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ABSTRACT

The aim of this study was to identify the factors promoting or impeding pre-
registration degree level education at the first School of Nursing offering transfer

from diploma to degree programmes.

A quantitative approach was used to collect data from student nurses using a

questionnaire. This included an attitude towards obtaining a degree scale developed

using psychometric tests to maximise reliability and validity. The remainder of the
questionnaire consisted of checklists of the factors influencing the decision to accept

transfer or not and demographic information.

In the main study the questionnaire was distributed to 113 third year adult branch
student nurses. The response rate was 93%. The 105 participants were typical of

student nurses, 1.e. the majority were female, mature and worked part-time.

Attitudes towards obtaining a degree were generally positive. The majority of

students believed obtaining a degree will help nurses develop their career and
increase professional status. However, the majority disagreed that obtaining a degree

is essential to be a good nurse, will make nurses better at their jobs and will improve

the patient care provided by nurses. Only 25% believed obtaining a degree ought to

be essential for all student nurses.

Twenty nine students did not accept transfer to the degree. Of these 79% reported

this was due to the combined pressures of academic workload, family and work.

None of these participants believed that obtaining a degree will make nurses better at

their jobs.

A theory-practice divide seemed to exist, whereby many of the participants did not

relate the increased degree knowledge with clinical practice.
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Based on this study’s limited evidence, achieving an all graduate profession at the
point of registration appears difficult because of students’ limited abilities and
motivation to obtain a degree. Possible solutions include to narrow the entrance gates
or to achieve an all graduate profession after registration by implementing short-term

learning contracts for newly qualified nurses.

Understanding which types of students accept or decline transfer could be better

understood by improved information systems.
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' INTRODUCTION

I. Background

Formal pre-registration nurse education has changed radically since it began in the
mid nineteenth century to today at the start of the twenty first. Currently pre-
registration nurse education for the majority of students in the United Kingdom
(U.K.) 1s at diploma level. However, for many years many have argued that pre-
registration nurse education should be at degree level, that is, that nursing should
move towards an all graduate profession. There are many arguments for and against

this, which this research considers 1n subsequent chapters.

In 2003, a major change in Scottish pre-registration nurse education brought the
prospect of an all degree profession a step closer. Universities, which until then had
offered only three year diploma courses, began to offer three year degree
programmes as well. As a result student nurses can now transfer from diploma to
degree programmes during the final year of their studies. This means that many more
nurses than ever before will have a degree as the minimum academic standard of pre-

registration nursing in Scotland. However, not all nurses are able nor wish to transfer
onto an undergraduate pre-registration programme. Hence, issues of ability and
aspiration are important to consider for several reasons. Firstly, universities need to
plan for the additional resources required to accommodate degree level education.
Secondly, local and national targets set for the number of students studying at degree
level need to be met. In addition, if the ultimate aim 1s that the degree programme
becomes the only way to register as a nurse, then this will require detailed
information on the possible impact on the recruitment and selection of student

nurses. To fully understand these issues requires knowing which types of student

nurses accept or decline transfer onto a degree programme in terms of demographics,

entrance qualifications, academic achievements and motivational factors. This can

only be done by having accurate, accessible and appropriate data to analyse.
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Large amounts of routine data are generated during student nurse training
programmes which are accurate and appropriate to use; however they are often
fragmented and therefore not easily accessible for analysis. These data could be
much more easily managed through the better use of information technology. This
can be achieved by the development of a computerised comprehensive student nurse
educational data set (SNEDS) including all of the above i.e. demographics, learner

characteristics, academic achievements and reasons for accepting or declining

transter onto degree programmes.

This study uses a quantitative approach to collect anonymous data from students in
the first university in Scotland to offer transfer from a diploma to degree pre-
registration programme, as detailed above, using a questionnaire survey. This
university prides itself on recruiting students from a wide socio-economic

background, into all disciplines (Lifelong Learning Research Group, 2002).

The questionnaire data represent a sub-set of the data proposed for a SNEDS. As a
by-product of this research, the variables required for a comprehensive SNEDS are
proposed. This sub-set of the SNEDS are then used to demonstrate that existing data
sources can be combined and used to much better use with very few additional
resources e.g. for audit purposes, for examining trends, research hypothesis
generation (Graves, 1998b, as cited by Stevens, 1999) and the exploration of research

questions.

I1. Why this research 1s important

This research 1s important for several reasons. The first 1s to add the student voice to
the general debate on an all degree profession, as this appears to be lacking 1n
previous literature. This research therefore uses a student focused approach. The
second 1s to recommend a comprehensive computerised SNEDS, which the literature
again suggests does not appear to exist in many institutions. The final reason is to

provide useful information for educators to develop more etfective promotional

campaigns for degree transter programmes.
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I11. Aim and objectives

The aim of this study was to identify the factors promoting or impeding pre-
registration nursing education at degree level at a large School of Nursing offering

both diploma and degree programmes.

This was met by the following objectives:

1. To carry out a questionnaire survey. This served two purposes:

1. to collect relevant data on the movement of student nurses between

diploma and degree courses based on two groups:

a. transfer students (those who accepted transfer),

b. declined transfer students (those who declined transfer)

Initially there was a third group: not offered transfer students (those who were not
eligible and not offered transfer). Students were 1nitially not eligible if they did not
meet specific academic criteria. However, a change in school policy during the

research process meant all student nurses were offered transfer. This decision was

unconnected to this research.

11. to collect data on why students accepted or declined transter from

diploma to degree programmes.

2. To use the above data, to identify factors promoting or impeding pre-registration

education at degree level.

3. To define a student nurse educational data set (SNEDS) for adult student nurses

which could be used for audit purposes, to generate research hypothesis and explore

research questions.
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IV. Structure of the Report

The report is divided into six main chapters. The first three chapters set the debate in

context. At the end of each chapter a summary 1s provided.

Chapter one takes a historical look at nurse education provision. It considers how the
past has led to where nurse education 1s now, briefly considers what lessons can or
have been learnt from the past and finally considers what the future of nurse
education requires to be. In doing so it focuses on some of the main policy
documents driving changes in nurse education. In addition, 1t examines the varied
attitudes towards obtaining a degree and moving to an all graduate nursing

profession within the United Kingdom and within other relevant western nations.

Chapter two focuses on the differences between student nurses taking degree or
diploma courses. These include demographic variables, clinical competence and
career mindedness. It also explores to whom obtaining a degree benefits. Finally, this

chapter considers the factors promoting or inhibiting study at degree level.

Chapter three considers general principles of motivation i.e. what motivates student
nurses to obtain a degree when given the choice of a diploma or a degree. This
chapter is theoretical in nature because of the lack of previous research. A number of
factors including attitudes towards obtaining a degree are considered as possible
motivating factors. This chapter also considers how to measure attitudes, the inherent

problems in doing so and the links between attitudes and behaviours.

Chapter four describes the design of the study. This includes the instrument
development, pilot and main study. These are described and justified. In addition,

other methods considered and the advantages and disadvantages of these are

discussed.

The findings are presented in chapter five.



The final chapter provides discussion of the key findings, the limitations of the study,

lessons learned, recommendations and proposed further research.

V. Literature Review Strategy

The aims of the literature search were to identify and locate:
e 1nformation to develop and carry out a questionnaire survey

e cvidence on past and current opinion pertaining to attitudes towards obtaining

a degree and moving towards an all degree profession
e possible factors promoting or inhibiting study at degree level, and

e 1nformation to define a minimum data set.

A systematic literature search using Cumulative Index to Nursing and Allied Health
Literature (CINAHL), MEDLINE, British Nursing Index Plus: May 2004 Edition,
Royal College of Nursing (RCN) Journals and EBSCO: Health Source
Nursing/Academic Edition was carried out using the keywords: survey,
questionnaire, attitude scale, valid, reliable, degree, diploma, nursing education,
nursing students, minimum preparation, entry into practice, selection, recruitment,

academic achievement, diplomate, graduate and minimum dataset.

These were used 1n a variety of combinations. Additional information was found by
hand searches for the most up to date articles from nursing and educational journals.

Where possible secondary references from material retrieved were sourced to extend

the search further. A number of historical documents were not found.
The bulk of the literature review was from 1986 onwards. This date was chosen

because this was when the United Kingdom Central Council (UKCC) published the
Project 2000 report (UKCC, 1986) which recommended the overhaul of nurse
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education as it was then and still remains today. Hence, the majority of student
nurses at present still complete the Project 2000 diploma course. The debate about an
all graduate profession commenced before this date; however it intensified following

the move into higher education as a result of the Project 2000 Report.

The computerized literature search did not find any nurse education articles directly
linked to the aim of the study. This was expected as the ability to transfer from a
diploma to a degree programme was a recent development in nurse education.

However, other relevant articles were found which helped to provide the theoretical

base for this study.

Some of the articles found were American or from other European or other English
speaking countries where the educational systems are quite ditferent, but where
relevant debates on a move towards an all graduate profession exist. These were also

included.

X11



SETTING THE DEBATE IN CONTEXT: A DEGREE OF HARMONY

CHAPTER ONE: Past, Present and Future

1.1. Introduction

The move to an all graduate nursing profession is a topical debate. However, a look
at the past suggests this debate has been around a long time but as yet remains
unresolved. Many policy changes have occurred in nurse education, which have
increased the number of nurses obtaining a degree; however there is currently no

decision within the UK. to end diploma courses and move to an all graduate

protession at the point of registration.

This 1s a somewhat cautious response to the debate compared to other Western

nations some of which now only provide degree level programmes. To try to
understand why the debate still remains unresolved here, a brief historical and
current perspective of the development of nurse education in the U.K. has been

included 1n this first chapter, as well as comparisons with other relevant nations.

It was hoped this historical perspective might shed light on the future requirements of
nurse education. The benefits of studying history in order to help predict the future
are well established. Indeed, Winston Churchill, when asked how he was able to

anticipate the future, replied ‘Because I study history’ (Niven, 1971, as cited by
Cutcliffe, 2003, p.338).

1.2. A brief history of Nurse Education in the United Kingdom

Ever since nurse education began it has existed ‘fo provide appropriately prepared
practitioners for the delivery of nursing care’ (Crotty, 1993, p.165). The preparation
and the appropriateness of the preparation for the delivery of nursing care are
interlinked. However, they have changed and continue to change over time. They are
dependent on society’s needs, public expectations, political 1deologies and

developments in medical technology (Crotty, 1993) at a particular point 1n time.




The following brief history of nurse education charts the path taken from one century

to the next in order to more fully understand how and if nurse education has tried to

keep a pace of such changes.

The first and most famous nursing school known as the Nightingale School
commenced in 1860 within St. Thomas’s Hospital in London (Maggs, 1983, p.10).
The system of training introduced in this school by its founder Florence Nightingale

was described as experimental at the time, and has since come under both much

criticism and praise (Baly, 1987, p.35).

Maggs (1983) described how nurse duties had until then focused on cleaning the
wards, keeping the patients clean and giving out medicines. It was much to the
displeasure of the new probationers in the Nightingale School, who were all
relatively young (aged between 21-25 years) and female, when these cleaning duties
continued, 1f not increased. The probationers thought cleaning lavatories too menial a
task for their new status. This was not a duty they expected. However, for Florence

Nightingale, cleanliness or the newly discovered ‘science of hygiene’ was

sacrosanct.

This hospital ‘apprenticeship’ style training had little formal educational component
but instead emphasised the need to develop obedience (Maggs, 1983). Indeed,
nursing aimed to attract and select women who did not question obedience (Zelek
and Phillips, 2003). It was believed nurses learnt simply by doing (Fitzpatrick et al
1993, p.1489). This was 1n relation to doing what the doctor and senior nurses said,

including the infamous ‘Matron’ (Maggs, 1983 and Lorentzon, 2003).

Intellect was a less desirable attribute (Lorentzon, 2003). This was because to
Florence Nightingale the ‘fundamental qualities’ required to become a nurse, that 1s
honesty, punctuality, obedience and sobriety, to name but a few, were far more
important (Maggs, 1983, p.103). Hence, the selection of probationers was very
thorough in relation to ensuring their character was suitable for nursing (Mellish,

1984) but not their academic ability. On completion of tramning the nurses received a



certificate. However, Lorentzon (2003, p. 326) used a quote from a letter written in
1888 by Florence Nightingale in which she stated, ‘it is not the certificate which

makes the nurse or midwife. It may unmake her’.

Many nurses did not complete their training, perhaps due to the harshness of the
tramning, but often due to illness (Baly, 1987). Baly (1987) provided lists of the
reasons why some of the first probationers did not complete their training. These
Included: unsuitable, insobriety, inefficient, incompetent and moral character

defective!

Despite its critics this hospital apprenticeship training was accepted and spread.
Standards however varied. Some courses were only one year in length (Nursing and
Midwifery Council (NMC), no date). Many called for registration as a means to
regulate nursing and to regulate who was able to call him or herself a nurse. State
registration of doctors had begun in 1858 and midwives in 1902 (NMC, no date).
Registration for nurses did not happen for several more years because of opposition.

However, by 1910 most hospitals did provide a three year training programme

(Maggs, 1983).

Florence Nightingale was one of the best known opponents to the registration of
nurses partly because she believed the hospital provided a good training (Maggs,
1983) and partly because she believed the essential qualities of a nurse could not be
taught nor regulated (NMC, no date). However, state registration for nurses did come
into force in 1921 (Maggs, 1983). This was due largely to the pioneering work of
Mrs Bedford-Fenwick, who was also one of the first nurses to argue for nurse
education to be provided in universities (Burke and Harris, 2000, p.621). Mrs
Bedford-Fenwick was only able to introduce registration via a private members bill

in 1919 through the College of Nursing. The college had commenced in 1916 and
later became the Royal College of Nursing (RCN) (NMC, no date) which still

remains today.

In the early1930s it was still being suggested that the apprenticeship style training



might not be meeting all student nurses needs (Lancet, 1932, as cited by Fitzpatrick
et al 1993). However, any proposed changes were dismissed because of fears of

creating academic nurses who would lack clinical skills.

In 1947 a review carried out by the Ministry of Health on the recruitment and
training of nurses suggested that the training provided still lacked consistent
standards (Wood, 1947, as cited by Lusk et al, 2001). In addition, the latter also
reported that attrition rates remained high. This report recommended that students be
granted full student status. This ‘forward thinking’ recommendation was not
accepted, mainly because 1t did not agree with the views of current more traditional
nurse leaders and because 1t was feared it would jeopardise hospital requirements of
ensuring wards were adequately staffed (Bentley, 1996). The ‘apprenticeship’ model

of training was characterised by student nurses being employees and hence counted

as part of the staffing complement of a hospital (Nursing Commission, 1998).

Instead changes to the training, focusing on increasing professional status, were

made to try to improve recruitment and retention (White, 1985, cited in Lusk et al

2001).

In 1961 a further government review of nurse education was commenced. The results

were published in 1964 and were known as the Platt Report. This also recommended

student status but this aspect was again not implemented.

By 1962 student nurses had to complete a high school education or successfully
complete an entry test before entering into nurse training (Lusk et al, 2001). Despite

concerns that this might worsen recruitment, 1t was reported to have had quite the

opposite eftect.

Also during the 1960s Enrolled Nurse training was temporarily mtroduced to attempt
to meet staffing requirements. This was not phased out completely until 1995 (Le

Var, 1997b). This two year course was considered a more practical tramning for those

who did not meet the entrance qualifications of the three year programmes.



Further reforms for better educated nurses led to the first degree course being

commenced in Edinburgh in 1965 (Burke and Harris, 2000, p.621).

In 1972, a further more successful government review was published: the Briggs
Report. This report recommended the creation of a new statutory framework for
nursing and midwifery (Bentley, 1996). As a result the United Kingdom Central
Council for Nurses, Midwives and Health Visitors (UKCC) and four National Boards
tor England, Scotland, Wales and Northern Ireland were established in 1979 (Le Var,
1997a, p.171). The UKCCs legal function included establishing and improving

standards of traimming. The Boards were predominantly involved in approving

institutions to provide training.

The apprenticeship model of nurse education continued and up until 1989 the
majority of nurse education continued to be provided within schools of nursing
which remained attached to hospitals. The qualification gained during this nurse
‘training’ continued to have no academic currency. Nurse ‘tutors’ had to cope with
up to six intakes of students per year, constant teaching and very little time, if any,

for research (Meerabeau, 2001). Thus, the nurse education system itself appeared to

be preventing further development of the profession.

White (1985, as cited by Meerabeau 2001, p.429) argued that further reform of nurse
education was also hindered by disagreements between three main interested parties:
the ‘rank and file’ who believed nursing was a practical occupation, those arguing for
the increased professionalism of nursing and thus a move into higher education and
managers whose 1nterest, as before, lay 1in ensuring wards were adequately staffed.
However, the differences between these three main parties were not insurmountable.
Other professionals, for example doctors were and remain the classic example of

practical professionals who have always been highly educated.

Nevertheless, the arguments for a move into higher education did gain ground as the
level and length of education was seen to be becoming increasingly important to the

interpretation of what was professionalism (Glen, 1995). Other health practitioners



allied to medicine were moving into higher education. However, Cutcliffe (2003)
suggested that higher education itself did not wish to welcome nursing into its ranks.
Burke and Harris (2000, p.621) suggested this was because the courses were too

vocational. It was also suggested that nurse academics were second rate and in need

of guidance (Cadman, 1997, as cited by Burke and Harris, 2000, p.621).

On the other hand, Carlisle (1996) suggested that many institutions viewed the

attraction of increasing student numbers and hence funding positively.

Eventually, after discussions between the RCN, the UKCC and National Boards it
was agreed with the Government, that Project 2000: A New Preparation for Practice
(UKCC, 1986) would be launched. As a result nurse education finally moved into
higher education institutions. Le Var (1997b) noted that the Government only
accepted the Project 2000 Report because of the convincing arguments that changes
In society’s health needs could not be met by the existing nurse education system and
that more flexible better educated practitioners were needed to meet future health

heeds.

1.3. Current context of nurse education in the UK and beyond

The merger of nurse education and higher education (HE) was completed by 1997

(Council of Deans and Heads, 2002). Nurse education was now part of the university
‘system’ and nurse tutors became ‘academics’. Students were now being ‘educated’

to become competent professionals able to think critically for themselves (Fitzpatrick

et al 1993, p.1489).

The merger has been referred to by some as an ‘amalgam’ in that nurse education
was seen to be aiming for both an extensive knowledge base and the mastering of the
skills associated with a vocation (Glen, 1994). However, ensuring that the best from

both systems was incorporated into nurse education has not been easy, as some of the

subsequent discussion suggests.



TI'his merger also coincided and hence benefited the Government’s policy to widen
access to higher education (HMSO, 2003). Student nurses have greatly boosted the
Governments figures. However, this widening of access has meant that higher

education 1s no longer an elite system but a system of mass education (Jarvis, 1997

and Longden, 2000).

The Council of Deans and Heads for Nursing (2002) support the ‘widest possible
access’ to pre-registration nursing for many good reasons which are discussed below.

However, Glen (2002, p.358) has suggested that this expansion of higher education

has 1n fact eroded the increased professionalism that many nurse academics wanted.

Mass education has resulted not only 1n the growth of traditional students, that 1s, 18-
26 year olds, but in the whole profile of age ranges, backgrounds and expectations of
students (Glen, 2002). However, mass education 1s only the first step to better
educate the masses. The government plans to commit to a universal system within
the next few years, thus increasing further the number of people attending university
(Longden, 2000). It is therefore feared that, in general terms, this will only result 1n
increased non-completion rates and financial wastage and in Lees (1999, as cited by
Longden, 2000) opinion a reduction in academic quality. This will also mean ever
ereater public spending on HE and further growing concerns about quality and value

for money (Becher and Trowler, 2001).

Nevertheless, meeting the Government’s agenda of widening access has brought both
advantages and disadvantages to nurse education. The advantages have included
access to greater study resources and a wider range of staff and teaching expertise
(Fitzpatrick et al, 1993). These were all considered conducive to develop the critical
thinkers, so desired. Some feel, in relation to the disadvantages that mass education,

and in particular policies to widen access, have simply been a means to increase the

number of nurses.

Interestingly, the entrance qualifications for the diploma option, worth 300 academic

points, are a minimum of five points in some institutions. Students can then transfer



to a degree. Twenty years previously the entrance qualifications for the RGN
qualification, now recognised as only being worth 200 academic points, were 5

standard grades and Higher English as the minimum.

However, increasing diversity has also occurred through necessity. This is because of
the dimimishing pool of young females (Robinson et al, 2003). The reason for
nursing historically being predominately female is because it was seen as ‘women’s
work’ and therefore of inferior status. It may be that this perspective still remains,
however as the discussion of the current and future role of nursing in subsequent

sections demonstrates, 1s not merited.

This contrasts markedly with medicine in which historically the opposite was the
case, In that males made up the majority of medical students. However, it has been
reported that the majority of acceptances into UK medical schools are now female:
(61%) versus (49%) males (British Medical Association, 2004). Medicine has
succeeded in reversing this historical trend where nursing has not. It has been

reported that nursing needs to improve 1ts 1mage (NHS Scotland, 2001, p.2) and

perhaps this will attract more males.

However, correcting the gender balance 1s not simple. Although, one of the main
arguments for more women in medicine was to achieve equality for men and women,
some argue that female doctors predominantly work in the low status and low
earning jobs within medicine (Riska, 2001). Hence, discriminatory practices continue
to exist within medicine. Indeed, Riska (2001) argues that with the increase in the

number of women 1n medicine there has been a decrease in the power of medicine

within society.

It is because nursing has always been associated with women that the status of
nursing is low. Hence, for more males to enter nursing, status may improve for
female nurses, but tend to be seen as negative for men (Porter-O’Grady, 1998).
Nevertheless, even if more men did enter nursing, female nurses may loose the

power they do at least hold within nursing, as 1t 1s possible that men would ascend to



the leadership positions. However, because there are so few men in nursing, this is
currently not possible. This seems to suggest a catch 22 situation for both men and

women 1n relation to nursing (Porter-O’Grady, 1998).

Subsequently, recruits into nursing remain predominately female. This is one area
where increasing diversity is not working! In 2002-2003, only 454 or (13%) of
nursing recruits were male out of 3608 (NHS Education for Scotland (NES) 2003).
Hence, temale student nurses are progressively being drawn from an older section of
society. Indeed, 1t 1s reported that nearly half of all pre-registration students are
mature, that 1s, over 26 years old (Nursing and Midwifery Admissions System, 2003
as cited by RCN, 2004a). This in turn means many have families to support and
therefore work part-time as well as fulfil their role as full time students (RCN,
2004a). In recognition of this, more family friendly policies have been introduced
into pre-registration nurse education (Robinson et al, 2003). Nevertheless, this also
means the entire nursing population is ageing (Hakesley-Brown, 1999). It was
reported by the NMC (2004, p.3) that in 1995 over half of all nurses on the register
were under 40, whereas 1n 2004, ‘well over half” were over 40 and more than 1 in 4

were over 50.

In comparing the age of all students entering via the Universities and Colleges
Admission Services (UCAS) (1999) a quite different picture was evident. It was
reported that more than 75% of all applicants to unmiversities and colleges were under
21 years of age and that the number of mature applicants was decreasing. [Student
nurses applying to Scottish institutions for diploma or some ordinary degrees do so
via the Centralised Applications to nursing and midwifery Training Clearing House

(CATCH) (2004). The remaining applications, for example, Honours degrees are all
done via UCAS.]

Such changes have meant that potential applicants, many ot whom may be Health
Care Assistants (HCAs) and therefore with relevant experience but perhaps without
appropriate academic qualifications, can undertake vocational courses up to Level 3

and then meet the entrance requirements for nurse education (Taylor, 2002).



Currently in Scotland HCAs are also being fast tracked into nursing via Further
Education (FE) Colleges. This means HCAs attend a one year course in FE before
Jjoining a second year cohort in HE. These students are sponsored by their NHS
employers and are contracted to return to their original place of work as registered
nurses. This therefore has the advantage of encouraging retention of registered nurses

In areas where turnover is high. This also fills places lost to high attrition rates in the

first year of university programmes.

These types of policies are crucial because the NHS still faces major shortages of
nurses (Buchan, 2002). This has in part been blamed on NHS Trusts underestimating
the number of training places required in the past and because many registered nurses
are leaving the NHS. However, since 1994-95 the number of training places has
increased annually (Auditor General, 2001, p.3). This has been no easy challenge for
universities to meet, though the Auditor General (2001) reported that these demands
have been met to date. However, to continue to increase student numbers will require
increased 1investment, as institutions begin to reach ‘full capacity’ and the quality of
education provision risks being jeopardised. Hence, increasing the number of student
nurses 1s essential to replace the many registered nurses leaving nursing. However, 1t
1s feared that continually widening the entrance gates to increase numbers may
reduce the likelithood of achieving an all degree profession and/or possibly lower

standards. These debates are discussed further in subsequent sections.

The measures to address nurse shortages not only include educating more students,
but to also encourage existing staff to remain in nursing by offering training and
development, to encourage qualified staff back into the profession and to encourage
staff to work in the UK from abroad (Buchan, 2002). Much of the attraction of staff
development for registered nurses has been reported to be in ‘topping up’ to a degree.
Ironically, moving to an all degree profession may require a turther ‘incentive’, for
example, Masters Degrees, to continue to encourage nurses either to remain 1n

nursing or to keep up to date.

Despite the above concerns, Project 2000 has been reported by some as the “high
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point of professional influence on nursing education’ (Meerabeau, 2001, p 430). This
may be so, but not all have commended the subsequent widening of access into nurse
education to address nurse shortages. Watson (2001) in his published speech to the
RCN Congress suggested that widening access is simply ‘a euphemism for lowering
eaucational standards’ and that ‘in fact almost anyone can try their hand at nursing.”’

If this were so, this would seem to not be conducive to increasing professional status.

On the other hand, Glen (1995) feared a different problem, in that in the quest for
increased knowledge and hence increased professional status, the clinical skills
required by nurses would be neglected. Miers (2002) suggested this was because an

academic culture defines practical skills as inferior to intellect. To some extent this
has occurred, because as a result of the merger, the theoretical content of pre-

registration education has increased and the clinical placement time decreased.

In addition, the way 1n which nurse pre-registration clinical placement time is
provided has become increasingly more flexible. The Open University recently
commenced a pre-registration nursing programme for HCAs in 2003. These

HCA/students require the sponsorship of their employer, so that they can continue to
work 1n their HCA job part-time, but also study and take on the role of a student
nurse on a part time basis (The Open Umniversity, 2003). Hence, their clinical
experience as a HCA appears to count as part of their pre-registration clinical

placement time towards their nurse registration. This would appear to be confusing

for students, staff and patients alike.

Nevertheless, a further advantage of such policies has been that professionals within
the National Health Service (NHS), including nurses, now come from a more diverse

background and may more accurately retlect the communities they serve as was

previously recommended by Taylor (2002).

Therefore, despite all of the above concerns, Project 2000 has on the whole been
praised as having had a significant effect on the structure, organisation and delivery

of nurse education (Winson, 1995). The diploma became and still 1s the minimum
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requirement for nurse registration. The majority of pre-registration nurse education in
the U.K. is provided at this level; however this may change in Scotland because of
the recent introduction of the degree transfer scheme. Hence, on completion of pre-
registration education nurses now not only receive a professional qualification but an
academic qualification also. Students therefore now have student status, though not
completely, and hence receive a bursary instead of a salary. Student status 1s partial
because students are only ‘almost’ supernumerary to the NHS workforce, continuing
to contribute to twenty per cent of staffing levels (Le Var, 1997b). However, for the
first time since nurse education began all pre-registration education has academic

currency and has divorced 1tself to some extent from service providers (Meerabeau,

2001).

Nevertheless, this has led to yet more criticisms of Project 2000. Wards, which
previously had been staffed with first, second and third year student nurses, who until
then had been employees of the NHS, were nitially short statfed. Students were
therefore replaced with health care assistants (NursingNetUK, no date).

Perhaps unfortunately, nurse lecturers have also reduced their contact time with
clinical areas. Clinical staff, that is, mentors perform student clinical assessments.
Lecturers provide a liaison/support role, predominately to the mentors. However, in
2004, Practice Education Facilitators (PEFs) were introduced in Scotland to further

support students and to contribute to the development of the clinical learning

environment (NHS Education for Scotland (NES), no date).

A further criticism is that Project 2000 has not, as intended, appeared to have
reduced attrition rates (Glossop, 2002, p.376). The reasons why students leave pre-
registration nurse education have been well documented and include academic,
family and health difficulties, wrong career choice (Glossop, 2002), lack ot support,
financial difficulties (Glossop; 2002, RCN, 2002a and Finlay, 2000) and 1in relation
to the clinical learning environment (Finlay, 2000). However, 1t 1s yet to be seen

what impact the recent introduction of PEFs will have on attrition.
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Attrition varies markedly from institution to institution. A target of 13% has been set
for nursing students (Auditor General, 2001). This has been reached in some
institutions, though others are reported, anecdotally, to be running as high as 30%. In
Scotland the attrition for students from first year pre-registration diploma education

was 23% 1n 2001-02 of the numbers commencing in the same year (RCN Labour

Market Review, 2002, p.21).

Project 2000 was also not accepted wholeheartedly by ‘traditionally’ trained nurses.

Project 2000 was seen as a threat (Meerabeau, 2001) because of the academic

emphasis of the course.

Indeed, contrary to some of the evidence provided above, Project 2000 was blamed
in the press for producing nurses that were too highly qualified (Sewell, 1999 as cited
by Meerabeau, 2001) and that nursing was too academic (Phillips, 2000 and Dobson,
1999, as cited by Blenkinsop, 2003). This latter point suggests that ‘academic’ nurses

cannot ‘care’ as well for their patients (Blenkinsop, 2003). A view that is disputed by
many (Blenkinsop, 2003 and RCN, 2004a). Representatives of the RCN and the

UKCC have defended such arguments and have supported Project 2000 as a positive

move for the future of nursing (Meerabeau, 2001).

A recent and further major change to the profession occurred on the first of Apnil
2002 when the NMC took over from the UKCC and the four National Boards. The
NMUC 1s the new professional body and all pre-registration nursing programmes must
now meet the NMC requirements. The NMC 1n turn must also be increasingly aware
of and meet appropriately, European Union requirements. Currently requirements
include that pre-registration nurse education consists of a common foundation
programme (CFP) and a branch programme. The branch options are child, adult,
mental health and learning disability nursing (NMC, 2002). These three year
programmes are now 4600 hours 1n length and equally divided between theory and
practice (NMC, 2003). This remains a heavy workload for student nurses compared

to other three year university programmes. However, the NMC do not specify

whether this theory be at degree or diploma level.
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1.4. The debate on a move to an all degree profession

Following the move into higher education interest in an all degree profession,

although not a new debate, emerged more strongly as the next logical step. The RCN

have been the key organisation in favour of this.

Adding fuel to this debate was the NHS and Community Care Act, which came into
effect in 1990. This demanded that nurses took on more new tasks, which required

greater management, leadership and research skills (Robinson et al, 1999).

The UKCC (now the NMC) on the other hand were in favour of increasing the
number of graduate nurses only (UKCC, 1999) but not a move to an all graduate
profession. The arguments put forward by the UKCC were very similar to those
arguing for an out right move and focused on: clinical decision making, flexibility
and role diversity, the academic closeness of the current diploma to graduate level,
government targets for involvement in higher education, increasing demand for

graduate places, an increasing competitive labour market and to meet the career

ambitions of young people (UKCC, 1999).

Despite no agreement that moving to an all graduate profession 1s the best way

forward for nurse education, the number of universities providing degree level
education is increasing. In 1990 there were only 14 universities in the UK providing
four year degree level (usually honours) nurse education programmes (Robinson,
1991, as cited by Meerabeau, 2001). In 1994 three year undergraduate ordinary nurse
degree programmes were introduced (Robinson et al, 2003). These are predominately
provided by the new universities. However, even in 1999, the English National
Board (ENB) (cited in Burke and Harris, 2000) reported that only 10% of an
occupational group of half a million had a degree. This figure will 1ncrease
substantially in Scotland in particular, as a result of the changes in the provision of

pre-registration nurse education.
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The debate has generated much emotion and strongly held views on both sides of the
argument, much of which 1s based on anecdotal evidence. The following is a

summary of the main arguments for and against using empirical evidence where

available.

1.5. Arguments for an all degree profession

The RCN (2004c¢) put forward the following arguments in favour of an all degree
profession: to meet increasingly complex health needs requires motivated and highly
skilled individuals, to meet the government target of 50% of young people going to
university, to be able to adapt to the ever increasing technology within health care, to
achieve academic parity with other health professionals and to provide higher quality
care. This latter reason referred to evidence from Swindells and Willmott’s (2003)
study and is discussed in chapter two. However, 1s it appropriate to use ‘meeting a
government target’ as an argument for moving to an all graduate profession? Are

these not separate arguments?

Winson (1993, p.41) as part of a larger study interviewed heads of departments from
four universities, four polytechnics and four colleges of nursing to compare degree
and diploma courses. All the heads of departments hoped that the nurse studying for
a diploma would go on to take a degree and that nursing would become an all

graduate profession.

[ikewise the Council of Heads and Deans (2002) has given 1ts commitment towards

moving towards an all graduate profession for several reasons including: the
diminishing attraction of diploma courses, the potential for higher wages for
graduates and because of the ever increasing evidence which suggests graduates offer

greater value for money. This latter point 1s discussed further in chapter two.

Robinson et al (2003) recently carried out a major study comparing the careers and
competencies of graduates and diplomates. This study summarised many of the

arguments for an all degree profession In the literature review. These related to
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recruitment, status and competencies. These included that recruitment is easier into
degree programmes (UKCC, 1999 as cited by Robinson et al, 2003) and that diploma
level programmes attract less able students unable to attain at degree level (Fletcher,
1997, as cited by Robinson et al, 2003). The above has implications for status
(Robinson et al, 2003). Degree level status would achieve parity with other
professions (RCN, 1995 as cited by Robinson et al, 2003). Finally, they concluded
that nurses require education beyond diploma level to function in today’s health

system (Clarke and Warr, 1995, and RCN, 1995, as cited by Robinson et al, 2003).

However, their own study found no difference between graduates and non-graduates
in clinical competence, during the first three years after qualification, though the

graduates had greater career aspirations (Robinson et al, 2003). These findings are

discussed further in chapter two.

Anecdotal evidence also suggests that many qualified nurses go on to ‘top-up’ their
diploma to a degree using their own resources (Anon., 2003a and Scott H., 2003a)

Actual figures do not seem to be available. However, they are reported to be very

popular. These top-up degrees are often done in a specialist topic relevant to the

practitioners’ work or interest.

Scott H. (2003a), who 1s Editor in Chief of the British Journal of Nursing, gave a
well balanced personal account of the arguments for and against. The arguments for
included: that the profession would be better educated, which will improve patient
care, that 1t will increase the status of nursing, increase career opportunities and will
bring the educational level of nurses to the same as other professionals nurses work

with on a daily basis. Scott’s H. (2003a) arguments against are discussed below.
1.6. Arguments against an all degree profession

Again Robinson et al (2003) summarised many of the arguments against an all
graduate profession in their literature review. These were similar themes to the

arguments for and included: recruitment, career pathways, retention and
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competencies. It was feared that nursing would not recruit from such a wide social
background (Payne, 1994, as cited by Robinson et al, 2003). Studying for a degree
may deter potential applicants (Newton, 1998, as cited by Robinson et al, 2003). It
was feared graduate nurses will work at a higher level and a hierarchical system will
develop. This may have implications for retention of graduate nurses as they will
have more transferable skills (Akid, 2001, as cited by Robinson et al, 2003). Finally,

they cite evidence that graduates will lack clinical skills (Watson and Thompson

2000, as cited by Robinson et al, 2003).

2

Scott H. (2003a) reported that at the RCN Congress in 2003, delegates (that is,
registered nurses) debated and rejected the proposal that nursing should become an

all-graduate profession, despite the College itself supporting such a move.

Scott H. (2003a) proposed that the main argument against an all graduate profession
focused on the shortfall of nurses. It was feared that having an all-graduate
profession will narrow rather than widen the entry gate into nursing because many
potential students will not have sufficient academic abilities to study at degree level.
This 1s perhaps a problem of nurses own making because the entrance requirements
have been lowered into nursing and the academic qualification at the end of the
course 1ncreased. However, Scott H. (2003a) also noted that students with minimum
entrance qualifications can still make excellent nurses and develop their skills over
time. However, Nelson (2002) argued that nurse shortages should not be used as an
excuse for delaying raising academic standards. This was because nurse shortages

are not a new problem and history has suggested that raising educational standards

INnCreases nursing as a career option.

It was also reported that some student nurses at the annual congress believed that an

all graduate profession would narrow rather than widen the entry gate into nursing

(Anon., 2003a).

Hence Scott H. (2003a) fears that nursing 1s in a catch-22 situation. Increase its status

by becoming an all-graduate profession or continue to recruit students with varying
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academic abilities. This she argues has to be seen in the ‘general confusion among
nursing in relation to what its role should be in modern health care, and

consequently what preparation is required for that role.’ (p. 2).

Scott G. (2003) believes there is a recent resurfacing of fears that nursing 1s currently
too academic and as a result basic nursing care is lacking in today’s hospitals. Again,

recent anecdotal evidence in the media appears to support this.

Burke and Harris’s (2000) research on nurse employers found that only 3 out of 34
echoed the desire for an all graduate profession. Their findings identified the
importance of degree education for nurses to develop the attributes of ‘leadership,
assertiveness and reflective, critical skills’ (p.626). However, they did not think it
necessary for all, or even most, nurses to be equipped with these skills because it was
believed that many nursing activities did not require these skills. Some of the
statements made by the nurse employers, of whom only four were nurses,
demonstrated limited understanding of the role of the nurse, for example, ‘Nursing is
the same as it always was, wiping bums and a bit of TLC’ (p.625). Hence, the

validity of these statements was questionable.

Clarkes (2004) has suggested that nurse education does not belong in universities at
all. His opinionated article provided arguments against this move. He believes pre-
registration student nurses, (on the adult branch in particular), are ‘uncomfortable’
with learning 1n universities. He suggested there are a number of reasons for this
including that student nurses are treated differently from all other students in that
they receive bursaries whilst other students do not. In addition, they have
supernumerary status and yet work a 40 hour week whilst on placement. Finally,
because the programmes are so heavily governed by statutory requirements, they do
not fit into the university system. Both education and professional bodies monitor
nursing courses. Their roles are described as interlinked (Le Var, 1997a), raising the
question who 1s 1n control of nurse education, the NMC who set the professional

standards or HE who set the academic standards? Clarkes (2004) even proposes a

withdrawal from universities and a return to training schools.
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A further difference between pre-registration nurse education and other disciplines is

that many institutions have two nurse intakes per year. Hence, neither the students

nor nurse lecturers’ diaries fit into the academic calendar.

1.7. Commitment towards an all degree profession in Scotland, England,

Northern Ireland and Wales

In Scotland, England, Northern Ireland and Wales a variety of provision of nurse
education exists. These differences exist because of political devolution (UKCC,
1999) and demonstrate a differing commitment towards an all degree profession

throughout the U.K. The provision in each country is discussed in turn.

In Northern Ireland a four year pre-registration (ordinary or honours) degree
programme was commenced 1n 2002 as the only point of entry to the nursing register
(National Implementation Committee, 2001). This is based on the academic calendar
and hence more fully integrates student nurses into the university system. This four
year programme was considered ‘essential’ to ensure the newly qualified nurses had
the clinical competencies required to meet increasingly more complex health care
needs 1n the future (An Bord Altanais, 2004). It has meant that 1n Ireland for one year
only there will be no nurses graduating. However, towards the end of year three the
students are no longer supernumerary but commence a continuous twelve month
placement as paid employees. Hence this system should not worsen any nurse

shortages. This placement 1s followed by a ‘final’ exam.

In Wales it was reported that all pre-registration nurse programmes of education

would be at degree level from 2004 (Taylor, 2002).

In Scotland there has been a recent move towards providing more three year degree
courses within the new universities. The first university to do so was the study site.
This site first offered transfer from a diploma to a degree programme 1n 2003. Some
additional resources have been provided to universities for this extra workload. The

transfer may be offered to all students or only those who meet criteria. Each
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university can set its own criteria. Hence, students are recruited into a diploma
programme and then offered the ability to transfer to a degree programme. This has
meant that the minimum entrance requirements required for a degree, seven points,
Instead of five for a diploma, are not necessary. A target of 80% of student nurses
graduating with a degree, at the point of registration, has been set for 2005 (NHS
Scotland, 2001, p.46). In effect universities will be offering degree programmes with

a minority exiting with a diploma.

This system therefore has maintained a broad range of entrance qualifications whilst
increasing the academic standard at the end of the course. This was essential to
ensure that potential student nurses who may not have met the entrance requirements
for a degree were not prevented from entering nurse education. However, if all
students transfer to the degree option, the course will become a degree programme
and may require the entrance qualifications to be raised. This may jeopardise
entrance 1nto this particular provision of pre-registration nurse education and the

programme be a victim of 1ts own success. Therefore, there are benefits to not all

students accepting transfer.

The traditional universities 1 Scotland continue to provide four year degrees.
Winson (1993) noted that was 1t more economical to prepare a graduate on a four
year course than to prepare a three year registered nurse on a three year diploma
course who then undertook a degree. Today 1t will be even more economical to

prepare a graduate on a three year degree course.

England has not made any commitment to move towards an all graduate profession
(RCN Congress, 2003). The majority of nurses therefore will continue to exit with a

diploma for the foreseeable future.

The RCN (2002a) have been pursuing the expansion of an all graduate preparation in
all four countries of the UK. More recently the RCN (2004d, p.2) have taken this a
step further and are seeking ‘formal commitment’ for an all graduate profession at

the point of registration. This they see as a necessary foundation for the nursing
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practice of the future in all four countries (RCN, 2004b, p.11). They believe this can
be achieved so long as students are given appropriate support (p.6). However, the
level of support required is as yet unclear. Hence, lecturers current workload may

Increase, and potentially students’ learning experience be compromised until

appropriate support is in place.

1.8. Commitment towards an all graduate profession abroad

The above demonstrates that a diversity of nurse education currently exists within the
UK., with a definite trend towards an all degree profession. Taking a wider
international perspective a similar trend was also noted. It was felt that to include a
brief summary of what was happening abroad was relevant to provision of nurse
education in the U.K. for two main reasons. Firstly, because of nurse shortages in
this country, many nurses are recruited from abroad (Buchan, 2002 and RCN,
2003a). A change 1n the minimum educational requirement within the U.K. therefore
has implications for international recruitment. Secondly, increasingly more European

Directives are having implications for all countries within the European Union

(E.U.).

One particular E.U. Directive, which may impact on all nurse education, 1s the
Bologna Declaration (1999). Many EU countries have signed up to this. The
declaration relates to recognising two main systems of education: undergraduate
(degree) and postgraduate. The undergraduate programme must last a minimum of
three years. This has implications for all EU countries wishing to meet its objectives,

but also to countries that wish to continue to promote mobility of highly desirable

professionals, such as qualified nurses.

Spain would appear to be using the Bologna Declaration to strengthen its argument

for a move to an all degree nursing profession (Yarnoz, 2002). However, Spain faces
a greater challenge than the U.K. In Spain the diploma 1s currently both the minimum
and maximum academic qualification for registered nurses (Yarnoz, 2002, p.314).

Despite pre-registration nurse education integrating into higher education in 1977,
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long before the UK, it has remained as a three year diploma course ever since.

However, nursing organisations within Spain are universally lobbying for a degree in

nursing. Their arguments are based on

the legitimacy of the development for all academic disciplines, the need to carry on
nursing research which increases our own body of knowledge, and the need to

improve the management of nursing care, teaching and advanced nursing care.’

(Yarnoz, 2002, p.315).

The preterred option to implement the degree course is a 3 plus 2 years degree, that
1s, three year diploma plus an optional two extra academic years for the degree
(Yarnoz, 2002, p.315). This five year programme is noted to be equivalent in length
to a medical degree. This 1s much longer than the degree option for undergraduate
student nurses 1n the U.K., but similar to the ‘top-up’ system for post registration
nurses who tend to do a three year diploma followed by two years part-time degree

study.

Thinking even further a field, there are parallels between the U.K. and Australia in
that Australian nurse education began to move into the higher education system 1n
1985 and was completed by 1990 (Crookes, 1997). However, the difference 1s that in

Australia almost all universities now offer three year degree undergraduate
programmes (BBC News/Health/Nurses, 1999). These have been reported to be both

popular and successful.

New Zealand would appear to have always been ahead of 1ts time. It was the first
country in the world to have a Professional Nurse Register, nurse education moved

into polytechnics in 1973 and since 1999 all pre-registration nurse education has

been at degree level (Lusk et al, 2001).
In the United States (US) degree level education has been avatlable since the 1920s

for a small number of nurses (Lusk et al, 2001). However, the American Nursing

Association (ANA) recommended the baccalaureate degree as the minimum
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educational requirement for all nurses almost 40 years ago (Spear, 2003). It was
argued this was not an elitist idea and was also not an unreasonable expectation for
any profession. The ‘1965 ANA position paper’ in which this was stated has been

reported by Nelson (2002) to be one of the most frequently cited articles in nursing
history.

Further resolutions were put forward in the U.S. in 1978 and 1982 but both failed
(Nelson, 2002). Similar to the U.K., Nelson (2002) has questioned why no agreement
has as yet been reached. Therefore an all degree profession in the U.S. has never
happened and there are still three ways to become registered as a nurse:
baccalaureate degree, associate degree and diploma programmes. In the U.S.
graduate nurses are expected to be different although they perform similar roles as
diplomates and associates, whereas in the U.K. they are expected to do the same job
although not necessarily be the same. Nelson (2002) also reported that the National
Advisory Council on Nurse Education and Practice has recommended that by 2010,
at least two-thirds of U.S. nurses hold a baccalaureate degree. In 2000 it was
esttmated that 29.3% held a degree, still well below target. In addition Smith and
Crawford (2002, cited in Spear 2003, p. 244) reported that some employers prefer to
hire experienced nurses with a degree to provide bedside care as well as for
management positions. Interestingly, the armed forces have a baccalaureate degree
only policy (Nelson, 2002). It was also reported that many hospitals have a degree

preferred policy for newly hired nurses (American Association of Colleges of

Nursing (AACN), 2000, as cited by Spear, 2003, p.244).
Only one state in the United States: North Dakota requires baccalaureate degree

programmes to register (Nelson, 2002). On the other hand, Canada now requires all

registered nurses to have a degree (Spear, 2003, p. 243).

1.9. The future of nurse education?

The Project 2000 Report was published 1n 1986, almost twenty years ago. Many

advances in health care delivery have occurred since. This final section considers
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whether it is time to move beyond the diploma exit award for the majority of student
nurses, as set out in Project 2000, towards a degree exit award for the majority, if not
all nurses in the U.K, as recommended by the RCN (2004b). In addition, this section
considers what the future role of the nurse is likely to entail and therefore what
appropriate preparation will be required. A series of RCN (2004ab, e and f)
discussion papers provide much of the ‘vision’ for the future nurse and the future of
nursing for the next 10-15 years. These are referred to where appropriate. However,
the RCN (20044, p.7) also recognises the limitations of defining the future of nursing
until agreement 1s reached on the definitions of generalist, specialist and advanced
roles of nursing. These have been debated for some time and aim to make more

effective use of nursing skills (RCN Labour Market Review, 2002, p.5). These will

also improve the career structure for nurses.

As mentioned previously, the preparation and the appropriateness of preparation for
the role of the nurse and the delivery of health care are interlinked. Hence, the future

of nursing and the future of nurse education must develop in partnership (MacLeod

Clark, 1998).

Pre-registration nurse programmes are primarily about preparing a student who 1s fit
to register (UKCC, 1999). In the preparation of students the NMC has clearly
acknowledged that students must be able to perform particular ‘skills’. However, the
NMC has not specified the theory required 1n relation to those skills nor whether that
theory should be at diploma or degree level. Nevertheless, skills and theory are not
mutually exclusive (Cutcliffe, 2003).

Taking into account what the future role of the nurse 1s going to be also requires
considering an individuals fitness for purpose and the scope of professional practice
(UKCC, 1999). These are recognised as functions of pre-registration education 1n the

broadest sense, but functions, which must be taken 1nto consideration.

The RCN (2003b) recently published an updated definition of nursing in which 1t

was acknowledged that what nursing 1s and the scope are difficult to define. This was
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because governments, employers and changes in the practice of other health
professionals influence the scope of nursing. Likewise the UKCC (1999) also
previously emphasised that the definition of nursing and the scope cannot be fixed
because of the constant changes in health provision. These cannot be too restrictive if
the profession is keen to expand its role. However, others caution that the scope of

nursing must expand only for the right reasons. Some would suggest this is not

always the case, as will be discussed shortly.

The UKCC Education Commission commissioned a report: Healthcare Futures 2010
to look at the trends that were likely to impact on the health agenda and so on the
future role of nursing (Warner et al, 1998, as cited by UKCC, 2001). This report
recognised the need for redefinition of professional roles to meet patients’ new and

challenging health care needs in the future.

There perhaps has been no greater redefining of professional roles than the recent
introduction, in 2000, of Nurse Consultants (Guest et al, 2001). Nurse Consultants
are defined as clinical nurse specialists, who provide expert advice, undertake
research, educate other staff and provide clinical excellence (RCN, no date). This is
indeed a new professional status for nursing. The NHS Wales (2004) has specified

that the minimum qualification for a Nurse Consultant post 1s a Masters or

equivalent.

Cliffords (2000) prediction of the future of nursing also includes the introduction of
nurse surgeons and nurse anaesthetists in this country (in the U.S specialist trained
nurses have administered anaesthetics for many years). Indeed, 1n 2004 1t was

reported that the first nurse in the world was trained in a U.K. hospital to perform

epidurals (Heap, 2004).

[t would seem the future of nursing holds many opportunities for the high achievers
but what about the ‘rank and file’? Here it would seem there are also many
opportunities for those willing to take on new and expanded roles e.g. nurse-led

services, such as, endoscopy clinics or nurse prescribing. Some of these extended
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roles are due to the transfer of what are deemed to be ‘Inappropriate duties’ for junior
doctors to nurses and also include taking blood or administering intra venous drugs.
This has happened partly because of a requirement within the EC Working Directive
for the UK and Ireland to reduce junior doctors working hours from 70 hours and
more a week to 48 hours per week, by 2009 (Anon, 2003). Furthermore, this
directive also means that nurses in the future will be working more on their own
without the back-up of ‘medics’ (Kapborg, 1998). This added responsibility and
autonomy will require highly competent and well qualified nurses. However,
Clifford (2000) emphasised that caution is required. The ever expanding role of the

nurse must have relevant boundaries based on patient needs and not on what might

be seen as cost cutting measures.

Nevertheless, a similar pattern 1s happening regarding the transfer of what are now
considered ‘inappropriate duties’ for registered nurses, although some might debate
this, to untrained staff including, washing and dressing, feeding and toileting. Some
Health Care Assistants (HCAs) also now record vital observations. However, duties
for HCAs can 1nclude venepunctures, ECGs, venous cannulation, resuscitation,
heparisation before dialysis and catheterisation (O’Dowd, 2004, p.22). These clinical
skills were previously the domain of registered nurses or other qualified health
professionals. The health care assistant role 1s therefore very varied and dependent on
the area of employment (NHS Careers, no date). It 1s expanding so rapidly that calls
for legislation are strongly voiced (O’Dowd, 2004; RCN, 2002b and Council of
Deans and Heads, 2002).

In the economic review, Securing our Future Health, otherwise known as the
Wanless Report, 1t has also been suggested that work currently carried out by GPs
now needs to be re-assessed so that nurses, pharmacists and other professionals can
take on more of their work (Wanless, 2002, p.109). It was estimated that by 2020,
nurses will be carrying out 20% of the work currently performed by GPs and junior
doctors (p.91). This will be done by expanding the number of nurse-led services.

This requires education and training and will be costly (Buchan and Calman, 2004,

p.19). In turn HCAs will undertake 12.5% of current registered nurses work (p.91).
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In conclusion, substantial changes in the roles of health care workers are predicted

over the next twenty years with corresponding increases in the numbers of

appropriate staff.

In addition, Buchan and Calman (2004, p.19) warn that as more nurses take on more
"advanced’ roles, the current shortage of ‘generalist’ nurses may be worsened and
more tasks will be ‘offloaded’ to unqualified staff. Hence, this will simply move
problems down the line. With the continual blurring of role boundaries the RCN

(2004¢) cautions that nursing services must remain holistic and not ‘segmented into

tasks’ for which nurses lose responsibility.

Hence, the future of nursing seems to be concerned with widening scope, but this is
being built on a system of education encouraging wider entrance gates into nursing
and more flexible modes of delivery of nurse education (NHS Scotland, 2001, p.45).
With this 1n mind, the future of nurse education faces the challenge of preparing

nurses who are fit to register, fit for practice (Crotty, 1993 and Macleod Clark, 1998)

and able to adapt to the ever widening scope of nursing practice in the future.

It has been recogmsed that calculating the number of nurses needed and the correct
mix of experience and competencies are difficult to achieve, despite the existence of
workload and workforce planning tools (NHS Scotland, 2004). This would appear to
be further compounded by the fluctuation of numbers of nurses leaving nursing. The
number has on one recent occasion outnumbered the number joining the register.

Please see Table 1, taken from the NMC: Statistical analysis of the register (2004,
p.3).

Number of nurses 2000 2001 2002 2003 2004 Totals

Number of newly |
registered nurses 21,418 25,123 30,693 31,775 34,617 143,626

Number of nurses
leaving the register | 21,118 27,602 18,719 30,219 19,717 117,375

Table 1. Number of nurses joining and leaving the NMC register.
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However, overall just over twenty six thousand more new nurses have registered than
left since 2000. Nevertheless, the majority of these nurses exited with a diploma.

Hence, are these nurses able to take on the new advanced and specialist nursing roles

of the future?

Deans, Congdon and Sellers (2003) carried out a study involving 543 academics
from thirty English universities to identify their expectations for nurse education in
the year 2008. The conclusions reached were that workforce requirements rather than

educational needs would drive nursing curricula in the year 2008!

1.10. Summary

There 1s much to learn from the past, including that change seems to be inevitable,
although sometimes it seems to happen slowly (Lorentzon, 2003). Some nurses have

argued for a return to the ‘good old days’. For example, Birchenall (2002) has
suggested that the recent well publicised return of the ‘Matron’ to hospitals and
indeed the use of this title, 1s a desire for the return of respect, power and influence
on the wards by nurses. However, it 1s perhaps too easy to remember the past through

rose coloured glasses.

Such ‘ties’ with the past suggest that many believe nursing 1s a practical occupation
rather than a profession. Indeed, many students, registered nurses and nurse lecturers
alike all continue to refer to nurse ‘training’! Furthermore, many aspects of training
still exist, most specifically, the full working week, except this 1s no longer paid

employment.

This look into the past has also highlighted that nurse shortages are not a new
problem (Wade and Hallett, 2003 and Kenny, 2004). Hence, arguments against an all

degree profession based on worsening recruitment and hence nurse shortages are

perhaps not valid. Perhaps the answers to these particular problems are best met by
quite different solutions, for example, Wade and Hallet (2003) and the RCN (2004c)

suggest salary and working conditions need to be improved to improve these
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perennial problems. In addition, attracting more males into the profession may also

improve nurse shortages, though this will in itself not be easy.

With regard to previous arguments against moving to an all degree profession these
have included that not all nurses would be academically able. However, so many
nurses who have gained either RGN or Project 2000 Diploma qualifications do go on

to top-up to degrees. Hence, this argument would appear to be unfounded. Many

students have successfully transferred from the diploma to the degree programme.
However, as yet little 1s known about which types of students successfully graduate
with a degree by the transfer route. If the majority are successful, regardless of
entrance qualifications then this again reduces the argument against an all degree

profession because many nurses would not be academically able.

A further fundamental problem seems to be the struggle to ensure that nurse
education produces nurses that have the clinical skills to function in an ever changing
NHS. More recently this has been complicated by the governments push to increase

the number of students at university and to widen the entry gates into nursing,

(HMSO, 2003), to reduce attrition (Auditor General, 2001) and to increase the
flexibility to become a nurse, whilst continually the RCN pushes to raise the exit
award to a degree (RCN, 2004a,c). Finally, the future vision of nursing requires
nurses to take on yet more skilled work. These are difficult tasks, which perhaps

cannot all be addressed simultaneously.

Crotty (1993) provides an interesting insight into the influence of educational theory
on the change of emphasis from nurse ‘training’ to ‘education’. The difterence
between the two being that training focused on a well-defined course with a definite
end point whereas education is a more divergent process of developing knowledge,
skills and values which does not have a predetermined end point. Instead, education
was described by Burnard and Chapman (1990, as cited by Crotty, 1993) as focusing

on the development of critical ability and flexibility.

Pre-registration nurse education most definitely does have a pre-determined end
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point. Nurses need to be fit to register. Nurses also need to be flexible and have
critical analysis skills with emphasis on employability for now and the future. Hence,
it would seem both are appropriate in pre-registration programmes for different
reasons. Students have gained from the move to an education paradigm because for
the first time student nurses who successfully complete the Project 2000 programme
attain both a professional and an academic qualification. Nevertheless, it is clear the
NMCs greatest emphasis is on the need for students to be competent in clinical skills
rather than on the achievement of a particular academic qualification. Educational

and training theories therefore appear to be somewhat at odds with each other and the

right balance between the two may not yet have been reached.

Nurse education 1n the UK seems to have been more cautious in embracing an all
graduate profession than other countries throughout the world. This is particularly so
In England. Lusk et al (2001) has suggested that a continued elite university system
may not yet wish to fully welcome nursing and so be delaying progress. Indeed, it

seems nurses themselves are not yet ready to embrace an all degree profession.

However, as more and nurses obtain a degree, this may need to be recognised in the
professional registration system. This would perhaps depend on if the two continue
to do the same job or if the two types of nurse diverge in the future and have distinct
roles. This 1s a point discussed further in Chapter two. Furthermore, if nursing
continues to educate nurses at both degree and diploma level will this result in a two

tier system, as happened with the introduction of Enrolled Nurses.

However, what has been clear 1s that nursing does indeed adapt 1tself quite readily,
perhaps too readily, to meet developments in health care and thus society’s needs.
Nevertheless, might nursing be neglecting its own needs in terms of establishing
nursing as a profession? Project 2000 was implemented 1n 1986 only because the
government was finally convinced that diploma level education was required to meet
future health needs. Is 1t possible that now degree level education will be required to

meet the future needs of nurses 1n their expected roles of the future?
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SETTING THE DEBATE IN CONTEXT: A DEGREE OF HARMONY

| CHAPTER TWO: The same but different!
L

.
e ————— e | p— L P— T e

2.1. Introduction

Student nurses deciding which programme of pre-registration nurse education to
study can choose between a three year diploma, a three year degree, introduced in

1994 (Robins<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>