999; 
Levinson et al., 2005). Some patients will want to become actively involved in the 
maintenance of their health with little input from the APN on some or all deci-
sions and others may be passive in their involvement, relying on the APN to make 
all decisions and carry out all aspects of care (Brearley, 1990; Elwyn et al., 2000; 
Whitney, 2003). For the APN working in many primary care settings, he/she is 
able to build and develop the nurse–patient relationship over time, encouraging 
patients to become actively involved in their care (C7).

The APN makes many decisions every day, some unconsciously and some with 
more thought; however, even with small decisions, a decision-making process is 
used (refer Chapter 5). It is when faced with more signifi cant decisions that the 
APN may fi nd it diffi cult to maintain the nurse–patient relationship that has been 
previously built in quite the same way. Indeed, it may seem that the best choice 
might well be the one chosen from several equally unsatisfactory options and this 
is when the APN becomes faced with an ethical dilemma.

The case study given in Box 8.1 outlines a scenario in which an APN is torn 
between what he/she feels his/her role is ethically as an APN and what he/she feels 
is right for working within the domain of nurse–patient relationship. Read the 
case study and complete the questions at the end of the activity before continuing 
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to read the text. This case study will be used as the basis for discussion of some of 
the ethical issues for working within this domain.

In the case study illustrated in Box 8.1, Mr Baker has the right and duty to 
make his decision regarding his care and, in accordance with the principle of 
autonomy, there is an expectation that the APN is required to respect, accept and 
even support such decisions, even when the decision does not agree with what the 
APN would have wanted (C7). This can be diffi cult to do, particularly when a 
patient’s choice is something that the APN knows will ultimately cause him harm. 
The APN may, however, have a role in helping Mr Baker examine the options 
with as much information as possible made available to him in understandable 
terms. This may be diffi cult as the primary care APN may not have the expertise 
in this area to consult on this and may need to ask Mr Baker’s consent to seek 
a further appointment with a specialist nurse or the GP. The APN could direct 
specifi c questions beyond his/her scope of practice to the appropriate provider to 
ensure that the patient has an additional perspective (C10); furthermore, there 

Box 8.1 Case Study

Mr Baker came to see you in your practice complaining of a change in bowel habit, 
PR bleeding, weight loss and lethargy. Following your examination and subsequent 
referral to the local hospital, he has recently been diagnosed with bowel cancer. 
Mr Baker has come to see you for a routine follow-up appointment for his hyperten-
sion and tells you of his diagnosis and the options that he has been given. Mr Baker 
tells you that he can either do nothing or that the consultant has recommended 
 surgery�chemotherapy afterwards. None of the options guarantee a cure and all 
involve a level of discomfort and so Mr Baker tells you that he has decided that he 
will do nothing and wait and see if the symptoms get any worse before doing any-
thing further. He also has concerns regarding surgery as he has been told that there 
may be the need for a stoma.

Although this is not your area of practice, you are aware of the importance of mak-
ing a decision regarding further intervention rather than ‘waiting’ for worsening of 
symptoms. You have a good relationship with Mr Baker that has been built up over 
many years; he has just retired at the age of 61 years and lives independently with his 
wife. Based on your relationship with Mr Baker, you feel that he should seek treat-
ment of some sort immediately and that delaying this could lead to further spread of 
the cancer.

What are the ethical dilemmas that you are faced with in this scenario (you may 
need to consult an ethics text)?
Should you try to change Mr Baker’s mind? And if so, how will you go about this?
If you decide not to try and change Mr Baker’s mind, based on your own feelings, 
would you consider doing anything else regarding the matter?
Three months later, Mr Baker comes back to you and tells you that he has now 
decided that he wants to have the surgery but is afraid to contact the hospital due 
to refusal of treatment previously. What are your actions?
Discuss your thoughts with other health professionals within your practice area.

�

�

�

�

�
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may be the option of asking a patient who has had similar experiences to meet 
Mr Baker (Anderson and Pope-Kish, 2001).

There is the potential for confl ict within the nurse–patient relationship in this 
case study; the patient obviously feels that he has a good relationship based on 
mutual trust and respect with the APN to even bring up the subject for discussion 
(C1). However, the APN knows that for any chance of success in eliminating the 
cancer, Mr Baker must undergo treatment for which he is refusing. This poten-
tial confl ict between respect for the patients’ autonomy and the APN’s interest in 
doing good (benefi cence) can be a dilemma for the APN.

Mr Baker’s decision not to have treatment requires support by the APN and any 
signs of disapproval on the APN’s part should not become apparent (C3, 7). The 
APN must show acceptance and respect for the decision, whatever it is, even if it does 
not conform to the APN’s belief or to the decision that he or other patients would 
have made (Wheeler, 2000). Whilst the APN may feel that he/she is supporting the 
patients’ decisions and accepting the decision, he/she should also remember that non-
verbal cues given by the APN can also have a powerful effect (Gray et al., 2001).

The APN can enable decision-making by providing Mr Baker with relevant infor-
mation and impartial guidance and an understanding that he can contact the APN 
for further advice in the future (C4). In this way, the APN is acting as the patient’s 
advocate. In this case, this presupposes that the patient is willing to have the infor-
mation provided, that the APN either knows or has access to the information needed 
by the patient and that the APN has the capacity to frame the information in words 
understandable to him and any other signifi cant people involved in his decision-
making process. A plan of care should be formulated with the patient in which he is 
empowered to take responsibility for his health and symptom management (C7).

Baldwin (2003) delineated three main attributes of patient advocacy:

maintaining a therapeutic nurse–patient relationship in which to secure a 
patient’s freedom and self-determination;
promoting and protecting the patient’s rights to be involved in decision-making 
and informed consent;
acting as an intermediary between patient and their families and between them 
and health care providers.

In considering the case study given in Box 8.1, it can be seen that the APN is able 
to fulfi l each of these attributes through supporting Mr Baker in his decision and 
through acting as an intermediary between the patient and the hospital staff both 
in obtaining further information and in organising later treatment. This willing-
ness to share power with the patient helps build mutual trust (C1) and enables 
the APN to consider the unique details of his illness within the context of his life 
(C5) and continue to build upon the already established therapeutic nurse–patient 
relationship. This is important as it is not only the ideal outcome of removing the 
cancer that should be considered, but also the patient’s quality of life. Quality of 
life is subjective, refl ecting the patient’s personal views (Anderson and Pope-Kish, 
2001) and may be considered more important than a cure at that present time.

�
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�
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Legal issues

Primary care APNs are personally and professionally accountable for their practice 
and as such must ensure that they have the competence to undertake and perform 
advanced practice activities to the same reasonable standard as the person that 
would have normally undertaken and been entrusted with those activities (e.g. 
a GP) (Whiteing, 2008). Diffi culties will arise when APNs are poorly prepared 
for their roles with insuffi cient knowledge and skill to perform the functions of 
the advanced nursing role (Jones and Davies, 1999). Indeed, in law, being inex-
perienced is no defence and APNs, at whatever level of their development, will 
be judged by the same standards as more experienced colleagues unless they have 
sought the advice of someone more experienced than themselves (Furlong and 
Glover, 1998; Jones and Davies, 1999; Tingle, 2002; Callaghan, 2006). In work-
ing alongside other members of the health care team, procedures and protocols 
can be adapted to refl ect the APN’s legal accountability and aid protection against 
claims of clinical negligence (Tingle, 2002).

It is important that APNs are honest with patients (C1) in discussing when they 
feel that they are working outside their scope of practice so that they can seek help 
and advice from more experienced members of the team. This may involve discuss-
ing confi dential information with others and it is important that the APN gains 
the patient’s consent and full awareness in doing so in order that the patient’s pri-
vacy and dignity are preserved (C8). Whilst the nurse–patient relationship is one 
built on confi dentiality, it is paramount that the APN does not compromise the 
care delivered by not seeking help from others when out of their scope of practice 
(C10).

Indeed, without explaining to the patient that he/she is a nurse, the APN may 
invalidate the patient’s consent if the patient assumed by the very nature of the 
task being performed that the APN is a doctor. It may be that the patient does not 
give consent for anyone other than a doctor to perform the task and therefore the 
APN must explain his/her status to the patient (Dowling et al., 1996).

Confi dentiality

Competency 8 of the nurse–patient relationship domain addresses the issues of 
recording and keeping records of the patients care episode(s). This includes how 

Activity

What ethical issues to you face in your daily practice?
Within your practice or WiC setting, are there established guidelines indicating the 

type of information you can share with patients?
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the record is made, where it is stored and who has sight of it. The APN should 
be aware of both the Nursing and Midwifery Council (NMC) guidelines (2005) 
and also the National Heath Service (NHS) confi dentiality code of practice (DoH, 
2003). Good record keeping promotes good-quality patient care, safeguards the 
APN in case of legal or disciplinary action and empowers the APN to practice 
to the highest standard of care (Callaghan, 2006). Confi dentiality and the main-
tenance of clear, comprehensive health care records is part of the professional 
responsibilities of all health care professionals and a fundamental role of the 
nurse (Dimond, 2003; Whiteing, 2008); however, due to the unique nature of the 
relationship between the APN and the patient in primary care, the APN will often 
have access to a considerable quantity of confi dential information, which may 
continue over a signifi cant period of time (Pennels, 2008). In addition, the APN 
will often have built up a relationship with the patient’s family (C4) and it can be 
challenging to maintain this relationship and confi dence, knowing exactly which 
information the patient wishes to remain entirely confi dential and which he/she is 
happy to share with those around him/her. The APN requires good communica-
tion skills in order that he/she can explain to the relatives or next of kin that their 
request for information regarding the patient will only be disclosed with consent 
from the patient. Confi dentiality is an important consideration in record keeping, 
as in any other area of professional practice (Dimond, 2004). As such, confi den-
tiality must remain the priority of the APN and it may be that he/she can make 
reference to a document which will answer questions that the relative may have 
without actually showing them the relevant record/document.

This can be made more diffi cult depending on what types of records are used, 
particularly if care is being provided in the patient’s own home and the APN must 
consider the professional and ethical issues of record keeping in this environment 
where greater protection of confi dentiality is required. Patients should be able to 
access their records in order that they can participate in their own health care. 
Patient participation in record keeping should become the norm. Records should 
therefore be written in a manner that the patient is able to understand and con-
tain only information that the patient agrees to. Records of consultations should 
form part of the summary and closure of the nurse–patient relationship (Thome, 
2008) (C10).

In the past, patients would receive treatment from one GP. Today owing to 
the number of specialists involved in care and the extended scope of nurses and 
physiotherapists, patients are likely to be treated by a team of health care profes-
sionals. This delivers great benefi ts to the patient regarding quality of treatment; 
however, it also means that the many different professionals also need to be able 
to communicate effectively between themselves (Thome, 2008). It is commonly 
agreed that relevant information regarding the patient is shared amongst health 
care professionals on a need-to-know basis (DoH, 2003); however, it should not 
be assumed that the patient is aware of this. Therefore, the APN must inform the 
patient that their information will be shared with their consent.

Good record keeping does take practice, especially when the APN is required as 
part of his/her advanced role to be documenting histories and physical examinations 
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that do not traditionally form part of the nurse’s documentation. The APN must 
review his/her fi ndings and the future treatment decisions with the patient where 
possible when recording them in the notes (Thome, 2008) (C2). This process can be 
diffi cult at fi rst, trying to document at the same time as maintaining communication 
with the patient displaying interest in what the patient is saying and trying to utilise 
effective listening skills. In sharing the content with the patient, the APN is able to 
validate his/her fi ndings (C2), establish partnerships (C1) and develop and maintain 
the patient’s control over decision-making (C7).

Following the death of a patient, the APN may still continue to have a thera-
peutic relationship with the family who may wish to discuss the care and treat-
ment of the deceased (C1, 4). As the legal duty of confi dentiality extends into 
death, the APN’s professional and ethical duty of confi dentiality to the patient 
continues (C10) and the APN and the employing organisation must ensure appro-
priate measures are in place to hold patient records, only releasing them where 
relevant (DoH, 2003; Pennels, 2008).

Another diffi cult situation in which the APN will need to rely on good com-
munication skills is if the patient is unable to consent to disclosure of informa-
tion, for example, if they have dementia. The APN must balance the rights of the 
patient with the expectations of the relatives (Pennels, 2008).

Activity

Look at Table 8.1.
What competencies do you already feel that you meet in relation to Domain 2 and 

more specifi cally in relation to the topics covered in this chapter? What evidence do 
you have for your portfolio to demonstrate this?

Key points in relation to the competencies for Domain 2

A climate of mutual trust and partnership must be established with the patient 
and their families through appropriate communication skills, cultural aware-
ness and emotional support.
The APN can help patients participate in decision-making by providing relevant 
information and impartial guidance.
The APN must take a step back from the nurse–patient relationship at times to 
examine his/her ethical and professional obligations to the patient.
Accurate and consistent records should be kept by the APN and stored accord-
ing to the organisation’s storage and retrieval policies.
The APN must be aware of his/her responsibilities under the NMC (2005) 
guidelines for records and record keeping and the DoH (2003) confi dentiality 
code of practice, regarding the confi dentiality of records.
The APN should refl ect on situations that have challenged the nurse–patient 
relationship in order that further learning and development can take place.

�
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�
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The APN has a responsibility to learn about the different patient cultures 
within his/her locality and his/her professional and organisational cultures, and 
to have an awareness of his/her own biases and stereotypical assumptions.
The APN cannot pick and choose which patients he/she sees based on cultural 
or ethical challenges; however, the APN must seek help from other members of 
the health care team if it is felt to be in the patient’s best interest or beyond the 
APN’s scope of practice.

Conclusion

This chapter has examined the nurse–patient relationship in relation to issues of 
confi dentiality, culture, ethics and law, privacy and dignity and record keeping. 
It has been noted that:

APNs have a unique relationship with their patients and it is through this rela-
tionship that the APN can become the vehicle through which patients partici-
pate in their care.
Through the APN, patients can become empowered to make the decisions upon 
which they can provide a change in health behaviours, take personal responsi-
bility for their health and work in partnership with health care providers.
As the boundaries between nursing and medicine become blurred, APNs should 
consider how their relationship with the patient and their families may need to 
alter.

This chapter has considered just a few situations in which APNs may feel chal-
lenged in maintaining the therapeutic nurse–patient relationship whilst addressing 
the many professional, ethical, legal and cultural dilemmas they may face. It is 
only by working through such situations and refl ecting on practice that APNs will 
be able to strive towards excellent provision of care within an effective nurse– 
patient relationship.
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Introduction

The aim of this chapter is to examine how nurses working in general practice 
and walk-in centres (WiCs) can implement anticipatory guidance as described by 
the Royal College of Nursing (RCN) in the education domain for advanced prac-
tice. The National Service Framework (NSF) for diabetes mellitus will be used to 
illustrate the practice of anticipatory guidance in primary care.

Anticipatory guidance: 
National Service 

Frameworks
Victoria Lack

Learning Outcomes

To assess the need for practice nurses (PNs) and WiC nurses to provide anticipatory 
guidance
To illustrate the knowledge necessary to achieve the anticipatory guidance role of 
nurses with reference to the NSF standards
To give examples of how the necessary knowledge can be achieved or accessed.

�

�

�

Background

Anticipatory guidance is defi ned by ‘Bright Futures’, the national health pro-
motion initiative in the USA for maternal and child health, as ‘information that 
helps families prepare for expected physical and behavioural changes during their 
child’s or teen’s current and approaching stage of development’ (Bright Futures, 
2008:1). It is a term that is widely used in the USA to describe, as the defi nition 
implies, information and advice given by health workers to carers of children in 
order for them to be able to anticipate and prepare for normal changes during 
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childhood and adolescence. The term anticipatory guidance is used in the RCN 
third domain of advanced practice (2008) and implies a wider defi nition of guid-
ance given throughout the life span. In this chapter, the broader understanding 
of the term will be used which is to include information given to all age groups, 
throughout life. Anticipatory guidance is only a part of one of the competencies 
described by the RCN in the education domain of practice. In this chapter, refer-
ence will be made to the 14 competencies within the domain.

Domain 3: The education function

Domain 3: the education function of advanced PNs as described by the RCN and 
validated by the Nursing and Midwifery Council (NMC) is set out as follows:

Dimension – timing:
 1.  Assesses the ongoing and changing needs of patients, carers and families for 

education based on the following:
 a.  needs for anticipatory guidance associated with growth and the develop-

mental stage,
 b. care management that requires specifi c information or skills,
 c. the patients’ understanding of their health condition; 
 2.  assesses the patient’s motivation for learning and maintenance of health-

related activities using principles of change and stages of behaviour change;
 3.  creates an environment in which effective learning can take place.
Eliciting:
 4.  Elicits information about the patient’s interpretation of health conditions as a 

part of the routine health assessment;
 5.  elicits information about the patient’s perceived barriers, supports and modi-

fi ers to learning when preparing for patient’s education;
 6.  elicits the patient’s learning style to facilitate an appropriate teaching 

approach;
 7.  elicits information about cultural infl uences that may affect the patient’s 

learning experience.
Enabling:
 8.  Enables patients by displaying a sensitivity to the effort and emotions associ-

ated with learning about how to care for one’s health condition;
 9.  enables patients in learning specifi c information or skills by designing a learn-

ing plan that is comprised of sequential, cumulative steps, and that acknowl-
edges relapse and the need for practice, reinforcement, support and re-teaching 
when necessary;

10.  enables patients to use community resources when needed.
Providing:
11.  Communicates health advice and instruction appropriately, using an evi-

dence-based rationale.
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Negotiating:
12.  Negotiates a jointly determined plan of care, based on continual assessment of 

the patient’s readiness and motivation, re-setting goals and optimal outcomes;
13.  monitors the patient’s behaviours and specifi c outcomes as a guide to evalu-

ating the effectiveness and need to change or maintain educational strategies.
Coaching:
14.  Coaches the patient by reminding, supporting and encouraging, using empa-

thy (RCN, 2008).

The third domain of practice: the education function is relevant to all nurses, 
although not all nurses may achieve all the competencies within it. This domain 
of practice refl ects the view that advanced PNs, at least, should be able to provide 
education to patients, carers and families which is accurate, appropriate, timely 
and sensitive to the individual’s needs, in an atmosphere which is conducive to 
learning. It is expected that most nurses, working in general practice or WiCs, 
would be able to identify with the competencies to a greater or lesser extent.

Activity

After reading the domain of practice, think of examples from your practice in which you 
provide anticipatory guidance.

Practice nursing, as practiced today, has largely developed in response to changes in 
the health care system, notably the GP contract (DoH, 1993) which encouraged gen-
eral practitioners (GPs) to take on more preventive work with cash incentives for 
chronic disease management clinics and which also relocated much of routine chronic 
disease management into primary health care. The New GMS Contract (DoH, 2003) 
formalised health education in general practice, by making health education activi-
ties necessary for achieving ‘QoF’ points. It is normal for PNs to take much of the 
responsibility for attaining the QoF targets; therefore, PNs should be equipped for an 
educational role within the practice. For example, the QoF for diabetes has 17 indi-
cators for ongoing management of the condition (DoH, 2003; Table 9.1).

Many of these, if not all, involve the patient knowing what to expect and 
being able to manage and plan for their condition: they rely on the patient hav-
ing received anticipatory guidance in its broader sense. For example, consider the 
targets DM 6–11. These rely on the patient knowing to expect that they will have 
their blood taken, feet checked, blood pressure recorded and eyes checked. This 
information giving is not only to achieve income for the practice, but is also good 
sense in terms of diabetes management.

The focus and context of WiC nursing is different from that of the PN. The role 
of WiCs includes provision of information surrounding minor health conditions and 
health promotion (Salisbury et al., 2002). Nurses working in WiCs are therefore 
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Table 9.1 QoF Points attainable for the Management of Diabetes Mellitus (DoH, 2003). Reproduced 
under the terms of the Click-Use Licence

All minimum thresholds are 25% indicator Points
Maximum 
threshold (%)

Ongoing management

DM 2. The percentage of patients with diabetes whose notes 
record BMI in the previous 15 months

 3 90

DM 3. The percentage of the nGNf patients with diabetes in 
whom there is a record of smoking status in the previous 15 
months except those who have never smoked where smoking 
status should be recorded once

 3 90

DM 4. The percentage of patients with diabetes who smoke and 
whose notes contain a record that smoking cessation advice has 
been offered in the past 15 months

 5 90

DM 5. The percentage of diabetic patients who have a record of 
HbA1c or equivalent in the previous 15 months

 3 90

DM 6. The percentage of patients with diabetes in whom the 
last HbA1C is 7.4 or less (or equivalent test/reference range 
depending on local laboratory) in past 15 months

16 50

DM 7. The percentage of patients with diabetes in whom the 
last HbA1C is 10 or less (or equivalent test/reference range 
depending on local laboratory) in past 15 months

11 85

DM 8. The percentage of patients with diabetes who have a 
record of retinal screening in the previous 15 months

 5 90

DM 9. The percentage of patients with diabetes with a record 
of presence or absence of peripheral pulses in the previous 15 
months

 3 90

DM 10. The percentage of patients with diabetes with a record of 
neuropathy testing in the previous 15 months

 3 90

DM 11. The percentage of patients with diabetes who have a 
record of the blood pressure in the past 15 months

 3 90

DM 12. The percentage of patients with diabetes in whom the 
last blood pressure is 145/85 or less

17 55

DM 13. The percentage of patients with diabetes who have a 
record of micro-albuminuria testing in the previous 15 months 
(exception reporting for patients with proteinuria)

 3 90

DM 14. The percentage of patients with diabetes who have a 
record of serum creatinine testing in the previous 15 months

 3 90

DM 15. The percentage of patients with diabetes with proteinuria 
or micro-albuminuria who are treated with ACE inhibitors (or A2 
antagonists)

 3 70

DM 16. The percentage of patients with diabetes who have a 
record of total cholesterol in the previous 15 months

 3 90

DM 17. The percentage of patients with diabetes whose last 
measured total cholesterol within previous 15 months is 5 or less

 6 60

DM 18. The percentage of patients with diabetes who have had 
infl uenza immunisation in the preceding 1 September to 31 
March 

 3 85
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fundamental to provision of this role. However, Abbott et al. (2008) say that WiCs 
may not be the best place for health education, if this is to be more than simply 
passing on information, due perhaps to a lack of time per consultation to be able to 
provide such detailed information.

It seems evident that general practice is an ideal setting for anticipatory guidance to be 
provided by PNs. There are many opportunities during preventive consultations: child-
hood immunisation clinics, cervical cytology, family planning clinics, chronic disease 
management clinics and new patient health checks, for example. Time may be limited to 
15 or 20 min per consultation, but the PN usually has the advantage of previous notes, 
and the opportunity to ask the patient to return for follow-up. Anticipatory guidance in 
a WiC is more diffi cult, as time needs to be spent developing a rapport, discussing previ-
ous history and assessing the readiness of the patient to engage in discussion. However, 
it is a key function of the WiC and one which should not be overlooked. One advan-
tage of the WiC is that there are usually no appointment times, so time can be spent 
with the presenting patient as needed. However, this depends to an extent on the discre-
tion of the WiC management. It is possible to spend an hour with patients presenting at 
aWiC with extremely complex needs, knowing that the WiC nurse could send a patient 
away very quickly if the patient presenting is not strictly in WiC criteria (consulting for 
‘minor’ and urgent injury or illness). Recently in a WiC, one such patient had human 
immunodefi ciency virus (HIV) and kidney failure and was consulting because she had 
been menstruating for several weeks without pause. The patient did not have a GP, and 
as a ‘non-documented migrant’ was unlikely to fi nd it easy to obtain one. The nurse 
conducting the consultation felt it was correct to try to give as much information and 
practical help as possible regarding the issue of registering with a GP (which was seen to 
be the most important issue at that moment). The patient needed to be ‘guided’ through 
the NHS system, and told what to expect (and also what not to expect). The patient’s 
per vagina bleeding was also dealt with. The WiC management at this particular cen-
tre instituted a system of 20 min ‘slots’ for patients in order to keep the queue down 
and minimise the risk of ‘breaching’ the 24 h Accident and Emergency (A&E) target. 
However, the nurse had the opportunity to override that as she had in effect no booked 
patients. This example is illustrated to make the point that it may actually be easier to 
give guidance in a WiC than in general practice, when time factors are considered.

Education and anticipatory guidance are accepted as being an essential part 
of nursing. WiC nurses and PNs are therefore expected to practice such guid-
ance throughout their consultations. The NSF for diabetes will now be discussed 
to illustrate how nurses working in these two environments can use the NSFs to 
facilitate and/or provide anticipatory guidance for their patients. The example of 
the NSF for diabetes can then be extrapolated to the other NSFs.

The NSFs

Following the Labour party’s victory in the 1997 general elections, the 
Department of Health quickly issued a White Paper which described the proposed 
direction of the NHS over the life of the Labour government. The NHS, Modern 
Dependable (DoH, 1997) discussed quality and uniformity in the NHS. The old 
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internal market of the conservative era was to be disbanded and there was to be 
a new emphasis on standards and clinical excellence and an end to regional vari-
ations in practice and outcomes. The way to achieve this was termed clinical gov-
ernance. Clinical governance was and is a key feature of Labour’s NHS policy 
and aims to ‘produce within every health organisation a structure and system to 
assure and improve the quality of clinical services’ (Vincent, 2001:62). Put more 
simply, it is about the ‘patients/carers receiving the right care at the right time, 
from the right person, in a safe environment’ (McSherry and Pearce, 2002:18).

Clinical governance has three overlapping elements which are:

development of national standards and guidelines to improve and standardise 
care;
NSFs (mental health, elderly, CHD and diabetes);
National Institute for Clinical Excellence (DoH, 1998).

NSFs were fi rst described in the White Paper A First Class Service: Quality in 
the New NHS (DoH, 1998). NSFs are long-term strategies for improving specifi c 
areas of care. They set national standards which identifi ed specifi c interventions 
to be completed within agreed time scales (DoH, 2008). The two main roles of 
NSFs are to set clear requirements for care and to offer strategies and support to 
health care organisations to achieve these requirements or standards (NHS Direct, 
2008).

There are currently 10 NSFs covering key chronic diseases, such as diabetes, 
age groups (children and older people) or areas of care (mental health). They are 
‘care blueprints’ to tackle unacceptable variations in care across the country. The 
National Institute for Health and Clinical Excellence (NICE) was developed at the 
same time to advise health workers on best practice according to the best avail-
able evidence. Coupled to both the NSFs and NICE was the concept of lifelong 
learning, to enable and assure that health workers have the opportunity to remain 
up to date in their chosen fi elds. Indeed, the concept of lifelong learning and pro-
viding the most contemporary evidence-based practice is an essential requirement 
of all nurses, midwives and community public health specialist nurses (which 
includes PNs and WiC nurses) as is evident from The Code Standards of Conduct, 
Performance and Ethics for Nurses and Midwives (NMC, 2008).

A First Class Service: Quality in the New NHS (DoH, 1998) continues to have 
far-reaching implications for all health workers. WiC nurses and PNs have signifi -
cant roles to play in assuring quality in the NHS, and a high standard of antici-
patory guidance is met throughout the 10 NSFs. First of all, it is important that 
nurses are familiar at least with the broad outline of each NSF. The standards 
are clearly stated in the executive summary of each NSF and it is important that 
nurses – along with all health workers – have a grasp of at least the background 
assumptions and summary of the standards. Second, it is essential that both 
groups of nurses are experts in their own fi eld of practice, and know where to 
refer or direct patients to when the issue is outside of their sphere of knowledge.

�
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�
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How does anticipatory guidance relate to the NSFs?

As discussed in the section ‘Introduction’, the NSFs are ‘care blueprints’ to help 
achieve a high standard of clinical care across the NHS. A large part of the NSFs 
is concerned with the provision of anticipatory guidance to patients, carers and 
families. In order for this guidance to be effective, it needs to be accurate, appro-
priate, timely and sensitive to an individual’s needs, in an atmosphere which is 
conducive to learning. In this chapter, the NSF for diabetes illustrates how the 
NSF requires nurses to be able to provide anticipatory guidance regarding the pre-
vention and management of Type II diabetes.

Standard 1 of the NSF for diabetes states the following:

The NHS will develop, implement and monitor strategies to reduce the risk 
of developing Type II diabetes in the population as a whole and to reduce the 
inequalities in the risk of developing Type II diabetes.

The key interventions are described as follows: the overall prevalence of Type 
II diabetes in the population can be reduced by preventing and reducing the 
prevalence of people being overweight, obesity and the prevalence of central 
obesity in the general population, particularly in sub-groups of the population 
at increased risk of developing diabetes, such as people from minority ethnic 
communities, by promoting a balanced diet and physical activity. Individuals at 
increased risk of developing Type II diabetes can reduce their risk if they are 
supported to change their lifestyle by eating a balanced diet, losing weight and 
increasing their physical activity levels (DoH, 2001). The NSF then continues 
with a discussion of these interventions and approaches to the interventions in 
more detail.

Nurses working at an advanced practice level should be able to implement an 
anticipatory guidance function relating to the prevention of Type II diabetes in 
the practice or WiC population that they are managing, as well as work towards 
reducing inequalities in risk between different sub-groups of that population. In 
order to carry out effectively the education function in relation to this one stand-
ard in one NSF, the nurse must be knowledgeable in many areas. The nurse will 
also need to have knowledge of health promotion theory in order to be able to 
assess the patient’s readiness to learn and make positive changes in their lifestyle. 
Anticipatory guidance as related to the NSF is clearly an advanced practice role, 
but one which is essential for PNs and WiC nurses to adopt if they are to provide 
a high quality of care in the NHS.

Standard 1 requires knowledge of the local population, along with particular 
risk factors for diabetes. It also requires knowledge of primary and secondary 
prevention strategies associated with diabetes mellitus (DoH, 2001). Diabetes UK 
presents the main risk factors for Type II diabetes on the organisation’s website 
(Box 9.1).

Besides the risk factors associated with the onset of Type II diabetes mellitus, 
there are other associated risk factors as shown in Box 9.2.
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Knowledge of preventive strategies

Primary preventive strategies for prevention of Type II diabetes are varied. The 
NSF for diabetes advocates the promotion of healthy diet and exercise to prevent 
obesity and particularly central obesity, especially among those at higher risk. The 
White Paper Our Health, Our Care, Our Say (DoH, 2006a) recommends multia-
gency action to reduce the numbers of people who are physically inactive or who 
are overweight. According to the government paper Turning the Corner: Improving 
Diabetes Care (DoH, 2006b), action must be taken in childhood to have the great-
est impact. Most PNs and WiC nurses will not be directly involved in such pro-
grammes, but there is no reason why they should not be, especially if they work 
in areas where the population is at higher than average risk of diabetes. They may 

Box 9.1 Risk Factors for Type II Diabetes

Ethnic background

The prevalence of diabetes is around 2.4% in Caucasians.
In some Black and minority ethnic (BAME) groups, it can be as much as three to 
fi ve times higher for Type II diabetes compared to their Caucasian equivalents.
Type II diabetes also tends to develop around fi ve years sooner in people from 
Black and minority ethnic groups.
In the South Asian population, it is around 10 years earlier and at lower levels of 
obesity (Diabetes UK, 2008).

�
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Box 9.2 Other Associated Risk Factors associated with 
Type II Diabetes

Other risk factors

1 White people �40 years and BAME people �25 years with one or more of the 
following risk factors:

fi rst degree FH DM;
BMI 25 or above and a sedentary lifestyle;
waist measurement 94 cm or above (White and Black men);
waist measurement 94 cm or above (Asian men);
waist measurement 80 cm or above (White, Black and Asian women);
people who have IHD, cerebrovascular disease, PVD and treated hypertension;
PMH of gestational diabetes;
PCOS with a BMI 30 or above;
known IGT;
severe mental health problems;
hypertriglyceridemia not due to alcohol or renal disease (Diabetes UK, 2008).
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also support others such as school nurses, dieticians, etc., in the implementation 
of such programmes. Preventive programmes, especially when targeted towards 
higher risk groups, can work in practice.

There are many local initiatives in which WiC nurses and, perhaps more likely, 
PNs will be involved. For example, the Do Activity Stay Healthy Scheme (DASH) 
is run by Somerset PCT to tackle the growing problem of obesity in school children. 
The programme is run as a school-based club where children aged fi ve to nine 
years are encouraged to exercise and eat healthily through ‘fun’ activities. The 
anticipatory guidance to the children and families here is to discuss with the par-
ticipants why it is important to eat well and exercise well and the consequences of 
not having a healthy lifestyle in later life (DoH, 2006b).

Secondary prevention of diabetes involves screening for diabetes. At present, 
there is no nationally agreed strategy for screening (Diabetes UK, 2008) although 
many local initiatives are running. In addition, there is no defi nitely agreed pro-
tocol for screening for Type II diabetes, or agreement about how to interpret the 
results. Fasting venous blood samples are the usual method although capillary 
glucose measurement may be suffi cient. Glucose tolerance tests can be used in 
cases where the diagnosis is in doubt (Patient UK, 2008). A large, UK-based study 
used the classifi cation given in Box 9.3 to decide on the need and direction of fur-
ther intervention (Greaves et al., 2008).

Box 9.3 A Simple and Pragmatic System for detecting New 
Cases of Type II diabetes and Impaired Fasting Glycaemia in 
Primary Care

Fasting plasma glucose of �6.1 mmol/l: unlikely to have impaired glucose meta-
bolism and should be re-enlisted for further screening at a later date (probably in 
a further three years or so);
fasting plasma glucose of 6.1–6.9 mmol/l defi ned as having IGT (‘pre-diabetes’);
two results �7 mmol/l defi ned as having probable frank diabetes;
fasting or random plasma glucose, on one reading, of �11.1 mmol/l is diagnostic 
of diabetes (Greaves et al., 2008).
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It is essential that if nurses are to administer screening tests, then they are able 
to manage the results in collaboration with the patient. They need to be able to 
give guidance pre- and post-testing to ensure the patient is not made unduly anx-
ious, or indeed given false reassurances. For example, if a client is found to have 
impaired glucose tolerance (IGT), then the nurse must be confi dent in explaining this 
to the individual, and also what is to be expected and what should be done by the 
patient about the condition. In short, the nurse must be competent in anticipatory 
guidance in this area. In a WiC setting, the patient may not return to the WiC 
for the results, but the nurse must be prepared for this eventuality and ensure the 
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patient is followed up by someone also competent in giving results and identifying 
a future plan of action.

Follow-up for Type II diabetes is hopefully reasonably well established within 
most general practices, but follow-up for IGT is less well managed. Patients with 
increased risk of Type II diabetes have a 50% risk of progression to Type II dia-
betes within 10 years, and double the risk of cardiovascular disease (Tuomilehto 
et al., 2001). Lifestyle intervention can reduce the risk of progression to diabetes, 
and may have an impact on cardiovascular disease (Wylie et al., 2002). The Joint 
British Societies (JBS) recommends the following for patients with IGT: apparently 
healthy individuals with a CVD risk �20% over 10 years who have IGT should 
receive appropriate lifestyle and risk factor intervention, including the use of car-
diovascular protective drug therapies, to achieve the risk factor targets including 
glycaemic control (British Cardiac Society; British Hypertension Society; Diabetes 
UK; HEART UK; Primary Care Cardiovascular Society; Stroke Association, 2005; 
JBS, 2005). Nurses may not be responsible for the provision of drug therapies 
such as the aforementioned, but they should be able to advise the patient on the 
anticipatory guidance surrounding their condition.

Pre-requisites for giving anticipatory guidance

PNs and WiC nurses should be able to guide and support all individuals with risk 
factors for diabetes, IGT and overt diabetes, or at the least know where and how 
to refer them in order that they receive such support elsewhere. For this, nurses 
need to have the knowledge (or resources to fi nd the knowledge) at their fi nger-
tips. They must also have the ability to give guidance in a way that the patient will 
respond to. Although the RCN (2008) competencies state that nurses in advanced 
practice should be competent in anticipatory guidance, it is hard to fi nd discus-
sion on how this can be achieved. First of all, it is apparent, from the above dis-
cussion, that nurses need to know their subject, their resources and their methods 
of referral, but discussion regarding actual implementation of anticipatory guid-
ance, the how, when and where, is more diffi cult to fi nd. However, by examination 
of the educational domain of practice, it is possible to deconstruct what is nec-
essary for nurses to implement effective anticipatory guidance. The domain areas 
of timing, eliciting, enabling, providing, negotiating and coaching give an idea of 
what pre-requisites are needed in order to facilitate effective anticipatory guidance. 
The nurse needs to ensure that the time is right for the patient: the health edu-
cation concept of being ready to change is very important here. The nurse also 
needs to gain information from the patient about what the patient already knows, 
what they need to know and how much the patient wants to know at this time. 
The nurse needs to then enable the patient to learn by provision of a conducive 
atmosphere, culturally appropriate information and appropriate back-up resources 
to leave with the patient. Finally, the nurse needs to provide the patient with the 
information, negotiate a plan of action and coach the patient to retain and imple-
ment the information (see Box 9.4).
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Having raised the possibility of a serious disease, it is essential, as the above 
example shows, that the nurse is able to continue the consultation and give the 
patient something meaningful to take away with them. Preventive strategies on 
health diet and physical exercise are diffi cult to give when time is limited, especially 
when the patient may not be known to the nurse and may not be able or willing to 
return for follow-up. The nurse needs to know what is possible in the consultation, 
where to fi nd relevant written information and where to refer to for follow-up.

Box 9.4 Example from a Walk-in-Centre

The prevalence of diabetes in the population can be reduced by increasing the activ-
ity levels and by promoting a healthy diet in the population, especially among groups 
at higher risk.

The nurse needs therefore to know which groups are at higher risk (as above) and 
which groups are at higher risk in the practice population (or catchment area) due to 
different ethnic backgrounds.

PNs especially may be involved in primary prevention on a more public health 
level. They may be involved or manage community assessments and implementation 
of preventive strategies at a community level. All PNs and WiC nurses however will 
be involved in secondary prevention on a one-to-one basis or in small groups, to 
patients at higher risk.

A Pakistani man of age 42 years arrives at the WiC with complaints of headaches. On 
history and examination, serious causes of the headache are excluded. However, 
on history taking, it is found that the man has a family history of Type II diabetes in both 
parents, he eats a diet which is high in processed foods and he does little exercise. He is 
overweight, but not obese. According to the NSF for diabetes mellitus, it is not enough 
to assess and treat the above man for the complaint for which he has come in. It may not 
be the time in the consultation to raise the possibility of diabetes mellitus, but it is the 
nurse who must realise the patient is at high risk, and assess whether, and if, to discuss 
the potential risk to the patient, or refer him back to his general practice for follow-up. 
However, in this particular case, the patient had already considered the possibility (not 
surprisingly given that his parents had diabetes) and was worried that he may have 
the condition himself. He had not, however, discussed the concern with anyone else. 
Having raised the possibility of a chronic illness with a patient, the nurse must of course 
be competent to carry on the consultation and make a positive action plan with the 
patient. In this case, the man was dispatched with request forms for fasting blood sugar, 
written advice regarding diet, exercise and weight, and advised to make a follow-up 
appointment with his PN for the results and further advice and investigations as needed.

Activity

Think of an encounter with a patient you have cared for with Type II diabetes. What infor-
mation have you given to them? How did you assess what information to give them? Use 
the domain of practice headings of timing, eliciting, etc., to help organise your answer.
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Nurses of course are not able to have all knowledge for all conditions. It is there-
fore essential that nurses work according to the needs of their populations and the 
role which they are fulfi lling. For example, a WiC nurse may be less concerned 
with prevention of Type II diabetes in her day-to-day role than a PN working in 
an area with a high population of BAME groups. However, the WiC nurse should 
be able to recognise ‘high-risk’ patient for diabetes coming through the door and 
assess whether to give advice immediately, refer to a colleague, or merely recom-
mend that the patient makes an appointment to see their PN or GP for a gen-
eral health review. The NSFs and the advanced practice domains suggest that in 
order to provide quality care, it is not enough to treat the presenting problem, but 
anticipatory guidance should be given (or recommended to be given) for perhaps 
the more serious problem which has yet to manifest itself.

Anticipatory guidance for patients with a long-term condition

Standard 4 of the NSF for diabetes considers patients already living with Type II 
diabetes (DoH, 2001). The standard is:

To maximise the quality of life of all people with diabetes and to reduce their 
risk of developing the long-term complications of diabetes.

It is immediately evident that this standard applies equally to WiC nurses and PNs 
and that nurses will need to be competent in the education domain of practice. 
Consider the patient who has an appointment in the general practice for a routine 
review of his diabetes, shown in Box 9.5.

Activity

Think of a real-life situation where you have considered a patient to be at high risk of 
Type II diabetes, or other chronic condition. What did you do about it? Was there any 
knowledge that you were lacking in order to be able to carry out the consultation effec-
tively? How would you do things differently if the situation arose again?

Box 9.5 Case Study

Mr Paterson is 78 years old and lives with his wife. He has Type II diabetes, hyperten-
sion and heart failure. He has had his left leg amputated four years ago. He lives in 
an adapted ground-fl oor fl at. He can push himself round in a wheelchair inside. He 
is breathless on transferring bed/chair and is sometimes wheezy. He has orthopnoea 
and nocturnal cough. His wife is the main carer, but cannot lift him.
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Looking at the history of this complex patient, it is diffi cult to know where 
to start as he has multiple pathologies and is signifi cantly impaired in mobility. 
However, going back to the education domains, it becomes easier perhaps to 
ascertain needs and priorities. First, the need for anticipatory guidance: Mr P has 
already suffered some of the long-term effects of diabetes mellitus including ampu-
tation of his left leg, and probably needs no reminder of the risk to his remaining 
leg. However, this does not reduce his risk of further macro- or micro-vascular 
risk and/or damage to his kidneys or peripheral nervous system. Mr P may not 

Past Medical History

1987: Type II diabetes;
1988: hypertension;
1996: left heart failure;
2003: peripheral vascular disease and peripheral neuropathy;
2003: left below knee amputation for ascending infection.

Social History

Lives with wife in an adapted ground-fl oor fl at. Has no children but has a niece who 
lives close by and visits nearly every day. Smokes for only three to four days now 
(previously a lot more). Alcohol on family occasions. He goes to a day centre three 
days a week which he enjoys.

Medication History

No known allergies;
aspirin 75 mg OD;
bendrofl uazide 2.5 mg OD;
enalapril maleate 20 mg OD;
atenolol 50 mg OD;
digoxin 125 mcg OD;
metformin 500 mg TDS;
gliclazide 80 mg OD;
atorvastatin 10 mg OD;
Co-dydramol 10/500 2 PRN;
diazepam 5 mg nocte.

Services received

Daily carer for personal hygiene;
DN monitors diabetes;
day centre three times per week.
BP lying 110/65 mmHg; standing 120/70 mmHg

P 84 bpm and slightly irregular;
random BSL 14 mmol (post-breakfast);
heart – apex beat displaced to left; RRR, S3 heard;
chest – equal expansion, wheezes and crackles bilat bases.
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want to hear this, or this may not be his priority. He also needs ongoing care 
management. He already has a large input from the community health services 
and social services. Questions should be considered as to:

Is this the right sort of input?
Is it suffi cient?
Does it help Mrs P, as the main carer, to maintain a reasonable quality of life?
What is Mr P’s understanding of his condition?
Mr P has lived with his chronic illnesses for a long time, but does he under-
stand what is happening physiologically even at a basic level?
Does he know why he takes the numerous medications that he takes?
Does he want to know?
Does he actively try to take care of his health?
Does he want to stop smoking altogether?
Does he want to listen to you here today?

The PN needs to be able to assess all of the above, a process which is often helped 
as the patient and nurse will hopefully have developed a rapport over previous 
consultations. The nurse in the WiC may have different priorities and a differ-
ent agenda: her role is less concerned with management of long-term conditions, 
but with dealing with immediate problems. Quality care will not be provided in 
WiCs, if longer term guidance is ignored. The WiC nurse can refer and/or recom-
mend that the patient self-refers for further educational needs. There is a dilemma 
as to how to strike the balance between the two.

Conclusion

Anticipatory guidance is an advanced skill, requiring considerable clinical knowledge, 
knowledge of health promotion theory, effective use of resources and good team 
working. The NSFs, among other components, are central to the concept of quality 
in the NHS and necessitate the use of health education and anticipatory guidance for 
their effective implementation. It is the role of primary care nurses in the 21st century 
to be a part of the implementation of quality standards. This requires nurses to extend 
their consultations beyond the immediately apparent, to discuss and guide patients 
through the issues with which they present and to work as a part of the wider team to 
ensure patients have access to all the information and guidance they need.
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Introduction

The aim of this chapter is to explore the factors that infl uence and motivate adult 
learning. Adult learning theories will be explored and suggestions made on how 
a practitioner can facilitate an effective learning environment for adult learners. 
Reference will be made to Domain 3: The Education Function (RCN, 2008). The 
emphasis in this chapter will be on how a practitioner needs to be able to create an 
effective learning environment starting with their own development in order to enable 
them to become effective and competent to educate, motivate and mentor their clients.

Examples will be provided in this chapter focusing on how some primary care 
nurses (e.g. practice nurses (PNs) and walk-in-centre (WiC) nurses) may create an 
effective learning environment for their clients.

The creation of an 
environment for 

effective learning
Marie C. Hill

Learning Outcomes

To explore adult learning theories
To examine factors that can motivate adult learners
To emphasise the importance of adhering to Domain 3: The Education Function to 
promote client learning 
To provide examples from primary care nurses on factors that create and promote 
an effective learning environment to enable them to empower and facilitate their 
patients to understand their illness.

�

�

�

�

Background

The Shorter Oxford English Dictionary (1973) defi nes learning as the action of 
being able to learn (i.e. to obtain knowledge of a subject or skill by study, experience 
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or teaching). A survey of adults exploring the question ‘what is learning’ revealed a 
number of categories emerging, namely that learning was:

a quantitative increase in knowledge;
memorising;
acquisition of facts;
the abstraction of meaning;
the interpretation process aimed at understanding reality;
developing as a person (Brockbank and McGill, 2007).

Indeed, learning is an integral part for the professional development of today’s 
PN and WiC nurse in terms of preparing them for their respective roles within 
the changing primary care setting. The need to maintain contemporary skills and 
knowledge for all registered nurses, midwives and community public health nurses 
(which includes PNs and WiC nurses) is explicit in the Nursing and Midwifery 
Council’s (NMC, 2008) The Code: Standards of Conduct, Performance and 
Ethics for Nurses and Midwives. These state:

 You must have the knowledge and skills for safe and effective practice when 
 working without direct supervision.

 You must recognise and work within the limits of your competence.
 You must keep your knowledge and skills up to date throughout your working

 life.
 You must take part in appropriate learning and practice activities that maintain

 and develop your competence and performance. (2008:7)

However, as Rogers (2001) points out, learning does not always occur with teach-
ing, in which she focused on the adult learner, which has implications and chal-
lenges for those involved in providing education and training. As PNs and WiC 
nurses fall into the adult category, it is important that educationalists understand 
the various factors that can infl uence and motivate adult learning, including adult 
learning theory and the educational implications that these theories have on the 
learner. Likewise, the PNs and WiC nurses must be aware of these theories and 
drivers when educating, coaching and mentoring their clients, so that their teach-
ing will ultimately promote learning for their clients.

Adult learning theories

There are a number of different theories on learning. This section will examine some 
of these, namely the constructivist, experiential learning and humanistic theories.

The constructivist theory views learning as continuous building on previous struc-
tures as new information and learning is assimilated (Fry et al., 1999). There is an 
assumption with this theory that learning is taking place because new information is 
introduced to the student. Matheson (2008:40) explores constructivist theory further 
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by stating that ‘meaning and understanding are built up in a process that depends 
on the specifi c knowledge foundations and cognitive operations of each individual 
and the learning activities they engage in’. The infl uences to constructivist theory can 
be linked to the philosophical approach to knowledge (epistemology). Two different 
strands of epistemology can be traced to the Greek philosophers, Plato and Aristotle. 
Plato is associated with rationalism. This strand of epistemology states that our 
minds contain innate knowledge or ideal forms of knowledge. On the other hand, 
Aristotle argued that the senses were the ultimate origin of knowledge.

Immanuel Kant (known as the father of modern constructivism) explored and 
synthesised these two strands and concluded that there was commonality between 
these epistemological strands. There have been other signifi cant constructivist think-
ers who have contributed to understanding the nature of education such as Dewey, 
Piaget, Vygotsky, Kelly and Ausubel, to name but a few. The implications for teach-
ing, taking the constructivist approach, are manifold and include that a teacher:

fi nd out a student’s prior knowledge;
activate their prior knowledge, for example, the teacher could summarise previ-
ous learning or she/he could elicit the students’ prior learning through question-
ing and discussion;
build on existing knowledge;
challenge existing knowledge and create cognitive dissonance.

In Festinger’s Theory of Cognitive Dissonance, he argued that knowledge and 
beliefs about oneself (i.e. cognitions) could be either consonant or dissonant. It 
was indicated that:

The presence of dissonance gives rise to pressures to reduce or eliminate the 
dissonance. The strength of the pressures to reduce the dissonance is a function 
of the magnitude of the dissonance. (Festinger, 1957:18)

Therefore, a student who has new information that challenges and even refutes 
their existing knowledge will be forced to make a decision on what information 
they agree with in order to negate their feelings of cognitive dissonance. Cognitive 
dissonance can be negated through activities such as:

using group work (i.e. the integration of group work activities to aid learning 
and comprehension);
promoting the concept that the learner is proactive in their approach to learn-
ing. The student will take responsibility for their own learning (Matheson, 
2008).

The second learning theory – experiential learning or learning by experience – is 
a model usually attributed to Kolb (Cowan, 1998) and is based on the notion 
that ideas are not fi xed but are formed and reformed through experience. Kolb 
was infl uenced by the ideas of Carl Jung and Carl Rogers. Unlike constructivist 
theory, experiential learning theory provides a mechanism for how learning takes 
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place (Matheson, 2008). This process of learning is perceived to be continuous, 
is represented by a cyclical process, and implies that we all bring to learning situ-
ations our own learning experiences. This is an important area to remember, as 
adult learners will bring with them a plethora of both work and life experiences, 
that will have and continue to have an impact on their behaviour.

The Kolb learning cycle has four identifi ed abilities which are listed as follows:

Concrete experience: This is the origin of the Kolb cyclical process. It implies 
that learners are fully and freely involved in new experiences and, therefore, 
actively seek these new experiences, without the implication of coercion.
Refl ective observation: It is necessary for learners to take time to refl ect on their 
experiences.
Abstract conceptualisation: This implies (having received feedback) that learn-
ers will be able to process their new ideas into sound logical theories.
Active experimentation: The theories are now used to make decisions. In this 
part of the cycle, the individual tests out the new learning.

The Kolb learning cycle would seem to assume that there is homogeneity amongst 
learners and even learning. Homogeneity amongst learners has been a criticism of 
the cycle in assuming that one learning theory embraces all the activities involved 
in human learning (Brockbank and McGill, 2007). Kolb used his framework to 
develop his Learning Styles Inventory (LSI) (Matheson, 2008). Perhaps the best 
known categorisation of learning styles is that of Honey and Mumford (1982) 
with each of the four styles linked to particular preferences to their learning, 
which is displayed in Table 10.1.

Activists respond most positively to learning situations offering challenge, to 
include new experiences and problems in their learning. Refl ectors respond most 
positively to structured learning activities where they are provided with time to 
observe, refl ect and think, and allowed to work in a detailed manner. Theorists 
respond well to logical, rational structure and clear aims, where they are given 
time for methodical exploration and opportunities to question. Finally, pragma-
tists respond most positively to practically based, immediately relevant learn-
ing activities, which allow scope for practice and incorporate theory (Fry et al., 
1999). Many other learning style models have been proposed. One such model 
examines how information is received and processed by the senses, making use 
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Table 10.1 Learning Styles (Fry et al., 1999)

Learning style Preferences

Activists Respond to new experiences and problems, excitement and freedom in their 
learning

Refl ectors Respond to structured learning activities, allowed to work in a detailed 
manner

Theorists Respond to a logical and rational structure
Pragmatists Respond to practically based, immediately relevant learning activities
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of sight, hearing and touch (Daines et al., 2006). The three groups respond and 
process information differently.

Given the diversity of adult learners’ backgrounds (e.g. in terms of academic abil-
ity and achievement), it is important for those involved in nurse education to be 
aware that their student group may comprise these different learning styles. Likewise, 
a practitioner needs to recognise that their clients’ academic background will infl u-
ence their ability to integrate and internalise learning. This has led some writers to 
argue that it is more important to be aware of the learning style of the learner rather 
than the subject matter (Grow, 1991). Others such as Fry et al. (1999:31) have com-
mented, ‘An awareness of learning styles is important for the teaching; planning a 
course module, as a variety of strategies to promote learning should be considered’. 
Of course, it may not be possible for nurse academics to be aware of their students’ 
learning styles prior to the start of their programme of study. Certainly, this will be 
the case with the majority of educational interactions that occur between a practi-
tioner and a client within a consultation, particularly if this may be the fi rst and only 
time that a practitioner meets a client, for example, a WiC practitioner teaching a cli-
ent about the impact a diet high in saturated fats will have on their lipid levels. In this 
example, the consultation time will be limited to approximately 15 mins and it will 
not be possible for a practitioner to determine a client’s preferred learning style.

However, the validity of Kolb’s LSI has been questioned recently, as the inventory 
was compiled based on student self-reporting through responses to a questionnaire 
(Brockbank and McGill, 2007). A critical review by Coffi eld et al. (2004), who 
examined several different models of learning styles, identifi ed a number of serious 
design weaknesses including low reliability and poor validity (Daines et al., 2006). 
However, even Kolb recognised that the use of learning styles did not fi t the com-
plete range of explaining how individuals learn or have preferential learning styles. 
Kolb (1984:63) indicated that ‘Psychological categorizations of people such as those 
depicted by psychological types can too easily become stereotypes that tend to trivi-
alize human complexity and thus end up denying human individuality rather than 
characterizing it’. Indeed, Daines et al. (2006) have postulated that since one of the 
main aims of any educator is to enhance individual learning, an effective teacher 
should be using a variety of teaching methods and styles to promote learning.

Refl ecting back to the fi rst part of this section on adult learning, what are the 
teaching implications for a practitioner taking a constructivist approach to their 
teaching? A number of practical suggestions have been made such as:

A variety of teaching experiences, such as problem solving and asking questions.
Refl ection. This is a key element of experiential learning.
Providing feedback. Refl ection will be strengthened by the provision of con-
structive formative feedback. 
Mental models, practical skills and attitudes. Students should be able to model 
their experiences onto the experiences of others in the literature.
Hypothesis testing and planning. It is imperative that students test out their 
knowledge. This can be achieved by discussion and interaction with facilitators 
and other students.
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Logbooks and portfolios. The completion of either will enhance the learning of 
students through keeping a written account of their learning experiences using 
refl ection on action. Furthermore, the completed data can provoke and pro-
mote discussion with their facilitator and/or clinical assessor.

The possibilities for implementing a constructivist approach to teaching students 
will vary considerably between a nurse academic (i.e. based in a higher educa-
tion institution) and a PN or WiC nurse in primary care. It is proposed that the 
opportunities for a nurse academic to teach students would be greater due to the 
volume of student numbers they encounter. The opportunities for PNs and WiC 
nurses on the other hand may be signifi cantly reduced due to the small number 
of student placements (or in some cases there may be no student placements) to 
which they are exposed. However, the opportunities for PNs and WiC nurses to 
have one-to-one and group teaching, coaching and mentoring consultations with 
their clients must not be underestimated.

�

Activity

Consider constructivist and experiential learning styles. Which learning style is your 
preference from the lists provided? If none of these meets your own learning style, list 
your preferences for learning.

How best do you learn? Refl ect on the most recent example where you had a positive 
learning experience.

Why was this effective? What were the factors that made the learning effective for 
you? List these.

Finally, adult learning theory has been infl uenced by humanistic psychology (Quinn 
and Hughes, 2007). The development of humanistic psychology occurred in the USA 
and was a reaction to the behaviourist school, as having reduced human qualities to 
‘mere physical entities’ (Curzon, 2004:111). Two of the principal exponents of the 
humanistic approach were Abraham Maslow and Carl Rogers, who developed a 
humanistic or person-centred approach to the individual. This has been found to be 
a useful framework for dealing with individual learners (Matheson, 2008). Maslow, 
in a study on human motivation, developed his Hierarchy of Needs. He emphasised 
the concept of self-actualisation (i.e. the best we can possibly be) but in order to 
achieve the experience a number of basic needs must initially be fulfi lled (Matheson, 
2008). Maslow’s model is presented as a pyramid and starting at the base of the pyr-
amid are the human being’s fundamental physiological needs (i.e. for thirst and hun-
ger) followed by safety needs, belonging needs, need for self-esteem and fi nally, at 
the apex of the pyramid, self-actualisation. This step-by-step approach may seem to 
indicate that once these basic needs are met (e.g. physiological to self-esteem needs), 
an individual will self-actualise. However, Maslow reported that self-actualisation 
was rare and that few experienced such an event, although he did rate that individu-
als may experience occasional moments of peak experiences (Curzon, 2004).
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Nevertheless, Curzon (2004) argues that Maslow’s Hierarchy of Needs has 
signifi cance for the classroom setting, as students’ basic needs must be achieved 
before effective teaching can occur. However, one could argue that the achieve-
ment of the fundamental physiological and safety needs of an individual is beyond 
the remit of educationalists and that this is the responsibility of governments to 
ensure that their populations have access to these fundamental needs.

The other exponent of the humanistic school was Rogers (Curzon, 2004). 
Carl Rogers advocated a student-centred approach to education. This approach 
placed emphasis on feeling and thinking, recognition of the student’s personal val-
ues, interpersonal communication and the development of positive self-concepts 
(Curzon, 2004). This humanistic or person-centred approach has been found to 
be a useful framework for dealing with individual learners and their educational 
environment (Matheson, 2008).

According to this approach, the role of the teacher is one of assistance and 
facilitation, rather than being the imparter of information. Therefore, great 
emphasis is placed on the role of the facilitator and the qualities that are required 
such as genuineness, trust, acceptance and having empathy. However, a criticism 
of this approach has been the lack of empirical evidence to support its claims and 
assumptions regarding human behaviour (Quinn and Hughes, 2007). There are 
a number of different implications for teaching using a humanistic approach, 
namely that the educationalist and/or practitioner needs to:

Respect their students’/learners’/clients’ learning needs.
Start with the student’s/client’s own knowledge and understanding of a topic, 
when initiating learning.
Pay attention to the learning environment to ensure that this is conducive for 
learning. One example could be to ensure that the room temperature is neither 
too hot nor too cold.
See learning as a relationship between the facilitator and the student/client.
Provide constructive feedback.
Ensure that the student/client has suffi cient time for self-directed learning. In the 
clinical setting, a PN may suggest another appointment for a client to ensure at 
the next consultation that they have understood and applied the initial learning 
(e.g. inhaler technique).
Be optimistic that the student/client will achieve their learning outcomes 
(Matheson, 2008).
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Activity

Consider the humanistic theory of learning. Is there a way that this type of learning the-
ory could be employed in your practice? If so, how would go about employing it? Are 
there any barriers to using this method? If ‘yes’, what are these and is there a way you 
could overcome these?
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Adult learning

There has been considerable work into the fi eld of andragogy (i.e. the art and 
science of helping adults learn). Knowles (1984) is associated with the term andr-
agogy, and from his work spanning over 30 years Knowles considered andragogy 
to have fi ve basic principles:

As a person matures, they become more self-directed.
Adults have accumulated experiences, which can be a rich resource for 
learning.
Adults become ready to learn when they experience a need to know something.
Adults tend to be less subject-centred than children; they are increasingly 
problem-centred.
For adults, the most potent motivators are internal (Fry et al., 1999).

There has been support for the use of andragogy in nurse education (Richardson, 
1988; Burnard, 1991). With the change in nurse education from the traditional/
vocational training to a more professional academically structured education, there 
has been a move to support nurses to become more self-directed learners (Milligan, 
1997). Certainly, this would support the fi rst principle of andragogy (i.e. being self-
directed learners) as well as one of the principles of humanism that views adult learn-
ers as being able to plan and manage their own learning (Quinn and Hughes, 2007).

It is further argued that life experiences appear consistent with much of modern-
day nursing (Milligan, 1997). This is relevant to Knowles’ (1984) second princi-
ple. Knowles’ third principle relates to the readiness and willingness of the student 
to learn. The fourth principle relates to adult learning being more problem-
centred and Knowles’ fi nal principle is that the most fundamental motivator for 
learners is internally driven.

The study of motivation has been central to Maslow’s identifi cation of his 
Hierarchy of Needs, as mentioned previously. What other factors can motivate 
adults to learn? Box 10.1 demonstrates these can be multifactorial.

Some of the factors listed in Box 10.1 will resonate with the reader, others will 
not. The following activity provides an opportunity to refl ect on motivation and 
adult learning. You may wish initially to consider your own motivation for learn-
ing and second to consider your client’s motivation for learning (refl ect on either 
a recent client or a group of clients) when you were involved in an educational 
initiative.
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Activity

What motivates you to learn? List the factors.
Are there any barriers that you feel affect your ability to learn? If the answer is yes, 

what can you do to overcome these barriers?
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Domain 3: The Education Function

The third domain of practice is divided into six distinct sections and focuses on 
the importance of the health professional’s role as educator, motivator and men-
tor to enable clients to understand their illness and to empower them to take 
more control over their illness or long-term condition. Domain 3 consists of the 
sections and competencies shown in Box 10.2.

Box 10.1 Factors that motivate Adults to Learn (Daines et al., 
2006:16)

Vocational or professional development:
i. to access some further learning opportunity;
ii. to obtain a qualifi cation;
iii. to fulfi l vocational requirements;
iv. to broaden vocational horizons and possibilities.
An aspiration of further learning or creativity:
i. to develop a new/existing interest, idea or skill;
ii. to create something;
iii. to satisfy curiosity;
iv. to engage in the process of learning.
A personal development goal:
i. to discover ‘if I can/if I still can’;
ii. to enhance confi dence in the subject;
iii. to enhance self-esteem;
iv. to gain the approval of others.
A social need:
i. to meet like-minded others;
ii. to make social contact;
iii. to gain social self-confi dence.
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Box 10.2 Sections and Competencies in Domain 4 (RCN, 
2008:15)

Timing

Assess the ongoing changing needs of patients, their carers and families for edu-
cation based on the following:
i. needs for anticipatory guidance associated with growth and the development 

stage;
ii. care management that requires specifi c information or skills;
iii. the patient’s understanding of their health condition.

Assess the patient’s motivation for learning and maintenance of health-related 
activities using principles of change and stages of behaviour change.
Create an environment in which effective learning can take place.
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(Continued)
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This domain clearly outlines the expected role of the practitioner as an educator 
and motivator. However, this is assuming that the practitioner has the requisite train-
ing and skills to undertake this role. Consider, for example, the changing role of the 
PN in meeting the increasing clinical outcomes of the new General Medical Services 
Contract or the WiC nurse adapting to the role of providing more acute care than 
was originally planned when their WiC opened (e.g. diagnostics and non-medical 
prescribing). Certainly, the developmental needs of PNs and WiC nurses will differ. 
Chapter 15 sets out the diverse role and responsibilities of a PN, which are signifi -
cantly focused on preventive health care whilst WiC nurses are dealing with acute 
care. Regardless of the type of care in relation to Domain 3, the following activities 
provide an opportunity to examine how you can address these problem-solving cases. 
The fi rst activity deals with practice nursing and the second with a WiC scenario.

Eliciting

Elicits information about the patient’s interpretation of health conditions as a part 
of the routine health assessment;
elicits information about the patient’s perceived barriers, supports and modifi ers 
to learning when preparing for patient’s education;
elicits the patient’s learning style to facilitate an appropriate teaching approach;
elicits information about cultural experiences that may affect the patient’s learn-
ing experience;
enables patients, by displaying sensitivity to the effort and emotions associated 
with learning about how to care for one’s health condition.

Enabling

Enables patients in learning-specifi c information or skills by designing a learning 
plan that is comprised of sequential, cumulative steps, and that acknowledges 
relapse and the need for practice, reinforcement, support and re-teaching when 
necessary;
enables patients to use community resources when necessary;
communicates health advice and instruction appropriately using an evidence-
based rationale.

Providing

Negotiates a jointly determined plan of care, based on continual assessment of 
the patient’s readiness and motivation, re-setting goals and optimal outcome.

Negotiating

Monitors the patient’s behaviours and specifi c outcomes as a guide to evaluating 
the effectiveness and need to change or maintain educational strategies.

Coaching

Coaches the patient by reminding, supporting and encouraging, using empathy.
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Activity (relating to Practice Nursing)

You are working in a general practice with approximately 10,000 patients. You have 
been employed there for the past 4 years. The area that the practice serves is one of the 
most deprived in the country.

There are three other PNs and two nurse practitioners (NPs) in the practice. Besides 
you, only one NP works full time. You are fi nding it increasingly diffi cult to keep up 
to date with the volume of work that is generated from the Quality and Outcome 
Framework and the focus on chronic disease prevention and management. Although 
you have a specialty in the management of patients with diabetes mellitus (Types I and 
II), you are beginning to see patients with other chronic conditions that you need to 
refer to senior colleagues in the practice. You feel that a lack of knowledge on your part 
is undermining your position in the practice, particularly as you are the senior PN and 
the expectation from senior colleagues (e.g. NPs and general practitioners (GPs)) is that 
you should be knowledgeable about other chronic conditions.

You have read the RCN document – Advanced Nurse Practitioners: An RCN Guide to the 
Advanced Nurse Practitioner Role, Competencies and Programme Accreditation. Although 
you are not employed as a NP, your pay scale is linked to the achievement of these domains 
of practice, some of which you are not meeting in your current role as a senior PN.

Furthermore, you are considering applying for an increase in your pay scale.
You are aware that you need to come up with a solution and are going to develop a 

plan of action to address the gap in your knowledge.
The main issues you know you need to action are:

1 identifying specifi cally the areas in Domain 3 that you must achieve;
2 planning how you are going to achieve these.

How would you address the above issues?

Activity (relating to WiC Nursing)

You are working in an increasingly busy WiC, located in one of the city’s train stations. 
When the WiC was initially opened (i.e. 2 years ago), the aim was to provide treatment 
for minor ailments (e.g. sprains, bruises and general health advice). Positive local press 
and national TV coverage in the last year have marketed the WiC location and services. 
However, the workload has noticeably increased beyond the remit of the original aim. 
Conditions seen more regularly now are clients with asthma exacerbations, other long-
term conditions, chest pain and only last week a cardiac arrest! You have considered 
(along with your other colleagues) that you are a product of your own success, particu-
larly since the recent media interest on the positive impact the WiC has had on reducing 
patient numbers to the local accident and emergency department.

The workforce is comprised of 15 registered nurses (with a varied skill mix of acute 
and PN experience). Although the majority of the care that is provided is acute, you 
are aware of the need for the majority of the team to be competent in meeting the RCN 
domains and competencies. You feel that Domain 3: The Education Function is viewed 
as being the remit of other primary care nurses such as PNs and NPs. However, the 

(Continued)
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Creating a learning environment

This chapter so far has examined some of the adult learning theories, the implications 
these theories have for education and some of the motives attributed to adult learning. 
These can have ramifi cations for individuals, some more so than others in how they 
learn. However, caution must be exercised by the reader not to extrapolate these theo-
ries and motives to the general population. Populations are not homogenous, in terms 
of gender, socio-economic status, demography and ethnicity. These infl uences must not 
be underestimated on not only how practitioners learn, but also, fundamentally, how 
they educate, motivate and mentor their clients. Concerning learning and ultimately 
promoting a learning environment, there is no ‘one size fi ts all’ to this approach.

What can a practitioner do to create a learning environment? This could be 
related to one-to-one teaching or a group learning/health promotion activity. 
Certainly, Domain 3 provides a template for the practitioner to enable them to 
assist and promote client learning, whilst acknowledging the signifi cant role of 
the client’s carers and family. Promoting an effective learning environment there-
fore will need, on some occasions, to be tailored to meet more than just the cli-
ent. Bearing in mind the intended target audience, the practitioner must consider 
issues such as the environment in which the teaching will occur. Does this allow 
good practitioner/client communication and discussion that is uninterrupted? 
What time is allocated for client teaching? Is this time suffi cient?

Consideration may have to be given as to when the teaching takes place, par-
ticularly for clients that work. Do the opening hours in the setting in which you 
work ensure that a client can access a practitioner before or after their work-
ing hours so that they can engage in learning? Box 10.3 delineates the factors 
required to create a learning environment.

Communication skills are paramount to promoting an effective practitioner/
client relationship and ultimately an effective learning environment.

majority of the WiC nurses are employed as advanced NPs with the assumption that 
they are competent in all seven domains of practice.

You have been asked by the WiC lead to devise a plan on how to ensure that all senior 
staff function competently in this domain.

How would you address this? Provide a time scale for planning and implementation.

Activity

Consider the verbal and non-verbal skills that you utilise in your client consultations. 
Refl ect on your most recent teaching experience with a client or group of clients. What 
verbal and non-verbal skills were successful in this consultation? How do you know 
they were successful?



The creation of an environment for effective learning 167

The following examples give an insight into the preferred learning styles of a 
PN and a WiC nurse including their own motives for learning and how they cre-
ate an effective learning environment for their clients:
A PN perspective:

It is clear to me that there is no particular environment or type of education 
that suits me best. It depends on what I am learning. However, for me, the atti-
tude of the person teaching me can make or break my interest in a subject, 
whether or not I need to understand it as part of my sphere of practice.

Health education and promotion are two of the most important aspects of 
healthcare. It is therefore very important to try and ensure that health profes-
sionals create an environment that enables patients to understand their condi-
tions and encourages them to take control of and improve their health.

Practice nurses are in the perfect situation to provide health education and 
promotion. This might involve providing advice about a number of areas such 
as weight-loss, smoking cessation or sexual health. It is common to see patients 
on a regular basis and this enables nurses to build relationships with them, 
creating a supportive environment which helps patients make positive deci-
sions and changes about their health. A good relationship with your patients 
is therefore, central to providing an effective educational environment. Health 
professionals need to make it clear that they are there to help and support their 
patients. They can do this by displaying posters and leafl ets about issues, as well 
as advertising the clinics that are available. They must also not feel awkward 
about bringing up what might be seen to be an uncomfortable subject – such as 

Finally, refl ect on your communication skills. Identify your strengths and your areas for 
improvement. How are you planning to develop and improve on areas for development?

Key to any consultation is knowing, understanding and respecting your audience. 
Who is going to be the recipient of your teaching and coaching? Consider what theory 
of education you subscribe to. Now critically appraise the implications for teaching in 
this identifi ed theory. Other areas to consider are the willingness of the client to learn 
and the motives listed for adult learning in this chapter. How can you ascertain these?

Box 10.3 Factors to create a Learning Environment

The practitioner must have:

good communication skills;
empathy and understanding;
an environment that is private with uninterrupted consultation time and welcoming;
an environment that promotes access at times convenient for clients;
leafl ets about various health/illness conditions that are language specifi c.
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sexual health or obesity. Placing a piece about our obesity clinic in the surgery’s 
newsletter seemed to encourage a number of people to use this service. However, 
it is also important to remember that patients, like health professionals, are 
individuals. If we are to make a positive contribution to their health we must 
tailor our approach according to the person. Some people might fi nd group 
sessions more helpful as they can seek support from their peers – people who 
really understand them. Others prefer the one-to-one approach which also can 
offer more fl exibility for them as they are in control of making the appointment 
at a convenient time. If we are to be truly effective we need to support both 
approaches. There are both quantitative and qualitative ways in which nurses 
can assess the effectiveness of their learning environments. If a patient is trying 
to lose weight you can see if your programme is helping them by measuring his/
her weight. However, you can also talk to your patients about their expectations 
and wishes, as well as asking for feedback during and after the appointment or 
programme. If you are approachable and supportive you can hope to receive 
an honest response, thereby enabling you to fi nd out if the advice you are giv-
ing your patients is relevant. If health professionals make it clear that they are 
there to support change through posters and leafl ets and approaching subjects 
with their patients they can start to support an effective learning environment. 
I believe that only by tailoring your approach to the patient and assessing what 
motivates them, can you really hope to achieve their – and therefore your – 
goals. (Rebecca Cosgrave, PN)

WiC perspective:

I am suited to any type of education that consciously updates professional 
knowledge and improves professional competency throughout my working 
life. Classroom based learning gives me the opportunity to impact, generate 
and assimilate ideas with a wider group.

The nature of my work as a NP currently places more emphasis on 
work place learning as this offers a hands on approach to the acquisition of 
skills which is critical in skills and competency development. However, I feel 
it is important that the theoretical underpinning to work place learning is 
obtained away from the clinical area.

Overall, I have utilised different types of learning such as: group based 
learning, learning on the job, experiential learning, competency based learn-
ing, distance and e-learning to fulfi l my educational and professional devel-
opment needs.

The main motivating factor that encourages me to learn is the ability 
to make a signifi cant difference in patient care based on my knowledge and
skills acquired through learning. My ability to utilise the knowledge and skills
acquired to create a positive patient learning experience spurs me on to 
develop even more skills and knowledge through learning. Other factors that 
infl uence my desire to learn are the potential reward of career advancement 
with concomitant opportunities to infl uence the way learning and training is 
delivered to advance nursing practice.
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Creating an effective learning environment for my clients in my cur-
rent role is vital as most presentations seen in the clinic could be managed at 
home if patients’ had the right information and education about their con-
ditions. Although time constraints are an issue in my role, having the right 
environment and adequate information means that time spent with a client 
can make a huge difference to their health. Some of the factors used in creat-
ing an effective learning environment for my clients include:

using a language appropriate to the client’s or relative’s understanding;
demonstrating confi dence and knowledge on the subject under discussion.

The nature of my work is such that clients’ are not monitored for effective-
ness of a specifi c learning outcome but usually a quick recap of issues dis-
cussed can determine whether patients’ have learnt from the experience. (Daniel 
Apau, RGN, MSc (Advanced Nursing Practice), Clinical Lead and Nurse 
Practitioner, Newham Walk-in Centre)

Conclusion

This chapter has explored some of the main adult learning theories and the impli-
cations these theories have for education. The adult learner, whether a student 
within a higher education institution or a client within the primary care setting, 
will bring with them some form of learning and/or preconceived ideas that may 
affect their learning potential. This, of course, could lead to a positive or nega-
tive learning experience. Therefore, it is essential that the academic or practitioner 
involved in the education process ascertain the individual’s current knowledge 
level to build on or supplant this knowledge.

The ultimate aim of any teaching experience is for learning to occur. Domain 3: 
The Education Function provides a framework which practitioners can utilise to 
ensure that learning meets both an individual and/or groups needs. However, it would 
be erroneous and naive to suggest that the education process is so straightforward. 
Populations are not homogeneous and, therefore, educationists must be mindful that 
individuals and/or groups will have diverse learning needs. Therefore, it is essential to 
fi nd out the motives these adult learners bring to the learning environment. It is only 
with an understanding of these motives and an eclectic range of teaching preferences 
that teaching, mentoring and coaching can lead to effective learning.
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Introduction

The aim of this chapter is to share the experience of an e-mail dialogue based 
on a walk-in-centre (WiC) nurse’s refl ection on a patient she worked with within 
the WiC clinic. In this dialogue, Chris (the clinical supervisor) guides the nurse 
(named in this chapter as ‘Mary’) to refl ect on an experience. Mary quickly adapts 
to this learning milieu, gaining insight about herself and her practice, suggesting 
the value of guided refl ection for WiC practitioners. The nature of guided refl ection 
and the insights Mary gained through refl ection are considered. Refl ection is then 
framed within a refl ective model for clinical practice and the way it can help to 
address the clinical governance agenda (NHS, 2006).

Clinical supervision: 
refl ective practice; 

learning through 
experience

Christopher Johns

Learning Outcomes

To understand the nature of guided refl ection
To discover how to frame refl ection within a refl ective model for clinical practice
To consider how refl ective dialogue can be used as a mechanism for monitoring and 
developing clinical effectiveness.

�

�

�

Background

This chapter begins with a refl ective dialogue and then depicts the evolving 
sequence of guided refl ection.
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Refl ective dialogue

Dear Mary,

I would like you to write a description of a recent experience. The experience can be about 
anything about your practice, perhaps something that’s been bothering you or something 
mundane that happened on your last shift. Just write continuously – do not think too 
much about what you are writing – just let it fl ow for as long as it takes – then take a step 
from the description and move into refl ection. Try using the model for structured refl ection 
[MSR] to guide you [I’ve attached it] (Box 11.1).

The fi rst MSR cue is ‘what is signifi cant about this experience’? This may seem to 
be obvious at fi rst glance but as you begin to refl ect, other issues may emerge as signifi -
cant. Each cue has depth, so be patient, try not to hurry. I won’t say anymore about the 
cues now, just let you play with them and see where it leads you. The last cue guides you 
to draw insights from the refl ection. Insights are changed perspectives that lead you to see 
and respond to the world differently. They may be quite subtle and often come to us in 
a fl ash . . . or in other words they are intuited rather than reasoned. Try and hold these 
insights in your mind when you return to practice to see whether they infl uence the way you 
approach new clinical situations. When you have done this please e-mail me your refl ec-
tion and then I will commence a refl ective dialogue with you. It will be great to do this 
with you.
Best wishes, Chris

Mary responds:

Dear Chris,

Toward the end of a shift a few weeks ago, my Nurse in Charge asked me to see a diffi cult 
patient who came back for follow-up as she was not happy with the result of the consulta-
tion from the previous day. She is a 30 year old female who came to the WiC the previous 
day with a few days history [hx] of abdominal pain. After a thorough consultation, one of 
my colleagues advised her that she needed to go to A&E for further investigation. An A&E 
triage nurse told her that her problem was not of an emergency nature and that she should 
see her GP. She came back to the WiC the next day and informed us that A&E turned her 
away and her symptoms persisted. She was very unhappy and wanted to be seen again at 
our WiC. When I heard the above brief history of this case, my fi rst reaction was: ‘Oh, 
I hate seeing diffi cult patients’.

I had no choice but to take the courage to see this patient. I started the consultation as 
usual, keeping in mind that she was a very unhappy patient who continued to have abdom-
inal pain. The patient answered all my questions with a slight attitude that some might call 
an aggressive manner. Well, I appreciated that she had reason to be upset, but this kind of 
attitude never makes the consultation easy. My prime aim was to rule out the most serious 
medical conditions based on her symptoms and history. I admit, in her case, my other aim 
was to see her leave the consultation room satisfi ed and without complaints.

Well, the patient’s main complaint was abdominal pain with no urinary symptoms. The 
record of yesterday’s consultation stated that the urine dipstick was negative and HCG 
was also negative. On examination, her abdomen was soft and did not suggest any acute 
surgical problems and all her vital signs were normal. But she insisted that her abdomen 
was painful; of a constant dull nature. The only red fl ag was that she had not had a nor-
mal bowel movement for three days, which I was so happy to tease out as it enabled me to 
conclude that her abdominal pain was due to constipation!
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I started to end the consultation by summarising my fi ndings and helping the patient to 
make sense of them. But the patient was still not happy and did not agree with my diag-
nosis! ‘It is normal for me not to have my bowels opened for 3 days’, she said. I thought 
to myself, ‘Indeed what a diffi cult patient. I think she is making this up just to be diffi cult. 
But my value system dictates that I must listen to my patient. But what am I going to do 
now’?

We are a bit stuck; I thought I made a correct diagnosis, but the patient does not agree. 
I am happy with my diagnosis at this point, but my patient is not. I have to listen to the 
patient even though I think she may be being diffi cult. I was compelled to start from 
square one and disregarded all the test results from yesterday and proceeded to perform a 
urine dipstick test.

I have never been so excited with my fi ndings: The urine dipstick was positive with 
prot, leuk, blood and nitr, HCG was negative! I now had a diagnosis based on lab results, 
history and symptoms. When I asked the patient again if she had any urinary symptoms 
i.e., frequency, urgency or burring sensation, she remembered that she has been going to 
the toilet more frequently but with no burning or urgency! I could now put everything 
together and make the correct diagnosis of simple UTI (but not with typical symptoms). 
What a relief!

This time, when I explained to the patient about my fi ndings and plan of treatment, 
the patient agreed, and her attitude changed! I prescribed a treatment of antibiotics 
and advised that she needed to follow up with her GP if she was no better in 3–5 days. 
She thanked me for listening to her carefully.

This had been a very long consultation, but it was a good one. The patient was satisfi ed and 
so was I. One the one hand, I am humbled by my assessment and consultation skills. But on 
the other, I am proud that I overcame my own limitations and learned from this experience.

In some ways, I feel good about this experience as I believe I did my best to make a 
diagnosis and provide the best care I could. I feel that I communicated with my patient in 
a professional and therapeutic manner. In another way however, I feel sorry for the patient. 
The patient had been kicked around the system and I wouldn’t have wanted to be in her 
situation, travelling from one WiC to an A&E and then back to the WiC; never mind the 
waiting and travelling time involved. I also feel guilty for thinking that all the initiatives 
that the NHS have made in an effort to increase patient access have not been as effective 
as expected. Perhaps what I am trying to say is that at the end of the day, the patient did 
receive help: but at what cost, to the patient or the practitioner?
Regards, Mary

Dear Mary,

Many thanks for the text. Before you do anything else – pause a moment and read your 
story again. List some words that capture what seems signifi cant about this experience . . . 
for example

‘my response to diffi cult patients’
‘diffi culty of abdominal examinations’
‘professional manner’

I guess most patients are not ‘diffi cult’ – so where does the idea of ‘diffi cult’ come from? 
Is there literature that informs you – or is it embodied in you in some way in response to 
being told that this patient was ‘diffi cult’?
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You say ‘my value system’ – what are your values as a WiC practitioner? Do you have a 
vision for your practice? If not – write one. What might it say?

From your experience I suspect it might say ‘Listen to people carefully with respect and 
an open mind’?

Where do your values come from? Is there any literature that informs you?
Is there any contradiction between your values and the way this woman was treated and 

responded to? If so – what is it?
Consider the MSR cue ‘Did I act for the best’? What ethical principles are relevant within 

this situation? Were there any other factors that infl uenced the way you saw and responded 
to this woman besides the diffi cult label? Think deeply about this . . . for example – did you 
adopt a medical manner because of the nature of the WiC? Maybe you were having a bad 
day etc.

Use the attached infl uences grid as check-list [Table 2].
Say more about your feelings. You mentioned exasperation with her and excitement . . . guilt.
What might you do differently given the situation again? – use your imagination/litera-

ture/be creative and playful with this question/generate different options and consider their 
potential consequences.

At the end of your text you ask yourself – ‘at what cost’? Can you say more about this?
NOW – consider what insights you have gained – remember insights change us; the way 

we see and respond to the world. Has this experience changed your practice? For example, 
have you seen any more ‘diffi cult’ people since this event?

Be patient dwelling with these questions.
Many thanks, Chris.

Mary responds:

Dear Chris,

Regarding Ms. A, refl ecting on my reaction to diffi cult patient, as I have become more 
experienced as a nurse in the WiC setting, I have learnt that there are many factors that con-
tribute to a patient being considered or labelled ‘diffi cult’. My experience with a ‘diffi cult’ 
patient is almost always, at fi rst, uncomfortable and off-putting, but often ended satisfacto-
rily thanks to a thoughtful consultation process. Although I suppose that most patients are 
not ‘diffi cult’, and the diffi culty arises from confl icting expectations and misunderstanding 
of behaviours. Take Ms. A for example, Ms. A expected someone to tell her what was 
wrong with her, and until she was given an explanation of why her abdomen was hurting 
she remained unhappy and she kept coming back. It was not until after I put aside the ‘dif-
fi cult’ label and started to really listen to her complaints that I was able to think and act 
more clearly and work-out a preliminary diagnosis. This has been a good consultation and 
it is one of those that involved a lot of emotional labour. I felt quite drained after this con-
sultation as I felt her pain and her frustration and at the same time a sense of inadequacy 
with my clinical skills and an urge to upgrade myself so that I will be more at ease in simi-
lar situations. This kind of consultation is taxing but rewarding. And it is never easy. I do 
enjoy the pleasure as well as the pain that are part of this kind of experience and this is one 
of the attractions of working in a WiC environment.

Refl ecting on the challenge of abdominal examination, there are at least 30–40 condi-
tions that can present as abdominal pain, and it takes years of practice for a practitioner 
to become competent and confi dent in assessing and diagnosing patients with abdominal 
pain. Furthermore, nurses are not traditionally trained to assess and diagnose; these are 
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advanced skills that require non-traditional training. The WiC environment, in addition, 
provides very limited diagnostic facilities. As a result, the WiC practitioner is compelled 
to refer patients to the next level of care and this sometimes contributes to patient anxiety, 
frustration and the concomitant dissatisfaction.

I have contradicting views on WiC services. Sometimes I think it does a fi ne job in 
increasing patient access, but often I wonder at what cost. To make my point clearer, 
I shall take a look at the cost to the health care system and society in Ms. A’s case taking 
into account that she had immediate access to the health care system, no less three times 
within 24 hours! Ms. A needed to budget between one and four hours to be seen by a WiC 
nurse in her fi rst visit, this includes the process of completing a registration form and then 
administration staff manually registering the patient onto the computer system and fol-
lowed by a consultation. Ms. A is then referred to A&E and the above process is repeated 
and when she is seen within 4 hours only to be told that her problem cannot be dealt with 
at A&E and she should see her GP. At this point, a very unhappy patient, Ms. A again 
takes time off work and returns to the WiC and goes through the same process of registra-
tion and is again seen by a nurse and luckily this time a preliminary diagnosis could be 
established. The whole process cost Ms. A at least a total of 8 hours and in relation to the 
health care system there were 2 WiC administration staff, 2 WiC nurses, 1 A&E adminis-
trative staff and 1 A&E triage nurse.

The alternative is that the patient sees her GP/Nurse Practitioner directly in which case 
it only involves one GP/Nurse Practitioner where there is already a pre-established rela-
tionship between the patient and the surgery which can make a difference in patient care 
and patient satisfaction. A signifi cant reduction of time required for both the patient and 
the health care system would occur should the patient be able to access her GP. Whenever 
I come across this kind of situation, I lament the unintended consequence of increasing 
patient access through the creation of WiCs. However, the NHS could save substantial 
sums by strengthening the existing General Practice system to effectively increase patient 
access and patient satisfaction.

My value system as a health care professional stems from my personal beliefs, educa-
tional background, personal and professional experiences. The unique setting of WiC 
requires the WiC practitioner to be a good clinician, a good educator, a good health pro-
moter, a good counsellor, a good psychotherapist, a good social worker etc. These are 
advanced skills and in order for an individual practitioner to practice at this level they must 
possess high level critical thinking and problem solving skills. The way I treated Ms. A 
refl ects my beliefs in patient empowerment and part of this is being open and honest 
with the patient about the scope of WiC practice and sharing with the patient of clini-
cal fi ndings. Most patients are honest when giving the history of their illness; even though 
I may get frustrated when my diagnostic reasoning is not leading me to a conclusion and 
I begin thinking that patient has an agenda or is making things up. However, I am bound 
by my professional code of conduct to not let personal judgment affect my consultation. 
Instead I forced myself to listen perceptively to Ms. A.

As an autonomous WiC practitioner, I am bound by local (trust or WiC) policy and the 
general WiC scope of practice, but the skills one can exercise in a WiC setting are bound-
less. I often compare a WiC nurse to a GP doctor. On some level, the WiC nurse functions 
as a GP doctor, but sometimes more than a GP doctor. The fact that WiC nurses are nurses 
rather than doctors is a double-edged sword. On the one hand some patients seem to be 
more comfortable with the fact that they are consulting a nurse about their health and they 
are comfortable asking all sorts of questions and nurses are good at making sense of things 
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for the patients. On the other hand, some patients possess a certain degree of mistrust of 
nurses’ diagnostic abilities since traditionally nurses are not meant to diagnose and treat 
patients autonomously. Establishing trust and a therapeutic relationship in a short consul-
tation is yet another challenging, but rewarding, aspect of WiC practice.

In the situation under discussion, I acted for the best in terms of ethics, as I believe the 
patient has a reason to be dissatisfi ed and therefore it is ethical to listen to her complaints 
perceptively and show genuine concern about her problem. I did, at one point, feel at my 
wit’s end, but I would have been comfortable to either make the decision to do an A&E 
referral or to advise her to self observe and to follow up with her GP after an appropriate 
length of time. This takes experience and confi dence in one’s own clinical judgment as the 
main goal of WiC practice is to treat patients when necessary or, when treatment is not 
applicable, to provide advice and a safety net.

Given the same situation again, the only thing I would do differently is to conduct a 
structured consultation and not to allow any previous assessment or lab fi ndings to inter-
fere with this approach, simply due to the fact that previous fi ndings can change! This 
experience also confi rmed that most patients are not diffi cult and that a successful WiC 
encounter resides in the art of consultation complimented by solid clinical skills. As a WiC 
nurse I am acutely aware that there is so much to learn and there is so much I don’t know 
and striving to provide a safety net is not enough in the long run. My mixed feelings are 
that I am proud when I am able to come to a diagnosis, but I also feel inadequate in many 
clinical situations. Working in a WiC setting motivates me to be a life long learner.

Note:

1. This refl ection does not distinguish Nurse, Nurse Practitioner and Advanced Nurse 
Practitioner. They all perform the same tasks, diagnose and treat patients autono-
mously in the WiC

2. A list of glossary of abbreviations used are given below. I realise that perhaps 
I shouldn’t have used any abbreviations.

Glossary:
abdo: abdomen
abx: antibiotics
A&E: accident and emergency
HCG: Human chorionic gonadotropin
hx: history
leuk: leukocytes
nitr: nitrite
prot: protein
Rx: prescription
UTI: urinary tract infection
WiC: walk-in-centre

Regards, Mary

Dear Mary,

Many thanks for this. You may want to follow up the literature on unpopular patients and 
emotional labour. How would you summarise any learning/insight gained from this refl ec-
tion? Or put another way – how might this refl ection begin to change your practice? Have 
you had any similar experiences – where you might have applied any learning, however 
subtle?
Best wishes, Chris
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Mary responds:

Dear Chris,

The main lesson to be learned when dealing with the so-called diffi cult patient is that in 
most cases these diffi cult patients simply feel that the health care professional dealing with 
their concern is not taking suffi cient time to understand the problem. In most circum-
stances, diffi cult patients are diffi cult for a very good reason. Getting to the root of this 
reason can lead to the practitioner learning something new.

The second lesson is that the results of tests that have been given during previous consul-
tations should not always be taken at face value. This can be due not only to the possibility 
of mistakes having been made in the previous tests, but also the fact that test results can 
quite naturally change over time. This aspect of medical testing does not form part of the 
standard nursing curriculum, and therefore is something that nurses working in a diagnos-
tic role, such as in a WiC, must learn in the course of everyday practice or through CPD.

I am constantly reminded, therefore, of the limitations of my training with respect to diag-
nosis of patients presenting for treatment. However, I feel that my basic approach to the 
problem is sound, and simply requires a little more patience when dealing with a so-called 
diffi cult patient. After all, I have been practicing nursing for quite a long time, and consider 
that I have the experience necessary to deal with most situations. Even though I have not 
had any similar experiences since, the lessons learned can be applied to many different cases. 
When practicing nursing in the context of a WiC, one is constantly reminded that each 
patient is unique. Keeping to the sound fundamentals of practice, and always giving each 
patient the care and attention that they deserve will always serve to provide the highest prob-
ability for success in each case. I look forward to hearing from you, when I return to London 
on September 1 from voluntary work in remote South Africa.
Regards, Mary

Deeper refl ection

Mary draws her insights. Her values have been confronted and clarifi ed. She is more 
aware of ethics. Her frustration has been worked through positively. She has refl ected 
on abdominal examination – acknowledging the risk of jumping to an early diagnosis 
without careful differentiation. She has voiced her concerns about WiC practice and 
use of time. She has refl ected on her relationship with the patient, recognising that 
sometimes, under pressure, she can miss seeing the person with a focus on the present-
ing symptom. Mary can conclude that she has learnt through the refl ective experience. 
Is the fact that she has become mindful or aware of herself in relation to her practice. 
Refl ection is a wake-up call to pay attention, especially when we are experienced and 
think we have the knowledge. Our knowing is always tentative simply because every 
situation is a unique human – human encounter. We are sure that other WiC practi-
tioners reading this text can relate to many of these issues.

Refl ection

Refl ection on experience creates the opportunity for practitioners to access 
and learn through their everyday lived experiences of practice. The intention of 
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refl ection on experience is to help the practitioner appreciate the creative tension 
between an understanding of the situation and what can be termed as desirable 
practice (Senge, 1990). An understanding of the situation always involves a critique 
of self in context of the situation. The text reveals the way a guide (Chris) might 
help the practitioner (Mary) tease out contradiction between her vision of desirable 
WiC practice and the way she actually practices – this is the learning opportunity 
through refl ection, the reason why Chris challenges Mary to identify her values as 
a WiC practitioner and to make a clear statement about her vision of WiC practice. 
This is more vital given the risk of slipping into a medical model frame of mind. A 
vision gives purpose and direction to clinical practice (Johns, 2004).

Activity

Pause for a moment and consider what your own vision might say?
Through understanding creative tension, Mary can explore other, more effective ways 

of responding that are planted like seeds in her mind to germinate in future situations. 
In doing so, it enables the subtleties and nuances of everyday practice to emerge, espe-
cially those of areas of practice that Schön (1983, 1987) alludes to as the ‘swampy low-
lands’. The swampy lowlands is a metaphor for those complex and indeterminate areas 
of practice that characterise much of nursing practice grounded in human–human situa-
tions of suffering. Such situations have no easy answers to the dilemmas they pose.

In the process of refl ection, Chris fi rst invited Mary to write a description. Then 
he asked her to stand back from the description to refl ect on it using the Model for 
Structured Refl ection (Box 11.1), moving from signifi cance towards gaining insights 
using the refl ective cues to guide her. It is like going from the surface of the experience 
into its depths where meaning and insights are revealed.

Chris guides Mary to go over old ground, going deeper, spinning out some-
thing new with each turn. He draws her attention to any relevant literature, for 
example, on: diffi cult patients (James, 1989), emotional labour (Ramos, 1992) 
and therapeutic relationships (Johnson and Webb, 1995; Bolton, 2000). Taking 
therapeutic relationships as an example, Ramos notes two impasses to therapeutic 
relationships within the nurse. The fi rst is an emotional impasse, where the nurse 
struggles with her own emotional response to the patient. The second is control, 
where the nurse struggles to let go of her need to control the therapeutic environ-
ment. Both impasses are very evident within Mary’s refl ection. Ms. A’s frustra-
tion is viewed as a threat by Mary, confi rming the label applied to her by another 
nurse. In response, Mary feels anxious and projects this anxiety into Ms. A rein-
forcing the diffi cult label. It is only when Mary realises through the diagnostic test-
ing that Ms. A’s complaint is valid can she let go of her anxiety and accept Ms. A 
for who she is. This is important learning, for otherwise patients like Ms. A will 
continue to be seen as diffi cult, whereas the truth is it is the practitioner who is 
diffi cult – who projects this into the patient to deal with her anxiety. Such under-
standing seems so obvious when looking objectively. In practice, it is profoundly 
diffi cult as practitioners get wrapped up in emotional labour.
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Box 11.1 The Model for Structured Refl ection (Edition 15a) 
(Johns, 2006)

Refl ective cue

Bring the mind home.
Focus on a description of an experience that seems signifi cant in some way.
Note any wider organisational, professional or social factors that impact on your 
experience.
What particular issues seem signifi cant to pay attention to?
How do I interpret the way people were feeling and why they felt that way?
How was I feeling and what made me feel that way?
What was I trying to achieve and did I respond effectively?
What were the consequences of my actions on the patient, others and myself?
What factors infl uence the way I was/am feeling, thinking and responding to this 
situation?
What knowledge did or might have informed me?
To what extent did I act for the best and in tune with my values?
How does this situation connect with previous experiences?
How might I reframe the situation and respond more effectively given this situa-
tion again?
What would be the consequences of alternative actions for the patient, others 
and myself?
What factors might constrain me responding in new ways?
How do I now feel about this experience?
Am I more able to support myself and others better as a consequence?
What insights do I gain through refl ection?
Am I more able to realise desirable practice?
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Activity

Refl ect on a time when you were wrapped up in emotional labour. How did you deal 
with this?

As such, Ramos’s paper will help Mary frame her insights. This is where guidance 
is helpful – to create a learning milieu of high challenge and support (Johns, 2004).

One area of practice Chris could explore further with Mary is to challenge the 
way she views and knows a patient, given her tendency to view the person prima-
rily in terms of presenting symptoms and that she values seeing the whole person.

Burford refl ective and holistic model

One approach that may be useful to WiC practitioners is the Burford NDU 
Model: caring in practice. The model was constructed at Burford Community 
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hospital in 1990 as a way to structure clinical practice through holistic and refl ective 
values. At its core is a valid and collaborative vision or practice (Figure 11.1). 
By valid, I suggest the vision pay attention to certain issues (Johns, 2009). By col-
laborative, I suggest Mary should work with her colleagues to construct a valid 
WiC vision.

The model then proposes four refl ective systems to facilitate the vision being 
realised as a lived reality set against an organisational culture that values the 
learning organisation and transformational leadership (Johns, 2009).

A refl ective system to operationalise the vision 
within each unfolding clinical moment

What sort of refl ective cues might Mary ask to tune herself into her client and her 
desired holistic vision for practice? To achieve this, the Burford Model identifi es 
one core question – what information do I require to nurse this person? It also 
includes nine refl ective cues.

Who is this person?
What meaning does this illness/health event have for the person?
How is this person feeling?
How has this event affected their usual life patterns and roles?
How do I feel about this person?
How can I help this person?
What is important for this person to make their health care experience 
comfortable?
What support does this person have in life?
How does this person view the future for themselves and others?

The practitioner internalises these cues as a natural way to view the person. The 
cues do not require concrete answers. They encourage refl ection as something 
lived within practice itself.
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The Learning
Organization

A system for
ensuring effective
communication

A system for
operationalising the
philosophy within each
unfolding moment

Collaborative and
valid vision for
clinical practice

A system for ensuring
staff are developed to
use the model in
effective ways

A system to ensure
the model realises
effective practice.

Transformational
leadership

Figure 11.1 Structural view of the Burford NDU Model: caring in practice (Johns, 2009)



Clinical supervision: refl ective practice; learning through experience 183

Consider how these cues might infl uence Mary’s approach to Ms. A. Would 
they benefi t your own practice? Remember they are only cues to nudge you to 
pay attention to the whole person.

Note the cue – how do I feel about this person? As Mary’s refl ection informs 
us, how we feel about the person can dramatically infl uence the way we see and 
respond to them. The cue – what is important for this person to make their health 
care experience comfortable? – is signifi cant when we consider how uncomfort-
able Ms. A seemed to be. Issues about support in life and viewing the future may 
at fi rst glance seem outside the scope of WiC practice but may be vital.

A refl ective system to ensure staff are developed to use the 
model in effective ways

At Burford, guided refl ection was developed as the way to develop staff to refl ect 
on and develop effective performance, as illuminated by the dialogue between 
Chris and Mary. Guided refl ection has become formalised within organisations 
through clinical supervision defi ned as:

a formal process of professional support and learning which enables indi-
vidual practitioners to develop knowledge and competence, assume respon-
sibility for their own practice and enhance consumer protection and safetyof 
care in complex situations. It is central to the process of learning and to the 
expansion of the scope of practice and should be seen as a means of encour-
aging self-assessment and analytical and refl ective skills. (Vision for the 
future – National Health Service Management Executive, 1993:3)

This defi nition is probably self-explanatory. However, the signifi cance of the 
practitioner is emphasised assuming responsibility for her own practice and self-
assessment. Anything less is not taking professional responsibility. Mary men-
tions courage to face herself and her practice – as uncomfortable as it might 
sometimes be to face up to the reality that we are not as effective as we might 
like to be. In this respect, her refl ection is like a confession as if she trusts Chris. 
Of course, trust is vital to the guided refl ection and clinical supervision rela-
tionship. If Mary did not trust Chris (and her trust is blind), then she might not 
reveal herself so easily, or be very guarded in what she does reveal in case of 
repercussion.

A refl ective system to ensure the model realises 
effective practice

Whatever model we use, we need quality feedback loops to ensure effective prac-
tice is realised. This is refl ected in the clinical governance agenda which has been 
described as a framework through which health service organisations are account-
able for continuously improving the quality of their services and safeguarding 
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high standards of care by creating an environment in which clinical excellence 
will fl ourish (NHSME, 1993).

Through guided refl ection, Mary accepts this responsibility on an individual 
level. Systems such as clinical audit would enable her to work in a similar way 
with her colleagues on a formal basis.

Clinical audit is a clinically led initiative which seeks to improve the quality 
and outcome of patient care through structured peer review whereby clinicians 
examine their practices and results against agreed standards and modify their 
practice where indicated (National Health Service Executive, 1996).

Clinical audit is concerned with two questions.

What is best practice?
Do we realise best practice?

Typically, a clinical audit group would meet as a multi-professional group once 
a month to address these questions through the presentation of a refl ective case 
study. As such, Mary might present Ms. A, raising signifi cant issues and insights 
as gleaned through the refl ective process. 

These systems only really work when the organisation, as a whole, is com-
mitted to being a learning organisation – defi ned as ‘one where people continu-
ally expand their capacities to create the results they truly desire, where new and 
expansive patterns of thinking are nurtured, where collective aspiration is set free, 
and where people are continually learning to learn together’ (Senge, 1990:3).

Of course, all organisations should learn on both an individual and a collec-
tive level. So Chris might challenge Mary to what extent the organisation is a learn-
ing organisation and what she can do to create and sustain such a learning culture. 
This prompts her to focus not just on her relationships with clients, but also on her 
relationship with the organisation. As such, the effective practitioner is political and 
works to create the best environment whereby she can be most available to her clients.

Conclusion

In this chapter, dialogue has been used within e-mail-guided refl ection to illustrate 
the potential of guided refl ection to enable WiC practitioners to be concerned with 
monitoring and developing clinical effectiveness. This has been framed within the 
Burford Model – a refl ective and holistic way to structure clinical practice that 
enables the development of the learning organisation of which guided refl ection 
on both individual and organisational levels is integral to learning.
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Introduction

The aim of this chapter is to explore the effective use of evidence-based practice 
(EBP) and identify the kinds of activities and approaches that could encourage the 
active use of this process by nurse clinicians in clinical practice, such as practice 
nurses (PNs) and walk-in-centre (WiC) nurses. The new autonomous practitioner 
expanded roles sitting between nursing and medicine are being shaped by the 
dominant managerial, professional and medical discourses (Aranda and Jones, 
2008). These approaches may undermine the ontological and epistemological 
nursing approaches to caring and are likely to be task driven and emphasise a 
standardised approach to health care (Malone, 2003). The application of theory 
and EBP to direct care can challenge this practice. Acquiring evidence allows the 
WiC nurse and PN to develop and implement the advanced nursing professional 
role as well as provide examples of evidence of the professional domains of prac-
tice that meet the Knowledge and Skills Framework (KSF) (DoH, 2004). The 
information and knowledge dimensions of evidence in particular require the prac-
titioner to have the knowledge and skills to acquire, organise, provide and use 
knowledge and information. The practitioners provide examples of application in 
practice to meet the domains of practice and one such example might be qualita-
tive and quantitative research (NMC, 2006; RCN, 2008).

Use of theory and 
research to inform 

practice
Jane Bickerton

Learning Outcomes

To understand the professional role of fi rst-contact nurse in a WiC and the PN as it 
relates to EBP
To assess how qualitative and quantitative theory and research are used to support 
EBP

�

�
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Background

‘Health care that is evidence-based and conducted in a caring context leads to bet-
ter clinical decisions and patient outcomes’. (Fineout-Overholt et al., 2005:335)

EBP is concerned with changing clinical practice to improve patient care. It is 
a fl exible, dynamic and non-linear approach to health care practice (Levin and 
Feldman, 2006). EBP evolved out of evidence-based medicine (EBM) introduced 
by Dr Archie Cochrane in 1972 and was further developed through the Cochrane 
Collaboration in 1993 (Cody and Kenney, 2006). In order to provide best EBP, it 
requires the following elements:

conscientious use of current relevant, well-designed, patient – centred clinical 
research;
clinical skills including past experience;
patient preferences, concerns and expectations (Sackett, 2000; Craig and Smith, 
2007).

Although Florence Nightingale based her nursing practice on evidence obtained in 
the Crimean War, nursing has tended to be involved with routine and tasks, and 
to be procedure driven based on opinions, tradition or habit rather than research 
and critical appraisal (Profetto-McGrath, 2005). More recently, the UK govern-
ment has supported the Centre for Evidenced-based Nursing that has been identify-
ing ways to improve nurses’ utilisation of research information (Kronenfeld et al., 
2007). Developing nurse research leaders is part of government strategy (DoH, 
2000, 2002, 2007) and a robust evidence base is emphasised for practice (DoH, 1999). 
But even with continued efforts to encourage a research-based culture (Kitson et al., 
1996 cited in McCormack et al., 2002; Rycroft-Malone et al., 2002), nurses have 
very little knowledge of how to base their practice on current evidence (Pravikoff et 
al., 2005). Therefore, it is essential for nurses to learn the steps on how to search 
for evidence effectively – as opposed to accepting the presented evidence without 
question (Burke et al., 2005) and learn how to integrate EBP into their caring prac-
tice (Fineout-Overholt et al., 2005). Refer to Figure 12.1.

�

�

�

To consider the role of research and audit on the care of patients accessing fi rst-
contact and long-term condition health care
To identify evidence-based research and theory and its use in the WiC and general 
practice setting
To consider the role of EBP in a patient-centred and patient-led health service.

�

�

�

Activity

Identify how you can use EBP to change your clinical practice and improve patient care.
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Domain of practice

A competent practitioner practises autonomously, safely and effectively. These 
competencies are achieved through supervised practice-based learning and learn-
ing in an academic setting. Signoff mentors or practice teachers decide whether 
profi ciency has been achieved in domains which require knowledge and skills of 
EBP. The Royal College of Nursing (RCN) advanced nurse practitioner (ANP) 
professional domain competencies that this chapter focuses on in particular 
(RCN, 2008) are shown in Table 12.1 but it is important to recognise that EBP is 
essential to all nursing practice.

The KSF provides dimensions and levels of evidence that workers are required to 
meet over time in order to meet their work bands and move up the banding scale. 
EBP provides the guide for continual learning and requires the use of an incremental 
model of a set of procedures where the corpus of nursing knowledge is continually 
revised (Trinder and Reynolds, 2000). In this chapter, the EBP process is used to sat-
isfy the four levels of information and knowledge three at level four (refer to Table 
12.1) and asks the reader to provide evidence for the fi ve indicators (DoH, 2004).

Research Evidence
& Evidence-based

Theories

Patient
Preferences
and Values

Clinical Decision-
making

Quality
Patient

Outcomes

Clinical Expertise and Evidence
from assessment of the patient’s
history and condition as well as

healthcare resources

Context of Caring

Figure 12.1 Evidence-based practice achieves the best outcomes when accomplished in a context of 
caring. Reprinted from Fineout-Overholt et al. (2005:10), with permission from Elsevier

Table 12.1 The RCN advanced nurse practitioner domain of competencies

Domain 4: professional role NHS KSF dimension

Develops and implements the role
 1.  Acquires and uses evidence and research to implement the role of the 

advanced nurse practitioner
IK3 L4

11. Uses information systems to support decision-making and to improve care C5 and IK3 L4

(NMC, 2006).
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The EBP process begins with a consideration of a clinical problem, as the 
model outlined identifi es, and then evolves through fi ve sequential steps (Trinder 
and Reynolds, 2000; Fineout-Overholt et al., 2005). These are:

1. Identify the problem presented by the patient and gap in knowledge.
2. Formulate structured, answerable question in PICO format:
 i. patient population; 
 ii. intervention of interest; 
 iii. comparison of intervention or ground; 
 iv. outcome. 
3. Search for information (evidence) to answer question and critical appraisal of 

the evidence.
4. Integrate evidence, clinical expertise and patient factors/preferences to implement 

a decision. 
5. Evaluate outcome and process.

A study carried out with registered nurses in the USA (Pravikoff et al., 2005) 
found that nearly half were not familiar with EBP and that most nurses did not 
search information resources and only 27% had been taught about electronic 
databases. However, health consumers may have searched the Web for treatment 
information before attending a consultation (Mazurek-Melnyk and Fineout-
Overholt, 2006). It is essential for nurses to be able to begin to discriminate 
between high- and poor-quality research but at present nurses’ critical skills and 
expert nursing research are still limited (DoH, 1998; Pearson, 2003). Without 
critical skills, it is possible to complete a literature search using the PICO model 
(refer to Table 12.2) but not to make use of the knowledge.

Activity

Identify how the KSF is being met within your practice in order to meet your work band 
and move up the banding scale. 

Table 12.2 An Example of the Use of the PICO model

Patient population Intervention of interest
Comparison of 
intervention or ground Outcome

AND
Acute stroke Blood pressure reduction No treatment Secondary prevention
OR? 
Cerebrovascular accident Anti-hypertensive agents Placebo Secondary prophylaxis 
Cerebrovascular event Hypertension – drug 

 therapy diuretics, 
 atenolol, etc.

Reduce mortality

Ischaemic stroke Lowering blood pressure Risk reduction

Adapted from NHS Thames Valley Health Libraries Network (2006).
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The fi ve sequential steps for EBP are outlined in more detail below.

Health problem and gap in knowledge identifi ed

A patient presents with a health concern in the urgent care setting. A few exam-
ples of health problems presented in the fi rst-contact setting are presented in 
Table 12.2. EBP considers health issues presented by the health consumer popula-
tion and fl ags up a lack of knowledge for the practitioner about particular health 
issues and health complaints. The practitioner has the diffi cult task of coming up 
with a research question that addresses the problem and that can be used to aid 
the search for information and evidence in health databases.

Formulate structured, answerable question in PICO format

There are different ways of formulating an answerable research question and, for 
the purposes of this chapter, a PICO format (NHS Thames Valley Health Libraries 
Network, 2006; Kronenfeld et al., 2007; O’Connor et al., 2008) is recommended 
and illustrated in Table 12.2.

This PICO format divides the research question into different areas of inter-
est (search areas or concepts) and each concept can then be refi ned (e.g. listing 
all synonyms and alternative spellings); the terms are then structured in a search 
strategy to be used in literature databases (combined with Boolean operators). 
Librarians, usually in universities or hospitals, supporting a particular practice 
area can provide support to help learn how to develop a search strategy and the 
application of the PICO model throughout databases.

Search for information (evidence) to answer question and critical 
appraisal of the evidence

Search for information (evidence) to answer question

With the outcome from the PICO format, the practitioner is ready to search and 
organise the evidence into an organisational hierarchy of best evidence (Fineout-
Overholt et al., 2005) that includes ‘best evidence’ for qualitative evidence (see 
Table 12.3).

Nursing research is often addressed using qualitative research, whereas medical 
research usually uses a quantitative methodology. The hierarchy of best evidence 
outlined above identifi es systematic reviews of RCTs as the strongest level of evi-
dence using quantitative rather than qualitative methodologies, but where the clinical 
question involves meaning and qualitative evidence a single descriptive or qualitative 
study represents the highest level of evidence (Fineout-Overholt et al., 2005).
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Qualitative research (Horsburgh, 2003; Burns and Grove, 2007) interprets a 
holistic world view with no single reality. The research data are interpreted through 
time and context and methodological approaches include phenomenology, grounded 
theory, ethnomethodology, ethnographic and historical. Qualitative research lends 
itself to the more individual and patient – centred aspects of health care.

Quantitative research (Burns and Grove, 2007) – on the other hand – is more 
measurable. It is a formal, objective, rigorous, controlled systematic process that 
can be descriptive, correlational, quasi-experimental or experimental.

For nurses working as a nurse practitioner, for example, extending their role 
requires a different focus of clinical skills with evidence-guiding practice (Cody 
and Kenney 2006). In everyday clinical practice, problems occur where there are 
gaps in nursing evidence that may be completed through the use of medical evi-
dence. These types of problems and gaps in knowledge over time are resolved as 
nurses become researchers that are more expert.

Critical appraisal of the evidence

In order to clarify best practice, having searched databases, it is now essential to 
appraise the research to decide whether the studies or systematic reviews are valid, the 
fi ndings signifi cant and the results reliable and applicable for use in clinical practice 
with a particular patient population. The Critical Appraisal Skills Programme (CASP) 
approach provides tools and resources to critically appraise research (Public Health 
Resource Unit, 2006). Critical appraisal (Burns and Grove, 2007) includes analys-
ing strengths, weaknesses, meanings and the signifi cance of a study; Quantitative 
research includes understanding, comparison, analysis and evaluation whereas for 
qualitative research the parameters include descriptive vividness, methodological 

Table 12.3 Ranking of Evidence

Ranking for quantitative 
research Type of evidence

Ranking for qualitative 
research

1 Systematic review or meta-analysis of all relevant 
 randomised controlled trials (RCTs)

5

2 Evidence-based clinical practice guideline based 
 on systematic reviews of RCTs

6

3 Evidence obtained from at least one well-designed 
 RCT

7

4 Evidence obtained from well-designed controlled 
 trials without randomisation and from 
 well-designed case–control and cohort studies

2

5 Evidence from systematic reviews of descriptive 
 and qualitative studies

4

6 Evidence from a single descriptive or qualitative 
 study

1

7 Evidence from opinion of authorities and/or 
 reports of expert committees

3

Source: Adapted from Fineout-Overholt et al. (2005).
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congruence, analytical and interpretative preciseness, philosophical or theoretical 
connectedness and heuristic relevance.

Qualitative data are holistic and dynamic, requiring an interpretative process 
to understand the context of the meaning, and the results are more diffi cult to 
justify than those of quantitative research. Schickler identifi es a particular abil-
ity of nurses to listen and be with patients as they empathetically and caringly 
make sense of a patient’s life, highlighting the importance of qualitative dimen-
sions in nursing care; she summarises: ‘The only way to fi nd what a person thinks, 
believes and feels about health and illness is to ask them, to have conversation as 
one might in everyday life’ (Schickler, 2004:184). Advanced nursing practice asks 
nurses to objectively assess the conversation in order to diagnose and treat. Nurse 
practitioners then use subjective and objective fi ndings and critical thinking (CT) 
to synthesise nursing and medical evidence to provide best practice.

There are many contemporary examples of strategies and approaches that improve 
CT in order to better appraise the use of evidence. CT can be developed through par-
ticipation in writing peer journal articles and refl ective journals, role modelling and 
questioning, case presentations, journal clubs, clinical rounds and simulations, com-
puter instructions and algorithms, as well as concept maps (Profetto-McGrath, 2005).

Integrate evidence, clinical expertise and patient 
factors/preferences to implement a decision

Evidence for the professional domains of practice requires that a primary care nurse 
working as an ANP meets specifi c indicators (DoH, 2004) such as gathers and evalu-
ates information on the organisation’s use of, and need for, knowledge and informa-
tion resources and identifi es any current or potential future issues and opportunities 
including the extent to which they support legislation, policies and procedures.

Table 12.4 develops examples following the context of caring in Figure 12.1 
and includes research levels of evidence outlined in Table 12.2 with examples 
of databases searched such as CINAHL, Cochrane Register of Controlled Trials 
(CRCT), Cochrane Database of Systematic Reviews (CDSR), PsycINFO, National 
Library for Health (NLH), PubMed (Medline) and the Database of Abstracts of 
Reviews of Effects (DARE). The patient preferences and values as well as clinical 
decision-making are left blank for clinical refl ection by the reader.

Integrating evidence to implement a decision

The WiC nurse and PN may not always have suffi cient nursing research to make 
changes in practice (Closs, 2003). Research utilisation (RU) was developed prior 
to EBN to improve the use of research fi ndings in practice (Rogers, 1995 cited 
in Burns and Grove, 2007). RU was often used for the development and imple-
mentation of protocols. More recently RU has been broadened in many cases to 
include the EBP process (Stetler and Caramanica, 2001; DiCenso et al., 2005; 
Fineout-Overholt et al., 2005).



Table 12.4   Examples of Context of Caring

Patient history and condition Clinical expertise

Research evidence and evidence-based 
theories (accessed July 2008): quantitative 
research ranking (QnRR), qualitative 
research ranking (QLRR)

Patient preferences 
and values

Clinical 
decision-making

78-year-old woman with a 
 simple urinary tract infection 
 and no adverse reactions to 
 medicines

3–6 or 7–14 days treatment as 
 effective. Single-dose treatment 
 not so effective but better 
 accepted. Single studies on 
 specifi c antibiotics needed

National Library for Health Cochrane 
 Review: QnRR 1, QLRR 5 (Lutters and 
 Vogt-Ferrier, 2002)

6 years with acute otitis 
 media � 2 days with 
 symptoms improving

Antimicrobials provide 
 small benefi t and may cause 
 diarrhoea, stomach pain and 
 rash. Advise paracetamol or 
 ibuprofen

CKS guidelines (2008): QnRR 2, QLRR 6

25 years with Bell’s palsy Prednisolone within 24 h 
 signifi cantly improves recovery 
 and acyclovir has no effect

NEJM Cochrane: QnRR 3, QLRR 7 
 database, DARE (Salinas et al., 2004)

22-year-old unemployed 
 man living in temporary 
 accommodation diagnosed 
 with tuberculosis

Risk assessment tool–prospective 
 cohort tool. Social outreach model 
 of care with emphasis on prevention 
 and support reduces length of 
 treatment

PubMed: QnRR 4, QLRR 2 (Craig et al., 
 2007)

Using PDAs in clinical 
 practice

Increases pharmacological and 
 clinical contextual knowledge in 
 nursing students

Cochrane: QnRR 5, QLRR 4 (Farrell and 
 Rose, 2008)

20-year-old patient with 
 social problems

Social prescribing pathways could 
 provide better care than from a 
 general practitioner

PubMed (Medline) Cochrane: QnRR 6, 
 QLRR 1 (Popay et al., 2007)

Why do patient’s attend 
 Accident and Emergency and 
 adjacent WiC services?

Majority saw health complaint as 
 emergency and had no other ready 
 access to health care

City University Report: QnRR 7, QLRR 3 
 (Procter et al., 2008)
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A protocol provides a detailed plan including health history, assessment of 
physical fi ndings, performing diagnostic tests and plan of care to follow, and is 
used with patient group directions (PGDs). A protocol is more specifi c than a 
guideline, is not disease focused like a clinical guideline and is tailored to a par-
ticular population and practice situation. Clinical guidelines are systematically 
developed and are designed to help the practitioner and patient make appropri-
ate decisions about health care and relate to global management of a disease as 
do the National Institute for Health and Clinical Evidence (NICE) diabetes mel-
litus and hypertension guidelines (Levin and Feldman, 2006; Rich and Newland, 
2006). Protocols and guidelines are essential tools for the novice practitioner as 
well as important references for the expert practitioner to provide best practice 
and care in-line with other practitioners.

Nursing practice includes the evaluation of evidence that is provided by the 
government and the National Health Service (NHS). There is considerable guid-
ance for clinical practice that includes essence of care benchmarking (DoH, 2001, 
2003, 2007), NICE, Scottish Intercollegiate Guidelines Network (SIGN), Clinical 
Resource Effi ciency Support Team (CREST) and Clinical Knowledge Summaries 
(CKS, formerly Prodigy), and, in addition, each trust may provide its own local 
guidelines. National Service Frameworks (NSFs) of evidence-based standards 
exist for major care areas and disease groups (DoH, 2000). Evidence generated 
from meta-analyses of several RCTs is used to develop evidence-based guidelines 
and EBM is often used in place of EBN. This is due in part to the fact that it is 
relatively new for nurses to work in the fi rst-contact environment as autonomous 
practitioners. Many WiCs do use decision software developed specifi cally to aid 
nurses with the decision process that is supportive when nurses are novices in the 
fi rst-contact environment (Hanlon et al., 2005).

Integrating clinical expertise to implement a decision

The fi rst WiCs opened in 2000 and independent nurse prescribers gained access 
to all of the British National Formulary (BNF) in 2006 (BNF, 2008). These two 
events have changed the face of primary care nursing with their extension to 
include some of the GP’s competencies. The practical issues related to evidence-
based patient care fall between medicine and nursing and so current best prac-
tice may be medical and nursing evidence. With better access to Internet and 
the development of systematic databases which concentrate on unique problems 
for community nursing (Closs, 2003), problems of accessing information and 
research are being resolved. There is now the potential to improve patient out-
comes, reduce errors and for nurses to increase satisfaction with their profession 
(Kronenfeld et al., 2007).

Prescribing rights for qualifi ed independent nurse prescribers allows nurse 
prescribers to be more patient centred in their care. Other qualifi ed nurses may 
prescribe using PGDs that offer a more prescriptive approach to health care and 
treatments but there is less fl exibility of care using PGDs and patients’ preferences 
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are only possible within the bounds of the PGD. Independent non-medical pre-
scribers require knowledge and skills competencies (NMC, 2006) to:

assess a patient’s clinical condition;
undertake a thorough history including medical history, medication history and 
allergies, including over-the-counter medications and complementary therapies;
decide on management and whether or not to prescribe medication;
identify appropriate products if medication is required; 
advise patient on effects and risks; 
monitor response to medication and lifestyle choice.

Clinical expertise is learned through different forms of knowing that include empir-
ical, ethical, aesthetic and personal knowing (Carper, 1978). Personal knowing for 
Carper is equivalent to the individual refl ecting on how they infl uenced a situation 
(Johns, 1995). Other modes of knowing include a personal process of accumulating 
embodied practice expertise recognising expert intuitive practice as an important 
presence in decision-making (Benner, 1984). One writer has recently noted that evi-
dence on the use of intuition in practice is not well researched but has generally been 
accepted as pivotal in decision-making (Livesley and Howarth, 2007). The process 
is a rapid unconscious process that is not explainable through cause-and-effect rela-
tionships and builds on repeated practice situations (Greenhalgh, 2002). Other ways 
of gaining clinical expertise are through accumulating expertise, refl ective practice, 
using expert opinion such as guidelines and reaching consensus, which could mean 
working with a role model and mentor (Livesley and Howarth, 2007). As clinical 
knowledge and expertise increase, clinicians rely less rigidly on applying rules to 
practice and are more able to make discretionary judgements (Greenhalgh, 2002). 
Clinical judgement is important in generating and using evidence and infl uences 
the evaluation of patient preferences as well as how patients enter into decision-
making processes (Benner and Leonard, 2005).

Integrating patient factors/preferences to implement a decision

Involving patients in the EBP process requires the clinician to listen carefully to 
patient preferences and values, whilst being aware that patients may wish to be 
active and/or passive in the consultation and that this may affect the potential 
shared participation in decision-making (Mazurek-Melnyk and Fineout-Overholt, 
2006; Stevenson, 2007). However, what receives less attention in publications 
and workshops than the other areas of EBP is the integration of the evidence 
along with the clinician’s expertise and patient’s preferences, and the values of 
patients in making the decision about the care that is delivered (Mazurek-Melnyk 
and Fineout-Overholt, 2006). The government and the NHS are slowly chang-
ing this outcome. With a patient-led NHS, clinicians are expected to fi nd ways to 
encourage patients to participate, if not lead, in making decisions on their health 
care (DoH, 2005). This means that it is essential to consider ways to improve 
the patient’s health knowledge base, which is critical to shared decision-making. 

�

�

�

�

�

�
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The organisation of the meaning of involvement and participation into taxonomy 
highlights the complexity of the patient’s choice in deciding their choice of inter-
action (Thompson, 2007). The patient’s consensus and preference for treatment 
is an essential component of EBP. Stevenson et al. (2000) outline four conditions 
that lead to a successful consultation outcome. These conditions are that practi-
tioners and patients:

are involved in sharing information;
build consensus on preferred treatment; 
agree on a treatment implement for the health complaint.

Within the professional domain of practice, one specifi c IK indicator (DoH, 2004) 
requires that a practitioner determines and implements appropriate ways of address-
ing issues and capitalising on opportunities. One example of evidence of this aspect 
of the dimension can be met through patient satisfaction surveys. The majority of 
patients attending urgent care services in the East End of London saw their health 
complaint as an emergency even though over 40% had discussed the health com-
plaint with their GP and nearly as many were seeking reassurance and advice (Procter 
et al., 2008). The lay defi nition of emergency is different from the practitioner’s defi -
nition. Lay experiences of health and illness offer other dimensions that are impor-
tant to consider in EBP (Schickler, 2004). This highlights the importance of holistic 
health care in fi rst-contact care that includes public health and health promotion.

�

�

�

Activity

Using the EBP diagram outline shown in Figure 12.2, identify the evidence-based 
process for a specifi c patient used to provide best practice care.

Displaying examples of EBP in a central location in the workplace encourages other 
colleagues to consider examples of EBP. Can you identify areas within your workplace 
to display examples of EBP? Where are these located and who will see these?

Other ways to fulfi l this specifi c indicator might be to scan the Web and identify 
useful information sites and integrate Web-based information into practice as a 
way for patients to understand choice and preferences. Sites that provide patient 
information sheets could also be considered.

Evaluate outcome and process

The audit process is used to evaluate outcomes and processes. NHS WiCs have 
been routinely audited by the government until recently to identify outcomes 
(Salisbury et al., 2002). The NHS pays GP practices through the Quality and 
Outcome Framework (QoF) points that are allocated by auditing practices. 
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Individual practitioners as well as services may provide their own audit to consider 
the success of evidence implementation. An audit cycle is presented as follows 
(Griffi ths, 2003):

evaluate clinical practice against standards;
identify areas requiring change;
set standards for good practice (EBP); 
evaluate practice and identify variations; 
develop an action plan; 
implement change.

An audit carried out in a systematic way aims to improve patient care by investi-
gating the decision trail of performances and outcomes. Trusts usually have audit 
departments helpful in supporting auditing requests from services and practition-
ers. The audit process monitors standards and quality in practice and is repeated 
as often as is required to prove standards are met and improved. A recent audit 
of independent nurse prescribers found nurses are prescribing frequently using 
a range of advanced practice skills, although a comprehensive history was not 
always in evidence (Latter et al., 2007a). Nurses wrote accurate prescriptions, but 
did not necessarily include all the prescribing details in documentation showing 
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Clinical expertise
Practitioner is trained

In smoking cessation techniques
Practitioner is informed about the
evidence on smoking and health

Patient preference
Readiness to quit smoking

Willingness to try techniques offered
Access to preferred choice

of techniques

Evidence
For the dangers of smoking
For the effectiveness of NRT

For the effectiveness of advice
From a health professional

For the cost effectiveness of
smoking cessation interventions

Figure 12.2 An example of the interrelationship of the elements of evidence-based nursing: smoking 
cessation (Bryan, R. and Griffi ths, J.M. (2003) Practice development in community nursing: Principles 
and processes. Hodder Education). Reprinted with permission of Hodder & Stoughton Ltd. 
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that accurate documentation by managers and educationalists needs to be stressed 
(Latter et al., 2007a,b). Audits on prescribing practice also provide evidence that 
the non-medical prescriber scans the environment to identify new and emerging 
knowledge/information resources and technologies and evaluates their relevance 
and potential benefi ts to the organisation, in order to meet a specifi c dimension 
indicator (DoH, 2004).

Health care research in practice

Primary care nursing needs strategies to improve the current knowledge base 
and application of EBP. Fineout et al. (2005) identify key elements using the 
Advancing Research and Clinical Practice through Close Collaboration (ARCC) 
mentorship model that identifi es elements for implementation of a successful 
learning culture. These include:

EBP mentors;
partnerships between academic and clinical settings;
EBP champions; 
clearly written research; 
time, resources and administrative support.

EBP mentors support clinicians in involving patients in clinical decision-making 
that includes strategies valuing patient involvement, creating time in history tak-
ing to consider patient preferences and providing patients with health information 
leafl ets, websites and videos about their health complaint. Involving universities 
in practice-based research provides academic support for practitioners and sup-
ports ring-fenced time so that clinicians develop EBP and clearly written research 
projects. EBP champions recognise how important clinicians’ opinions are for 
patients and understand the importance of supporting EBP with time, resources 
and commitment. All these elements are identifi ed as essential to cultivate shared 
consultation participation (Mazurek-Melnyk and Fineout-Overholt, 2006). 
Activities such as journal clubs, EBP clinical rounds, clinical mentorship, clinical 
supervision and refl ective practice generate and sustain enthusiasm which in turn 
leads to EBP as a priority in patient care.

Evidence of professional development includes the specifi c indicator (DoH, 
2004) that a nurse acquires additional knowledge/information resources and tech-
nologies and integrates them appropriately into the overall system/service.

An example of this is now given by the Acting Lead nurse of a WiC whose staff 
modifi ed its practice by implementing a slot system.

At an East London Walk-in-Centre (WiC), there has been a growing awareness 
of the need for change over the past year. The WiC has been through a lot of 
upheaval not dissimilar to other departments within the NHS. These problems 
had been compounded by a vacancy in the lead nurse role over the past one-year. 

�
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It is a busy service and has been well used since its opening 5 years ago. Waiting 
times were consistently an issue. Our nurse consultant carried out a patient sat-
isfaction survey earlier this year and waiting times was a big issue. People gener-
ally had to wait up to 2 hours to be seen by a clinician. The number of clinicians 
varied at any one time from 2 early in the morning to up to 5 at times during the 
day. There was a feeling generally that the queue was not being well managed 
and it was up to each individual clinician how fast or how slow they were. One 
of our regular GPs had long been suggesting change in the form of an appoint-
ment system; however, the Department of Health does not allow Walk-in Centres 
to have appointments.

The idea was discussed at various times with differing degrees of serious-
ness but never could be realised. In July 2006 he again suggested it and with 
the support of the acting lead nurse, admin manager for the Walk in Centre, 
Admin Manager for Urgent Care and the nurse consultant, it was decided to 
give it a go using a ‘slot’ time system. Patients walk in and are seen in time 
order. Rather than being given an appointment they are given an allocated 
slot, and an approximate idea of when they will be seen. So instead of having 
to wait in the WiC for up to 2 hours they could go shopping etc. Each nurse 
has 3 slots per hour and each GP has 4 slots per hour. There is a nurse in 
charge who together with the reception staff overseas the system and can help 
out any members who are falling behind. The workload is more evenly dis-
tributed and waiting times have reduced considerably. The success of this new 
‘slot’ system refl ects all the hard work of the staff at the WiC. A patient sat-
isfaction survey April 2006 showed that patients would like a reduced wait-
ing time. The ‘slot’ system started at the beginning of August this year has 
reduced the waiting times by approximately 30 minutes. (Mary Daly, Acting 
Lead nurse at the WiC in 2006)

There are different approaches to implementing EBP in practice. Bryar and 
Bannigan (2003) include a top-down model where leaders incorporate fi ndings 
into policy such as guidelines and change is incorporated into every aspect of the 
organisation. Problems with this approach to change are that it fails to acknowl-
edge the real world of clinical practice and can lead to unwillingness to engage in 
EBP. A bottom-up model implemented through interaction expects to minimise 
confl ict and encourages practitioners to develop EBP strategies in practice settings. 
Finally, a strategic model implements change through an evolutionary approach 
and acknowledges aspects of both models outlined above and their limitations. Its 
focus is the creation of an organisational culture that facilitates learning.

Using the strategic model, one WiC successfully completed several research 
projects including publication of the results. A group expressing interest in 
research met with support from management and agreed to meet regularly. They 
were supported by academic researchers, including a research link worker, a 
professor of research, a statistician and a university librarian. Potential research 
projects were discussed and three research projects were submitted for grant fund-
ing, with two proposals approved. The group continued to meet irregularly, with 
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various staff members attending if they expressed interest. With changing staff, 
the research projects took 5 years to complete. The processes included ethical 
approval, collecting and analysing the data and writing up the results for publi-
cation. There were many topics covered and included ‘Patient identifi cation and 
electronic healthcare systems’ (Lichtner et al., 2008), ‘Streaming A and E patients 
to walk-in centre services’ (Bickerton et al., 2005), ‘Evidence-based primary 
health care and local research: a necessary but problematic partnership’ (Abbott 
et al., 2008) and a report on ‘Streaming patients from A and E to primary care’ 
(Procter et al., 2008). Other publications are expected to follow.

The fi nal KSF specifi c dimension indicator asks that a worker promotes and 
facilitates the use of knowledge and information throughout the organisation.

One example could be the completion of a research project. In order to com-
plete research in practice, support is required as well as the researcher’s commit-
ment. Where management is not supportive, research completion is unlikely to be 
successful, and research funding is unlikely to be approved. However, understand-
ing the research process is an essential part of EBP. All research requires the prac-
titioner to develop a research question and to complete a literature search. Experts 
are essential to support research, so, for example, it is appropriate to consult a 
dietician for research that is considering dietary habits, and a statistician for statis-
tical analysis. The local Higher Education Institution and colleagues with a special 
interest in research can often assist in fi nding specialist support for research.

If funding is applied, then the funding sponsor will provide an application form 
that is fi lled out by the applicant and submitted. A successful applicant will normally 
receive part of the funding at the commencement of the study, part of the funding 
when the data have been collected and the fi nal sum of money on completion of the 
study, having met the agreed goals throughout the research process. The research 
protocol will require ethical approval and the local ethics offi ce will provide sup-
port and advice with completing the application. Make an appointment and visit the 
local offi ce and ask for feedback prior to submitting the ethical approval application. 
The principal investigator will normally be invited to the ethics committee to answer 
specifi c questions. Note that it is rare that a protocol is approved without changes. 
After the data are collected and analysed, the results should be presented to all parties 
involved including colleagues so that they gain from experience. Write up and pub-
lish the results. Publishing in a peer-reviewed journal is an essential part of the proc-
ess. However, practice research may be diffi cult to support in practice even though 
it begins to answer questions related to the local community (Abbott et al., 2008), 
namely that practice research is often small-scale, undertaken to answer local ques-
tions. From a formal research perspective, such studies, simply because of their scale, 
do not provide evidence that is robust by the standards of the Cochrane Library. In 
any case, the diffi culties of carrying out research whilst also managing large clinical 
case-loads are considerable, whilst many NHS staff fi nd it diffi cult to access expert 
research advice. Thus, many factors may limit the scientifi c value of local studies.

Specifi c factors include the use of a qualitative rather than a quantitative methodol-
ogy, and another is the application of interdisciplinary methodologies (Smith et al., 
2004). Nurses may use observing, listening and feeling as sources of evidence, and 
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even though these factors are diffi cult to measure in terms of quantitative outcomes, 
they provide an opportunity to consider ‘individual wisdom/experience, and the 
often hidden and unarticulated humanistic and relational elements of nursing prac-
tice’ (Smith et al., 2004). EBP requires then a broader base bringing together both the 
‘external scientifi c and the internal, intuitive’ (Rycroft-Malone et al., 2004:81).

Research may not be published for other reasons. For example, an interesting 
project carried out in the East End of London by a diabetic lead nurse, a GP and 
a nurse consultant (NC) focused on the young male population and set out to 
identify how young men’s health needs could be better addressed in general prac-
tice (Bickerton et al., 2007). The study identifi ed that young men were slightly 
anxious about health checks as well as illness, needing medicine, increasingly anx-
ious about behaviour judged by a health care professional and very anxious about 
not being able to access their GP when they were ill. The practitioners were keen 
to write up and publish the results; however, clinical and management pressures 
took precedence for all practitioners, and the NC, whose remit had included lead-
ing on research projects in urgent care, was no longer needed in the trust. Where 
projects are supported by an academic institution or a research body as well as 
the NHS, they are more likely to receive the support essential to move a project 
from the beginning right through to writing up and publication.

Conclusion

EBP is identifi ed in the professional domain of advanced nursing practice and lev-
els and examples of practice are developed through the KSF with EBP underpin-
ning all patient-led health care. Transforming EBP in primary care nurses (such as 
PNs and WiC nurses) through a leadership role requires sustained encouragement 
and empowerment (Mazurek-Melnyk and Fineout-Overholt, 2006).

Examples of how leaders of EBP can empower and support interdisciplinary staff 
are through supporting refl ection on practice, time to explore EBP ideas, encour-
aging interdisciplinary staff to engage and participate in EBP projects, supporting 
clinical evidence in practice, welcoming ideas for practice improvement, encourag-
ing the use of current literature to support change, citing evidence for practice or 
policy changes, involving interdisciplinary staff in reviews of policies, protocols and 
guidelines with refl ection on the best available evidence, identifying priority clinical 
practice issues requiring EBP solutions, empowering interdisciplinary staff to gain 
confi dence in their practice by being able to articulate best practice and, fi nally and 
most importantly, supporting an environment where patients are empowered to 
lead or at the very least have the knowledge and support to effectively share their 
own preferences in their own health care planning.

The main points of the chapter are as follows:

The knowledge and skills to apply EBP are an essential part of primary care 
nursing and include both qualitative and quantitative approaches to evidence.

�
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EBN includes following evidence such as clinical guidelines and protocols based 
on someone else’s research (e.g. NICE guidelines), critically appraising existing 
evidence for a particular clinical population, searching for evidence carried out 
on a practice population group as well as completing and publishing research 
projects that include questions relevant to the local population.
Shared and patient – centred approaches to consultation practice are essential 
components of EBP.

Through the effective use of EBP, PNs and WiC nurses can engage in expanded 
roles that sit between nursing and medicine.
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Introduction

The aim of this chapter is to provide some guiding principles and exposure to 
theoretical perspectives that will promote fl exibility of thought, and will both 
refresh and challenge professional issues in primary care nursing. In doing so, the 
chapter addresses three broad areas:

key concepts that inform collaborative working in health and social care;
theoretical perspectives with which to understand interprofessional partner-
ships, confl ict and teamwork;
critical refl ective practice at individual, relational and organisational levels of 
analysis.

The intention is to provide an interdisciplinary range of theoretical and research-
based perspectives from sociology, organisational theory, work and organisational 
psychology and psychodynamic and systems theories. Whilst the focus here is pre-
dominantly confi ned to the UK health and social care practice and primary care 
nursing, many issues also have relevance and application in other sectors. In order 
to get the most from this chapter, you should read it, talk about it and refl ect 
on the implications for your own practice, either alone or with colleagues. You 
can then decide what actions and changes you might make in your own think-
ing, behaviour and work/organisational setting to promote effective collaborative 
practice.
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Background

Partnerships, multi-agency working and collaborative care have been part of govern-
ment rhetoric since the 1990s, and have become part of the vocabulary and discourse 
of professional and interprofessional practice (DoH, 1998, 2000; Butt et al., 2008). 
Current European Union (EU) and World Health Organisation (WHO) European 
Region policy mandate the need for collaborative interagency, interprofessional and 
intersectoral practice (WHO, 2006; Yan et al., 2007). There is also an abundance of 
support for the inherent value of collaborative, interagency working, as the inclusion 
of this chapter in Professional Issues in Primary Care Nursing testifi es. However, 
public inquiries, for example, into the tragic deaths of Victoria Climbié and ‘Baby P’, 
continue to fi nd failures in collaboration between practitioners, and failures in organ-
isations and agencies that do not coordinate their work with each other (Laming, 
2003; Department for Children, Schools and Families, 2008).

Collaboration is a multidimensional and complex activity, involving nurses, 
doctors and other health and social care practitioners working together in the pro-
vision of services and care for individual patients, families and communities. One 
of the consequences of the reconfi guration of health care provision away from 
acute/hospital settings is that collaboration is also an expanding concept. There 
is now a need for wider partnerships, for example, with environmental, transport 
and agriculture directorates whose policies impact on a much broader conceptual-
isation of health and well-being (Tope and Thomas, 2007; Harvey and McMahon, 
2008). The traditional boundaries of health and social care practice are shifting, 
and the multidisciplinary team may now include architects, engineers, teachers, 
community leaders and commissioners, as well as artists and poets-in-residence 
(Barr et al., 2005; Behan, 2006; Foureur et al., 2007). Ultimately, collaborative 
partnerships look set to change the way that health services are delivered, yet rel-
atively little is known about their impact on patients and health economies. The 
evidence base for interagency collaboration is both limited and emergent. In other 

Learning Outcomes

To defi ne collaborative working and understand the differences that exist 
between other forms of working (i.e. interprofessional, interagency, multi-
agency and partnership)
To appreciate how the use of metaphors can lead to greater understanding 
of how individuals collaborate
To identify the importance that clear and concise verbal communication has 
in creating an environment that promotes collaborative working
To appraise factors that inhibit collaborative working
To critically analyse and synthesise the factors necessary to promote an effec-
tive collaborative working environment.
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words, it is not necessarily the case that collaboration and partnership working is 
unsuccessful. Rather we do not know because of the paucity of empirical work in 
the fi eld, and further research is necessary.

This then is the paradoxical landscape of collaboration facing primary care 
practitioners, patients and communities. There is no ‘one-size-fi ts-all’ solution to 
the challenges that this landscape of collaboration presents, although fl exibility of 
thought, an open mind and self-awareness are important practitioner attributes.

Key concepts and defi nitions

In the fi rst instance, it is important to fi nd, and use, shared language and frameworks 
to describe and understand collaborative practice and patient – centred services 
(Reder and Duncan, 2003; Gilbert, 2005; Reeves and Sully, 2007). This is necessary 
to ensure that approaches to the assessment, planning, implementation and evalua-
tion of collaborative care are appropriately aligned. However, this is not always an 
easy task and the fi eld of collaboration and multidisciplinary teamwork is laden with 
terminological confusion. On the one hand, some authors note that the terms col-
laboration, partnership teamwork, interdisciplinary and interprofessional are used 
interchangeably (Curran, 2004; Butt et al., 2008). This can be confusing. On the 
other hand, broad conceptual distinctions between interprofessional, interagency, 
multi-agency and partnership approaches have also been discerned (Rushmer and 
Pallis, 2002; Anning et al., 2006; Stepney and Callwood, 2006; Curran, 2007), for 
example:

Interprofessional: It involves professionals from different disciplinary back-
grounds (e.g. nursing, social work, medicine and physiotherapy) working 
together more effectively, often in teams, to improve the quality of care pro-
vided to individuals, families and communities.
Interagency: It involves more than one agency (e.g. social services, primary 
health care services and housing) working together in a planned and formal 
way, which can be at different levels either strategic or operational, and may be 
concurrent or sequential.
Multi-agency: It involves more than one agency working with an individual, 
family or project, but not necessarily jointly.
Partnership: It indicates the collaborative nature of the above processes.

A related concept is that of collaborative care, defi ned as:
‘A patient/client-centred process in which two or more professions/disciplines 

interact to share knowledge, expertise and decision-making in the interest of 
improved patient/client care’. (Curran, 2007:vii; emphasis added)

The crucial elements of Curran’s defi nition for patients, practitioners and research-
ers are: (i) the quality and frequency of interaction, (ii) the impact and outcomes 
of collaboration and (iii) the way criteria for judging improved care are described 
and agreed. Sustainability is also an important aspect of collaborative care, and 
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Freeth et al. (2005) usefully outline a number of factors which support such an 
approach. Table 13.1 summarises the factors infl uencing collaboration, mapped 
against the NMC competencies within Domain Five: ‘Managing and Negotiating 
Heath Care Systems’.

Effective communication is an essential aspect of all of the above factors, 
although it is often assumed that this is ‘given’, for example, that co-location of 
services and regular face-to-face contact will result in the sharing of information. 
However, inquiries into organisational failures and human tragedy all too often 
reveal that this is sadly not the case (Laming, 2003).

Communication and partnership working

Reder and Duncan’s (2003) review of communication problems between profes-
sionals in fatal child abuse cases draws upon the words spoken by the fi ctional 
character of ‘Alice’ in Lewis Carroll’s Alice in Wonderland at ‘A Mad Tea Party’:

‘Then you should say what you mean’, the March Hare went on.

Table 13.1 Factors infl uencing Collaboration

Domain Five: Managing and Negotiating 
Health Care Delivery Systems

Attitudes
•  Readiness to exchange viewpoints and share 

information about structures and processes
• 6.5, 6.7, 6.17

• Willingness to share or relinquish responsibility • 6.6, 6.7, 6.12
• Trust and respect for each professional • 6.10, 6.12, 6.16

Knowledge
•  Understanding of own and others’ roles and 

responsibilities
• 6.1, 6.2, 6.9

•  Understand national and local contexts facilitating or 
inhibiting collaboration

• 6.4, 6.8, 6.13, 6.14

•  Understand a variety of strategies to improve 
collaboration and underpinning change models

• 6.10, 6.14

Skills
•  Negotiate effectively with other professionals and 

agencies
• 6.10, 6.12

•  Assess own work/practice context to identify and act 
on areas for collaborative development

• 6.1, 6.2, 6.3, 6.15

•  Select and adapt appropriate and responsive strategies 
for improving collaboration

• 6.8, 6.13, 6.14, 6.17

Organisational factors
• Co-location of services • 6.2, 6.3, 6.10, 6.17
• Ability to share patients/clients • 6.2, 6.11, 6.17
• Regular face-to-face contact • 6.10, 6.12
• Joint work on local projects or specifi c topics • 6.6, 6.7, 6.10, 6.15
• Support from senior management • 6.6, 6.9
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‘I do’, Alice hastily replied, ‘at least – at least I mean what I 
say – that’s the same thing, you know’. ‘Not the same thing a bit!’ said the 
Hatter. (Gardner, 1970:95)

The above quote illustrates important issues in interprofessional communica-
tion regarding the discrepancy between what we think we mean how we com-
municate this meaning verbally and non-verbally and how our meanings might be 
perceived and understood differently by others. An example from my own experi-
ence, described in Box 13.1, illustrates this point.

Box 13.1 Talking about Transitions

I was participating in a meeting to discuss the launch of an interprofessional organi-
sational change project within a Primary Care Trust and Social Services Directorate. 
I was representing the university who were an academic partner in this project. Around 
the table were practitioners from health and social care who worked with children and 
families, and those who worked with adults; there were also senior managers and other 
university colleagues. The discussion moved to themes for the launch of the change 
project, and the concept of ‘transitions’ was agreed. Enthusiastic nods and brief-aside 
conversations took place around the table. However, it quickly became apparent that 
we were all thinking about the concept of transitions from very different perspectives. 
I was considering the impact of change on service delivery and associated organisa-
tional transitions. Others were thinking about the impact of role change on practitio-
ners, and individual and team transition processes. Another meaning, refl ected in the 
experience and thinking of practitioners attending the meeting, was that of service users’ 
transitions from children’s to adult services. There was a moment of tangible confusion, 
followed by clarifi cation of our different perspectives, and then the talk moved on.

Activity (Points for Refl ection)

What are the risks associated with misunderstanding what other people mean?
How can these risks be minimised and managed?
How do you feel when you are misunderstood?

Context, perceptions and experience all impact on how meanings are construed. For 
example, my use and understanding of the term ‘academic’, as used in Box 13.1, 
refl ects particular values associated with rigour, scholarship, critical thought, theoreti-
cal perspectives and their pragmatic application to practice. There are, however, other 
contexts where the term ‘academic’ may be used differently, for example, to illustrate a 
foregone conclusion, or as an ironic term of abuse or mockery. It is vital then that shared 
language and understandings are given the opportunity to develop in practice; however, 
misunderstandings are all too commonplace.

�

�

�

(Continued)



214 Professional Issues in Primary Care Nursing

Interprofessional discourses

The term discourse can be used in at least two ways: as a verb meaning to talk 
about and as a noun that describes particular ways of talking about something 
expressed through words. Discourse forms refl ect different ways of being in the 
world, combining words, actions, beliefs, values, social and professional identities 
based in language.

Barr et al. (2005) argue that all health and social care professionals should be 
aware of the key discourses and their role in professional and interprofessional 
communications. Tension and confl ict can arise between professions employ-
ing different discourses and value bases, for example, relating to managerial-
ism, professionalism and inspection. Competing discourses may simultaneously 
defi ne patients as: (i) individuals whose concerns set the agenda for consultation, 
(ii) objects of pursuit in terms of their contribution to targets or (iii) customers 
whose complaints and waiting times have become a yardstick of satisfaction and 
quality (Weir and Waddington, 2008). Confl ict can also arise within and across 
professions as new discourses, for example, of business effi ciency and social enter-
prise emerge (Parkinson and Howorth, 2007; McDonald et al., 2008). Discursive 
confl ict, if unresolved, can result in professional resentments, blame cultures and 
toxic ‘them and us’ scenarios. The toxicity arising from unresolved confl ict can 
inhibit effective collaborative working and interprofessional practice. So what fac-
tors promote effective collaboration?

Factors promoting effective collaboration

Research conducted by the National Audit Offi ce (NAO, 2006) suggests that suc-
cessful collaborative relationships need fl exibility of thought, which implies versatil-
ity and the capacity to change in response to new conditions. Flexibility of thought 
also involves the ability and confi dence to move beyond linear, reductionist models 

In a primary care context, interprofessional working between health and social care 
practitioners is often fraught by misunderstandings of professional roles and functions 
(Devla et al., 2008; McDonald et al., 2008). There are also fundamentally different 
perceptions, for example, relating to concepts of time and urgency as Kharicha et al.’s 
(2005:401) research demonstrated: ‘When the doctor says immediate he means now, 
when a social worker says immediate or urgent he means in three weeks, and I’m not 
being funny’. Misunderstanding of meaning can result in confl ict in professional rela-
tionships, leading to gaps between policy, practice and professional discourses. Unless 
these gaps are exposed and understood, there is a risk that integrated teamwork and 
provision of collaborative care will remain an ‘unachievable rhetoric’ (Stark et al., 
2002:11).
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of thinking which have dominated theories and practice discourses of health sci-
ence and organisational change (Ashworth et al., 2001; Thomas, 2006; Canam, 
2008). However, this may not be an easy or straightforward journey for some prac-
tice nurses, general practitioners and managers whose education and knowledge 
base may be fi rmly rooted in the comfort zones of linear thinking. Ultimately, linear 
thinking can lead to a blinkered approach which stifl es the development of creative 
collaboration and innovative practices.

For example, linear thinking might mean viewing collaboration as something 
that occurs at a micro-level between patients, practitioners, professions and agen-
cies, ignoring macro-level organisational issues, for example, relating to power, 
politics and organisational culture. Yet shifting the focus of attention to inter-
organisational working may overlook the importance of interprofessional rela-
tionships. Therefore, according to D’Amour et al. (2005), the most complete 
models of collaboration attend to both micro- and macro-levels of analysis, and 
are grounded in a strong theoretical background of organisational theory and 
research, and these are considered next.

Organisational theories and collaboration

This section draws from the literature relating to organisation theory in general 
and psychodynamic and systems theories in particular, and is necessarily selective. 
The rationale for selecting these particular perspectives is that they build a strong 
conceptual model to guide critical refl ection into individual, relational and organi-
sational aspects of collaboration.

Broadly speaking, organisational theory draws upon the sciences, arts and 
humanities and brings with it the challenges of thinking in interdisciplinary ways. 
Rather like nursing theory, it takes inspiration from diverse fi elds of study that 
include human understanding, scientifi c explanation and artful appreciation 
(Hatch and Cunliffe, 2006). Organisation theory is a practical and social activity 
which seeks to answer questions such as:

What exactly do people do when they work together in organisations?
How are policy objectives set, by whom and with what consequences?
What is the impact of history on organisational structures, processes and 
relationships?

These are big questions which address big ideas and issues, and organisation the-
ory is relevant to the macro-health care organisational context of primary care 
and practice nursing and also to the experience of the micro-practitioner–patient 
relationship and care environment. It is now widely accepted that metaphor plays 
an important role in organisational theory and research, as a way of thinking dif-
ferently in order to see and understand situations in new ways (Morgan, 1997; 
Cornelissen et al., 2005). Therefore, using metaphor is also a potentially useful 
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method and approach to better understand and enhance collaborative working 
and interprofessional teamwork.

Using metaphor to understand collaborative working

Metaphor consists of giving a name to an aspect of experience that belongs to, or 
can be described as, something else. Using metaphor is one way of enabling prac-
titioners to refl ect on aspects of individual, team and organisational aspects of 
their practice (Morgan, 1997; Bolton, 2005; Ghaye, 2005, 2008). This can yield 
insights into practice, and is a way of encouraging professionals to observe how 
they might be perceived and experienced by others – including patients and serv-
ice users – in order to reveal that which may be hidden (Bolton, 2005).

Morgan (1997) provides a number of metaphorical ‘images’ of organisations, 
two of which are particularly pertinent to health care organisations and work-
ing collaboratively: (i) organisations as political systems that refl ect diverse inter-
ests, power distribution and confl ict and (ii) organisations as psychic prisons 
that contain conscious and unconscious traps and barriers to change. These two 
metaphorical images are now explained and explored further from the theoretical 
standpoint of psychodynamic and systems theories.

Organisations as political systems

This metaphor is based on the assumption that individuals in organisations will 
fi ght for their particular interests and positions. Politics in organisations has been 
defi ned as ‘those activities carried out by people to acquire, enhance, and use 
power and other resources to obtain preferred outcomes in situations where there 
are disagreements’ (McKenna, 2006:699). The metaphor of organisations as polit-
ical systems also assumes that confl ict is always present, the outcome of which 
will depend on the power relations between individuals and groups. For instance, 
the outcome of confl ict is not always negative, and if managed constructively, can 
be a source of excellence, quality and creativity (West, 2004). At the same time, 
however, interpersonal confl ict can be harmful and unhealthy for the individuals 
and teams concerned. This can lead to rivalry and competition, rather than col-
laboration, between professions, organisations and agencies, which leads to ‘turf 
wars’, territorialism, protection of vested interests and gossip (Waddington, 2005; 
Waddington and Fletcher, 2005).

Thinking about organisations as political systems in an interprofessional context 
enables practitioners to consider explicitly the relationship and impact of power 
and confl ict. It enables us to examine and evaluate interests, power-bases and 
relationships, and to critically refl ect on how we individually and professionally 
develop skills of political awareness and leadership (which are addressed more fully 
in Chapter 12 – Use of theory and research to inform practice). A systems approach 
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also provides a sound theoretical base for the understanding and development of 
collaborative working:

Von Bertalanffy (1971) and his successors developed the concept of ‘system’ 
as an antidote to the limitations of specialist disciplines in addressing 
complex problems. It could be applied across all disciplines, from physics and 
biology, to the social and behavioural sciences, seeing wholes as more than 
the sum of their parts, interactions between parties as purposeful, boundaries 
between them as permeable, and cause and effect as interdependent not lin-
ear . . . Intervention by one profession at one point in the system affects the 
whole in ways that can only be anticipated from multiple professional per-
spectives. (Barr et al., 2005:131)

Therefore a systems approach integrates multiple perspectives, avoiding linear 
cause–effect relations that can lead to the creation and reinforcement of blame 
cultures. For example, when examining and refl ecting on a particular incident 
or episode of communication, it may be tempting to resort to explanations such 
as ‘they are a fragmented team’, or that ‘this general practitioner is always dif-
fi cult’. However, such explanations are limited, providing solutions that identify 
and fi x the dysfunctional part, but fail to address the wider organisational whole 
(Obholzer and Roberts, 1994; Huffi ngton et al., 2004).

Organisations as psychic prisons

This metaphor comes from Plato’s Republic (Morgan, 1997; Bolton, 2005), which 
pictures prisoners chained in a cave, unable to turn around. All they can see is a 
wall in front of them, whilst a fi re burns behind them, casting light on the wall. 
There is also a ledge behind the prisoners, along which puppeteers can walk and 
hold up puppets that cast shadows on the wall in front of the prisoners. The pris-
oners can only see and hear shadows and echoes cast by objects which they can-
not see. The imprisoned cave dwellers equate the images cast as shadows with the 
reality of the external world.

The relevance of this particular metaphor may not be immediately appar-
ent; however, Morgan (1997:215) extends the imagery of Plato’s cave to that of 
a ‘psychic prison’. In this sense, organisational structures and shared meanings 
can become conscious and unconscious traps and barriers to change, acting as 
defences that keep external reality denied or at an objectifi ed distance (Menzies, 
1970). Individuals, professions and organisations can become ‘imprisoned’ in 
favoured ways of thinking and perceiving through education and socialisation 
processes. They may become trapped by and collude with these perceptions, 
which results in an understanding of reality which is both limited and potentially 
fl awed. An awareness and appreciation of these often unconscious processes can 
enable individuals to see beyond the surface, to what lies beneath (Obholzer and 
Roberts, 1994; Huffi ngton et al., 2004), and freeing them from their metaphorical 
shackles.
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Theoretically, as Morgan (1997) illustrates, the metaphor of organisations as 
psychic can be understood from a psychodynamic perspective, which places a 
strong emphasis on unconscious psychological confl icts and processes that oper-
ate at individual, group and organisational levels of analysis. For example:

In organizations that project a team image, various kinds of splitting mecha-
nisms are often in operation, idealizing the qualities of team members whilst 
projecting fears, anger, envy, and other bad impulses onto persons and objects 
that are not part of the team. (Morgan, 1997:235)

In an interprofessional context, splitting and projection involves practitioners dis-
placing their anxieties, envy and resentments onto other practitioners and pro-
fessions. This may be manifest in gossip and anecdotes about the behaviour and 
practice of others, used as social defence as a means of expressing and manag-
ing strong emotions associated with distressing and stressful aspects of practice 
(Waddington and Fletcher, 2005). The role of emotion is not always fully appre-
ciated in interprofessional practice, and this can compromise team effectiveness. 
Interprofessional teams require time and space in a safe environment where anxi-
eties and issues can be expressed and explored without retrenchment to defen-
sive positions and group dysfunction. Therefore, we now turn to the factors that 
impact on the creation of effective interprofessional teams.

Creating effective interprofessional teams

A signifi cant challenge facing health and social care practitioners is how to create, 
within the existing and future workforce, teams that are capable of effective and 
sustainable collaboration. Research fi ndings from primary care teams, as well as 
other organisational contexts and industries (West, 2004; D’Amour et al., 2005;  
NAO, 2006; West et al., 2006; Delva et al., 2008), indicate the following over-
arching themes/issues:

Promoting effective interprofessional collaboration in the delivery of health and 
social care may contribute to improved teamwork, increased job satisfaction 
and a reduction in patient morbidity.
The effect of multidisciplinarity is contingent on the quality of team processes 
such as refl exivity, commitment to high performance and task orientation.
Leadership is an important factor in the development of effective collaborative 
relationships (see also Chapter 14, this volume).
Investment in the development of strong collaborative relationships leads to 
enhanced quality of service provision.
Measuring and refl ecting on relationships can help underpin effective collabo-
rative working, for example, with regard to trust and support, goals, learning, 
roles, communication and managing confl ict.
Constructive team confl ict when managed effectively can be a source of creativ-
ity, excellence and quality.
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Best practice follows clear principles – listening and talking to a wide range of 
stakeholders and service users, reviewing the messages and meanings communi-
cated, and joint commitment to action.

Future research is likely to be guided by extended community and patient par-
ticipation models and national frameworks for interprofessional education and 
practice, which in turn require mechanisms for multiple funding and accountabili-
ties. However, researchers and practitioners alike may face similar diffi culties with 
working collaboratively. As we have seen, these are often the result of deep-rooted 
professional, interpersonal and organisational defences, rivalries, resentments and 
resistance to modernising policies and interprofessional practice. We will now 
return to two issues introduced earlier in the chapter, namely metaphor and Alice 
in Wonderland (Gardner, 1970) in order to explore some of these issues further.

Using metaphor to promote team refl exivity

As we have seen, metaphors can create different ways of shaping our experience 
in organisations and teams, but paradoxically they may also act as barriers to 
seeing the whole system. Metaphors can create powerful insights that can also 
become distortions, and no single metaphor will ever give a perfect all-purpose 
viewpoint.

Therefore, it is important to use a range of metaphors within a framework of 
critical refl ection and refl exivity. Critical refl ection has been defi ned as:

A process (and theory) for unearthing individually held social assumptions in 
order to make changes in the social world . . . refl ection is more than simply 
thinking about experience. (Fook and Gardner, 2007:14)

Refl exivity differs from refl ection in the way that it ‘embraces subjective under-
standing of reality in order to think more critically about one’s values and the 
effect of one’s actions on others’ (Gray, 2007:505, emphasis added). Insight and 
understanding of the effect of one’s actions on others are crucial elements of col-
laborative working, which is refl exivity at the individual/practitioner level of 
analysis. At a team level, West (2004) argues that in order to function effectively, 
teams need to regularly and systematically focus on their objectives and ways of 
working, which he refers to as task refl exivity. In addition, in order to promote 
individual and team well-being, West argues that teams also need to refl ect on 
support structures, confl ict resolution and the overall social climate of the team, 
which is referred to as social refl exivity.

One way of promoting task and social refl exivity in teams is to use metaphor, 
asking if this team were something else, then what would it be? For example, 
would it be a diverse and vibrant multicultural community? A pack of wolves? A 
smooth running environmentally friendly vehicle? Box 13.2 contains an extract 
from Alice in Wonderland (Gardner, 1970:93) with some associated questions 
for refl ection. This extract, from ‘A Mad Tea Party’, has been chosen primarily 
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to provoke thought and refl ection about interprofessional defences, teamwork, 
meetings and team refl exivity. It is also used to raise issues of professional invisi-
bility, silence and the challenges of dealing with absences/non-attendance at multi-
disciplinary team meetings (Canam, 2008; Delva et al., 2008).

Box 13.2 A Mad Tea Party

‘There was a table set out under a tree in front of the house, and the March Hare and 
the Hatter were having tea at it: A Dormouse was sitting between them, fast asleep, 
and the other two were using it as a cushion, resting their elbows on it, and talk-
ing over its head. ‘Very uncomfortable for the Dormouse’, thought Alice, ‘only as 
it’s asleep, I suppose it doesn’t mind’. The table was a large one, but the three were 
all crowded into a corner of it. ‘No room! No room!’ they cried out when they saw 
Alice coming. ‘There’s plenty of room!’ said Alice indignantly, and she sat down in a 
large arm-chair at one end of the table’. (Gardner, 1970:93)

Activity (Points for Refl ection)

What does the extract given in Box 13.2 make you feel and think about regarding 
your experience of working collaboratively?
What might the statement ‘No room! No room!’ suggest about professional bound-
aries and defences?
How frequently do you ask questions such as: ‘what is the task/purpose of this meet-
ing?’ or ‘how might we work better together?’

�
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The extract given in Box 13.2 and the above points for refl ection may, or may not, 
have enabled you to think differently about your own experience of teamwork 
and collaboration. It is included here to provide an example of how metaphor can 
be invoked to understand complex and paradoxical aspects of organisational life 
and interprofessional practice.

Putting it all together

Following the Bristol Inquiry (Kennedy, 2001) and other subsequent tragic fail-
ures of communication between professionals, the discourse of interprofessional 
practice has gained currency as a response to the realities of fragmented health 
care practices. One of the challenges for interprofessional practice is that of how 
different professional territories are being carved out in the changing landscape 
of contemporary policy and practice (D’Amour et al., 2005). D’Amour and 
Oandasan (2005) have advanced the concept of interprofessionality as a frame of 
reference within which to understand the emergence of a more cohesive picture 
of interprofessional practice. They defi ne interprofessionality as ‘the development 
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of a cohesive practice between professionals from different disciplines’ (D’Amour 
and Oandasan, 2005:9), and which:

is a process by which professionals refl ect on and develop ways of practicing 
that provide an integrated answer to the needs of the client/family/population;
is guided by the need for professionals to reconcile their differences and some-
times opposing views;
involves continuous interaction and knowledge sharing amongst multiple 
stakeholders.

Interprofessionality is an important concept in understanding effective collabora-
tion because it concerns the political, organisational and professional processes 
and determinants that infl uence interprofessional practice and education initia-
tives. The concept of interprofessionality also addresses the need for collaboration 
between practitioners, researchers, educators, policy-makers and the public.

Conclusion

In summary, collaboration is commonly defi ned through the underlying concepts 
of: (i) sharing, (ii) partnership, (iii) power, (iv) interdependency, (v) process and 
(vi) outcomes. Organisational, professional and systemic factors such as struc-
ture, communication, boundaries, socialisation, values, cultural ideals and beliefs 
have the potential to either enhance or inhibit collaborative relationships and 
interprofessional practice. There is no ‘one-size-fi ts-all’ solution to the challenges 
of collaborative practice, which has wide-ranging parameters and meaning. On 
one hand, it may be a brief and short-term interaction between two practitioners 
exchanging patient-related information. On the other hand, it may involve sus-
tained episodes of formal and informal interprofessional and interagency engage-
ment and teamwork. Despite advances in ‘joined-up working’, failure and tragedy 
are likely to persist unless we continue to address both micro- and macro-aspects 
of collaborative practice. At a macro-level, collaboration involves professions 
and agencies working together across organisational boundaries and cultures, for 
example, in health, education and social services. At a micro-level, collaboration 
involves practitioners working in a nimble-footed way in public and private sec-
tors with statutory and voluntary organisations. Gilbert (2005) offers some sali-
ent reminders for good practice:

Focus always on the patient/client and the place of the patient/client in their 
community.
Understand the way the provision of health and social care is conducted within 
the policy domains of governments.
Recognise diversity in any consideration of interprofessional patient – centred 
collaborative care. 

�

�

�

�

�
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Understand and make explicit that all participants in the education of health 
and human service professionals will have their own aims, objectives, priorities 
and philosophical positions which result in different approaches and perspec-
tives on what is judged as quality care.

Finally, Stepney and Callwood (2006) suggest that three scenarios for the future 
can be constructed. The fi rst is an optimistic vision of creative collaborative inter-
professional practice, supported by a substantive evidence base and properly 
funded system of accessible care. The second, a more pessimistic view, is that 
funding will be inadequate and unable to sustain research, collaboration and 
interagency working, and old ‘Berlin wall’ divisions and mistrust between profes-
sionals will continue. This will result in ‘pseudo-collaboration’ masquerading as 
genuine partnership working and interprofessional practice in order to meet gov-
ernment targets and ‘fl avour-of-the-month’ policy initiatives. The third scenario 
lies somewhere between these two extremes, where collaborative practice evolves 
fl exibly to meet the diverse and changing needs of patients and practitioners in 
different cultural and organisational contexts.
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Introduction

The overall aim is to promote a critical approach to leadership, policy, organisational 
decision-making and practice. This is a wide-ranging remit, as these are all huge 
topics, informed by theoretical perspectives that include psychology, sociology, 
political science and economics. Word limit has precluded inclusion of detailed 
practical examples and readers are encouraged to use the material in this chapter 
to critically refl ect on aspects of their own current/future role and practice, for 
example, with regard to:

leading practice, teams and services in transition;
developing, supporting and sustaining effective leadership in self and others;
balancing between leadership and management, professional values and the 
business of care, and power, politics and organisational culture;
infl uencing organisational decision-making and policy development.

�
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Leadership and 
organisational 

decision-making: 
the nurse’s role in 

implementing policy 
and practice

Kathryn Waddington

Learning Outcomes

To critically explore the characteristics of critical thinking and why these are fundamental 
in dealing leadership skills
To advocate the necessity for nurses to advance and promote nurse-led practices 
from practitioner level to policy-making level
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Background

‘Nursing careers must respond to the profound changes taking place in the struc-
ture of health care delivery and the need for nurses to exercise leadership to bring 
about change’. (DoH, 2006:3)

Leadership has risen to a prominent position in health care policy and pro-
fessional practice, as illustrated by the above extract from Modernising Nursing 
Careers (DoH, 2006). The leadership and managerial environment in which 
nurses and health care professionals work is changing, all the time and quickly. 
Practice nurses (PNs) and walk-in-centre (WiC) nurses, therefore, face many new 
challenges that will call for new ways of thinking about leading and advancing 
practice. The focus of this chapter is primarily geared towards practitioners who 
lead teams and services, although the theoretical perspectives and approaches 
introduced clearly also have a wider application.

The big picture

In an era of increasing globalisation and international health system reform, 
governments are revising health policies and making radical, transformational 
changes to organisational structures and methods of service delivery. In this broad 
context, nurses have a pivotal, but still relatively under-developed, role to play 
in the health policy arena (International Council of Nurses (ICN), 2005). Nurses 
work collaboratively with other health care professionals, teams and agencies (see 
Chapter 11) and are often closely involved with communities, patients/clients, 
their families and carers. This is a ‘horizontal’ approach to the complex interac-
tions involved in integrating and delivering services which can be set alongside 
a complementary ‘vertical’ approach which prioritises integration of services 
around care pathways for named conditions. In the latter, policy tends to be dom-
inated by the medical model, whereas nurses are particularly well placed to lead 
and infl uence policy that addresses the horizontal integration of care (Thomas 
and While, 2007).

In the UK, new patterns of health care provision and practice-based commis-
sioning (PBC) require PNs to have a shrewd understanding of the organisational 
and political context of ‘the business of care’ (Burdett Trust for Nursing, 2006:1; 
DoH, 2008a). Lord Darzi’s NHS Next Stage Review (DoH, 2008b,c) marks a 
critical moment in health care policy in England. Ambitious plans include 

To identify ways in which nurses can effectively engage in the policy-making 
process 
To encourage nurses to become more active in the political process.

�
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empowerment of frontline staff to lead change and improve the quality of care 
for patients, conceptualised around the principles of patient safety, patient expe-
rience and effectiveness of care. Nursing is at the forefront of these health care 
reforms, and the vision of the nurse of the future is one of practitioner, part-
ner and leader (Maben and Griffi ths, 2008). This presents unique opportunities 
for nurses working in primary care (e.g. PNs or WiC nurses) to advance their 
practice in WiCs, nurse-led community services and general practitioner (GP)-led 
health centres.

Arguably however, primary care nursing faces particular challenges in responding 
to and implementing this next tranche of policy initiatives and health care reforms. 
First, there are signifi cant gaps in knowledge in relation to primary care workforce 
data and subsequent diffi culties in constructing a national picture of career path-
ways and opportunities in primary care and community settings (Storey et al., 2007; 
Drennan and Davis, 2008). Second, there is a risk that well-intentioned ‘nurse-led’ 
initiatives may not achieve their full potential unless wider issues of organisational 
power and professional cultures are addressed. According to Redfern (2008), the 
NHS has been criticised as being over-managed but under-led, and this was borne 
out in Weir and Waddington’s (2008) examination of emotion work in a NHS call 
centre.

Finally, a recent survey of 1,400 primary care nurses conducted in the UK 
(Lin nane, 2008) suggested that nurses are signifi cantly under-represented in the 
PBC arena, which poses a signifi cant threat to the survival of nursing values. Strong 
clinical, professional and educational leadership is needed at all levels, from the 
point of patient contact to board level and beyond. This is vital to ensure that primary 
care nursing responds promptly and politically to the challenges ahead, and this 
chapter is written with these challenges in mind.

A critical approach

This section outlines the broad foundations of a critical approach, which is then 
applied and developed further in subsequent sections of the chapter. When think-
ing about leadership, being critical involves taking a ‘more radical, refl ective and 
marginal stance, in contrast to taking a more mainstream, positivistic or rational-
istic perspective’ (Western, 2008:8). Adopting a critical approach to the material 
in this chapter will involve the reader engaging actively with the text, refl ecting, 
arguing with the concepts and ideas presented, and searching for better arguments 
and evidence with which to advance practice.

Broadly speaking, a critical approach entails critical thinking, which requires 
individuals to move beyond the linear thinking that has traditionally informed, 
but also constrained, professional and managerial practices (Thomas, 2006; Thomas 
and While, 2007). The ability to think critically is expected and often assumed, 
particularly as nursing shifts to becoming an all graduate profession. However, 
philosophers, educationalists, students and practitioners alike often struggle – in 
their own various ways – to articulate precisely what critical thinking entails. 
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Therefore, as a reminder, Box 14.1 outlines some of the key characteristics of crit-
ical thinking that underpin this chapter.

Box 14.1 The Characteristics of Critical Thinking

Having an open mind: appreciating alternative perspectives, understanding dif-
ferent cultural/professional values to gain insight into self and others.
Being inquisitive: curious and enthusiastic, seeking to know how systems work 
even if the application or relevance is not immediately apparent.
‘Truth’ seeking: being courageous about asking diffi cult questions, and hearing 
answers, obtaining new/different knowledge and perspectives.
Using critical analysis: appraising verifi able information from multiple sources, 
application of reason and evidence.
Being systematic: appreciating a focused and rigorous approach to problems at 
multiple levels of complexity.
Challenging: questioning and unsettling values, assumptions, power bases and 
ways of thinking.
Self-confi dence: trusting one’s own reasoning, skills, insights and judgements.

Adapted from Banning (2004).
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Critical thinking is an essential aspect of the nurse’s role in implementing pol-
icy and practice, which changes at a bewildering rate. The speed of altered pri-
orities, targets and detailed directives creates a relentless pace of work that leaves 
practitioners feeling overwhelmed by bureaucracy and paperwork, with little time 
for refl ection (Davies, 2003; Fook and Gardner, 2007). The pace and volume of 
change is such that Light (2008:210) has coined the term ‘redisorganisation’ to 
describe the continual and costly pattern of change. The effects of such change 
could, arguably, be located along (at least) two dimensions of:

anticipated outcomes of responsive, adaptive, advanced practice;
experienced outcomes of change-fatigued practitioners and services.

The organisational symptoms of change fatigue include low morale and motiva-
tion, stress, sickness absence, poor staff retention, resistance to planned change 
and sabotage (Obholzer and Roberts, 1994; Fook and Gardner, 2007; Light, 
2008; Linnane, 2008). However, adoption of a critical approach allows practi-
tioners to work creatively in the space between change fatigue and advanced prac-
tice because, as Fisher and Owen (2008:2065) note:

Practitioners move continuously between the discourses of public policy and 
experiential knowledge; much of their work involves mediating between 
these areas.

Adopting a critical approach to policy and practice requires us to inform change 
agents and policy makers of the likely, and experienced, consequences of their 
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policies. It also requires practitioners to question the motives behind policy decisions 
and to work with uncertainty and complexity. Competencies within Nursing and 
Midwifery Council (NMC, 2005) Domain 3 of Practice and the Royal College 
of Nursing (RCN, 2008) Domain 1: Managing and Negotiating Health Care 
Delivery Systems include advocating for increasing access to health care and par-
ticipating in legislative and policy-making activities and advocating for cultur-
ally sensitive policies and those that reduce environmental health risk (6.15, 6.16 
and 6.17). This requires an understanding of the principles of policy formulation, 
implementation and analysis, which are considered next.

Activity

Consider how you employ a critical approach to your practice.

How much of your practice involves linear thinking? 
Have you identifi ed constraint in your professional and managerial practice? If so, 
what should you be doing about this constraint?

�

�

Policy formation, implementation and analysis

Critical thinking and questioning are essential aspects of policy formation and 
analysis, addressing broad topics such as the role of the state in the policy process, 
the role of citizens and experts in the public sphere, the social construction of 
policy targets and cultural pluralism (Fischer, 2003). However, the exact nature of 
social policy is diffi cult to defi ne, its scope is very broad and health policy is just 
one aspect. Peckham and Meerabeau (2007:15, citing Baldock et al.) suggest that 
there are three broad domains of social policy: ‘(i) the intentions and objectives 
that lie behind policies; (ii) the administrative and fi nancial arrangements used to 
deliver policies; and (iii) the outcomes of policies, particularly in terms of who 
gains and loses’. These domains infl uence the allocation of resources for health, 
which, according to Daniels and Sabin (2008), relies on fair processes of decision-
making. In order to gain visibility and infl uence in the policy-making arena, 
nurses need to understand the processes of organisational decision-making.

Policy and organisational decision-making

The focus here is on decision-making in an organisational context, rather than 
clinical decision-making (see Chapter 5), although clearly there are similarities in 
terms of the cognitive processes and critical thinking skills used. The main dif-
ference is one of context; when individuals are involved in organisational decision-
making, it is often as part of a team, committee or board, and a theoretical 
understanding of processes of groupthink and power dynamics are helpful here.
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According to McKenna (2006), groupthink is the outcome of group pressure, 
impeding the effi cient execution of members’ mental faculties and interfering 
with members’ ability to test reality and preserve their judgement. Groupthink 
amounts to an unintentional erosion of one’s critical faculties as a result of adopt-
ing group norms. It can lead to uncritical acceptance of the status quo, and reluc-
tance to ‘rock the boat’. This can lead to a number of diffi culties ranging from 
‘over-optimism and lack of vigilance to ineffectiveness and lack of realism in the 
formulation and implementation of policy’ (McKenna, 2006:337). The implica-
tions for primary care nursing are that practitioners need the confi dence and skills 
to challenge, and also support and follow through, policy-related organisational 
decisions. This involves detailed analysis and challenge of all the evidence, robust 
debate and careful consideration of criteria and metrics (measures) relating to:

acceptability and accessibility;
clinical sustainability and delivery;
health outcomes;
fi nancial and workforce implications.

Arguably the nurses’ leadership role in policy and practice in the future will be to 
infl uence the language and discourse of the ‘business of caring’ (Burdett Trust for 
Nursing, 2006). Nurses will also need to develop a deeper understanding of the 
sources and dynamics of power, and these issues are considered next.

The sources and dynamics of power

Power is relational, dynamic and multifaceted, and manifests in at least three 
dimensions that can be considered in any organisational and policy analysis. First, 
the macro-level is a systemic dimension encompassing who has power over oth-
ers, and the visible structures and processes such as positional authority, formal 
and informal organisational hierarchies, policies and procedures. Second, the dis-
course of power analyses how power is used to shape perceptions and belief sys-
tems, and is ideological and interpretative. Finally, the informal exercise of power 
at the micro-political, local level emphasises where and how power circulates in 
everyday organisational practices, networks, hidden agendas and invisible struc-
tures (Foucault, 1982; McKenna, 2006).

Foucault’s analysis of power is important, extensive and complex, centred on 
the premise that power is not a ‘thing’ or a ‘capacity’ which can be owned either 
by governments, social class or particular individuals’ (O’Farrell, 2005). This anal-
ysis falls within poststructuralist inquiry, which draws attention to the relation-
ship between power and knowledge, where the production of knowledge is seen 
as an exercise of power and where only some voices are heard. Government poli-
cies have a signifi cant impact on health care provision and professional practice, 
and it is critically important that nursing voices are heard at every level from 
practitioner to policy makers in order to advance nurse-led practice.

�
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�
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However, as Hart (2004) points out, nurses are trapped within insidious power 
structures that not only damage their interests, but also rob them of the authority 
and confi dence to resolve the problems they face in their daily work. In a primary 
care nursing context, historical ‘baggage’ and organisational cultures may impede 
practitioners’ confi dence and ability to raise potentially diffi cult issues. For exam-
ple, McKenna et al.’s (2004) study into perceptions of nursing leadership in pri-
mary care in Northern Ireland revealed a perceived inability to nurture strong 
leaders. This was attributed to the ‘traditional subservient culture of community 
nursing’ (McKenna et al., 2004:69). Clearly these fi ndings are not necessarily gen-
eralisable or applicable to all practitioners or primary care nursing environments. 
Nevertheless, they raise important issues relating to power dynamics, professional 
cultures and the nurse’s role in policy, all of which are relevant to the current 
policy environment. Box 14.2 therefore contains suggestions for ways that practi-
tioners can effectively engage in the policy process.

Box 14.2 Strategies for Effective Engagement in the Policy 
Process

1. Keep up-to-date with policy developments: know what is happening locally and 
in the wider political/professional arenas. Access policy reviews and analyses 
from a range of sources, for example, professional and academic journals, and 
develop a critical and factual base for your opinions to ensure an informed 
debate.

2. Write and publish: well-placed articles can help infl uence opinion; seek advice 
from and write with others, for example, advanced practitioners, university lec-
turers, GPs.

3. Awareness of professional/academic associations and networks: your contribu-
tion might be more effective if channelled through a larger group, for example, 
the Association of Advanced Nursing Practitioner Educators (http://www.aanpe.
org/)and the Royal College of Nursing Practice Nurses Association (http://www.
rcn.org.uk/).

4. Know who holds key nursing positions: these may be both strategic and local, for 
example, nurses in executive positions with infl uence at board level, as well as 
PN forums; nurses also work in infl uential positions outside of nursing, for exam-
ple, in voluntary organisations, social enterprises and non-
governmental organisations (NGOs). These practitioners have access to other 
sources of support and infl uence.

5. Communicate your position: this can be achieved by ongoing representation on 
policy-making committees or boards, lobbying, meeting with people in positions 
of infl uence and actively using your professional networks. 

Source: Adapted from ICN (2005) Guidelines for developing Effective Health Policy.

The strategies outlined in Box 14.2 call for nurses to develop a political voice 
and presence in the policy-making arena, but so far this has been lacking. This 
has resulted in the announcement of hugely important health policies without 
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meaningful professional involvement, consultation or piloting. The lack of nurses’ 
engagement in policy has been compounded by the historical lack of a real career 
framework for nursing and a general lack of political awareness or ‘savvy’. In the 
past, nurses had little knowledge, motivation, direction or support in getting into 
a position of clinical or political leadership. However, the nursing profession can-
not afford to ignore, or neglect, the need to become more political and lead health 
care reforms. Arguably the current policy environment offers signifi cant opportu-
nities for PNs to develop their practice.

Activity

What are the sources of power within your practice setting?

How will you shed the ‘historical baggage’ within your practice setting if present?�

The current policy environment

Current broad policy themes that are relevant to primary care nursing include:

growing empowerment of patients and service users, and people with long-term 
conditions will be encouraged to have greater control over their care;
initiatives designed to integrate the policies of the Department of Work and 
Pensions (DWP), Social Care, the NHS and education in the pursuit of popula-
tion health and welfare;
development of a greater range and volume of care and services that can be 
delivered ‘closer to home’ and ‘out-of-hospital’;
a shift from provision to commissioning of services, from an increasingly 
diverse range of providers, including private and not-for-profi t organisations.

Modernising Nursing Careers (DoH, 2006) and the Next Stage Review (DoH, 
2008b) look set to dominate policy and practice in the short to medium term, and 
one of the many implications for nursing in general and primary care nursing in 
particular is leadership – again?

Looking back at leadership in the NHS

The current leadership development agenda can be traced back to the NHS Plan 
(DoH, 2000) which pointed to the need for fi rst-class leadership to deliver radical 
change and modernised health care services. We are now entering what has been 
described as arguably the most diffi cult yet potentially most exciting period of 
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transformation (Maben and Griffi ths, 2008). The new strategic plan for the NHS 
in England states: ‘Leadership has been the neglected element of the reforms of 
recent years. That must now change’ (DoH, 2008c:66). However, this statement 
appears to overlook the signifi cant investment that has been made into leadership 
development over the past 10 years.

Following the introduction of the NHS Plan, £4 million was invested in nursing 
leadership development and subsequent research into leadership development ini-
tiatives demonstrated positive change in clinical leadership capability and compe-
tence (Hancock et al., 2005; Large et al., 2005). However, change at the individual 
level of capability and competence without associated change in organisational 
and professional cultures to support and embed leadership development is a recipe 
for failure. Looking back, it is apparent that sustainable leadership development 
was elusive, often despite signifi cant fi nancial investment, indicating the need for 
future research into cost analysis and return on investment (Large et al., 2005).

The early part of the 21st century also witnessed many other local and national 
leadership initiatives. These included the short-lived NHS University (NHSU), the 
NHS Modernisation Agency and the Leadership Development Centre with associ-
ated frameworks, toolkits, change agents, transition teams and taskforces. All of 
these bodies have since been merged or subsumed into the current NHS Institute 
for Innovation and Improvement (previously known as the NHS Institute for 
Learning, Skills and Innovation). Changes in policy appear to beget new organisa-
tions and agencies which are set up quickly, and then disappear equally quickly. 
This leads to a sense of fads, fashions and fl avour of the month – here today but 
gone tomorrow – and practitioners seeking continuing personal development 
(CPD) opportunities need to negotiate their way through a plethora of leadership 
development initiatives.

The future is likely to continue to see a growth in the business of leadership 
education, coaching, training and development, particularly within primary and 
integrated care (DoH, 2009). PNs and WiC nurses seeking to advance their lead-
ership skills and the managers and leaders who support and guide them will be 
faced with a vast array of local and national initiatives. Therefore, there are two 
key questions facing primary care nursing. The fi rst is quite simply: What will we 
do this time round – more of the same, or something different? The second is: 
What theories, frameworks and skills are needed to enable PNs and WiC nurses 
to advance in their role as practitioners, partners and leaders?

New leadership agendas for PNs – linking theory and practice

A critical approach to leadership is important because ‘critical thinking skills are 
the pre-requisite leadership skills required to promote sustainable emancipatory 
change within organizations’ (Western, 2008:9, emphasis added). When think-
ing about leadership development to support advanced practice then, the dis-
cerning practitioner should ask the question: What is the evidence base for this 
programme/framework/intervention?
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A number of leadership frameworks have emerged over the past 10 years, with 
the NHS Leadership Qualities Framework as one example (http://www.nhslead-
ershipqualities.nhs.uk/). Such frameworks mark an important transition in the 
understanding of leadership in health care. There are, however, two critical points 
to note. First, it has been argued that such competency frameworks are either too 
conceptually/methodologically fl awed or too simplistic to be of any signifi cant 
benefi t on their own (Alimo-Metcalfe and Alban-Metcalfe, 2006; Bolden et al., 
2006). Second, leadership competencies and development programmes are either 
theoretical or grounded uncritically in theoretical perspectives that may not neces-
sarily be wholly relevant to health care (Gilmartin and D’Aunno, 2007).

For example, a quick glance at ‘general’ leadership theories shows that these 
are still dominated by Western male heroic stereotypes of ‘great’ military, political 
and sports leaders (McKenna, 2006). This is not necessarily helpful or relevant 
for either PN or WiC nursing which is a predominantly female, culturally diverse 
workforce. Leadership is a hugely researched yet poorly understood topic, and the 
essence of leadership is that it is a process of social infl uence between individuals 
and/or groups within a particular context.

Turning to leadership research and theoretical developments that specifi cally 
address health care and nursing contexts (Alimo-Metcalfe and Alban-Metcalfe, 
2006; Alimo-Metcalfe et al., 2007; Gilmartin and D’Aunno, 2007; Shaw, 2007), 
a number of critical themes can be discerned:

leadership is a social process of engaging others as partners in the development 
and achievement of shared goals and visions;
leadership is associated with individual and group satisfaction, retention and 
performance;
there is a need to develop conceptually strong leadership models that also go 
beyond individuals and groups;
nurse leaders require a critical understanding of the broader health and social 
systems within which nursing operates;
transformational and transactional leadership theories comprise the largest sub-
set of research on leadership in health care.

Transformational and transactional leadership

Transformational and transactional leadership has dominated the literature for 
over 30 years, envisioned in the work of Burns (1978) and Bass (1985) (cited 
in Western, 2008). Briefl y, transactional leadership is based on the idea that the 
relationship between leaders and followers is based on the exchange of some 
reward, such as recognition, praise, pay or performance ratings. It is a manageri-
ally focused approach that involves leaders clarifying goals, communicating these 
goals and the planning and organising of tasks and activities necessary to ensure 
that goals are met. This is a control model of leadership. On the other hand, 
transformational leadership works on the principles of collaboration rather than 
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direct control, and is concerned with establishing a long-term vision, motivating, 
enabling and developing individuals in pursuit of achieving change.

The development of services based solely on transformational leadership vision 
risks failure if transactional controls, such as paying attention to competitor anal-
ysis, are not addressed. It is also important that the current focus on clinical lead-
ership does not lose sight of the management task, which may be perceived as less 
attractive than leadership but which is also necessary to improve the quality of 
care. The current policy emphasis is on bringing leadership to frontline services 
where everyone has a role to play in the ‘process of leadership’ and delivery of 
quality care. This approach draws attention to the critical importance of follow-
ers in the leadership process, because without followers there cannot be leaders 
(Kellerman, 2008).

Leading advanced practice in primary care

Box 14.3 summarises some of the leadership elements of the vision of the future 
registered nurse, which chimes with Thomas and While’s (2007) argument that 
nurses are particularly well placed to lead and infl uence policy that addresses the 
horizontal integration of care.

Box 14.3 Nurses as Practitioners, Partners and Leaders

The practitioner, partner and leader model is at the heart of care. It involves coordi-
nating multiprofessional teams and resources, across care settings and agencies. The 
leadership component of this model envisages individuals who are:

continually challenging and improving care quality and championing the experi-
ence of people who receive services;
coordinating resources and skills to deliver high-quality care;
responsible for an effective care delivery;
ambitious for nursing as a profession;
confi dent innovators, keen for the nursing contribution to be demonstrated;
exerting infl uence and credibility from point of care to board room;
supervising, monitoring, teaching and mentoring health care assistants’ practice 
to support excellent patient care delivery.

Source: Adapted from Maben and Griffi ths (2008).
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Whilst all the elements in Box 14.3 are important, arguably a crucial aspect is 
that of ‘coordinating resources and skills to deliver high-quality care’, and much 
can be learned and transferred from the fi eld of interprofessional practice and 
interagency working (see Chapter 11). However, what appears to be missing from 
the leadership elements of the model in Box 14.3 is authority, and without this the 
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coordination of care can be ultimately frustrating and time-consuming (Obholzer 
and Roberts, 1994). It is also vitally important that the role elements align in 
order to avoid role and interpersonal confl ict. In other words, the leadership ele-
ment, which may also include managerial and fi nancial responsibility, should not 
confl ict with the partnership element of working collaboratively with colleagues 
and other professionals.

The ‘dark side’ of practice

PNs and indeed WiC nurses seeking to advance their practice and develop their 
leadership skills need to be mindful of two critically important points to avoid 
potential failure and frustration. The fi rst is that it is vital that if leadership is to 
be sustained, it must be embedded in the organisational culture (Alimo-Metcalfe 
and Alban-Metcalfe, 2006). This is easier said than done, and the second critically 
important point is that there are distinct and typical cultural patterns and dynamics 
that exist across all the helping professions which may act as barriers to advanced 
practice (Hawkins and Shohet, 2006). This is the ‘dark side’ of practice, where gos-
sip, strong emotions, hidden agendas, rivalries, resentments and power struggles 
lurk in the ‘unmanaged spaces’ of organisations, such as car journeys, coffee rooms 
and corridors (Waddington, 2005). Unless these dysfunctional cultural patterns are 
exposed, understood and shifted, the dark side of practice remains a hidden – and 
sometimes not so hidden – threat to sustained leadership and practice development.

Shifting dysfunctional cultural patterns

Hawkins and Shohet (2006) report a number of dysfunctional patterns that are 
found in the organisations in which care and services are delivered. These ‘cul-
tural dynamics’ (Hawkins and Shohet, 2006:196) include:

Hunt the personal pathology: this culture is based on seeing all problems as 
located in the personal pathology of individuals, and has also been referred 
to as ‘the troublesome individual in the troubled institution’ (Obholzer and 
Roberts, 1994).
Strive for bureaucratic effi ciency: this culture is high on task orientation and 
low on personal relatedness (Menzies, 1970); there are policies and protocols to 
cover all eventualities, but little understanding in the rush to fi nd tidy answers.
Watch your back: this culture emerges in highly politicised, highly competitive 
environments, and ‘good behaviour’ is rewarded; this involves putting a good 
gloss on individual and corporate image, whilst covering up or failing to admit 
diffi culties, inadequacies or problems (Kahn, 2005).

Steps to shift dysfunctional cultural patterns begin with awareness. The activities 
below outline questions that can tap into underlying patterns, enabling practitioners 
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and teams to move towards a more embedded learning culture of sustained leadership 
development.

Activity (Refl ecting on Cultural Patterns)

The following questions are intended to help you access and understand the cultural 
patterns and context of your current role:

What behaviours are rewarded by the organisation and what typical patterns of 
behaviour do you notice at meetings?
What stories and gossip are circulating in the ‘unmanaged spaces’, for example, 
tales of the unexpected heroes, villains and fools?
What metaphors are used to describe the culture, for example, this place is like . . . 
(see Chapter 11)?
What/who would be included in the ‘unoffi cial induction programme’?
What are the ‘organisational secrets’ – the things that most people know, but which 
cannot be talked about openly? Why are these issues not confronted?

The next set of questions can be used as a team refl exivity exercise (see Chapter 13):

What needs to be safeguarded, nurtured and preserved?
What ‘excess baggage’ is slowing down change?
What no longer fi ts and can be discarded?
What needs to be incorporated, acquired or done differently?

Source: Adapted from Hawkins and Shohet (2006).
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Refl ecting on cultural patterns is the fi rst step in culture change, but shifting 
long-held, ritualised and sometimes cherished patterns of behaviour and relating 
is not easy. In real terms, this will involve team, organisational and individual 
transition, evoking the image of a changing practitioner practising in a changing 
environment. An understanding of the concept of professional development across 
the lifespan, and the importance of managing transitions, is highly relevant here.

Managing transitions

The questions in Box 14.4 address the organisational and team context of cultural 
change and development. At the individual level, transition theories can help prac-
titioners understand the experience of role change (Glen and Waddington, 1998; 
http://www.eoslifework.co.uk/transprac.htm). Adapting to transitions involves a 
change in behaviour and thinking, which can be both exciting and also disrup-
tive to the individual’s peace of mind, competence, performance and relationships. 
Transition psychology has its origins in studies of grief, loss and bereavement, and 
the various models of transition try to explain how individuals respond to change 
in terms of their thoughts, feelings and actions. Transitions involve both serious 
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hazards and enormous opportunity for growth, and according to Nicholson 
(McKenna, 2006) the transition cycle consist of four discrete stages:

preparation;
encounter;
adjustment;
stabilisation.

These stages are interdependent, and what happens in one stage will infl uence 
what happens in the next, which may also be infl uenced by where you see yourself 
in terms of overall career development. The age profi le of the primary care work-
force (Drennan and Davis, 2008) is such that some practitioners are likely to be in 
the maintenance phase of their career, or looking towards decreasing involvement, 
disengagement and retirement. On the other hand, more recently qualifi ed practi-
tioners will be at the establishment phase of their career. The important point to 
note is that policy-driven professional and organisational change and role devel-
opment can be experienced by practitioners as intense personal loss and/or threat 
to their established or emerging professional identities. The equally important 
question is: ‘what helps?’, and the enabling factors in transitions include:

supportive work environment: high respect/low control culture, good team 
morale, clear role and contract terms, work-life boundaries respected;
transition support: briefi ng, monitoring issues, practical support, life-career plan-
ning, tolerance, dignity, valuing the past, coaching and mentorship, and freedom/
recognition for new ideas (Glen and Waddington, 1998; McKenna, 2006).

Conclusion

New terms to describe the emerging landscape of NHS reform and leadership 
development include: co-production, which means that all parts of the system need 
to work together on shaping and implementing change, and subsidiarity which 
means ensuring that decisions are taken at the right level of the system, which is 
as close to the patient as possible (DoH, 2009). These are wise words with huge 
implications for patients and professionals, but as Western (2008) warns, there is 
still a tendency for organisations to ‘drift blindly and unknowingly towards seduc-
tive but dangerous totalizing cultures’ (Western, 2008:200). ‘Totalising cultures’ are 
characterised by uncritical adoption and conformist commitment, often refl ected in 
‘management-speak’ and jargon, which can lead to ‘counter-cultures’ of destructive 
gossip and sabotage (Obholzer and Roberts, 1994; Weir and Waddington, 2008). 
It is probably too early to tell to what extent this will happen, or not, in the health 
care environments of the future, whether that is a WiC, GP-led health centre, social 
enterprise, supermarket, investor-owned or privately held company. However, PNs 
and WiC nurses have a critical role to play in ensuring nursing values and voices 
inform and lead future policy and practice.
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Introduction

The aim of this chapter is to explore the implications of the new General Medical 
Services (new GMS) contract and how this has changed the day-to-day working 
life of the practice nurse (PN). The different types of services that the new GMS 
contract provides, the reasons why some practices decide to opt out of these serv-
ices and whether the Quality and Outcome Framework (QoF) is meeting the 
needs of patients since the implementation of the new GMS contract in 2004 will 
be explored. Throughout the chapter, narratives will be provided by PNs on their 
experiences of the new GMS contract.

Implications of the 
new GMS contract

Marie C. Hill

Learning Outcomes

To assess how the new GMS contract has changed the working lives of PNS
To explore whether the new GMS contract has enabled PNS to develop and provide 
new services in primary care
To assess the effectiveness of the new GMS contract and the QoF since 2004
To explore working opportunities for PNS due to the new GMS contract.
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Background

The new GMS contract: essential, additional and 
enhanced services

The new GMS contract was implemented in April 2004. Some of the main char-
acteristics of this new contract have already been explored in Chapter 2 to explain 
how this new contract has infl uenced the changing role of the PN. The new GMS 
contract is a contract between an individual practice and a primary care organisa-
tion (PCO) (Drennan and Goodman, 2007).

All partners in the practice have to sign the practice contract, but only one part-
ner has to be a general practitioner (GP). The list of services that a practice can 
provide falls into three distinct areas: essential, additional and enhanced services. 
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All practices who enter into a contractual agreement with their PCO must deliver 
essential services. These essential services consist of:

day-to-day medical care of their practice population including management of 
minor and self-limiting illness and referral to secondary services;
care of the terminally ill;
chronic disease management (Drennan and Goodman, 2007).

Practices can opt out of providing ‘additional services’ and consequently receive 
reduced funding. This can be on either a temporary or a permanent basis. These 
services include: cervical screening, providing contraceptive services, immunisations, 
childhood health surveillance (excluding the neo-natal check), maternity services 
(excluding intra-partum care) and minor surgery procedures of curettage, cautery, 
cryocautery of warts and verrucae and other skin lesions (Drennan and Goodman, 
2007). For example, if Practice A decided not to provide childhood and adult immu-
nisations, the PCO would have to ensure that these services are provided locally by 
another practice for the population of Practice A. In this case, the PCO must ensure 
that access to services would be available so that patient service would not be com-
promised, which would have a detrimental effect on the quality of service provided.

Enhanced services are commissioned by the PCO. These services have been 
defi ned as:

Services not provided through essential or additional services, or essential and 
additional services delivered to a higher specifi ed standard. They were negoti-
ated into the GMS contract as a key tool to help Primary Care Trusts (PCT) 
reduce demand on secondary care. Their main purposes are to expand the 
range of local services to meet local need, improve convenience and choice, 
and ensure value for money. They were designed to provide a major opportu-
nity to expand and develop primary care, and give practices greater fl exibility 
and the ability to control their workload. (www.dh.gov.uk, 2008a:1)

In addition, enhanced services would be the services not provided in certain prac-
tices (i.e. those practices that opt out of these services). These could include serv-
ices that address specifi c local health needs or requirements. Examples of these 
services include anticoagulant monitoring and care for the homeless.

What are the implications for general practice? The contract has far-reaching 
implications for practice and will.

Allow practices a greater fl exibility to determine the range and breadth of 
services that they wish to provide for their practice population, which would 
include opting out of additional services and out-of-hours care.
Reward practices for delivering clinical and organisational quality though the 
evidence-based QoF and for improving patient experience.
Allow practices to be responsive to the different needs of GPs depending on 
their location, for example, in deprived parts of the country or in rural and 
remote areas.
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Facilitate the modernisation and development of the practice to include the 
premises and information technology (IT) of the practice.
Allow practices to provide guaranteed levels of investment through a Gross 
Investment Guarantee.
Allow practices to support the delivery of a wider range of higher quality serv-
ices for patients and empower patients to make best use of primary care services.
Simplify how contractual mechanisms work (BMA, 2003).

The new GMS contract recognises the need for GPs to have a balance between 
their work and personal commitments, as well as opting out of additional services. 
Practices could opt out of providing out-of-hours services. In this case, by the end 
of December 2004, all PCOs should have taken full responsibility for out-of-hours 
services using other health care providers and professionals such as NHS Direct, 
NHS walk-in-centres, pharmacists and paramedics to name some examples. The 
guidance from the British Medical Association (BMA) on out-of-hours service pro-
vision has acknowledged that different models of care will need to be developed in 
different areas to suit the local population’s needs.

Opting out of services

The initial guidance on the new GMS contract (BMA, 2003) acknowledged that 
some practices would not wish to provide or indeed be in a position to deliver 
some services and would choose to opt out (on either a temporary or a permanent 
basis), only providing certain additional services. Among reasons that could infl u-
ence a practice’s decision to opt out of some services are the following:

workforce shortages would prevent some practices providing certain services;
the practice has never provided such a service (i.e. even under the previous 
GMS scheme) and would not wish to start providing this service;
lack of skill in the practice to provide certain services;
the practice does not wish to provide a service on conscientious grounds; 
the practice is not fulfi lling its obligations for that additional service under the 
new GMS contract and there is a lack of practice commitment to solving the 
problem (BMA, 2003).

Domain of practice area content with specifi c competencies

The sixth Domain of Practice: ‘Monitoring and Ensuring Quality of Health Care 
Practice’ is relevant to all PNs to ensure that they meet the required competencies 
of the Knowledge and Skills Framework (KSF) (DoH, 2004). Job descriptions of 
many PNs will be adhering to the recommendations of the KSF.

Initially, the review of the seven Domains of Practice for advanced nursing 
practice was driven by the requirements to implement the KSF, the debate about 
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what constituted advanced nursing practice and the need for the Nursing and 
Midwifery Council (NMC) to develop a competency framework for advanced 
nurse practitioners and importantly to enhance public protection (RCN, 2008). 
Although it could be argued that this is nurse practitioner driven, it relates to the 
ability of a practitioner (e.g. a PN) to be able to work to high standards of quality 
care. The next section of this chapter will emphasise the key role that the PN will 
play in assessing quality care in general practice as assessed by the QoF. Therefore, 
it is essential that a PN is working to these quality standards to be able to meet 
the requirements of the QoF to both ensure and monitor quality (Table 15.1).

Table 15.1 lists the 13 competencies that are related to Domain 6, many of 
which are core competencies.

Table 15.1 Domain 6: Core Competencies

Ensuring quality
1. Incorporates professional/legal standards into advanced clinical practice
2. Acts ethically to meet the needs of the patient in all situations, however complex
3. Assumes accountability for practice and strives to attain the highest standards of practice
4. Engages in clinical supervision and self-evaluation and uses this to improve care and practice
5.  Collaborates and/or consults with members of the health care team about variations in health 

outcomes
6.  Promotes and uses an evidence-based approach to patient management that critically evaluates 

and applies research fi ndings pertinent to patient care management and outcomes
7. Evaluates the patients’ response to the health care provided and the effectiveness of the care
8.  Interprets and uses the outcomes of care to revise care delivery strategies and improve the quality 

of care
9.  Accepts personal responsibility for professional development and the maintenance of professional 

competence and credential

Monitoring quality
10. Monitors quality of own practice and participates in continuous quality improvement
11. Actively seeks and participates in peer review of own practice
12. Evaluates patient follow-up and outcomes, including consultation and referral
13. Monitors current evidence-based literature in order to improve quality of care

RCN (2008:18).

Activity

After you have read Table 15.1, write your answers to the following:

What competencies are you currently meeting in relation to Domain 6 as a PN?
What evidence do you have that you are meeting these competencies? List this 

evidence.
How do you ensure your competency in this domain?
What competencies have you not met from Domain 6?
How do you plan to meet these? Include a time frame to meet these competencies.
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PNs and the new GMS contract

The role of the PN in the new GMS contract has been cited as key to the delivery 
of services (BMA, 2003). With the PN taking on more advanced and specialists’ 
roles, the following should apply:

All employed PNs should be supported to participate in clinical supervision and 
appraisal and to have access to professional advice, continuing professional 
development and information, management and technology (IM&T).
New advanced and specialist roles in fi rst-contact, chronic disease management 
and preventive services will need to be supported by the necessary skills and 
knowledge provided by training and education and an understanding of the nurse 
and their employer of the NMC’s Code of Professional Conduct (NMC, 2008). 
This relates to the professional accountability of the nurse regardless of who 
delegates roles.
The skills and expertise of nurses working in general practice working at a more 
specialised level will be developed (BMA, 2003).

The concept of the PN taking on more advanced and specialists’ roles has been 
supported by other policy documents such as The NHS Plan (DoH, 2000) and 
Liberating the Talents: Helping Primary Care Trusts and Nurses to deliver the 
NHS Plan (DoH, 2002).

Liberating the Talents has emphasised the growing importance of primary care 
services where ‘90% of patient journeys begin and end . . . and it is where most con-
tacts with the NHS take place’ (DoH, 2002:3). Furthermore, this paper acknowl-
edges the importance that nursing will play in meeting some of the key requirements 
of the NHS plan such as: becoming non-medical prescribers, reducing waiting times 
so that patients will be able to have an appointment with a primary care professional 
(e.g. a PN) within 24 hours of making an appointment, increasing and improving 
primary care in deprived areas, introducing screening programmes for women and 
children and providing smoking cessation services (DoH, 2000). In order for nurses 
to be able to meet the NHS plan, 10 key roles have been identifi ed to enable them to 
undertake a wide range of specialist and advanced nursing clinical tasks. These are:

ordering diagnostic investigations such as pathology tests and X-rays;
making and receiving referrals directly (e.g. to a therapist or pain consultant);
admitting and discharging patients with specifi ed conditions and within agreed-
to protocols;
managing patient caseloads (e.g. diabetes mellitus (DM) or rheumatology);
running clinics (e.g. ophthalmology or dermatology);
prescribing medicines and treatments;
carrying out a wide range of resuscitation procedures including defi brillation;
performing minor surgery and outpatient procedures;
triaging patients using the latest IT to the most appropriate;
leading in the organisation and running of local health services (DoH, 2002).
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It would seem that the new GMS contract along with these health policy docu-
ments is opening up new opportunities for nurses and particularly PNs to develop 
skills and expertise to meet the NHS plan. However, central to this role expansion 
is education, which has been addressed in Chapter 2. The new Code of Professional 
Conduct provides guidance that it is a nurse’s responsibility to take part in appropri-
ate learning and practice that both maintains and develops professional competence 
and performance (NMC, 2008).

The QoF

QoF is a key feature of the new GMS contract, as practices will be rewarded 
on the basis of the quality of care that is provided, rather than the numbers of 
patients that are treated (White et al., 2004). The QoF will provide a quantita-
tive way of assessing aspects in quality in general practice (DoH, 2005). It will 
link up to 25% of the practice’s income to performance and this will be measured 
against 146 clinical and organisational quality indicators (Guthrie et al., 2006). 
The QoF has four areas of care referred to as domains. The domains comprise 
areas relating to: clinical, organisation, additional services and patient experience 
(Hall, 2004). Practices will be assessed though an annual audit of specifi c indica-
tors and fi nancially rewarded if points are achieved. Undertaking audits has been 
cited as one of the roles of a PN (Drennan and Goodman, 2007).

The clinical standard maximum points are 550 covering 10 specifi c areas: cor-
onary heart disease (CHD), strokes, hypertension, diabetes (mellitus), chronic 
obstructive pulmonary disease, epilepsy, hypothyroidism, cancer, mental health 
and asthma (Hall, 2004). The maximum points for administration are 500, with 
a total maximum QoF score of 1,050 (Morgan and Beerstecher, 2006). The role 
of PNs will be crucial in achieving these points, considering that many have previ-
ously been involved in managing long-term conditions.

The following extract from a PN gives a personal account of how her role has 
adapted to the new GMS contract and in meeting the QoF:

Since the new GMS contract came into existence, my role has changed a great 
deal. Previously my role consisted more of treatment room procedures, travel 
and childhood immunisation and little involvement with managing long term 
conditions. However, after 2004, I have had to undertake training to acquire 
new skills, which put me in a better position to assume skills which ordinar-
ily would have been performed by doctors. My IT skills improved a great deal 
from barely using templates to consultation with EMIS, using population man-
ager to track patients and manage quality outcome frame fi gures. Also, I have 
more autonomy with managing long term conditions.

The Quality and Outcome Framework (QoF) set out clinical indicators 
according to disease categories that must be monitored. With higher stand-
ards being progressively required by government and expected by patients, it 
is certain that the domains of QoF will continue to change as nurses become 
more involved with managing long term conditions.
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The domains have continued to expand each year. For example, hypothy-
roidism, sexual health and learning diffi culties were added recently. This has 
resulted in the expansion of my responsibilities. I must now make a conscious 
effort to keep a disease register, a call and recall system and ensure that 
patients do not slip through the system. This was not the case before the new 
GMS contract. Annual reviews are now conducted with follow up of these 
patients. The different domains in the clinical indicators must be achieved 
for the practice to make fi nancial gain. It could be argued that the aim is to 
provide holistic evidence-based care to the patients, while at the same time 
rewarding the practice for providing such services.

The bulk of the work relating to the new GMS contract is under-
taken by nurses. This leaves me stressed towards the end of the fi nancial 
year, struggling to meet QoF points. This must apply to many other Practice 
Nurses.

The government is stressing the importance of meeting patients’ needs 
more than before and surgeries are now required to provide services at con-
venient times. The surgery where I work like many others, now opens on 
Saturdays and early weekday mornings from 7–8.30 am providing opportuni-
ties for early consultations and 6.30–8 pm for late consultations principally 
for those who are employed. This means I now work on Saturday morn-
ings. One of the reasons why I left secondary care was not to work unsocial 
hours! Once again I am required to work unsocial hours, which we were not 
required to do so before the new GMS contract.

More recently, governmental policy on improving patient access that 
patients  should be able to consult a health professional within 24 hours 
and GP within 48 hours means I have to provide more access to patients’ 
and more sessions created by me. Telephone nurse triage was introduced to 
reduce face to face consultations, provide fast access and reduce waiting time 
for patients’ to be seen. I had to undertake training to acquire new skills to 
triage. I also enrolled to study for a MSc in Primary Care (Nurse Practitioner 
programme) to equip myself with the necessary skills, knowledge and compe-
tencies required for the challenges that the new GMS contract has brought’. 
(Winnifred Egemonye, PN)

The above extract has highlighted the importance of the clinical and managerial 
input and indeed the expertise from a PN to achieve the fi nancial rewards with 
respect to the clinical domain of the QoF (Derrett and Burke, 2006). Indeed, it 
can be argued that the importance of having robust administrative support mech-
anisms in practice is to ensure that practices are equipped to meet the demands of 
QoF. Some writers have acknowledged that the new contract is an opportunity 
for nursing to take a strategic role within primary care (Robinson, 2003; White 
et al., 2004). What do practices need to provide to meet the QoF relating to the 
original 10 clinical specifi c areas? There are slight variations with respect to what 
is required to meet the 10 clinical areas. Two examples now follow, which relate 
to the original clinical domain points in 2004.
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Box 15.1 Example 1: Clients with a Diagnosis of 
Hypertension

This example demonstrates the importance of how this condition is documented and 
who provides the service. Points are awarded for having a register of all hypertensive 
clients, a register of their diagnosis and treatment and a register of their ongoing dis-
ease management. Key to achieving the maximum number of points and with this 
greater fi nancial remuneration is fi ve quality indicators:

1. Records:
i. BP 1: The practice can produce a register of patients with established 

hypertension. 
2. Diagnosis and initial management:

i. BP 2: The percentage of patients with hypertension whose notes record smok-
ing status at least once.

ii. BP 3: The percentage of patients with hypertension who smoke, and whose 
notes contain a record that smoking cessation advice has been offered at 
least once.

3. Ongoing management:
i. BP 4: The percentage of patients with hypertension in which there is a record 

of the blood pressure in the last 9 months.
ii. BP 5: The percentage of patients with hypertension in whom the last blood 

pressure (measured in the last 9 months) is 150/90 or less.

Box 15.2 Example 2: Clients with a Diagnosis of DM

As the reader will note, much more is expected of the practice to provide an expected 
level of care with 18 quality indicators:

1. Records:
i. DM 1: The practice can produce a register of all patients with DM.

2. Ongoing management:
i. DM 2: The percentage of patients with diabetes whose notes record BMI in the 

previous 15 months.
ii. DM 3: The percentage of patients with diabetes in whom there is a record 

of smoking status in the previous 15 months except those who have never 
smoked where smoking status should be recorded once.

iii. DM 4: The percentage of patients with diabetes who smoke and whose notes con-
tain a record that smoking cessation advice has been offered in the last 15 months.

iv. DM 5: The percentage of diabetic patients who have a record of HbA1c or 
equivalent in the previous 15 months.

v. DM 6: The percentage of patients with diabetes in whom the last HbA1C is 7.4 
or less (or equivalent test/reference range depending on local laboratory) in the 
last 15 months.

vi. DM 7: The percentage of patients with diabetes in whom the last HbA1C is 10 
or less (or equivalent test/reference range depending on local laboratory) in the 
last 15 months.
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vii.   DM 8: The percentage of patients with diabetes who have a record of reti-
nal screening in the previous 15 months.

viii.   DM 9: The percentage of patients with diabetes with a record of presence 
or absence of peripheral pulses in the previous 15 months.

ix.   DM 10: The percentage of patients with diabetes with a record of neuropa-
thy testing in the previous 15 months.

x.   DM 11: The percentage of patients with diabetes who have a record of the 
blood pressure in the last 15 months.

xi.   DM 12: The percentage of patients with diabetes in whom the last blood 
pressure is 145/85 or less.

xii.   DM 13: The percentage of patients with diabetes who have a record of 
micro-albuminuria testing in the previous 15 months (exception reporting 
for patients with proteinuria).

xiii.   DM 14: The percentage of patients with diabetes who have a record of 
serum creatinine testing in the previous 15 months.

xiv.   DM 15: The percentage of patients with diabetes with proteinuria or micro-
albuminuria who are treated with ACE inhibitors (or A2 antagonists).

xv.   DM 16: The percentage of patients with diabetes who have a record of 
total cholesterol in the previous 15 months.

xvi.   DM 17: The percentage of patients with diabetes whose last measured total 
cholesterol within previous 15 months is 5 or less.

xvii.  DM 18: The percentage of patients with diabetes who have had infl uenza 
immunisation in the preceding 1 September to 31 March.

The workload for providing the quality of service for all DM clients has impli-
cations for the practice in how this is provided (i.e. in specifi c clinics and/or oppor-
tunistically), who provides this service (i.e. relating to the skill mix of the practice) 
and how frequently a diabetic service needs to be provided. In some cases, depend-
ing on local population demographics, the frequency of the service will be dictated 
by the ethnicity of the population due to some groups’ predisposition to DM, the 
number of diabetic clients and their diabetic control. An example of how demo-
graphics can infl uence the prioritisation of diabetes services follows. The preva-
lence of DM in the borough of Tower Hamlets is 5% (www.thpct.nhs.uk, 2008) 
while the prevalence for England in 2006 cited was 3.55% (www.gpcontract.
co.uk, 2008). Therefore, in Tower Hamlets there will be a greater demand for dia-
betic service provision and for practices to utilise skill mix (i.e. GP, PN and Health 
Care Support Workers) to deliver these services.

Another factor that emerges from the quality indicators that needs to be met 
for clients with DM is the implications for the clinical laboratory and the increase 
in laboratory requests (e.g. measurement of lipids and HBA1c). Beastall (2005) 
has commented on the increase in laboratory requests noticeable from the outset 
of the new GMS contract, with a mean increase in requests of 18% in the fi rst 3 
months of 2004 compared with the corresponding period in 2003.

How have the additional requirements of the QoF infl uenced a PN’s day-to-day 
professional life? The following extract reveals how this PN has adapted to the 
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new QoF focusing specifi cally on meeting the required targets for hypertension 
and DM services:

In the clinical role, I think defi nitely QoF made us more audit focused and 
what surprised me was that you actually realised how many patients were 
slipping through the net. When you look at your appointment page you are 
always extremely busy, you are always seeing lots of patients. But it really 
makes you sit up and think about those patients you do not see. I think 
because there is money attached to it, it makes you act upon it . . .

Before (i.e., prior to the new GMS contract) we were very patient 
focused on the patients that you managed to see. I think what you are 
doing in hypertension and diabetes has not changed, but it makes you look 
at the patients that you are not seeing and also that you are being stricter. 
Because it says that your cholesterol has to be below 5, so you are making 
sure that you are going to hit those targets. I think it makes you drive your-
self a bit harder. (Sabine Lenny, Nurse Practitioner, refl ecting on the impact 
that the new GMS contract made on her workload as a PN from 2004 
to 2006)

The new GMS contract: is it working?

A question that many PNs and indeed other health professionals will ask is whether 
the QoF is providing a quality service for patients and if this is cost-effective. What 
is the evidence to date? Three studies (Guthrie et al., 2006; Morgan and Beerstecher, 
2006; Wang et al., 2006) will now be critically discussed. These focus on:

effectiveness of funding and the impact on quality;
workload and payment in the QoF;
exploring the relationship between practice size points attained in the QoF.

Morgan and Beerstecher (2006) conducted an observational study to determine 
whether there was a relationship between funding, contract status and the QoF 
score. This study wished to explore whether differences in funding and con-
tract status affected quality in primary care. The sample involved 164 practices 
in England, covering six Primary Care Trusts (PCTs). All the PCTs had differ-
ing socio-economic demographics using the Index of Multiple Deprivation 2004. 
Practice data of all 164 practices were collated for contract status and income. 
The outcome measure was the QoF score for 2004–2005. Data were analysed 
statistically.

It is important to differentiate the different funding sources in primary care that 
this study examined, which are GMS, Personal Medical Services (PMS) and fi nally 
Employed Medical Services (EMS). The GMS contract is a contract between the 
practice and PCO (Drennan and Goodman, 2007).
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PMS contracts, begun in April 1998, offer practices a locally negotiated con-
tract to meet population-specifi c heath care needs. The key aims of PMS when it 
was introduced were to:

provide greater freedom to address the primary care needs of patients;
enable fl exible and innovative ways of working, encouraging greater skills mix 
and a team-based approach to managing patient care;
address recruitment problems by providing a GP salaried option and supporting 
an enhanced role for nurses (e.g. PNs) within general practice;
tackle issues of under-resourcing by attracting GP and nurses to previously 
under-resourced areas (www.dh.gov.uk, 2008b).

The third type of contract – EMS – refers to the employment status of the GP and 
this could be with a PMS or a PCT.

The results revealed that contract status had an impact on contract funding
with levels of funding for PMS and EMS practices greater than for GMS practices. 
In addition, there were differences between the QoF scores of GMS and PMS 
compared to EMS practices (Table 15.2).

The results demonstrated that GMS practices were the most effi cient in terms 
of value for money and the resultant QoF outcomes. However, the authors rec-
ommended that further research needed to be undertaken to examine what other 
variables could infl uence practice performance in terms of effi ciency and increased 
quality, as measured by the QoF.

Guthrie et al. (2006) examined the decision to use the adjusted disease prev-
alence factor (ADPF), rather than true prevalence, as a method of payment for 
prevalence of disease in practices. The argument for using the ADPF was that the 
small percentage of practices with low disease prevalence would not be fi nancially 
penalised compared to practices with high disease prevalence. The use of the ADPF 
was primarily to reduce variation in payment. The authors compared the use of the 
ADPF with a rejected payment system – the true disease prevalence factor (TDPF). 
Their paper wished to examine whether the ADPF succeeded in its stated aims of:

reducing variation in overall payment compared to TDPF;
maintaining a fair link between payment and workload;
helping to tackle health inequalities.

The sample was 903 general practices in Scotland and covered the fi nancial pay-
ments for 2004–2005. The data were publicly available; therefore, ethnical 
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Table 15.2 Practice Funding and QoF points for 2004/2005v Morgan and Beerstecher (2006).

Contract status Funding (per patient per year, £) QoF points

GMS  62.51 942.4

PMS  87.38 942.4

EMS  105.37 757.9



256 Professional Issues in Primary Care Nursing

approval was not required. The ADPF succeeded in its fi rst aim by reducing vari-
ation in total practice income. However, this was achieved at a cost of up to a 
44-fold variation in payment per patient for the same level of achievement. The 
authors concluded that the second aim of this paper of ensuring fairness between 
workload and payment was not achieved. An example was cited of two practices 
with similar QoF points relating to the clinical domain of CHD. One practice has 
a higher than average prevalence rate of CHD, whilst the larger practice in terms 
of population has a lower prevalence rate. Using ADPF, the larger practice earned 
considerably more (£25,063) compared to the smaller practice (£850). However, 
both practices would have earned the same using the TDPF. Finally, the authors 
concluded that the use of the ADPF did not tackle health inequalities, as this 
fi nancial system favoured the more affl uent areas. The authors recommended that 
payment systems should be rigorously tested before implementation.

Wang et al. (2006) explored the relationship with practice size and the number 
of QoF points attained. The sample was 638 urban practices in Scotland com-
prising of single-handed practices to small-, medium- and large-sized practices. 
The categorisation of practices was according to the number of their whole time 
equivalents (WTE) GP principles.

The results showed that smaller practices received fewer QoF points compared 
to larger practices, but this was because of lower points received by the smaller 
practices for the organisational domain. There were no statistical differences in 
QoF points for the other domains that related to clinical or holistic care. The 
mean values of the other domains (i.e. additional services and patient experience) 
were the same, if not similar, across all four practice groups. The authors suggest 
that smaller practices may require increased resources to meet the organisational 
domain requirements of the QoF.

Practice nursing and the new GMS contract: implications of role 
development and expansion

A number of studies have been explored that examine the effectiveness of the new 
GMS contract in terms of cost-effectiveness and its impact on quality, equity of 
payment related to workload and the effect on a practice’s size compared to the 
number of QoF points attained. A key question is how do these changes affect the 
PN and what opportunities are available for role expansion?

The RCN (2004) recommends that nurses can extend their interest within the 
general practice setting in a number of ways, such as:

becoming more involved in the business aspects of the practice;
taking a strategic role within primary care;
becoming partners within the practice.

Within clinical practice, PNs could become sub- or specialist providers of services, 
such as sexual health, minor surgery and immunisations (Robinson, 2003). 
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Therefore, PNs along with other community nurses could set up their own limited 
company and become a provider of additional services to local practices that had 
decided to opt out of providing these services. Indeed for the more entrepreneurial 
PN, a keen understanding of the different contractual arrangements (as previously 
discussed) within primary care is essential with the opportunities that are possible 
if a PN is part of a PMS practice or indeed becomes a practice partner within a 
GMS practice. Over 40% of GPs in England now work within a PMS contract 
arrangement (www.dh.gov.uk, 2008b).

The new GMS contract emphasises the general practice team and rewards more 
effective skill mix within the practice. Nursing teams (e.g. a group of primary care 
nurses, including PNs) are able to access resources that will help to provide more inte-
grated and effective patient care. Certainly, the emphasis on collaborative working
will not be a new concept to a PN as guidelines within the Code of Professional 
Conduct are explicit in supporting such partnership working with other members 
of the multidisciplinary team: ‘. . . work with others to protect and promote the 
health and wellbeing of those in your care, their families and carers, and the wider 
community . . . you must work cooperatively within teams and respect the skills, 
expertise and contributions of your colleagues’ (NMC, 2008:1, 5). What will be 
very different will be the opportunities that are available for PNs to lead on serv-
ice provision. It has been suggested that the growing emphasis on team working 
will encourage practices to make better use of skill mix (Robinson, 2003). This 
would suggest that practices would examine their pre-existing workforce structures 
and examine ways in which certain roles and responsibilities could be delegated to 
other members of the practice team, for example, a Health Care Support Worker 
undertaking new patient registrations rather than a PN, thus freeing the PN time to 
address the clinical standards that need to be met in the new GMS contract.

The new GMS contract generates new opportunities for nurses to work in dif-
ferent ways, taking on extended roles such as proactive chronic disease manage-
ment and minor surgery. This has implications for the practice to increase income 
generation. This raises the importance of not only education, but also mentorship 
of PNs in order to achieve the diversity of service provision. Therefore, PNs must 
be supported and trained and have access to the requisite training and profes-
sional support to enable them to take on these new roles. All nurses, midwives 
and specialist community public health nurses are professionally accountable 
for their practice (NMC, 2008). This is regardless of who the employer is (i.e. 
whether a GP or GP/nurse partnership or a PCO). Young’s (2008) commentary 
emphasises that in order for nursing to achieve its potential in improving health 
and social care, nurses must be educated, rewarded, supported, valued and 
respected. However, for nursing to become increasingly professionalised, relevant 
education must be the key to this development and indeed nurses must articulate 
the need for this to their employing organisations. Change is inevitable in today’s 
health care economy, particularly in primary care. Indeed, this is all too apparent 
with the QoF requirements, as these have been revised in 2006. In comparison to 
the QoF requirements in 2004, there are now fi ve domains with the latest addi-
tion being the holistic care domain, which can achieve a maximum of 20 points 
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(www.qof.ic.nhs.uk, 2008). Other changes to the QoF in 2006 were the nine extra 
clinical indicators as follows:

atrial fi brillation;
chronic kidney disease;
dementia;
depression;
heart failure;
learning disabilities;
obesity;
palliative care;
conditions assessed for smoking (www.isdscotland.org, 2008).

How has this increasing workload affected quality, morale and team working in 
general practice? A qualitative study by Edwards and Langley (2007) in 14 prac-
tices in South Wales revealed that the increased workload of the new GMS con-
tract affected team working and morale. Although the majority of teams accepted 
change, team incentives were found to be motivational in some practices. In some 
other practices, some staff perceived these incentive schemes as unfair and this 
contributed to some staff leaving their practice. However, Edwards and Langley 
(2007) found that for some teams, the increasing team size, involvement of the 
team in change and good leadership were found to motivate the team and this 
was perceived to have improved quality of care. Although these fi ndings cannot 
be viewed as representative for all practices in Wales, the main fi ndings demon-
strate the importance of change implementation within a practice team and strong 
leadership to initiative this change.

Conclusion

This chapter has examined the impact that the new GMS contract has had and 
indeed is still continuing to have on the PN. Narratives from PNs have illustrated 
how their roles and responsibilities have changed as a result of the implementa-
tion of the new GMS contract since 2004. Contemporary studies have demon-
strated that GMS practices are more cost-effective and effi cient compared to 
differently funded practices, although PMS practices are as effi cient compared to 
the QoF points achieved.

PNs are in a state of role transition and it may be argued that this will con-
tinue to be so, as the QoF continues to expand. This brings both opportunities 
and challenges for PNs. For example, one opportunity is the increasing manage-
ment of clients with long-term conditions. The associated challenge is to ensure 
that they have the necessary competencies and skills to manage such clients. With 
this diverse role come challenges in how the PN meets the requisite skills required 
to practice competency at this level. The ageing nursing workforce in primary 
care and the increasing number of Health Care Support Workers may potentially 
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erode some of the work previously undertaken by the PN. However, this need not 
be a threat to PNs, as long as PNs can articulate, promote and justify their unique 
role and contribution they make to primary care and ultimately to the public they 
serve.
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Introduction

The aim of this chapter is to refl ect on the provision of general practice (GP) and 
walk-in-centre (WiC) nursing that refl ects the highest standards. Without question, 
this must be the aspiration of all nurses working within these health care settings. 
Being able to demonstrate that you have the knowledge and skills to deliver care of 
a uniformly high standard is an essential requirement of the Nursing and Midwifery 
Council (NMC) and is fully described within its Council Code of Conduct (NMC, 
2008). The NMC (2008:1) indicates that ‘people in your care must be able to trust you 
with their health and wellbeing’. You are personally accountable for your actions and 
omissions and must always act lawfully and be able to justify your practice decisions.

Art and science of 
providing quality 

nursing care in 
general practice and 

WiC settings
Carol L. Cox

Learning Outcomes

To focus on some of the core attributes and knowledge that are required to provide 
high-quality care
To refl ect on the art and science of practice 
To consider a framework for describing and providing high-quality care. 

�

�

�

Background

In the 21st century, we face radically different requirements in the provision of 
nursing care and yet, the foundations of our practice, regardless of whether it is 
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in the GP setting or WiC, remain the same. The Department of Health is pushing 
forward initiatives to modernise nursing careers (DoH, 2006a). The four UK 
Chief Nursing Offi cers established the modernising nursing careers initiative in 
2005/2006. Modernising Nursing Careers: Setting the Direction (DoH, 2006a) 
forms part of an overarching programme designed to restructure all of the profes-
sions providing aspects of care throughout the UK.

In this report, it is indicated that:

No one can doubt that health care services across the United Kingdom are 
going through a period of profound change. More change will be needed if 
we are to continue to provide a health service that is free according to need 
and that keeps the trust and support of the public. Wherever they work, 
nurses will be aware of how health care is changing and wondering what it 
all means for their careers. (DoH, 2006a:3)

The priorities delineated in the report focus on the careers of registered nurses. 
It is recognised that nurses do not work in isolation and nursing teams include 
more than registered nurses. However, it could be argued that the caring (caring-
healing according to Watson, 1999) practices of nursing have been on the mar-
gins in recent history. According to Watson (1999), nursing caring theory (which 
underpins our practice) is calling for a new caring knowledge and practice that 
is informed by human values and an ethos of caring. Certainly this reverberates 
with the NMC (2008) perspective that the care of people is your fi rst concern and 
that you must treat them all as individuals respecting their dignity. This is a moral 
obligation that can only be accomplished through the integration of the art and 
science of nursing within your practice setting.

The art of nursing and caring is integral to the applied science of nursing 
practice. This is evident in the way in which care is delivered and the way in 
which nurses relate with their patients, their carers and other health care pro-
fessionals. Hand in hand with the idea of nursing being an art is the impor-
tance of nursing being a science. A caring theory, such as the theory articulated 
by Watson (1999) or other nurse theorists, provides the theoretical underpin-
nings that are important for effective, professional nursing care delivery. In 
the narrative that follows, you will be introduced to the sources of knowl-
edge that may be used to inform your practice, caring relationships and caring 
behaviours.

In 1978, Carper’s seminal research was published in a research article titled 
‘Fundamental Patterns of Knowing in Nursing’. Carper’s four fundamental pat-
terns of knowing are empirical (scientifi c) knowledge, aesthetic (art) knowledge, 
personal knowledge and ethical knowledge. The combination of these ways of 
knowing provides nurses with a sound basis for nursing practice.

Empirical knowing is synonymous with science, which in nursing is scien-
tifi c knowledge associated with evidenced-based practice. Empirical knowledge 
may be equated with formal research-based knowledge that describes, explains or 
predicts natural and social phenomena. Empirical knowledge is related to factual evi-
dence which can be used to inform clinical decision making. It is objective, obtained 
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through the senses and can be verifi ed and quantifi ed. Inductive and deductive reason-
ing are logical thought processes involved in the discernment of empirical knowledge.

Activity

Identify how empirical (scientifi c) knowledge is used in your practice. Explain how this 
promotes high-quality care.

Aesthetic knowing is associated with the art of nursing. Aesthetic knowledge con-
tributes to our understanding of how nursing is undertaken. It involves an expres-
sion of skill and the personal qualities of caring that lead to a difference in the 
patient’s health. According to Carper (1978), the art of nursing is based on actual 
experience. Carper (1978:16) indicates that aesthetic knowledge begins with the 
‘singular, particular, subjective expression of imagined possibilities’. Therefore, the 
art of nursing is expressed through creativity and style in planning and providing 
care that is both effective and satisfying to the patient and nurse alike. The nurse’s 
skilful delivery of care is provided in partnership with the patient and refl ects a 
holistic and problem-solving nursing process.

Activity

Articulate how you act as an advocate for those in your care and help them to access 
relevant health and social care, information and support as specifi ed by the NMC (2008).

Personal knowledge involves a ‘knowing, encountering and actualising of the 
concrete individual self’ (Carper, 1978:18). Through the discovery of self, refl ec-
tion and synthesis of perceptions of what the nurse knows from life experience, a 
nurse can establish a satisfactory nurse–patient relationship. Personal knowing is 
associated with the inner experience of becoming an aware being. In the process 
of establishing the nurse–patient relationship, efforts of authenticity, rather than 
detachment, in interpersonal relations occur on the part of the nurse, resulting 
in an experience of interconnectedness between the nurse and patient. Personal 
knowing allows the nurse to be able to see the patient holistically; subsequently, 
the relationship with the patient becomes therapeutic.

Activity

Refl ect on how your personal knowing allows you to create a relationship with patients 
that acknowledges their strengths and knowledge and enables them to address their 
needs (Domain 2: The Nurse–Patient Relationship; RCN, 2008).
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Ethical knowledge involves the moral component of knowing. Ethics maintain 
a focus on ‘matters of obligation or what ought to be done’ (Carper, 1978: 20). 
It involves ‘all voluntary actions that are deliberate and subject to the judgment 
of right and wrong’ (Carper, 1978:20). In relation to nursing, ethical knowing 
involves making moral choices even when value judgements may confl ict. Cultural 
and spiritual/religious beliefs that confront the nurse in day-to-day practice within a 
multi-cultural society may challenge the nurse’s assumptions about moral and ethi-
cal behaviour. Therefore, it is important to recognise that ethical knowing is subject 
to personal knowing as well as empirical evidence. Ethical knowledge infl uences the 
way we live in the world and nurses are responsible for the choices they have made.

Activity

Consider your responsibility to be open and honest, act with integrity and uphold the 
reputation of your profession (NMC, 2008).

Acknowledge that you must always act lawfully, whether those laws relate to your 
professional practice or personal life (NMC, 2008).

Carper’s (1978) four fundamental patterns of knowing are woven into the narra-
tive of the chapters that follow. As you consider the empirical, aesthetic, personal 
and ethical knowledge conveyed in this section, you will gain a sound foundation 
on which to base your nursing practice.

A framework for practice

Frameworks have been developed by different professional and government 
organisations within the UK. One of these is a toolkit for benchmarking the fun-
damentals of care (DoH, 2001, 2003, 2006b). This document has been, since its 
inception, the foundation for clinical audit within nursing’s clinical governance 
structure. The intention of developing the toolkit was to enable health and social 
care personnel to use the benchmarking document to address issues of concern 
within their areas of work in order to improve services already provided as well 
as to monitor existing practices. The Department of Health (DoH, 2003:2) noted 
that ‘the benchmarks are relevant to all health and social care settings . . .  and can 
be used in primary, secondary and tertiary’ care settings. They are applicable to all 
patient/client/carer groups. What is of primary concern is that all health care prac-
titioners engaged in benchmarking, including patients and carers, where involved, 
should agree with the indicators that demonstrate best practice within their area of 
care. The importance of getting these fundamental aspects of care right is essential 
if patient/client/carer care is to improve. Getting the fundamentals right was rein-
forced in the NHS Plan (2000) to improve the patient experience. It is so impor-
tant that since the introduction of the NHS Plan (2000) and the Essence of Care 
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(DoH, 2001, 2003, 2006b), many health care organisations have begun special 
programmes designed to ensure staff have the necessary skills and knowledge to 
guarantee high standards of care. According to the Department of Health:

The Essence of Care has been designed to support the measures to improve 
quality, set out in ‘A First Class Service’, and will contribute to the introduc-
tion of clinical governance at local level. The benchmarking process outlined 
in ‘The Essence of Care’ helps practitioners to take a structured approach 
to sharing and comparing practice, enabling them to identify the best and to 
develop action plans to remedy poor practice. (http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/
DH_4005475)

The Essence of Care toolkit (DoH, 2001, 2003, 2006b) is one strategy intro-
duced throughout England to provide health care practitioners with a framework 
to take a patient-focused structured approach to sharing and comparing prac-
tice. It enables health care practitioners to identify best practice and to develop 
action plans that can improve care. The benchmarks that have been developed by 
the Department of Health (DoH, 2001, 2003, 2006b) cover 10 essential areas of 
patient care. These are:

1. continence and bladder and bowel care;
2. personal and oral hygiene;
3. food and nutrition; 
4. pressure ulcers; 
5. privacy and dignity; 
6. record keeping; 
7. safety of clients with mental health needs in acute mental health and general 

hospital settings; 
8. principles of self-care; 
9. communication between patients, carers and health care professionals; 

10. promotion of health (DoH, 2006b).

You can fi nd the Essence of Care benchmarks (DoH, 2003) which are nursing’s pri-
mary caring framework on the Department of Health website: www.publications.
doh.gov.uk/essenceofcare. This framework is focused on three levels: individual 
patients, communal/community and government activity/action.

The Essence of Care benchmarking toolkit includes an overall patient-focused 
outcome statement and factors related to the outcome for each benchmark. 
Overall patient-focused outcomes express what patients and/or carers want from 
care in a particular health care setting. Factors that need to be considered in 
order to achieve the overall patient-focused outcome consist of a patient-focused 
benchmark statement of best practice, a scoring process on a continuum between 
poor and best practice and indicators for best practice that have been identifi ed 
by patients, carers and professionals that support the attainment of best practice. 
Within the toolkit, there is information on how to use the benchmarks and forms 
to facilitate documentation. The benchmarking process is closely associated with 
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the Modernisation Agency’s clinical governance agenda. In the discussion that 
follows, a synopsis of each benchmark is presented.

Continence and bladder and bowel care

Continence care is the ‘total care package tailored to meet the individual needs of 
patients with bladder and bowel problems’ (DoH, Continence and bladder and 
bowel care, 2003:1). This could include strategies to prevent incontinence, assess-
ment investigation, conservative and surgical intervention and methods to manage 
intractable incontinence. The patient-focused outcome is achieved when account-
able practitioners and professionals ensure practice demonstrates the benchmarks 
of best practice and all carers demonstrate commitment to the provision of quality 
patient/client care. Therefore, patients/clients and/or carers should have free access 
to evidence-based information about bladder and bowel care that is individualised 
to patient/client needs and/or those of their carer. In addition, patients/clients must 
have direct access to professionals who can meet their continence needs and ensure 
that services are actively promoted for the benefi t of patients/clients. The effec-
tiveness of patient/client bladder and bowel care should be continuously evaluated 
so that it leads to either effectively meeting their needs or modifying the plan of 
care such as in referral to other specialists. According to this benchmark, patients/
clients are assessed and have their care planned by health care professionals who 
have received specifi c training in bladder and bowel care. In addition, these profes-
sionals are continuously updating their knowledge in the area of continence care. 
Patients also have care provided by carers who have undertaken continence care 
training that includes ongoing updating. Those who give care have their training 
needs assessed. How carers provide care and service user views and expectations 
are determined (by you and other health care practitioners) and included in the 
training programmes including links with self-help or user support groups.

Professional advice on continence care must be available locally, including spe-
cifi c strategies to access local communities. In addition, all opportunities should 
be taken that can promote continence and healthy bladders and bowels amongst 
patients/clients in the wider community. Users should always be involved in the 
planning and evaluating of services and the input they provide should be acted 
upon. As such, they should ‘have access to appropriate ‘needs specifi c’ supplies 
and services that assist in the management of incontinence’ (DoH, Continence 
and bladder and bowel care, 2003:3). Clinical audit is therefore undertaken and 
results are disseminated and inform practice development.

Activity

Consider how you provide evidence-based information about bladder and bowel care 
that is individualised to patient/client needs and/or those of their carer.
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Personal and oral hygiene

Personal hygiene is the ‘physical act of cleansing the body to ensure that the skin, 
hair and nails are maintained in an optimum condition’ (DoH, Personal and oral 
hygiene, 2003:1). Oral hygiene is the ‘effective removal of plaque and debris to 
ensure the structures and tissues of the mouth are kept in a healthy condition’ 
(DoH, Personal and oral hygiene, 2003:1). In addition, a healthy mouth is a mouth 
that is ‘clean, functional, comfortable and free from infection’ (DoH, Personal 
and oral hygiene, 2003:1). Therefore, all patients must be assessed to identify the 
advice and care required to maintain and promote personal hygiene. The care 
that the patient receives should be negotiated with the patient and/or carers and 
is based on the individual needs of the patient. Patients should have access to the 
level of care they require in order to meet their hygiene needs. Furthermore, the 
care that the patient receives in relation to hygiene should be continuously evalu-
ated, reassessed and, where required, the plan of care renegotiated with the patient/ 
client/carer(s).

Activity

Explain how patients within the context of your practice setting have access to the level 
of care they require in order to meet their hygiene needs. Indicate how and by whom the 
care that patients receive in relation to hygiene is continuously evaluated and reassessed 
and, where required, their plan of care is renegotiated with the patients/clients/carers.

Food and nutrition

Food means substances eaten or drunk or absorbed for the growth and repair of 
organisms and the maintenance of life. Nourishment is taken in solid as opposed 
to liquid form and is related to substances that sustain organisms and keep them 
active (DoH, Food and nutrition, 2003). Nutrition is the aggregate of all the proc-
esses by which food is assimilated, growth is promoted and waste is repaired in 
living organisms. Patients should be ‘enabled to consume food (orally) which 
meets their individual need’ (DoH, Food and nutrition, 2003:1). Therefore, nutri-
tional screening must be undertaken on all patients identifi ed at risk and their plan 
of care based on an ongoing nutritional assessment. The plan of care you devise is 
implemented and evaluated regularly.

The environment in which food is taken should be ‘conducive to enabling the 
individual patient to eat’ (DoH, Food and nutrition, 2003:1). Additionally, patients 
should have set meal times and offered a replacement meal if a meal is missed as 
well as have access to snacks at any time. All food that is provided by the serv-
ice organisation should meet the individual needs of the patient and should be pre-
sented in a way that takes into account what appeals to the patient as an individual. 
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The ‘amount of food patients actually eat should be monitored, recorded and 
lead to action when cause for concern’ arises (DoH, Food and nutrition, 2003:2). 
Finally, all opportunities should be used ‘to encourage patients to eat to promote 
their own health’ (DoH, Food and nutrition, 2003:2). Best practice involves assess-
ment occurring at the time of initial contact with the patient, and the need for reas-
sessment of the patient should be continuously considered.

Activity

Consider how you teach carers to assess the amount of food the patient actually eats and 
how to monitor and record this information so that action can be taken when there is a 
cause for concern.

Pressure ulcers

A pressure ulcer, which is also referred to as a pressure sore/bed sore or decubitus 
ulcer, is a damage to an individual’s skin due to the effects of pressure together 
with, or independently from, a number of other factors, for example, shearing, 
friction and moisture (DoH, Pressure ulcers, 2003). Patients/clients should be 
assessed by practitioners who have the required specifi c knowledge and exper-
tise to assess and plan care. These practitioners should have ongoing updating. 
Patients/clients identifi ed as being ‘at risk’ (DoH, Pressure ulcers, 2003:1) must 
receive screening that is adequate. This screening progresses to further assess-
ment and is recorded. An individualised evidence-based documented plan of care 
that refl ects current evidence should be agreed with the multi-disciplinary team in 
partnership with patients/clients/carers. There is evidence of ongoing assessment 
of patients within your GP practice or WiC setting.

According to the Department of Health (DoH, 2003), the patient’s/client’s 
need for repositioning is assessed, documented, met and evaluated. The patient’s/
client’s comfort is assessed and assured. Patients/clients that are at risk of devel-
oping pressure ulcers are cared for on pressure-redistributing support surfaces 
that meet their individual needs. In addition, patients/clients should have all the 
equipment that they require in order to meet their individual needs and infor-
mation about the equipment and specifi c care is provided in a format that 
meets patients’/clients’ cultural needs such as language, tapes, videos and leaf-
lets. There is an evidence-base for the information that is provided within your 
practice setting. There is documented evidence by health care professionals that 
the patient/client/carer has understood the information that has been provided 
as well as choices that have been made. Finally, infection control policies are 
in place and their relevance to surface cleaning is evident. A process for order-
ing, delivering and monitoring support surfaces for patients/clients is in place 
and followed. Clinical audit that assesses and informs practice is undertaken 
and ongoing.
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Privacy and dignity

Privacy involves ‘freedom from intrusion and dignity is associated with being wor-
thy of respect’ (DoH, Privacy and dignity, 2003:1). Therefore, care is focused on 
respect for the individual patient/client. As such, patients/clients should ‘feel that 
they matter at all times and they experience care in an environment that actively 
encompasses individual values, beliefs and personal relationships’ (DoH, Privacy 
and dignity, 2003:1). Personal space is actively promoted by all health care per-
sonnel and communication between health care personnel and patients/clients 
takes place in a manner which respects their individuality. In relation to privacy, 
the patients’/clients’ personal boundaries must be identifi ed and communicated to 
others (e.g. using the patient’s/client’s own language). Strategies are put in place to 
prevent disturbing or interrupting patients/clients (e.g. knocking before entering a 
room) and privacy is effectively maintained by using curtains, screens, walls, rooms, 
blankets, appropriate clothing and appropriate positioning of the patient/client. 
Patient information is shared to enable care with the patient’s/client’s consent. Care 
actively promotes privacy and dignity and protects modesty. Furthermore, patients/
clients and/or carers can access an area that safely provides privacy and modesty is 
achieved for patients/clients moving between differing care environments.

Health care personnel display good attitudes and behaviour towards patients/
clients; good attitudes and behaviour are promoted and assured, including con-
sideration of non-verbal behaviour and body language. Issues about attitudes and 
behaviour towards minority patient/client groups are addressed with individual 
staff using, for example, induction programmes. Stereotypical views are chal-
lenged and valuing of diversities is demonstrated. Individual patient/client needs 
and choices are ascertained and continuously reviewed.

The name that the patient wants to be called is identifi ed, agreed and used. 
Where necessary, access to translation and interpretation services is made available 
and a determination is made about the quality of the service to the patient/client. 
Information is, therefore, adapted to meet the individual needs of patients/clients 
and appropriate records of communication exchanges and information provided 
are maintained.

The patient’s/client’s informed consent is sought when special measures are 
required to overcome communication barriers (e.g. when using trained interpreters) 
and precautions are taken to prevent information being shared inappropriately (e.g. 
telephone conversations being overheard, computer screens being viewed or white 
boards being read). Therefore, procedures are in place for sending and receiving 

Activity

Identify the updating you have received in relation to pressure ulcer management. 
Consider when you last undertook a continual professional development (CPD) course 
on tissue viability.
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information about patients/clients (e.g. handover, consultant and/or teaching rounds, 
admission procedures, telephone calls and breaking bad news).

Activity

Explain how your care actively promotes privacy and dignity and protects modesty.

Record keeping

The benchmarks delineated in the Essence of Care toolkit in relation to record 
keeping are applicable to any health care setting and within any health care deliv-
ery system (DoH, Record keeping, 2003:1). A health record is defi ned in Section 
68(2) of the Data Protection Act (1998) and consists of:

a. any information relating to the physical or mental health of condition of an 
individual;

b. any information that has been made by, or on behalf of, a health professional 
in connection with the care of that individual and has been checked and found 
to be correct (DPA, 1998; DoH, Record keeping, 2003).

It is accepted practice that health records are legible, accurate, signed with the des-
ignation of the practitioner/patient/client/carer, dated, timed, contemporaneous, 
provide a chronology of events and contain only agreed international abbrevia-
tions. It is further accepted practice that patients are able to access all their cur-
rent records if and when they choose to, in a format that meets their individual 
needs, and that patients/clients and/or carers are actively involved in continuously 
negotiating and infl uencing their care (DoH, Record keeping, 2003:2). In addi-
tion, patient records should be integrated, single and lifelong, which means that 
patients/clients have a single, structured, multi-professional and agency record that 
supports integrated care. An evidence-base should be used to guide and detail best 
practice; this should be demonstrated in the record and additionally that docu-
mented evidence of an active and timely review process of the care that the patient/
client receives occurs. Where there is a variation to what is required according to 
best practice, this should be documented with an explanation in the health record.

Patient/client records should be safeguarded through explicit measures and again 
should have an active and timely review process. Confi dentiality should always be 
maintained to protect the patient/client. Effective systems must be in place for the 
storage and retrieval of records. Evidence of discussions or negotiations should be 
recorded and evidence should be provided in the record that refl ects discussions 
have infl uenced actions. Rationale for care and its consequences and alternatives 
should also be documented as being explained to patients/clients and carers.

In relation to best practice, a clear indicator in the record-keeping section of the 
toolkit (DoH, Record keeping, 2003:5) is that ‘records should be user friendly’ 
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and it should be documented whether any special needs of the patient/client are 
or have been met. This means that documents are jargon free, abbreviation free 
and unambiguous. Furthermore, relevant stakeholders should be identifi ed in the 
record as well as their involvement in care and how it is achieved.

A systematic review process must be used to ensure guidance remains based on 
the latest evidence and that robust and rigorous audit reviews are undertaken. This 
may involve peer review of quality and content of documentation. You should 
note that ‘record keeping is an integral part of practice’ (DoH, Record keeping, 
2003:10) and that it should not be viewed as something separate from the caring 
process, and not an optional extra that is to be fi tted in if circumstances allow.

The legal obligations of how health care professionals deal with confi dential infor-
mation provided by patients are now codifi ed by statute. The introduction of the 
Data Protection Act (1998) that implements the 1995 European Community Data 
Protection Directive means that the use of personal information held on either paper/
manual or computer records is governed by statute. Therefore, patients/clients must 
be made aware that NHS staff and sometimes staff from other types of agencies will 
have strictly controlled access to information about them and that this will be ano-
nymised wherever possible in order to plan, deliver and manage services effectively. 
In some circumstances, it may be necessary for health care personnel to disclose or 
exchange information about a patient/client. This must be in accordance with the 
Data Protection Act (1998). Therefore, patients/clients should be made aware of the 
purposes to which information about them may be used so that they can exercise 
choice about how and whether this information is disclosed or exchanged.

Activity

Identify whether patients within your practice setting are able to access all their current 
records if and when they choose to, in a format that meets their individual needs, and 
whether patients/clients and/or carers are actively involved in continuously negotiating 
and infl uencing their care.

Safety of clients with mental health needs in acute mental health 
and general hospital settings

The client-focused outcome for the safety of clients with mental health needs 
in acute mental health and general hospital settings is that ‘everyone feels safe, 
secure and supported with experiences that promote clear pathways to well being’ 
(DoH, Safety of clients with mental health needs in acute mental health and gen-
eral hospital settings, 2003:2). For the purpose of the benchmark:

a. safe means ‘freedom from physical, mental, verbal abuse and or injury to self 
and others’;

b. secure means ‘emotional safety’;
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c. relational security means that ‘clients needs are met through the development 
of trusting and genuinely therapeutic relationships with the client by members of 
the care team within safe and fully explained boundaries’;

d. engagement means clients ‘have staff who connect with them continuously, in 
an atmosphere of genuine regards, instilling feelings of well being, safety, secu-
rity and sanctuary’;

e. harm means to ‘injure, hurt or abuse’ (DoH, Safety of clients with mental 
health needs in acute mental health and general hospital settings, 2003:2).

In order to achieve the safety of clients with mental health needs, they must be fully 
orientated to the health care environment. They should have a comprehensive ongo-
ing assessment of risk to themselves with full involvement of themselves in order to 
reduce potential harm to themselves and others. The environment in which care is 
provided should balance safe observations and privacy. Additionally, clients must 
be regularly and actively involved in identifying care that meets their safety needs. 
Therefore, there must be a ‘no blame’ culture that allows for a vigorous investiga-
tion of complaints and adverse incidents and near misses and also ensures that les-
sons are learnt and acted upon.

A full orientation including making the client familiar with and helping them 
understand the philosophy, staff, services, environment, policies/processes/procedures 
and physical layout of the health care setting and how to access their key worker 
including relevant information should occur. The orientation should focus around 
the client groups’ cognitive skills. A specifi c person should be responsible for ori-
entating the client to the health care setting (e.g. ward). This can include staff and 
also on occasion, other clients. A specifi c person should explain what will happen to 
the client and who will initially be looking after them. Specifi c action must be taken 
to ensure women and other vulnerable service users feel safe and secure within the 
health care setting. Therefore, specifi c booklets, tapes and videos may be used to pro-
mote orientation. Appropriate topics can then be addressed during the orientation.

Clients must have a comprehensive ongoing assessment of risk to themselves 
with full involvement of themselves in order to reduce the potential for harm. The 
key indicators of risk must be included in the risk assessment tool that is used. 
Knowledge of the client’s history, social context and signifi cant events should be 
ascertained, recorded and shared with the health care team. Assessment must fur-
ther be undertaken by inpatient and community teams prior to discharge and it 
should be documented as to whether this includes assessment of risk and joint 
case review that also involves discharge planning. Users should be involved in the 
training of staff in order to ensure that assessment and management of clients is 
appropriate and sensitive to specifi c needs (e.g. religion, culture, age-related needs, 
human rights, child protection and previous history of life events).

In regard to self-harm, staff attitudes to self-harm should be ascertained, meas-
ured and supported. Outside user agencies that are being or have been used to act 
as support or information for clients who self-harm, such as the National Self-
harm Network or Black and minority ethnic voluntary organisations, should be 
noted. Procedures should be in place to ascertain the presence of, and/or to identify 
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misuse of, alcohol and drugs. Support services such as Rape Crisis, Incest Survives 
and the Samaritans should be made available to clients. An up-to-date observation 
policy should be in place. Documentation of observations should include who is 
involved (e.g. the multi-disciplinary team) and who observes the client and their 
qualifi cations (qualifi ed or unqualifi ed). Safety needs and how it is ensured that 
observations are supportive and therapeutic and maintenance of the privacy and 
dignity should also be documented in the plan of care.

Finally, as in other benchmarks, audit is essential. Systems should be in place for 
staff, practitioners and carers to report practitioners who are abusive or harmful 
to clients. Critical incidents such as acts of violence, aggression, seclusion as well 
as procedures and policies should be audited regularly and actions that are taken, 
if required, should be documented. The monitoring of care can be used to deter-
mine resources necessary for clients as well as to monitor performance of staff and 
to inform training.

Activity

Refl ect on how you create an environment in which care is provided that balances safe 
observations and privacy. Indicate how you regularly and actively involve clients in 
identifying care that meets their safety needs.

Principles of self-care

Self-care is described as ‘the choices people make and the actions people take on 
their own behalf in the interest of maintaining their health and wellbeing’ (DoH, 
Self-care, 2003:1). Self-care can be categorised as:

a. Self-management of health (lifestyle)
b. Self-management of health status information (monitoring and diagnosis)
c. Self-management of care choices (decisions)
d. Self-management of illness (treatment, care and rehabilitation)’ (DoH, Self-

care, 2003:1).

Patients/clients should be able to make choices about self-care and those choices 
should be respected. Their self-care abilities should be continuously assessed and 
inform care management. As noted in the benchmark above, a comprehensive 
ongoing risk assessment should be undertaken and every individual that is involved 
in the management of self-care including patients/clients/carers must become aware 
of inherent risks and how these may be addressed most appropriately. Within the 
context of the aforementioned, patients/clients and/or carers and advocates must 
have the knowledge and skills to manage all aspects of self-care and patients/clients 
and carers must work in partnership to establish their individual responsibilities in 
meeting self-care needs.
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Within the health care context, patients/clients and/or their carers and advocates 
must understand and be able to access the services that the organisation provides. 
The environment in which care takes place must promote the patient’s/client’s abil-
ity to self-care. Patients/clients/carers must be able to access resources that enable 
them to meet individual self-care needs. In addition, they should be involved in 
planning and evaluating services. Therefore, patients/clients/carers must be made 
aware of all the available self and provided care options; appropriate consist-
ent information should be provided and discussed. Finally, monitoring should be 
undertaken to ensure that care does refl ect patient choice.

Activity

Document how patients/clients and/or their carers and advocates understand how to 
access services that your Primary Care Trust provides.

Communication between patients, carers and health care 
professionals

Communication is ‘a process that involves a meaningful exchange between at least 
two people to covey facts, needs, opinions, thoughts, feelings or other information 
through both verbal and non-verbal means, including face to face exchanges and 
the written word’ (DoH, Communication between patients, carers and health care 
professionals, 2003:1). Patients and carers should experience effective communi-
cation that is sensitive to their individual needs and preferences and additionally 
that the communication promotes high-quality care for the patient. Therefore, all 
health care personnel should ‘demonstrate effective interpersonal skills when com-
municating with patients and or carers’ (DoH, Communication between patients, 
carers and health care professionals, 2003:3). Communication should take place 
at a time and place that is acceptable to the patient/client/carer(s) and health care 
personnel. ‘All patients’ and or carers’ communication needs should be assessed 
on initial contact and then regularly reassessed’ (DoH, Communication between 
patients, carers and health care professionals, 2003:3). Furthermore, additional 
communication support such as provision of a health advocate for interpretation 
purposes should be negotiated and provided when a need is identifi ed. Information 
that is accessible, acceptable, up to date and meets the needs of individuals should 
be consistently and actively shared and widely promoted across communities. 
Appropriate and effective methods of communication should be ‘used actively to 
promote understanding between patients and or carers and health care person-
nel’ (DoH, Communication between patients, carers and health care profession-
als, 2003:3). Essential elements to consider are that all patients and/or their carers 
must be able to communicate their individual needs and preferences at all times 
and that their contribution to patient care is valued, recorded and informs both 
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patient care and health care personnel education with ongoing review (DoH, 
Communication between patients, carers and health care professionals, 2003). 
Therefore, to communicate effectively, you must ensure that particular attention is 
paid to the patients’ and/or carers’ hearing, vision and other physical and cognitive 
abilities as well as their preferred language and possible need for an interpreter.

Activity

Refl ect on the methods of communication you use to actively promote understanding 
between patients and/or carers and health care personnel.

Promoting health

This benchmark (DoH, Promoting health, 2006b) provides a framework for shifting 
the focus from treating ill health to ensuring the promotion of healthier life choices, 
and is fi rmly embedded in all good patient care. There is an agreed person-centred 
outcome in which nurses support everyone so that they will make healthier choices 
for themselves and others. Within this benchmark, indicators of best practice are that:

‘Individuals, groups and communities are helped to make positive decisions on 
personal health and well-being

Practitioners have and use their knowledge and skills to promote health
Individuals, groups and communities are able to identify their health promo-

tion needs
Every appropriate contact is used to enable individuals, groups and communi-

ties to fi nd ways to maintain or improve their health and well being
Individuals, groups and communities are actively involved in health promotion 

planning and actions
Health promotion is undertaken in partnership with others using a variety of 

expertise and experiences
People have access to health promoting information, services and/or support 

which meets their individual needs and circumstances
Individuals, groups, communities and agencies infl uence and create environ-

ments which promote peoples health and well being
Health promoting activity has a sustainable effect that improves the public’s 

health’ (DoH, Promoting health, 2006b:2).
For example, if the fi rst indicator – ‘Individuals, groups and communities are 

helped to make positive decisions on personal health and well-being’ – is consid-
ered, then we see that in a person-centred approach the nurse would ensure there is 
access to advocacy services and interpreting services and that there is a comprehen-
sive directory of local health-promoting services for people in their care. Within the 
GP practice setting or WiC, there is sign-posting of information and services for peo-
ple. As a nurse, you ensure that decisions made by the patient/client/carer are based 
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on informed choices and opportunities. You ensure that there are opportunities to 
participate in relevant programmes such as the ‘the expert patient’ or stop smoking 
programme and fi nally that there is evidence of directed or self-referral to health-
promoting services within the GP setting or WiC.

Your health-promoting competencies should be linked to the Knowledge and Skills 
Framework (KSF) (NHS, 2008). The KSF defi nes and describes the knowledge and 
skills that you need to apply in your practice in order to deliver quality services. It 
provides a single, consistent, comprehensive and explicit framework on which to base 
review and development and allows for the operation and implementation of the 
Agenda for Change (DoH, 2004). It is a generic competency framework developed 
from existing best practice. Within this context, you should have a personal develop-
ment plan (PDP) and personal portfolio (PP) that refl ects health promotion training. 
You should demonstrate within the PP how you have shared best practice and that 
you can demonstrate an understanding of diversity and its impact on health.

Activity

Demonstrate in your PP how you have and use your knowledge and skills to promote 
health and to reduce health inequalities (DoH, Promoting health, 2006b).

Consider how the advice that you give is evidence based when you are suggesting the 
use of health care products or services (NMC, 2008).

By drawing on the Essence of Care Framework (DoH, 2003, 2006b), you will 
have the opportunity to improve the delivery of nursing and health care that is 
provided by you and other health care practitioners.

Conclusion

In summary, this chapter has focused on some of the core attributes and knowledge 
that are required to provide high-quality care. It has provided an introduction to 
the art and science of nursing which is fundamental to the delivery of high-quality
nursing care and described how to deliver care that is sensitive to the patient’s/
client’s/carer’s personal needs whilst understanding the related scientifi c knowledge. In 
addition, this chapter has delineated a framework for describing and providing high-
quality care. The core message in this chapter is the importance of delivering care 
that is focused on the needs of your patients/clients/carers and their best interests.
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Introduction

The aim of this chapter is to consider some of the contextual issues related to the 
cultural and spiritual needs of clients. Besides, some of the key concepts that help 
to defi ne the best ways of delivering care will be examined. Following this criti-
cal discussion, a recommended framework for communication is examined that 
demonstrates sensitivity and respect towards clients from different backgrounds. 
The chapter includes a number of activities for readers to refl ect on their current 
knowledge relating to diversity.

Meeting the cultural 
and spiritual needs 

of patients in general 
practice and WiCs

Anjoti Harrington

Learning Outcomes

To demonstrate respect for the dignity of every human being, irrespective of their age, 
gender, religion, socio-economic class, sexual orientation and ethnic or cultural group
To recognise the client’s right to choose their care provider, participate in their care 
and refuse their care
To promote diversity and equality
To respect the inherent work and dignity of each person and their right to express 
spiritual beliefs
To assess and value the infl uence that a client’s spirituality has on their health care 
behaviours and practices. 

�

�

�

�

�

Background

Terhune (2004:199) defi nes diversity as:

Diversity is an elusive concept with multiple defi nitions and approaches in 
both scholarship and practice. However, diversity is relational. It is about the 
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exploration of the “other” and the self-examination of the internalized effects 
of that exploration. It is about critical refl ection, dialogue, change, growth, 
and maturation, as well as creativity in thinking, knowing, being, and engag-
ing in the world.

Clearly, diversity is multi-faceted. In a world where the diversity of ethnic, cul-
tural and personal beliefs, values and lifestyles has never been greater, such rela-
tionships that walk-in-centre (WiC) nurses or practice nurses (PN) form with their 
clients require special attention. Client encounters, especially those in WiCs, can 
be brief, so it is essential to establish a timely and effective rapport. Care then 
can be thought of as a culturally mediated negotiation of the best ways forward. 
It is not simply a consumption of services that nurses and others provide, but an 
exploration of what might make most sense and seem best value to clients within 
the realistic confi nes of health care resources.

Respectful care is not delivered in a vacuum; it works within a series of con-
texts that are practical, philosophical and political. WiCs, for example, have been 
conceived as a means to increase access to health care resources for clients, and 
also to make better use of the resources available. General practice has been chal-
lenged to work more effi ciently and effectively, especially in the face of a growing 
number of patients dealing with long-term conditions (Baggot, 2004). The advent 
of the new General Medical Services (new GMS) contract (DoH, 2003) has been a 
signifi cant catalyst for the increasing development of services aimed at clients with 
long-term conditions. PNs play a signifi cant part in the delivery of these services, 
with long-term conditions now being an essential service that all practices must 
provide (Drennan and Goodman, 2007).

Respecting culture and diversity, as a part of respectful care, has to work equally 
effi ciently and effectively. We need better, rather than more, ways to quickly deter-
mine the needs of clients. If we are, for example, to both accommodate the grow-
ing number of patients who use WiCs (Salisbury et al., 2002) and recognise the 
diversity of patients and their requirements, we have to increase our understanding 
of culture as a mediator of health and illness and fi nd ways to work with patients 
that make best use of cultural practices that enhance independence.

Equally important as a context are the related matters of patient dignity and 
nursing’s aspirations towards holistic care. The drive to protect patient dignity is 
enshrined within government and health care organisation policy (e.g. Billericay, 
Brentwood and Wickford Primary Care Trust, 2006), but we need to be aware that 
dignity is a concept itself mediated by culture (Matiti, 2005). Our efforts to assist 
others are culturally coded.

Populations of people from different ethnic cultures are not equally distributed 
across the UK. The Home Offi ce’s National Statistics Census released the 2001 
population survey in February 2003 and it reported that 8% of the UK popula-
tion, that is, over 4.6 million people, came from an ethnic minority community. 
Refer Table 17.1. The South Asian community is the largest ethnic minority group 
living in the UK; they represent just over 4% of the population (ONC, 2001). This 
ethnic group consists of four sub-groups, namely Indian: 1.8%, Pakistani: 1.3%, 
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Bangladeshi: 0.5% and other Asians: 0.4%. The South Asian culture is very diverse 
and it encompasses many languages and dialects, religions, beliefs, histories and 
countries of origin (DoH, 1995).

According to Ethnic Diversity in the UK (www.ipa.co.uk, 2008), data from the 
2001 Home Offi ce Census show that ethnic minority groups are more likely to 
live in England than any other country in the UK. They make up 9% of the total 
population; 3% live in Scotland and Wales and 1% live in Northern Ireland. In 
London, ethnic minorities make up 29% of the population. The report also noted 
that ethnic minority communities are larger in the following areas of England 
where they make up a respectable percentage of the total population:

1. the West Midlands 13%;
2. the  South East England 8%;
3. North West England 8%;
4. Yorkshire and the Humber 7%.

With regard to the South East, the London borough of Tower Hamlets has a multi-
culturally diverse population; it includes Bangladeshi, Chinese, Somalis, Pakistanis, 
Africans, Caribbeans, Asians, mixed race and White Indigenous group (ONC, 2001).

The last context that we should consider concerns the confi dence and the expe-
rience of the nurse, whether as a PN or WiC nurse. Nurses who come to practice 
from relatively homogenous communities will require a form of induction and 
professional development different to that required by nurses who come to prac-
tice from more heterogeneous communities. Staff development, therefore, needs to 
focus on related dialogues, such as: between the nurse and the health care system, 
and between the nursing care provided there and the nature of health care needs 
and situations presented by patients from different ethnic communities.

Key concepts

We have already made reference to some concepts that enable us to appreciate 
more respectful forms of care and it is now time to examine these in detail. Some 

Table 17.1 Major Population Groups in the UK (ONC, 2001)

Ethnic group Number (to nearest 1,000) Total % of UK population

Total population  58,790,000  100
White  54,150,000  92.1
All minorities  4,640,000  7.9
Indian  1,053,000  1.8
Pakistani  747,000  1.3
Black Caribbean  566,000  0.9
Black African  485,000  0.8
Bangladeshi  283,000  0.5
Chinese  247,000  0.4
Other  240,000  0.4
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of the concepts that we use daily are referenced against personal meanings and it is 
helpful to check whether we are all thinking in the same way. Some of the inequali-
ties that exist within society and especially within health care are based on the dif-
ferent ways in which concepts are understood and used (Balarajan and Raleigh, 
1995; Nazroo, 1998; Wanless, 2001; Aspinall and Jacobson, 2004).

Respect

Let us start with the concept of respect. Tschudin (2003:34) examined this con-
cept and remarked that: ‘we do not always like someone at fi rst sight. However, 
in caring we respect a person fi rst of all, and this may sometimes surprisingly 
lead to a mutual liking’. The Oxford Advanced Learner’s Dictionary (1999:999) 
defi nes respect as: ‘to show consideration or care for something’. Respect for a 
client’s faith and culture is vital when one considers the ethics of care. Noddings 
(1984) reports that care is rooted in receptivity (a person is received or accepted 
as he or she is), relatedness (receiving someone and being aware of someone’s 
presence or being) and responsiveness (a professional relationship is created to 
accommodate the other person’s presence). However, the Nursing and Midwifery 
Council (NMC) makes it explicit in The Code that it is imperative for nurses and 
midwives to treat people as individuals and to respect their dignity (NMC, 2008). 
Therefore, unlike Noddings (1984), the person (i.e. the client) must be accepted 
as he or she is by the nurse or midwife.

From the concept of ethical care giving, it means that PNs and WiC nurses need 
to pay more attention by being willing to give ‘diverse groups’ time and be willing to 
understand their physical, emotional and spiritual needs; be sympathetically under-
standing about their concerns; and be aware of how their relationship or interaction 
with the client can hinder or promote health and well-being. In these terms, respect 
is not determined by the extent to which others are like us, but in terms of the diver-
sity and richness they have been exposed to. Respect is based on a commitment to 
variety and the potential that this offers to the society.

Ethnicity

The following is an example on how an advanced nurse practitioner (ANP), based 
in a WiC, addresses meeting the needs of her diverse practice population:

The Walk-in-Centre where I work is in the East End of London. Staff see 
people of a huge variety of ages, social situations, ethnicities and cultures. 
I fi nd it an enormous challenge to manage the different consultations that 
result from seeing clients from such diverse backgrounds. Language is an 
obvious and immediate diffi culty. Often clients will bring a friend or rela-
tive to translate, which is an enormous help. There are of course obvious 
drawbacks to this set up. I remember one time informing a lady (via her hus-
band) that she was pregnant, only 8 months after the birth of her fi rst child. 
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The husband was delighted, the lady clearly not. I wished I had been more 
sensitive to the situation and found a way to tell the lady alone. As there is 
a large Bangladeshi population, the reception staff were originally recruited 
largely from the same population as it was felt they would be able to help 
with translation. There are problems to this: Often, the receptionists are busy 
doing their work and unwilling or unable to come and assist in what may 
be a long and drawn out consultation. In addition, they may not have had 
much, if any training in medical translation. It is much easier to work with 
a professional advocate who can translate directly when this is needed and 
advocate when this is needed, and who knows which role they should take 
on and when. However, having someone in the room to translate is far pref-
erable to having to use a service such as language line. This is an invaluable 
service, but I fi nd it extremely diffi cult to remember what I want to ask and 
be succinct and to the point when I am handed the phone. Also, if I then 
want to do a physical examination, the conversation has to stop and then I 
either phone the language line again or try to have covered all eventualities 
before hanging up. Neither is ideal, and I do not feel often I have connected 
with the patient and really understood what is going in.

Another aspect is culture. I believe ‘cultural competence’ comes down 
to two things: never making assumptions and having the confi dence to ask 
people what they mean, when as the other day, a patient said they had a 
‘normal Indian meal’ for example. What does that mean? Probably, very dif-
ferent things to different individuals. I do not have a problem with asking 
any patient whether they drink alcohol or smoke or use other drugs, even 
if they ‘appear’ that they may be adhering to one religion or another. And 
I fi nd patients do not mind answering the question. One interesting aspect 
of culture perhaps is people’s description of symptoms. Certain groups of 
patients may complain of being ‘hot in the head’ which over time I fi nd 
often means they have a headache. Another common one is ‘total body pain’ 
which is often it seems, synonymous with what I might call depression. But 
not always; it is essential to ask people what they mean. I fi nd people do not 
mind being asked!

For me, the important aspect of ethnicity is that of propensity to disease. 
I know that for example, South Asian populations have a much greater risk 
of Type II Diabetes Mellitus than the Caucasian population. Therefore, in 
consultations with groups at higher risk I am careful to ask about family his-
tory of diabetes, to look at risk factors and symptoms closely and have a 
lower threshold for offering a random or fasting blood sugar test.

Similarly it is important to consider which drugs may be more effective in 
different groups: The British Hypertension Society guidelines for blood pres-
sure management vary according to the person’s ethnic origin. Certain groups 
are also at higher risk of complications: for example stroke and end stage 
renal failure as a result of diabetes are much more common among the black 
population than in non-blacks. Therefore, these patients need to be managed 
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110% in terms of their glycaemic control, their blood pressure control and 
renal function. In the WiC, of course, this is not an area we would manage 
ourselves; but we do have a responsibility to make sure the patient is aware 
of the need to manage their illness well, and it is our responsibility to try to 
ensure this happens.

In short, ethnicity where I work is very important, as it determines how 
a patient may be assessed and managed in terms of physical illness. This is I 
feel the major relevance of this Domain to nursing. Otherwise we are all indi-
viduals. (Vicky Lack, ANP/lecturer)

Race and culture

Having examined the issue of ethnicity, it is also necessary to explore other defi ni-
tions such as race and culture. Johnson (2003) states that the term ‘race’ denotes 
a primary characteristic which is inherent, biological and physical; its origin is 
from genetic descent and it is a permanent feature. On the other hand, culture is a 
behavioural expression, written or spoken language and the style of dressing that 
people wear, type of food they eat and their home furnishing. It is hard to identify 
behavioural or personal culture because it is acquired unconsciously (Henley and 
Schott, 1999). Our own culture becomes noticeable when we meet other people 
from a different society or country. An outsider may have very little knowledge 
about a person’s value system or custom. Therefore, part of treating other indi-
viduals with respect requires a person to be willing to enquire about their culture, 
values and norms.

Johnson (2003:3) suggests that in traditional anthropological terms, there 
are four major human ‘races’. He categorises them as ‘Caucasian’ – White or 
European; ‘Negroid’ – Black or African; ‘Mongoloid’ – Asian, Chinese or Indic; and 
‘Australoid’ – the Aboriginals. Race, therefore, is a concept that has no obvious pur-
chase on health care unless we discuss conditions or risks that are inherently associ-
ated with a common genetic ancestry and where the understanding of race helps us 
to understand risk and formulate better treatments. Ethnic group or ethnicity is an 
identity; it is multi-faceted and ‘political’, socially constructed internally and exter-
nally, and also legal. It could also be situational and negotiated. Hillier (1991), cited 
in Henley and Schott (1999:xxi), defi nes an ethnic group as a social group with dis-
tinctive language, values, religion, customs and attitudes.

A sample of studies examining the role of ethnicity on health status demonstrates 
the importance of understanding the link between ethnicity and health. In the USA, 
the concept of ethnicity has been applied extensively to the study of hyperten-
sion amongst American Blacks in whom hypertension is more common and more 
aggressive than other ethnic groups (Amudha et al., 2003). A study in South Africa 
found that whilst coronary heart disease (CHD) is ‘epidemic’ in the White and 
Indian population, it is still uncommon in the Black community (Seedat, 1999).

Higher levels of cardiovascular disease are seen in the Southeast Asian popu-
lation, which is often associated with higher levels of diabetes mellitus, familial 
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hypercholesterolaemia and waist circumference. Johnson and Rawlings-Anderson 
(2007) further elaborate that whilst populations of African and Afro-Caribbean 
descent have lower levels of CHD, they have higher levels of hypertension and stroke. 
What these previous studies demonstrate is the relationship between ethnicity and 
health status. Therefore, it is imperative that a client’s ethnicity is explored during a 
client consultation by a PN or a WiC nurse. The example provided by the ANP dem-
onstrates how this practitioner is alerted to the predisposition of clients from some 
racial groups (i.e. South Asian) to diabetes mellitus compared to other racial groups.

Activity

Refl ect on when you as a practitioner explore ethnicity during a client consultation.
Once you have established a client’s ethnicity, what research evidence do you use to 

individualise your consultation?

Nursing is usually more intimately associated with culture and ethnic lifestyles. 
The culture that individuals learn, that which has developed over generations, is 
something that we must work closely with as it infl uences defi nitions of wellness, 
progress, and desirable and undesirable behaviours. It infl uences not only the con-
ception of health formed by an ethnic minority, but also the form that health care 
takes as conceived by the ethnic majority. It is in these terms that respectful care 
becomes complex, for we are all products of our culture and yet work with a 
nursing ethos that encourages us to understand and support others (NMC, 2008).

Religion

Religious beliefs can be infl uential in ethnic identity. Religious customs and beliefs may 
be the most important defi ning feature of an ethnic lifestyle and perhaps of an ethnic 
community. Religion is defi ned by Fulcher and Scott (2005) as a system of beliefs 
through which people organise and order their lives. Islam, for example, provides 
detailed guidance on how to conduct daily life and is not readily disaggregated into 
weekly religious services or periodic festivals, compared to Catholicism, for example.

However, regardless of the religious persuasion of clients, the NMC (2008) 
emphasises the importance of treating people as individuals and respecting their dig-
nity. Surely, one of the cornerstones of treating individuals with respect and dignity 
is acknowledging their religious choice? However, there are some occasions when 
an individual’s religious choice can have a negative impact on their health outcomes. 
Such an example can be where a Jehovah’s Witness refuses to have a blood trans-
fusion for themselves or for a child, when the condition is life threatening. In rare 
cases such as the previous, a court order may be obtained that overrides the wishes 
of the individual.
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Henley and Schott (1999) discuss the positive infl uence of religion on an individu-
al’s life in providing meaning, spiritual support and moral guidance. Religion is 
also said to strongly affect people’s health beliefs and ways in which health should 
therefore be sustained as can be seen in Table 17.2 (Spector, 2004).

The concepts of religion and spirituality become key when we consider nurses’ 
aspirations to deliver holistic care. What, in practice, represents spiritual care and 
how can spiritual care be represented when the client encounters illness and health 
care? In some Western conceptions, the notion of spirituality is rather more loosely 
associated with a sense of purpose, of living with one’s values and beliefs intact, 
those pertaining to a wide variety of life decisions (Galek et al., 2005). We can be 
‘spiritual’ without being religious. In many ethnic minority communities though, the 
notion of spiritual health is closely bound with religion and the observance of reli-
gious customs and duties (Helman, 2001). For example, we may often see an Asian 

Activity

Consider the example of the Jehovah’s Witness. Are there any examples you can refl ect on 
in practice where religious and/or other preferences have shaped an individual’s decision?

What are your thoughts on this?

Table 17.2 Examples of Traditional Health Maintenance.

Physical Mental Spiritual

Maintain health Wear proper clothing, eat a 
balanced diet, exercise and 
rest

Maintain family 
relationships to gain 
social support and 
respect the elders, 
develop some hobbies 
and pray to God

Faithfully pray daily or 
worship, meditate and 
adhere to religious rituals 
or requirement

Protect health Eat special food and food 
combinations, for example, 
hot or cold food, rich or 
bland meals. Wear symbolic 
clothing such as a head scarf; 
wear warm clothes in winter 
or jewellery to ward off evil 
spirits. Practice sexual activity 
as per religious rituals, for 
example, no sex during 
menstruation as it is classed 
as dirty

Avoid certain people 
who can cause illness. 
Limit certain family 
activities, for example, 
pub and clubs. 
Consumption of alcohol. 
Attendance at family 
get-together parties, 
for example, weddings, 
celebrations of 
birthday’s, etc.

Adhere to religious 
customs, for example, 
fasting. Wear symbolic 
amulets and other 
symbolic objects to 
prevent the ‘Evil Eye’ or 
defray other sources of 
harm. Practice magic – 
religious folk medicine, 
for example, use charm 
bracelets, waist bands 
and chant holy words to 
prevent and cure illnesses

Restore health Use homeopathic medicine, 
take herbal medicine, eat 
special food, massage, 
acupuncture or colonic 
lavage

Relaxation, exorcism, 
see a faith healer

Pursue a pilgrimage, 
exorcism, meditation

Source: Modifi ed and adapted from Spector (2004:77). Permission obtained from Pearson Prentice Hall.
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man with a red spot on his forehead; this indicates to someone who understands the 
Asian religious customs of the individual that the man had been to the temple, he 
has prayed and the priest has put the spot on his forehead as an acknowledgement 
of praying and what might be called spiritual grace in Christian parlance.

Whilst religion and spirituality are closely bound up with ethnic culture, we 
should not assume that the relationship is static. Some people make choices early 
in life that they will practice their religious faith and others may take up their 
religion seriously in times of ill health or when they are reaching death as a fi nal 
stage of life. Patel et al. (1998) have reported that many young Blacks and eth-
nic minority groups return to religion when they grow older and others may turn 
to new faiths or denominations. There are similarities to how health is viewed 
across the life span. Blaxter (2001) explored the concept of health and concluded 
that the way health is conceived differs over the life span. She found that younger 
men tended to speak about health in terms of physical strength and fi tness, whilst 
younger women favoured ideas of energy, vitality and the ability to cope. In mid-
dle age, concepts of health were associated with total mental and physical well-
being, whilst older people viewed health in terms of functionality, contentment 
and happiness. This demonstrates the importance that age can play on an indi-
vidual’s health beliefs.

Key concepts and diversity

We can now sum up the above key concepts in order to understand the fi nal and 
overarching concept, which is diversity. Clients with certain shared, racial/genetic 
backgrounds may be more prone to having to deal with particular health care 
problems, as we have already discussed.

Association with an ethnic group and its values and practices might also serve 
to support the patient or to enhance the risks that they face, because the indi-
vidual reasons, ‘this is how we do things and this is what is normal’. An under-
standing of health belief models such as The Health Belief Model (HBM) (Becker, 
1974) can assist the practitioner in developing an insight into the underpinning 
views and beliefs that can shape a client’s behaviour.

Although the HBM was initially developed with reference to health promotion, 
it has been widely applied to the management of long-term diseases. The principal 
components of the HBM are:

perceived susceptibility: a person’s own view of their health risks which may 
arise from their condition;
perceived severity: a person’s own evaluation of the consequences (health and 
social) of contracting the disease or its side effects;
perceived benefi ts: the benefi ts the person believes can be gained by following 
recommended advice; 
perceived barriers: the negative aspects associated with undertaking recom-
mended health care (Becker, 1974).
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What emerges within a health consultation whether with a PN or a WiC nurse can 
be a complex interaction considering the health beliefs that a client brings with them. 
However, much as practitioners might hope to offer to each a standard prescrip-
tion for managing diabetes, asthma, heart disease, obesity or depression, they must 
acknowledge that whilst there may be a fi nite number of health problems, there are 
a diverse number of ways of experiencing and dealing with these because of a client’s 
health beliefs. If we are to engage the client as a partner in care, someone whom we 
assist to take charge of their situation, then we need to engage them with a respect 
for the contexts in which they cope with the health issue. It is then necessary to work 
with the health beliefs, experiences and preferences that they bring with them.

A framework for care

In order to respect a client’s health care decisions, practitioners must know 
how to communicate clearly with the client and the client’s family to develop a 
mutual understanding of each other’s cultures. Henley and Schott (1999) suggest 
that health professionals need to demonstrate a willingness to learn about each 
patient’s beliefs and needs by saying that most people are happy to explain pro-
vided they are asked in a respectful way and at an appropriate time. Munoz and 
Luckman (2005:12) note that:

to improve your interaction with patients from other cultures, you should 
assess each patient’s level of understanding rather than assume that a patient 
understands what you are saying.

Culturally competent care involves attending to the total context of the 
patient’s situation, and his/her physical, social, emotional and spiritual needs. 
Spector (2004) states it is necessary to view culture as a luggage that each of us 
carries around for our lifetime. Furthermore, Spector (2004) elaborates that cul-
ture is the sum of beliefs, practices, habits, likes, dislikes, norms, customs and 
rituals that we have learnt from our families during our socialisation.

What frames successful care then is a communication approach that helps us to 
explore preferences, needs and assumptions. Because our care encounters may be 
quite brief, it is important that this can be reduced to a useful aide-memoire that 
reminds us what we are doing (refer Figure 17.1).

This aide-memoire constructed for this chapter is: communicate, explore and 
sensitively ask (CESA). It has been developed from Munoz and Luckman’s (2005) 
Chapter 11: Eliciting Assessment Data from Patient, Family and Interpreters.

The following describes how this framework (i.e. CESA) can be used in the 
clinical setting. Each of these sections will now be examined.

Communicate

Begin by approaching the patient slowly, greeting them respectfully and waiting 
for the patient to acknowledge your presence (Townsend, 2001 cited in Munoz 
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and Luckman, 2005). Introduce yourself by name and your status. Explain to the 
client that they can speak freely to you about their symptoms and fears. Let them 
know that the information that they impart with you will be shared with other 
health professionals in order to provide them with a diagnosis and treatment.

Whilst we have yet to navigate what will seem pertinent and sensitively put 
questions, communicating in this way establishes that there is a supportive purpose 
for the communication. At best, it allows that others might be involved too if this 
is the client’s preference.

We can describe this as the start of a therapeutic relationship. Munoz and 
Luckman (2005:143) state: ‘therapeutic communication is goal oriented’; the goal 
is to help patients from different cultures. They suggest that we should explore:

what the patient has experienced and in what ways their values and beliefs 
about their health, illness and type of treatment they expect affect this;
with the patient what might represent realistic, specifi c, achievable, measurable 
and timely health goals;
ways in which a recommended medical or nursing intervention might assist the 
patient with their physical, mental, social and spiritual well-being.

Next, inform the client of what you hope to do for him/her and offer the client 
opportunities when they can ask you questions. Nod occasionally and ask per-
tinent questions about them and their health problems. Be aware of your facial 
and bodily expressions when communicating with clients from a different cul-
ture. Touch, for example, is culturally important. You should avoid touching the 
patient as routine, even if it is an accepted norm in your own culture and a per-
sonal preference as a means of reassuring patients.

You will need to determine whether the client speaks, writes or understands the 
English language. Does he or she need a translator? Find out if the client is willing 
to disclose his/her signs and symptoms with you. Is the client able to listen to you 
and understand you? Minimise the use of medical jargon; consider voice tone and 
speed of speech, which can all affect a client’s understanding and willingness to 
talk to health care professionals. Convey your willingness to assist the individual 
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Patient’s health tradition
unique to their culture.
For example: what do
you normally do when
you have a sore throat

or pain in your stomach?
What do you think
is wrong with you?

Explore

Patient’s
religious belief
and does s/he
pray or worship
daily?

Communicate

Find out if the patient
understands the spoken
and written language.
Consider patients
personal space, intimate
zone and social distance.

Sensitively
ask about

Figure 17.1 A CESA framework for assessment of needs (Munoz and Luckman, 2005)
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with his/her health problem. It is important to convey empathy and to acknowl-
edge the client’s fears or anxieties.

Explore

Offer the client a quiet place to sit where you will not be disturbed during your 
consultation, but remember that isolation could worry a client if their partner or 
other family member has not been invited to join you. Adopt a formal approach 
when taking a medical history or assessment. If the client has brought a compan-
ion, check out if s/he wishes the companion to be in attendance when you are 
going to ask about their health problem.

It may not be deemed respectful to address older patients by their fi rst name. 
Using a formal term of address is especially important with older patients. Some 
Asian patients fi nd it diffi cult to fully share their health problem and they could 
be hesitant to divulge all the signs and symptoms of their illness. For these rea-
sons, you may have to approach sensitive subjects more slowly and then to offer 
a short rationale as to why you are making the particular enquiry. Munoz and 
Luckman (2005) suggest that establishing rapport is not diffi cult and they rec-
ommend health care professionals initially ask the client non-health-related ques-
tions, for example, ‘where are you from? How long have you lived in the UK? Do 
you like living here? Is your family living with you?’. If the client feels comfort-
able with these initial questions, then they may be more comfortable in talking 
about their presenting complaint.

Active listening is vital when engaging in a dialogue with a client. It is impor-
tant for the practitioner to consider the seating arrangements in the consultation 
room. If, for example, the client appears uneasy, pull up a chair and position 
yourself parallel to or lower than the patient. This position helps the client to 
feel more in control and you may appear more supportive (Munoz and Luckman, 
2005). You might also mirror the client’s use of eye contact, whether increasing or 
decreasing eye contact as appropriate for that culture.

Health professional staff can offer a little personal disclosure to help establish a 
rapport. For example, ‘I get a bit of indigestion pain if I have eaten so much fatty 
food’ or ‘I have diffi culty sleeping if I go to bed immediately after a big meal’. 
Remember to use minimum disclosure; this is only to establish a comfortable, 
engaging and reassuring way to put your patient at ease.

Sensitively ask

If you suspect that the health care problem could impact on or be infl uenced by 
religious customs or observances, you will need to make discrete enquiries in this 
area. For example, ‘I wonder whether your problem (e.g., a client with diabetes 
mellitus) has affected the chance to conduct your religion as you would like?’ 
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Alternatively, ‘Can you tell me about your religious observances? I want to under-
stand what might have been diffi cult for you here’.

Allow silence as a communication technique when appropriate. ‘Silence 
gives your patient time to refl ect and speak’ (Munoz and Luckman, 2005:155). 
They also cite Davidhizar and Geiger (1994) who state that some patients who 
belong to religious groups are sometimes silent because they believe that they 
are listening to and communicating with God (Munoz and Luckman, 2005). 
Therefore:

Do not interrupt short silences even if this temporarily makes you feel uncom-
fortable. If the patient looks lost, say gently: ‘you seem quiet and you may 
wish to have a bit more time to think about what you want to say, do let me 
know what your feelings and thoughts are when you can’. Do not pressurise 
the patient to talk but encourage the client by saying: ‘I can see you seem upset, 
perhaps we can talk about what is troubling you’.
Some clients may choose to show fear and anxiety by crying. Provide support if 
the client expresses emotions of fear, anxiety or distress by saying: ‘It is alright 
to cry. I can tell you don’t like talking right now, so I’ll just sit here with you 
for a few minutes’.
Be silent yourself and let the client initiate conversation. Sitting quietly with a 
client may encourage the person to break the silence and communicate verbally 
with you. 
Pay attention to non-verbal communication. Touch the client only when you 
know that touching is permissible in that culture. Avoid touching a Vietnamese, 
Cambodian or Thai child on the head because the head is traditionally consid-
ered the site of the soul in these cultures. 
Do not touch any religious armlet or bracelet that a client is wearing and if you 
require it to be removed, ask the client if he/she can move it away so that you 
can examine that part of the body.

Within the above framework, it is important to give extra consideration to the 
matter of probing experiences of illness or treatment and understanding how the 
client interprets these. Discussing the ways in which we experience the body is an 
intimate matter. As you explore topics with the client, you need to be alert to the 
following expressions:

that which is seen as stigmatising, lowering the status or honour of the indi-
vidual or family;
that which is best dealt with through a single sex conversation or perhaps even 
discussed with a representative of the client;
that which explains the cause of illness or a problem (e.g. refuting the patient’s 
sincere explanation of a cause of illness in terms of ‘bad karma’ would be 
extremely insensitive; it is better to discuss what additional factors may have 
been infl uential); 
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areas where your treatment or guidance competes with other preferred ways of 
proceeding (this may arise, for instance, where alternative medicines are taken 
with or instead of conventional medication); 
concern regarding what you or others consider to be normal or acceptable (e.g. 
the acceptable means of disciplining children may vary from culture to culture).

In these instances, it may be more appropriate to make a note to return to the 
subject matter again after consulting on the best ways to proceed. Poorly handled 
communication in culturally sensitive areas can lead to the consultation being cur-
tailed or terminated.

We have now reached the point where we can conclude the factors surrounding 
culture and diversity and how these impact on health care delivery as perceived by 
the client. If we set aside the traditional notion that culture, ethnicity, religion and 
spirituality are factors that can interfere with the real business of promoting health 
and treating injury or illness, we can then start to plan care that is respectful and 
sensitive to a client’s needs. Instead of treating diabetes mellitus, we help a client 
from a particular cultural background to manage their illness. The emphasis on the 
client and their management of a problem is instructive. We can only achieve this if 
we are ready to re-examine our own understanding of some important concepts and 
to remember the contexts in which we deliver health care. Consultation times of a 
PN or a WiC nurse per client may be condensed into 10–15-min appointment times. 
Therefore, developing expertise in consultation skills is imperative to ensure a suc-
cessful consultation.

�

�

Activity

This leads to some exercises that you can undertake to examine the communities that 
you come into contact with.

1.  Investigate what ethnic communities are part of your practice population. Identify the 
strategies you have used to engage with these communities. Are there any concerns 
that these communities have expressed about their health care?

2. Complete a series of personal refl ections and local discussions regarding the key 
contexts and concepts shared here. Have you, for instance, clarifi ed what it really 
means to deliver holistic care as a WiC nurse or as a PN? What do we really know 
about dignity, other than what we would consider dignifi ed ourselves? To what 
extent are we trapped by ethnocentric ideas of nursing care – that which is most 
acceptable or helpful? Have we clearly distinguished between race, culture and 
ethnicity?

3. Identify where you have gaps in your knowledge about culture and lifestyle. 
Ascertain whether there are study days or courses that you can go on, or better still, 
whether there are individuals from an ethnic community who might agree to act as 
a consultant to you and colleagues, explaining important points. 

4. Examine the resources that are provided in your place of work. Are these suffi cient? 
What improvements could you recommend here? 
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Conclusion

This chapter has examined meeting the cultural and spiritual needs of clients. The 
population of the UK is growing and becoming more ethnically diverse. The diver-
sity of the population brings opportunities for all to gain a greater understand-
ing of other cultures. Within the health care context, it is crucial for health care 
professionals to develop an understanding of the communities that they serve, so 
that consultations with clients from diverse groups are effective, particularly when 
research evidence has identifi ed that certain ethnic groups have higher degrees of 
morbidity in relation to some long-term conditions. Therefore, the PN or WiC 
nurse needs to ensure that their consultation is both relevant and pertinent to that 
client. The CESA framework has been developed as an aide-memoire to use in a 
client consultation, which emphasises the importance of skilful communication.

Finally, although the chapter has specifi cally focused on meeting the cultural 
and spiritual needs of diverse populations, it also provides an opportunity for the 
reader to refl ect on how they communicate with the communities that they serve.
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Introduction

“It is much more important to know what sort of a patient has a disease than 
what sort of disease a patient has” (William Osler, cited in Dubos, 1997:1).

The aim of this chapter is to take a pragmatic approach to help nurses under-
stand the complex topic of multiculturalism in professional practice. Primary care 
nurses (PCNs) are frequently in the privileged position of introducing people to the 
National Health Service (NHS), seeing people for the fi rst time as they register and 
remaining close to the community in which they practice. Nurses practicing in inner 
city areas constantly interact with richly diverse communities, presenting them with 
many opportunities to learn about other cultures and becoming culturally intelli-
gent. Daily, they will come across people who are and act differently from them-
selves just as they too will appear different to others. They will come across people 
who react, in ways they do not understand, to seemingly ordinary situations. Nurses 
like others would have learnt intuitively, and sometimes backed up by cultural 
knowledge, how to negotiate the unchartered channels of multiculturalism and how 
to deal with the feelings that unfamiliar situations bring. Nurses as professionals in 
primary care can bridge the cultural gap and make the difference to patients from 
different cultures to tackle the health inequalities of ethnic minorities in the UK.

Cultural diversity 
within the general 

practice and walk-in-
centre settings

Maisie Allen

Learning Outcomes

To understand the complex nature of multiculturalism in professional practice
To become culturally aware of the diverse nature of cultures
To comprehend the processes in becoming culturally competent
To identify how multiculturalism and diversity impact on health.
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Background

Culture is a ‘soft’ but dynamic concept, powerful and deeply rooted. We all exist 
within our own culture which we defend vehemently but yet we are unaware of 
the subtle ongoing changes within our own culture. In times of illness and when 
feeling vulnerable and confused, there is a tendency to cling to familiar surround-
ings, objects and rituals for comfort. By simply being aware, the professional 
nurse becomes more sensitive and more open to the emotional and cultural needs 
of patients, therefore gaining their trust and cooperation.

Cultural awareness and cultural knowledge training are poorly addressed in 
the NHS. Multiculturalism tends to get hijacked by the more dominant political 
‘diversity’ agenda. In a developed society, diversity and multiculturalism should go 
together hand in hand. However, there is a slippery slope of being seen and heard 
to do the right thing paying lip service to a serious issue. Cultural knowledge and 
competency training are not well delivered and more often serve to categorise and 
reinforce stereotypical ideas of people within other cultures unifying their character-
istics and highlighting differences. It is not easy for an individual alone to challenge 
dominant Western attitude of ‘we know best’.

To understand multiculturalism and become culturally competent, it is impor-
tant for nurses to fi rst understand their own individual, professional and organi-
sational culture. When we understand our own culture and its rituals, it becomes 
easier to understand the other cultural layers we take on through life and other 
people’s cultures.

Nature, nurture, culture

Culture can be described as the collective mix of how different groups of people 
think, feel and act. These can be recognised in the way particular groups of people 
greet each other, eat, demonstrate feelings and observe social boundaries. Hofstede 
(2003) describes culture on two levels. In his view, culture in its narrow sense is 
described in Western languages as ‘civilisation’ such as education, art and literature. 
At a deeper level, culture is considered to be a collective programming of the mind 
which distinguishes members of one group or category of people from another. 
Culture is different from human nature. It comes from the individual’s social envi-
ronment and is learned rather than inherited.

In health care, the diverse racial, ethnic and socio-cultural backgrounds of 
nurses and their patients present daily challenges to how quality care is provided 
in all NHS settings. Cultural and language differences are likely to cause misunder-
standing which can lead to perceived misuse of services and lack of compliance by 
patients which in turn can impact on the patient’s health outcome (NHS, 2008a).

Culture is complex and is more often described in narrow terms such as people 
being different and doing things differently. If patients are ‘doing things differently’, it 
means nurses are also ‘doing things differently’. This means that nurses must consider 



Cultural diversity within the general practice and walk-in-centre settings 299

the impact of their own culture during their interactions with patients, how their own 
culture has shaped their values and their thinking and how these may infl uence their 
conversations with patients and subsequently the decisions they will make.

If, as Hofstede (2003) says culture is learnt and human nature inherited, this 
means that there are aspects of culture we learn and others that are intrinsic to our 
being which makes us unique. He suggests there are close links between what is 
referred to as human nature – what are inherited through our genes; culture – what 
is learned; and our mental programming – our personality which is each individu-
al’s unique way of perceiving and interpreting the world. These are the attributes 
that make us individual, unique and diverse. Multiculturalism is the many layers of 
culture within our own society with additional cultures from different parts of the 
world which we absorb, adopt or distance ourselves from.

The terms ‘multiculturalism and diversity’ tend to be used interchangeably refer-
ring to race and ethnicity, that is, to groups of people who can mainly be recognised 
as being visibly or not so visibly different, for example, Black and minority ethnics 
(BME) regardless of whether they were born and raised in the UK. However, diver-
sity, cultural awareness and cultural knowledge have different approaches.

Compliance with Equal Opportunities and Human Rights legislation has tended 
to drive NHS organisations to take political and bureaucratic approaches when deal-
ing with a diverse workforce and communities. Despite the growth in the number 
of policies, equality schemes and diversity committees, there is still no real shift on 
the health inequality agenda. Legislation shifts behaviour but rarely beliefs, that 
is, the lens through which we see situations. The diversity agenda focuses heav-
ily on risk avoidance, meeting risks and monitoring standards. At best, the poli-
cies can demonstrate a process and at worst they can further polarise the views of 
decision-makers and confuse an issue to be managed or a problem to be solved (Wood 
et al., 2006). However, it is important to acknowledge that Equal Opportunities and 
Human Rights legislation in the UK is ahead of other European countries.

Activity

How do you understand the terms ‘multiculturalism and diversity’?
How are diversity, cultural awareness and cultural knowledge approached in your practice 
setting?

Nursing in a diverse and multicultural NHS

The NHS is the largest employer in the UK with more then 1.2 million employees 
with approximately 400,000 nurses of which 8% are from BME backgrounds. 
The numbers are higher in larger urban areas, for example, London, than in rural 
areas. The NHS is also the largest employer of BME staff, making up 14% of the 
overall workforce (NHS, 2006).

This is a signifi cant number of the workforce who comes from diverse backgrounds 
and cultures bringing with them their unique perspective and personal experiences of 
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health, illness and health care delivery. The different ethnic groups that make up the 
NHS are in themselves diverse. There are age differences, established immigrant com-
munities and new arrivals, and cultural and religious differences which do not make 
them homogenous groups. We cannot assume one understanding of what it means 
to be Asian or Chinese. However, they all share a common experience of discrimina-
tion which infl uences how they view the NHS and those who provide health services 
(Coker, 1999). As the largest employer in Europe, and the third largest employer in 
the world, it can be assumed that the organisation represents the multicultural society 
that is the UK. However, the NHS persistently fails to meet the needs of its ethnic 
population. This failure on the part of the NHS is recognised by the Department of 
Health (DoH, 1998).

The NHS is a huge and remote body responsible for organising and delivering 
health care in different local settings by a diverse group of diverse professionals of 
which nurses are the largest group. Nurses as frontline professionals must possess 
the ability to make the service appear local and personal to each and every patient 
who interacts with the service. This demands that nurses are socially and cultur-
ally savvy as well as technical masters in their chosen fi eld of practice. They must 
avoid retreating behind the anonymity of the wider NHS. In primary care, nurses 
must demonstrate the ability to respond and deal fl exibly with the many health 
problems they are likely to encounter from the community and possess the cul-
tural and emotional intelligence to deal with the owners of these problems.

Dealing with people’s multicultural needs begins with empathy, which is a fun-
damental competence of social awareness. Social awareness in turn is an important 
dimension of emotional intelligence. Goleman et al. (2002) make the point that 
empathy is not ‘I’m okay, you’re okay mushiness’, but it is being able to take other 
people’s feelings into thoughtful consideration and making intelligent decisions that 
still pay attention to those feelings in the response. Goleman et al. (2002) indicate 
that crucially, empathy makes resonance possible for people. Professionals who lack 
empathy act in ways that create dissonance. Empathy is a necessary skill for getting 
along with people from diverse cultures regardless of whether they are patients or 
colleagues. Empathy creates openness and removes misconceptions which occur in 
cross-cultural dialogue. It lets people tune in to the subtleties in the conversation, for 
example, body language and tone, so that the emotional messages can be heard. As 
the dominant culture, most White British people would not have experienced discrim-
ination and may fi nd it diffi cult to understand the feeling. In simple terms, to encom-
pass multiculturalism, nurses must be receptive to different needs, even those that do 
not resonate with theirs, and listen empathically, and be authentic and congruent.

Probably all nurses in care settings will have received ‘diversity’ training often 
described as ‘the sheep dip’ approach to training. Diversity training addresses the 
key areas of equality and human rights legislation which the NHS and organisa-
tions must comply with. It demonstrates legal compliance and meets risk man-
agement standards. Through their impact assessments, organisations must take 
into account the positive and negative impact of policies across the board. Whilst 
the idea is laudable, the focus remains on output rather than outcome, creating 
another misconception that equal means same.
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Diversity training takes a broad brush approach. It recognises the equal value 
we must place on contributions from all the different social groups. However, 
when poorly delivered, it can point out aspects that differentiate cultures such as 
race, religion, language and accent which serves to reinforce stereotypes.

Nurses have a duty to ensure they at least attend diversity training in their organ-
isations. There is a dual responsibility, on the organisation to make such training 
available and on nurses to attend. The nurses must be aware of the legislative frame-
works. Furthermore, they have a duty to request further training to broaden their 
knowledge of multiculturalism especially if they are practicing in an area of high 
ethnicity. Training must go beyond gestures of offering translation and interpreta-
tion in many languages, different foods and a quiet area for prayer. They must not 
be seen as ‘Saris, steel bands and samosas’, the tokenistic gestures that should now 
belong in another era. Getting to grips with multiculturalism involves understanding 
why translation and interpretation is important and where should the prayer room 
be located. There is still anecdotal evidence of health professionals still using family 
members and young children as interpreters. The question nurses need to ask is how 
would they feel if intimate details of their condition were discussed with their child?

At the heart of multiculturalism and diversity is preservation of self-respect and 
personal dignity. This is demonstrated in the way people sensitively deal with differ-
ent issues rather than trying to ‘normalise’ the issue. Is it alright for someone else to 
accept the things that we would not accept for ourselves and our family? Are the prac-
tices we consider ‘normal’ to us acceptable to others? Living in a multicultural society 
means acknowledging the different cultures and practices and in a civilised society giv-
ing people the freedom to live in their respective cultures and practice their faith.

Experienced nurses have increased capacity to tolerate ambiguity and handle dif-
fi cult situations and stress. They are in the special position of seeing human beings 
in their most vulnerable state and how people in those times become strongly 
attached to their faith, cultures and rituals. This places nurses in the unique posi-
tion of being able to witness and participate in the diverse faiths, beliefs and cul-
tures of their patients. Learning self-management will make them aware of their 
own emotions when they too might be feeling vulnerable.

Activity

Refl ect on the diversity training you have received in your organisation. Has it met your 
needs? Is there something more that is needed in order to improve the care you provide 
within a multicultural health service?

How does multiculturalism and diversity impact on health?

The previous paragraphs explained how our thinking and our interactions can 
be infl uenced by culture which in turn is refl ected in our behaviours and atti-
tudes. Intelligence does not prevent people from having prejudiced views; rather 
they are more likely to think before they speak and act. Cultural intelligence is 
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not beyond the realms of nurses’ intellectual capacity. They can acquire the skills 
to challenge their own thinking and that of others to ensure they do not uncon-
sciously collude with policies and decisions that will maintain the status quo and 
perpetuate the vicious cycle of health disadvantage for BME people. Whilst there 
needs to be real organisational commitment to the agenda, nurses should feel suf-
fi ciently empowered to take responsibility for their own personal and emotional 
development.

The NHS recognises that BME communities have worse health than the overall 
population and that the pattern of disease and poor health can also vary from one 
community to the next. For example, the incidence of a relatively common con-
dition like diabetes can greatly differ. Asians have a 5–6-fold higher incidence of 
getting diabetes compared to Mauritians who have a 6–10-fold higher incidence 
despite sharing similar physical characteristics (NHS, 2008b).

The causes of ethnic health inequalities are multifaceted. Apart from being 
more socio-economically disadvantaged compared to the White population, 
there are other complex issues that impact on the health of the ethnic population. 
Nurses need to understand how racism and discrimination together with differ-
ences in cultures, lifestyle and biological susceptibility contribute to poor health 
(Platt, 2002).

Access to health services for the BME population is patchy across the country 
although access to primary care seems to be on the same level as the White British 
population. However, South Asian men report lower access to other treatment 
and services following diagnosis, for example, access to smoking cessation and 
post-coronary care (Postnote, 2007).

The NHS is committed through many initiatives to tackle lack of access to 
health care for the Black and ethnic minority population. Access refers not only 
to physical access to the building of services being provided in a manner that is 
culturally acceptable, but also to the invisible barriers that are attitudes and com-
munication styles once over the threshold. Language, customs, rituals, dress and 
the environment can appear offensive. A lack of empathy towards how different 
ethnic groups view illness and disease and use conventional medicine can lead to 
lack of concordance and exacerbation of a chronic condition.

Race for Health is an initiative funded by the Department of Health working 
with PCTs and NHS Trusts to improve the health of people from BME back-
grounds. The following stark statistics quoted by Race for Life (Hally, 2008) must 
strengthen the business case for commissioning the right services:

male life expectancy in Church St, Westminster, is 67 years compared with 83 
years in Belgravia, 1 mile away;
the prevalence of stroke amongst African Caribbean and South Asian men is 
70% higher than the average;
men and women of Indian origin are three times more likely than most people 
to have diabetes;
South Asian people are 50% more likely to die prematurely from coronary 
heart disease than the general population;
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infant mortality in England and Wales for children born to mothers from 
Pakistan is double the average;
young Asian women are more than twice as likely to commit suicide as young 
White women.

What can nurses in primary care do to improve health care 
in a multicultural society?

Nurses in primary care have a vital role to play in fi rst understanding the ethnic 
make-up of the community they serve. The poor quality of ethnicity data remains 
problematic. The Department of Health Quality and Outcomes Framework 
(QOF) (DoH, 2008) provides a small fi nancial incentive for general practitioners 
to collect ethnicity data. However, this remains patchy and undermines planning. 
If nurses in primary care want to seriously address health inequalities in the ethnic 
population, collecting this simple but effective data is a good place to start. It will 
provide nurses with a clear and meaningful picture of the health profi le of the eth-
nic population. It will also provide the necessary ammunition to infl uence health 
care policy, commissioning and deliver better outcomes.

Commissioning services that are targeted to Black and ethnic minority groups 
is vital. Profi ling the population of the practice is important and can be kept rela-
tively simple provided the important information is collected. Practices in one PCT 
have been trained in data collection, cross-matching key data on obesity, coronary 
heart disease and diabetes which can show if patients are falling through the net.

Nurses need to develop an appetite to tackle and lead change. Absence of signifi -
cant data or training should not induce passivity. There is an imperative need for 
nurses to act as leaders and seek the support they need to make changes even if these 
are small and incremental. Forming small networks to share knowledge and hav-
ing a mentor to develop leadership qualities are the fi rst steps that can start to make 
the difference. On another practical and human level, nurses need to develop self-
awareness and explore the various types of problems that occur in cross-cultural 
encounters and learn to deal with them as they arise. Listening to their own intui-
tion, nurses will be aware when there has been missed communication, when they 
are being bureaucratic and when they are making decisions based on a limited 
amount or fl awed information. This should prompt the nurse to become more curi-
ous and ask further questions. Regardless of culture, people would rather be asked 
about their beliefs and preferences rather than having others guessing and assuming. 
Questions, framed with curiosity and sensitivity, should not cause embarrassment to 
the nurse or the patient. Political correctness should not be used as a reason for not 
asking questions about country of origin, language, literacy, economic status, social 
networks and acceptability of treatment if the information will help decision-making.

On a practical note, nurses need to make sure patients from different cul-
tures have access to independent language facilitation so that they can effectively 
express their health needs. Privacy and dignity and cultural preferences in clinical 
consultations must be respected.

�
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The questions in the activity box above are indeed simple but the answers may 
be surprisingly different when the respondent is White British or newly arrived 
Somalian. Focusing on the individual rather than their illness is more likely to cre-
ate empathy. Ultimately the owner of the illness is the individual who has to make 
sense of the problem.

Conclusion

This chapter has taken a pragmatic approach to help nurses understand the com-
plex topic of multiculturalism in professional practice. It has indicated that PCNs 
are frequently in the privileged position of introducing people to the NHS, seeing 
people for the fi rst time as they register and remaining close to the community 
in which they practice. It was identifi ed in the narrative that nurses practicing in 
inner city areas constantly interact with richly diverse communities, presenting 
them with many opportunities to learn about other cultures and becoming cultur-
ally intelligent. Daily, they come across people who are and act differently from 
themselves and they too appear different to those from other cultures than their 
own. This chapter has provided tools for understanding multiculturalism and 
demonstrated how to bridge the cultural gap and make the difference to patients 
from different cultures in order to tackle the health inequalities experienced by 
ethnic minorities in the UK.
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