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An exploratory study of the learning needs of
community staff nurses

Angus Forbes, Alison While and Elizabeth Dyson Research in Health and Social Care Section, The Florence
Nightingale School of Nursing and Midwifery, King’s College London, London, UK

Community staff nurses account for a significant proportion of the community nursing
work-force, yet little attention has been paid to their training and education. This study
explored the views of a range of different community nurses (n = 68) working in one
inner-city community trust with regard to the skills and learning needs of community
staff nurses. In addition to the community staff nurses (n = 28), the views of the health
visitors (n = 15), district nurses (n = 19) and nurse mangers (n = 6) within the trust
were explored. The study utilized three methods, namely semi-structured interviews,
focus groups and a postal questionnaire, with the data from each being triangulated.
This paper focuses on the learning needs of community staff nurses. The findings
suggested the need for a practice-based, integrated approach to the education and
training of these nurses informed by the needs of patients, the individual nurse, the
nursing team, the organization and the wider community. A period of induction into
community-based nursing is recommended to facilitate the transfer from a hospital-
based to a community-based staff nurse’s role.

Key words: community staff nurses; induction; integrated learning; needs led; training
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Introduction 1992). In this study, these nurses were identified as
community staff nurses, although it is acknowledged
Community nursing is a branch of nursing whiclthat this is not a universal term and that elsewhere a
involves a broad range of practitioners workingange of other titles, such as assistant nurses, associ-
across the clinical grading scale. Whereas in the paté nurses or even primary care nurses, is in use.
the majority of community-based nursing was undeGommunity staff nurses are therefore an important
taken by what are now termed ‘specialist-level pra@and growing element of the community nursing
titioners’ (i.e., those who have undertaken specialigtork-force, undertaking a significant proportion of
education in district nursing or health visiting), othecommunity-based nursing care, a trend which is set
registered nurses are now being increasingty continue both with the expansion of primary care
deployed in the community. Although such nurse&errishet al, 1998) and with the move towards inte-
have been used for some time in district nursing, theyated nursing teams (Carnwell and Macfarlane,
are now in the majority rather than the minority1999; Knott, 1999).
(Audit Commission, 1999), and in many areas they It is important to recognize that community staff
are now also being introduced to health-visiting teanmurses are not a homogenous group. Although the
(Cowley, 1993). Much of this expansion is beingiumber of new nurses working in the community
driven by ‘skill-mix exercises’, which are often intro-is increasing, there are also significant numbers
duced in response to cost pressures (Lighted@tl.,, who have worked as community staff nurses or as
district-enrolled nurses for a number of years.
_ Indeed, many community staff nurses may have
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the majority are on D or E grades (Audit Com- long list of discrete tasks ranging from blood
mission, 1999). Each set of community staff nurses taking to bladder scanning (see Table 10);
therefore has very different educational needs, amdcaseload management skills, including caseload
perhaps also different career aspirations. Following analysis and prioritising, seen in the context of
recent changes to preregistration nurse educationa supporting role rather than as a replacement
there are now also significant differences in the for the specialist practitioner as the overall case-
educational experiences of these nurses, with theload manager;

majority of newer recruits being either diplomates team management skills, including human re-

or graduates, thus reinforcing the diversity of needs source management, deputising for the specialist

(Mabenet al,, 1997). However, despite this diver- practitioner, role and resource awareness, and

sity, the majority of community nurses by defi- administration and clerical work;

nition of their role within community-based prac- personal management skills such as time man-

tice are in the phase of primary practice (term usedagement and prioritisation were identified,

after United Kingdom Central Council for Nursing, reflecting the perceived lack of structure in the

Midwifery and Health Visiting (UKCC), 1990), community compared to hospital settings;

meaning that they are still broadening their expert- skills in inter-agency working, including an

ences and developing their expertigg-a-vis com- awareness of other services and their mech-
munity nursing (Smith and James, 1996). Thus anisms of referral;

with the current focus on the need for continuous teaching skills in relation to patients, students,

professional development (UKCC, 1990; 1992; colleagues and other professionals;

1994; Department of Health, 1999a) and the pre- skills in research, audit and quality assurance,

motion of the concept of the lifelong learner although these topics were not often mentioned,

(Department of Health, 1997), community staff and little detail was provided as to what these

nurses need to be able to access effective educatiomctivities entailed;

and training programmes. Furthermore, nurses whosocial issues, including a diverse range of skills

are transferring from hospital- to community-based such as having an awareness of the impact of

practice may require special support (Maben poverty, having a knowledge of welfare and
etal, 1997). benefits, having a knowledge of NHS policy and
Any discussion of training must be related to the social policy, and the need to be racially and

skills required of community staff nurses. Another culturally aware. Note that due to data limi-

element of this study found that community staff tations this category of skills was somewhat ill-

nurses required a wide range of skills, reflecting defined, and requires further work in defining the

the breadth of nursing activity in the community subcategories within it.

(reported in another paper). The 12 broad areas of

skills identified are briefly described below: Although many of the skills identified reflected

recent developments within community nursing

« interpersonal and communication skills, enconte.g., the introduction of ‘advanced’ clinical pro-
passing an awareness of their interactions witframmes in areas such as leg ulcer and continence
patients, therapeutic communication and basic coumanagement), the most commonly identified requi-
selling, effective communication with other prosite for effective practice was communication
fessionals, written communication and advocacy;skills. In addition to the range of skills, it was also

e skills in health promotion/education, rangingeported that community staff nurses needed to be
from screening activities to health profiling; flexible and adaptable in their practice. It was also

« skills in managing specific clinical conditions,found that there were significant differences in the
such as leg ulcers, incontinence and diabetesle and skills of community staff nurses compared
(see Table 9); to those working in hospital settings.

« skills in clinical decision making, in particular The continuing development of community staff
that they should be able to assess, planurses is important in three ways: firstly, in sup-
implement and evaluate care in the homporting the effectiveness and efficiency of com-
environment; munity nursing care in a range of different settings;

« specific clinical skills, which are presented in &econdly, in helping them to adjust to community-
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based practice; and thirdly, in ensuring that theyndertaken by two researchers in health centres
fulfil their needs for professional developmentthroughout the trust. The interviews lasted from 30—
However, despite such imperatives, the educatid20 minutes and were contemporaneously recorded
and training of community staff nurses havéy the interviewer directly on to the interview sched-
received relatively little attention (Closs, 1995), sale, providing a written account of what was said.
this exploratory study has attempted to contribut@lthough tape-recorded interviews would have gen-
to the knowledge base. erated more in-depth and fuller accounts, they would
It is first necessary to clarify the terms ‘eduhave involved more man hours in transcription and
cation’ and ‘training’ briefly within the context of analysis than project resources allowed.) The postal
this study. ‘Education’ is an overarching term conguestionnaire was an edited version of the interview
cerned with the promotion of human learning andchedule, with the 22 items of the interview schedule
understanding. ‘Training’ is a distinct educationabecoming 17 items to permit written self-report. The
approach which is directed towards and defined ligms which were removed from the interview sched-
the mastery of a specific task through the acquile were those which insisted on more expansive
sition of the skills and knowledge necessary to fukesponses.
fil that task (Bradshaw, 1989). The focus of this Focus groups were used to complement the
study was on all of the educational activitiesquestionnaire and interview data, as it has been
including specific training, which aimed to enhanceuggested that they can generate other issues and
role-related learning for community staff nursegperspectives (Kitzinger, 1995). Four focus groups
Although skills ‘training’ was the main educationalwere proposed to consist of community staff
modus currently on offer to community staffnurses, health visitors, district nurses and com-
nurses, other educational processes which mighiunity nurse managers. The groups were run by
help community staff nurses to assimilate the prirtwo researchers — one facilitating and the other
ciples of community nursing practice and tagain contemporaneously recording what was said
develop strategies to ensure their ongoing learnitig order to provide a written account of the dis-
were also of interest. course within the group. The groups were facili-
tated using an explicit schedule that covered the
same topic areas as the interview schedule and
Methods questionnaire. Thus participants were asked to
brainstorm and discuss those topic areas and to try
The data were collected using three methodand reach a consensus. In addition to the written
namely semi-structured interviews, focus group®cord maintained by the second researcher, flip
and a postal questionnaire. Each data collectiammarts were used, on to which the agreed comments
tool addressed the same topic areas, namely tivere written for all to view.
skills required of and the education and training
for community staff nurses. Respondents were al&opulation and sample
asked to comment on the current education andThe study was conducted in one inner-city com-
training programme available to them and how inunity NHS trust. All of the community staff
might best be developed. The content of the schedurses (grades D, E and F) within that trust were
ules was developed with reference to the publishéacluded. Most of the community staff nurses
literature, an expert panel consisting of a widevorked within the district nursing service, and a
range of community-based practitioners and edsmall minority worked with health visitors. The
cationalists, and the existing training programmeiews of specialist practitioners (district nurses and
for community staff nurses in the study trust. Théealth visitors) in whose teams the majority of
interview schedule was piloted with four com-community staff nurses worked were also ident-
munity nurses, two staff nurses and two specialifted as being important, in addition to those of
practitioners (one health visitor and one districcommunity nurse managers.
nurse), following which the schedule was revised Therefore the population of interest to the study
and shortened. was identified as consisting of all of the community
The structured interview schedule utilized botimurses working within the trush(= 196). For the
open and closed questions. The interviews weneterviews, a sampling frame was developed from
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which a random stratified sample was drawn=( the data — ‘latent’ analysis. All of the data within
39). Stratification was based on grade, length ¢he written transcripts were coded, with each code
time employed within the trust, and geographicalorresponding to a specific data category. The con-
location. The response rate of those wishing to paent analysis was undertaken by two researchers,
ticipate was poor (47%n = 18), and the stratifi- and the coding was checked by both and any dif-
cation criteria were not met. The low response raterences were discussed (although the degree of
was attributed to low staffing levels and high workconcordance was not assessed statistically). The
load demands during the data collection perio@ontent analysis generated two distinct types of
The questionnaire was sent to all of the nurses wWhita, namely ‘themes’ and ‘discrete items'.
were working in the trust who had not been interthemes are simply sentences which are used to
viewed f = 178), and a response rate of only 15%escribe a phenomenon observed within the text
(n = 27) was achieved. This low response ratgerlinger, 1973), with those sentences being
introduced the possibility of sample bias, becauggysed on abstractions gained through a process of
there might have been a number of nurses who felbninyous review and development typical of

unable to participate. Focus groups were held Wit 4 ,ctive analvsi ;
e M o " ysis (Strauss and Corbin, 1990). In
district nursesr{ = 10), health visitorsi( = 7) and 5 cical terms this involved locating, linking,

community nurse managers £ 5). A Community .oanizing and describing the observations and
staff nurse focus group was not held because the ments made by respondents. Discrete items, on

Ell:lerS%_Stht;J;‘(il? Ortomfg td(;ltjae (t)? ﬁgi"ﬁﬁ;ﬂ?ﬁ?ﬁfi 1e other hand, are self-descriptive and were usu-
X 9 p identified in response to specific questions.

method and the demographic profile of responde tout of h dat llection tool w arm-
are shown in Tables 1 and 2, confirming the heterg- '€ OUtput of €ach data collection tool was exa
ed individually and then triangulated (Denzin,

eneity of this population, which was discusse ) A
garlier)./ Ethical pF:inpcipIes were observed throught989): The process of triangulation involved the
out the study: participation was based on informgg€rging of all of the data categories generated
written consent, and the anonymity and confiderfO™M €ach tool into a collective pool of categories.
tiality of all respondents were maintained. There was a very high degree of convergence
between the questionnaire and the interview, with
Data analysis very few categories being unique to each. How-

A large volume of data was generated in th&Ver, the health visitor and manager focus group
form of written interview, questionnaire and focuglata generated a number of specific data categories
group responses. These data were subjected to cBift were not found elsewhere in the data set. The
tent analysis, from which data categories wer@cus group represented the only source of the
identified. The content analysis followed a ninemanagement perspective. The volume of response
step process adapted from that described by Felfier each data category was measured in terms of
Waltz et al. (1984). The data were considered dhe number of respondents and the number of
the ‘manifest’ level (Fox, 1982), with no attemptresponses (i.e., how often a given category was
being made to identify any hidden meanings withifdentified), although all of the relevant data were

Table 1 Data sources

Community staff Health visitors  District nurses Community nurse Total
nurses (CSN) (HV) (DN) managers
D, E and F grades (CNM)
Interviewed 12 4 2 — 18
Completed questionnaire 15 4 7 — 26
Focus group — 7 10 5 22
Total number 27 15 19 5 61
Sample (% of total
population) 30.4 23 49 NA —
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Table2 Demographic data: summary of interviews and questionnaires only

CSNs DNs and HVs

Grade breakdown 9xD 8 health visitors
13 xE 9 district nurses
4 x F

(Missing data = 1)
Modal grade: E

Average length of time in the community Mean 3.27 years Mean 7.8 years
Median 2.25 years Median 6 years

Average length of time in current post Mean 12.89 months Mean 2.57 years
Median 9.5 months Median 1.83 years

Professional educational background RGN 20 Data not obtained

RN diplomate 5
RN graduate 2

included even if the observation was only associ&trengths and weaknesses of the programme

ted with one respondent. The strengths and weaknesses associated with
the trust programme are listed in Tables 5 and 6.
The lack of time available for education and train-

Results ing was the most commonly identified problem
with the current provision.

The findings are derived from the content analysis

of the interview transcripts, the questionnaires arfgérceptions of the current programme
the focus group transcripts. Community staff nurse respondents were asked

whether or not they had undertaken any of the
opportunities as detailed on the list of current pro-
vision, and were then asked to rate each item as
m%ither desirable or essential (see Table 3). District
Jyyses and health visitors were asked to rate the
ontent as either desirable, essential or non-

The current education and training
programme

The current training and education program
was based on a range of unrelated short course
study days, some of which were mandatory (e.d:; . A
fire )t/rain%/ng). A full list is shown in Tablg (3. pplicable (see Table 7). The three main findings
Respondents were asked a number of questidfi@™ this exercise were as follows.
about the current education and training prat) Specific clinical activities such as wound care,
gramme, in particular how they acquired their drug administration and the management of
existing skills, and what they thought were the anaphylaxis were identified as most essential.
strengths and weaknesses of the current pr@y The majority of the programme was regarded

gramme. as either essential or desirable, with few topics
being regarded as non-applicable, suggesting

Mechanisms through which skills are currently that most of the current programme was rel-

acquired evant. Indeed, there was a high degree of con-

Community staff nurses identified a number of  sistency between the current programme and
mechanisms through which they acquired their the core skills identified by the study (as
skills (see Table 4). In addition to study days, described earlier), although training in com-
observational and experiential learning featured munication skills was notable by its absence.
quite consistently in their responses. Prior exper8) There were some differences in the perspec-
ences were also regarded as being important. tives of health visitors and district nurses, with
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Table 3 Current training rated by all CSNs as either ‘essential’ or ‘desirable’ (n = 27): all proportions are
expressed as percentages

Skill Essential Desirable NA Non-response
Wound management 100.0 — — —
Anaphylaxis 92.86 3.57 — 3.57
Resuscitation 89.29 3.57 — 7.14
Physical assessment of health 85.71 10.71 — 3.57
Drug administration 85.71 7.14 — 7.14
Health promotion 85.71 10.71 — 3.57
Continence care 78.57 21.43 — —
Pressure sores prevention 64.29 28.57 7.14 —
Reflective practice 60.71 25.0 7.14 7.14
Family assessment of need 60.71 35.71 3.57 —
Information technology training 60.71 21.43 3.57 14.29
Syringe drivers 60.71 25.0 7.14 7.14
Healthy ageing 60.71 25.0 3.57 10.71
HIV and AIDS 53.57 28.57 10.71 7.14
Venepuncture 53.57 28.57 14.29 3.57
Assertiveness training 53.57 28.57 7.14 10.71
Male catheterization 53.57 35.71 3.57 7.14
Domestic violence 42.86 39.29 10.71 7.14
Protecting vulnerable adults 39.29 39.29 10.71 10.71
PREP guidance 35.71 32.14 25.0 7.14
Child protection 32.14 50.0 10.71 7.14
Management and team leadership 25.0 53.57 14.29 7.14
Immunizations 25.0 39.29 17.86 17.86
IV management and drug administration 25.0 39.29 25.0 10.71
Haemoglobinopathies 21.43 39.29 28.57 10.71
Child health promotion 17.86 10.71 67.86 3.57
Promoting positive parenting 17.86 21.43 53.57 7.14
Social policy 14.29 50.0 14.29 21.43
Breastfeeding 14.29 28.57 42.86 14.29
Nursing in primary care (ENB A56) 10.71 17.86 57.14 14.29
Cervical screening 10.71 14.29 64.29 10.71
Emotional effects of childbirth 7.14 21.43 60.71 10.71
Research and audit skills 7.14 17.86 67.86 7.14

health visitors not unsurprisingly rating familymay be attributable to respondent fatigue or to a
health-related training more highly than thdlaw in the interview schedule. In addition, many

district nurses. respondents made comments to the effect of
_ - ‘everything | said before’ when asked about the
Education and training: the future content of the learning programme.

Respondents were asked to identify how the An area of educational need that was not ident-
education and training of community staff nursefied previously was role awareness (i.e., com-
could be best developed in terms of both conteRjunity staff nurses needed education and training

and format. to appreciate their role, to understand and relate to
the roles of others, and to be prepared for the dif-
Content ferent context of care in the community). It was

A number of areas were suggested which wetg,ggested that community staff nurses should be

largely consistent with the core skills identified inyiyen an outline of their role during their induction:
the introduction (see Tables 8, 9 and 10). Howevg?, ¢ ’

there was a significant tailing off in the volume of v, need training to understand your role.
responses relating to education and training com- (CSN)

pared to those made with regard to skills which
Primary Health Care Research and Developm2@01;2: 25-40
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Table4 Mechanisms whereby skills are currently
acquired
CSNs only
Respondents Responses
(n =26)
Study days 17 21
Observation/support of 12 14
colleagues
Prior experience 16 22
On-the-job learning 12 13
Impact of pre-registration 2 2
training
Input from specialists or 3 3
specialist centres
Outside life experiences 1 1
Community training (e.g., DEN) 1 1
Journals and published 4 4
research 1 1
Reflection on practice
Table5 Strengths of current provision
CSNs only
Respondents Responses
(n=14)
Develops skills quickly 5 5
People are encouraged to 4 4
update
Accessibility (ease of booking) 4 5
Courses are well taught 2 2
Distance learning 1 1
Brochure detailing course 1 1
availability
Some components are 1 1
mandatory
Courses well publicized via 1 1
email

Courses are relevant

A good range to choose from
Funding is available

Regular updates

—__ A

[T W Y

Format

The large volume of data categories relating to
programme format were grouped into three areas,
namely structure, process and outcome (see

Table 11).

1) Structure The need for the programme to be
Primary Health Care Research and Developm2@01;2: 25-40

https://doi.org/10.1191/146342301677046682 Published online by Cambridge University Press

adequately resourced was the most commonly
identified category. The amount of time avail-
able to staff for learning was of particular con-
cern. It was felt that the programme’s structure
should be co-ordinated so that it integrated a
whole range of readily accessible learning
opportunities, facilities and methods. The need
to develop the learning environment was also
seen as important in terms of both the
provision of practical facilities (e.qg., libraries
and journal stock) and the development of
practice-based learning resources (e.g., the
teaching skills of community practitioners
themselves):

If there is a shortage of staff we can’t do
any studying.

(CSN)

2) Process.The idea that the programme should

be based on the needs of the community/
patient population was introduced. Audit
was also mentioned as a means of identi-
fying educational priorities. Respondents
emphasized the need for flexibility and
diversity in educational methods (see Table
12), and importantly that the programme
should seek to integrate theory and practice
through practice-based education. The need
for effective training needs analysis at both
individual and team levels was also identified,
with clinical supervision and reflective practice
being seen as particularly useful for this pro-
cess. It was recommended that the programme
needed to foster ongoing/continuous learning:

Reviewing what has happened and reflecting
on it is a good way of learning.

(CSN)

It needs to be lifelong learning, showing
people how to learn.

(HV)

Outcome Reflecting the aspirations identified in
the process categories, it was suggested that a key
outcome of the programme should be the devel-
opment of learning skills (i.e., learning to learn),
and similarly that learning outcomes should be
linked to patient outcomes. It was argued by a
number of respondents that education and train-
ing should be accredited, and linked to career
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Table 6 Weaknesses of current provision

Total CSNs

Respondents Responses Respondents Responses

(n=29) (n=22)
No time available (no staff to cover) 18 19 14 15
Cancellation of sessions 6 6 4 4
Problems with access 6 6 5 5
Insufficient resources to fund courses 4 4 3 3
A lack of cohesion (ad hoc) 3 4 1 1
Not focused to needs of specific grades 3 3 2 2
Not enough training and education available 2 2 1 1
Links to practice unclear 2 2 1 1
Lack of experienced staff to mentor CSNs 2 2 1 1
Lack of knowledge of what is available 2 2 2 2
Lack of clinical supervision 2 2 2 2
Some courses are too far away 2 2 2 2
No routes for those not wishing to become 2 2 1 1

specialist practitioners
Not integrated into career development
Courses too short
Too reliant on the motivation of the individual
Poor dissemination of information
Insufficient updates
No clear rationale for undertaking courses
Unequal opportunities

-
[ N NI W N Y

S G
[ o Y Y S GG
[ I I Y RGN

development, advancement and financial rewangias regarded as important. It was suggested that
The importance of evaluating the programméhe induction should enable practitioners to go to
was also raised, and it was suggested that suttieir posts ‘up and running’. One respondent sug-
an evaluation might consider the impact ogested an internship model in which newly
patient care, staff moral and staff retention:  appointed community staff nurses could rotate
through a number of clinical placements to gain a
grounding in community-based practice. Secondly,
it was suggested that community staff nurses

You need a contract with trust so you know
the more you learn the better your chance of

getting on. (CSN) would value a programme which was ongoing and
which ensured that they maintained up-to-date

practice. Thirdly, the respondents wanted the pro-

Different perspectives on the training and gramme to augment their clinical skills and com-
education of community staff nurses petencies so that they would feel confident in clini-

Although there was a high degree of consistenmal situations. In addition, they wanted the
between the comments made from within eaadbpportunity to undertake specialist studies to re-
community nursing group, there were also somféect areas of interest. Many respondents regarded

differences. education and training as being a mechanism
through which they could achieve personal and
The views of community staff nurses professional fulfilment. Fourthly, the development

When asked, community staff nurses identifiedf a link between education and training and the
a number of features which they would like to seeareer structure was regarded as important, with
developed. First, an organized structured forméhe development of skills being acknowledged and
induction programme covering the core skillsewarded. For some, access to specialist practice
required for their role and any mandatory trainingducation was identified as being important, while
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Table 7 Current training rated by all DNs and HVs as either ‘essential’ or ‘desirable’ (n = 17): all proportions are
expressed as percentages

Skill Essential Desirable NA Non-response
Wound management 88.89 0 5.56 5.56
Anaphylaxis 88.89 5.56 0 5.56
Resuscitation 83.33 11.11 0 5.56
Physical assessment of health 83.33 5.56 0 11.11
Drug administration 77.78 11.11 5.56 5.56
Health promotion 77.78 11.11 0 11.11
Continence care 72.22 22.22 0 5.56
Pressure sores prevention 72.22 11.11 11.11 5.56
Reflective practice 72.22 22.22 0 5.56
Family assessment of need 66.67 16.67 5.56 11.11
Information technology training 66.67 27.78 0 5.56
Syringe drivers 61.11 11.11 22.22 5.56
Healthy ageing 61.11 22.22 5.56 11.11
HIV and AIDS 55.56 33.33 5.56 5.56
Venepuncture 50.00 27.78 16.67 5.56
Assertiveness training 50.00 33.33 11.11 5.56
Male catheterization 44.44 27.78 22.22 5.56
Domestic violence 44.44 50.00 0 5.56
Protecting vulnerable adults 44.44 38.89 5.56 11.11
PREP guidance 44.44 50.00 0 5.56
Child protection 38.89 27.78 27.78 5.56
Management and team leadership 38.89 44.44 5.56 11.11
Immunizations 33.33 38.89 22.22 5.56
IV management and drug 27.78 44.44 22.22 5.56
administration
Haemoglobinopathies 27.78 55.56 5.56 11.11
Child health promotion 22.22 27.78 38.89 11.11
Promoting positive parenting 22.22 11.11 55.56 11.11
Social policy 22.22 72.22 0 5.56
Breastfeeding 16.67 27.78 44.44 11.11
Nursing in primary care (ENB A56) 16.67 72.22 0 11.11
Cervical screening 11.11 22.22 61.11 5.56
Emotional effects of childbirth 11.11 22.22 55.56 11.11
Research and audit skills 11.11 72.22 5.56 11.11

others identified the need for options for thosin the health visiting skill mix. Health visitors were
practitioners who were not interested in becomingoncerned that they would spend much time
specialist practitioners (i.e., health visitors or disdeveloping, training and supervising community

trict nurses). staff nurses who might leave after a short period
of time, so that their investment would not yield
The views of district nurses an equal return with the diversion of time from

Interestingly, the views of the district nursingtheir core work. There was also concern that a
respondents did not deviate significantly from thbeavy concentration of educational resources for
views of the community staff nurses and, like theommunity staff nurses would be at the cost of
community staff nurses, they identified the imporedevelopmental opportunities for health visitors and
tance of having a comprehensive induction to prelistrict nurses.
pare new staff nurses.

The views of community nurse managers
The views of health visitors In the community nurse managers’ focus group

The comments of health visitors reflected theia number of specific points were made. The man-

concerns about the use of community staff nursegjers stressed the need to link the skills of and
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Table 8 Content of training and education provision:
respondents’ suggestions

Respondents Responses

(n = 36)

Communication 12 12
Health promotion and education 11 11
Clinical decision making 5 6
Managing specific clinical see Table 9

conditions
Specific clinical skills see Table 10
Team management 8 13
Role-specific training 2 3
Inter-agency/professional 4 6

working
Teaching 3 5
Research, audit and quality

assurance 2 3
Social issues 5 5

Table9 Specific clinical conditions/problems

Discussion

The findings of this project raise many issues in
relation to the education and training of community
staff nurses.

The current education and training
programme

As was identified in the introduction, community
staff nurses are a diverse group with different edu-
cational and practice experiences and learning
needs. This was echoed by the findings of this
study, with many respondents having developed
some of their skills prior to entering the com-
munity. It may be more appropriate and efficient
therefore to identify the needs of each individual
practitioner, building on their previous experi-
ences, rather than adopting an approach which is
too uniform. It was clear that practitioners learn
and acquire skills from a variety of sources, and

HVs and DNs CSNs Total

Respondents Responses Respondents Responses Respondents Responses

Wound care/TV/leg ulcer 5 7 6
management
Diabetes 4 4 7
Continence 4 4 4
Hypertension and CHD 1 1 1
Stress management 1 1 1
Palliative care 1 1 3
HIV and AIDS 0 0 2
Infection control 0 0 1
Respiratory care (asthma) 0 0 2
Dermatology 0 0 1

8 11 15
7 11 11
5 8 9
1 2 2
1 2 2
5 4 6
2 2 2
1 1 1
2 2 2
1 1 1

education programme for community staff nursethat formal education and training represent only
to the development of care packages/programmese possible mechanism for this. It would seem

and the setting of standards. The manager gro

thet a great deal of learning takes place ‘on the

also identified the possibility of rotational posts ifob’, and therefore any development of education
an apprenticeship model. They believed that conand training needs to take this into account. Fur-
munity staff nurses should have acquired bastbermore, it may be important for trusts to consider
skills and adjusted to community-based practidhe ways in which they facilitate such learning
within their first 6 months in post. The managerswithin the everyday working environment. Indeed,
also identified resource and staffing problems astlae need for effective work-based learning has
major problem in providing effective educationabeen emphasized within the recent Department of
support. However, they felt that they could do littleHealth (1999a) report which outlines the way for-

about the current shortage of nurses.

ward for continuing professional development:
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Table 10 Specific clinical tasks/activities

HVs and DNs CSNs Total

Respondents Responses Respondents  Responses Respondents Responses

Venepuncture 4 5 6 8 2 3
Catheterization 2 2 4 4 2 2
IV drugs/central lines 1 1 3 4 2 3
Ear syringing 1 1 3 3 2 2
Immunization and vaccination 1 1 2 4 1 3
Pharmacology and drug 0 0 2 2 2 2
administration
Syringe driver 0 0 2 2 2 2
Child abuse protection 2 3 2 3 0 0
Parenting skills support 1 1 1 1 0 0
Domestic violence 1 1 1 1 0 0
Child health surveillance 1 1 1 1 0 0
Family planning 0 0 0 0 0 0

An important principle of CPD [continuing pro-  nurses by Hicks and Hennessey (1997), who sug-
fessional development] is that it includes more gested that most programmes were constructed on
than going on courses. All health organisations an ad hocbasis, reflecting tradition, the assump-
need to develop a learning culture with work- tions of the local managers, and financial con-
based learning at the heart of this. venience. Clearly, policy makers and service com-
(Department of Health, 1999a: 5) missioners need to see the provision of a properly
E:esourced education and training programme for
ommunity nurses as integral to providing effec-
6ifve health care, and not as a luxury ‘add-on’ item.
In addition, it is interesting to note the low priority
At is given to research and audit skills within the
urrent programme, despite their potential contri-
ution to the attainment and assurance of high-quality
are (Audit Commission, 1999; Department of
ealth, 1999b). The failure to recognize the impor-
%nce to continuing development of an understanding
research may indicate some of the barriers which

This report also highlighted the importance o
multidisciplinary learning in the work place.

It was interesting to observe the high degree
consistency between what respondents identified
being important skills, what they wanted in term
of training and what was available in the curre
provision. This suggested that the content of th
current programme complemented the skill
required, with skills in communication being th
only notable absentee. However, despite this, t
current provision was seen to be failing communit

. : - fleed to be overcome if community nursing is to
staff nurses in a number of ways, with such failing : ) :
being largely attributable to a general lack o plement evidence-based care (Kitsairal, 1996).

; . .-Indeed, the Audit Commission (1999) noted the lim-
resources. The main problem was accessibilit ’ : PV
which was restricted due to resource Iimitationﬂ%d use of evidence-based protocols within district

Even where nurses had secured training places t Li)'smg practice.

often had to cancel due to a lack of staff cover.

The problem then becomes self-compoundinghe future education and training of

with poor training opportunities leading to poorcommunity staff nurses

recruitment and retention, which further restrict the Notwithstanding the importance of resources,
learning opportunities of the existing staff. Suclhe findings of this study suggested that it is the
difficulties must ultimately also be reflected in thdormat for education and training rather than the
quality of care that is available to patients. Mangontent which was in greatest need of revision.
of the failings of the current provision echoed th&rom these data a framework to reform the format
criticism levelled at training programmes forfor the education and training of community staff
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Table 12 A broad range of educational approaches is required

Total (n = 44) CSNs (n = 27)

Respondents Responses Respondents Responses
Eclectic (i.e., something from everything) 37 75 23 49
Classroom-based/formal courses 24 33 18 26
Use of in-house specialists and specialist centres 24 32 18 25
Self-directed learning 15 19 13 17
Multidisciplinary 15 15 12 12
Nurse educationalists 14 19 8 11
Needs to include external courses, ENB, etc. 3 3 2 2
Theoretical 2 2 2 2
Practice based 14 17
Practice-based lecturer 2 2 1 1
Research dissemination 2 2 2 2
Opportunities to look at practice in other areas 2 2 2 2
Audiovisual materials 1 1 1 1
Peer based 1 1 0 0
Career breaks/sabbaticals 1 1 0 0

nurses within the study trust was developed. Thacademic body, to ensure that the learning plan is
is depicted in Figure 1. in tune with the wider aspirations of the organiza-
The framework addresses the structure, processn and that the necessary resources are available.
and outcome factors that were identified. The sugs one respondent put it,@ntractwould be cre-
cess of the framework requires that certain strueted between the practitioner and the trust. Aca-
tural conditions be met, in particular that practic@emic validation would advise on the best way of
is eV|.d_ence based and driven to_ward_s (eflectlng tlﬂg:ﬁuing the learning plan and provide the appro-
conditions necessary to establish clinical govermyiate accreditation so that the staff nurses gain
ance (Department of Health, 1997; 1998; 1999bjcademic credit for their learning. This reflects the
It also emphasizes the need to establish an edyjew of Smith and James (1996), who called for a
cational infrastructure to support and facilitatgyreater partnership between higher education and
learning in practice. The framework is based on thgsts jn meeting the professional development
premise that the process of education and trainip@egs of community nurses.
should be needs driven. Thus the skills required oA common shortcoming of much educational

should be related to the context of the community, 4 raining investment is the failure to evaluate

staff nurse’s role, with reference to the healty, ;comes. Within the proposed framework, out-

HsgsSofotfh(tahgofﬁrgﬂllﬁ'oﬂusgmedaﬁg(\j,vitgeﬁheri%tgfgbme evaluation is integral so that the following
Y 9 P uestions should be addressed. Have the identified

care teams. The main objective should be t . - . A
development of a validated {earning plan based arning objectives been fulfilled both for the indi-

training needs analysis to identify priority areas fo idual and for the team? What has been the impact

skills development both for individual practitioner®" Patient care? Has there been any improvement
staff morale, recruitment and retention?

and for the team as a whole (Shepherd, 1994). T : .
learning plans should relate the needs of the inditthough the proposed framework is broad and in

vidual to the needs of the team and to patient caf§€d Of further development and validation, it
reflecting the skills categories set out earliefOUld provide the way forward for the study trust

Importantly, the plan should also detail the ed@nd other similar organizations. Existing models
cational resources which are available to develcfﬁr training needs analysis could be mcorporatfed
the identified skills. The learning plan should theM/ithin this framework. For example, Shepherd’s
be externally validated both by the trust and by af1994) sequential training needs analysis model
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Figure 1 A framework for the training and education of community nurses.

describes mechanisms whereby individual ardtter point alludes to Hicks and Hennessey’s
organizational needs can be identified. (1997) other major criticism of training pro-
The proposed framework meets many of thgrammes, which they asserted were frequently
conditions for effective training needs analysis predased on ‘wish lists’ of wants rather than on sys-
scribed by Lancombe and Maggs (1991), nametgmatically determined needs. They proposed a
that the organization should be clear about its gogisychometrically developed questionnaire to over-
and objectives, those goals should be well contome the inherent bias of identifying training needs
municated and embraced by all in the organizatiom which professional ‘whim’ supplants the real
the process should engender a feeling of beirpining requirements (Hicks and Hennessey,
valued, there should be an assessment of clie@897), although it is unclear whether this approach
patient satisfaction, there should be recognitiomas proved effective in practice. Farley and Fay
that practitioners have learning needs other thgh988) have cautioned that such objective meas-
those of the organization, and distinctions shouldres need to be balanced by more subjective
be made between perceived and real needs. Tdygproaches. The framework also appears to fulfil
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many of the criteria set out in the recent goverrare better prepared for work in the community. In
ment policy statement on continuing professiongé|ation to the latter point, questions must be asked
development (Department of Health, 1999ahpoyt the way in which the Project 2000 curricu-
which are summarized in Box 1. lum meets this need in the UK (Mabeet al.,
1997). Again, it seems that a facilitated learning
Box 1 Continuing professional develop- | environment plays a key role in supporting this
ment guidelines (Department of Health, change in practice culture, and perhaps the link lec-
1999a) turer or lecturer practitioner models might provide
this support (Malone, 1999).

» Purposeful and patient centred S

» Targeted at identified educational need Study limitations o _

« Educationally effective Any interpretation of the findings of this study

« Part of a wider educational developmer needs to be tempered with reference to a number
plan in support of local and national sert of limitations in both method and process.

vice objectives e This was a small study undertaken within one
» Focused on the development needs of inner-city trust. The extent to which the views
clinical teams, across professional and sgr-  of the nurses within the trust can be generalized
vice boundaries or transferred to other trusts is unknown.
- Designed to build on previous knowledge, * The poor response rate, particularly for the ques-
skills and experience tionnaire, introduces the possibility of respon-
+ Designed to enhance the skills of inter ~ d€nt bias, which could swing either towards
reting and applving knowledae based o those who were most disenfranchized or towards
P 9 PplyIng 9 those who had more invested in the process.
research and development Given that most respondents gave full, balanced
and very constructive accounts, the emphasis is

- . . likely to be on the latter.
The findings of this research have also high: Theyvalidity of the study would have been

lighted the education and training issues for nursesgnnanced if the findings had been taken back to

entering community-based practice. Supporting the respondents for validation. Unfortunately,
registered nurses in making the transition from time constraints precluded this option.

hospital- to community-based practice is critical if

competent, effective practice is to be ensured. The

suggestion from the findings of an organize¢onclusion

induction programme to assist this transition is

clearly useful. However, it is important to considefhe training and education of community staff nurses
what this might incorporate. Strategies to suppogre important if they are to develop the skills neces-
this transition can be found in the North Americarsary to underpin high-quality community nursing ser-
literature, where this issue seems to be equaMces. The continued neglect of their training is not
pressing (Culleyetal, 1996; Chalmersetal, Sustainable with the increasing use of community staff

1998). Murray (1998) has argued that role theofyurses as care deliverers in the home setting. The cur-
might prove helpful in informing this process, andent provision in the study trust was perceived to be

she suggested that nurse educators could help eBé}ernaI to practice, and failed to deliver in a consist-

highlighting the differences between hospital an t and coherent way. Although a lack of resources
gniighting . . P %d staffing problems seem to be in part responsible
community practice, developing mentoring angy; his, the lack of a systematic approach to the

‘buddy’ schemes, providing feedback about pegrganization of the training and education programme
formance, developing educational strategies whigflso contributed to the situation. The findings of this

promote self-efficacy and foster autonomy, anstudy suggested that what is required is a co-ordi-
revising the undergraduate curricula so that nurseated, integrated and properly resourced strategy for
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education and training, which addresses the needs ofneeds of registered nurséurnal of Continuing Education in

practitioners, patients, the wider community, the trust, Nursing19, 13-16.

and other primary care agencies_ The study has pF@her Waltz, C., Strickland, O. andLenz, E. 1984:Measurement

posed a framework by which this might be achieved, ' nursing researchPhiladelphia, PA: F. A. Davis.

In addition. there is a need for training to Suppoﬁox, D. 1982:Fundamentals of research in nursingth edn. Lon-
L ’ . - don: Prentice Hall.

practitioners who are entering community-based prag

. L . . L. errish, K., Ross, B. and Thompson, V. 1998: Reviewing
tice via internship. The Audit Commission (1999) has responsibilities Journal of Community Nursing2, 1-5.

highlighted the urgent need for community nursingjicks, c. and Hennessey, D1997: Identifying training objectives:
provision to redefine its focus and therefore its skills the role of negotiationjournal of Nursing Managemes 263-65.
base. The learning needs of community staff nurseerlinger, F. 1973: Foundations of behavioural researchiew
can no longer be neglected if the aspirations of clinical York: Holt-Rinehart-Winston.

governance (Department of Health, 1999b) are to Késon, A., Ahmed, L., Harvey, G., Seers, K.and Thompson,
achieved and effective Iifelong |eaming is to be pro- D. 1996: From research to practice: one organizational model

moted among nurses Working in primary health care for promoting research-based practideurnal of Advanced
" Nursing 23, 430-40.
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