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Chapter 1 Introduction

1.1 Introduction

Healthcare is changing dramatically due to the adement of medical sciences and
technology, the abundance of clinical researchthadigher demands of consumers.
As a key profession of healthcare, these changessent a significant challenge to
the nursing profession and nursing education ims$eof maintaining the quality of
services and preparing nurses for the future (Madl& Farrell 1994; Aiken, Sloane
& Sochalski 1998; International Council of Nurse&399; Long 2004; Bartels 2005;
Covaleski 2005; Candela, Dalley & Benzel-LindleyO8D Effective systems for
regulation, education, research and managementkeyeto strengthening the
contribution of nursing services in order to ackidhe required improvement in
health outcomes (WHO 20024di response, nursing education is increasinglpdei
restructured in many countries to prepare nursescémtemporary and future
demands of healthcare (Spitzer 1998; Alderman 2B0bth 2002).

Many countries around the world have realised theortance of higher education
for nurses, and most countries are moving in thisction. The World Health
Organisation Global Advisory Group in 1992 recomdehthat, when appropriate,
countries should move basic nursing education tweusity standards (Modly,
Zanotti, Poletti & Fitzpatrick 1995). This view wasipported by many countries
around the world, moving from hospital-based apjpceship training to university-
based education, enabling the acquisition of bacltEgree education as a minimum
preparation for beginning professional nursing ficac(Royal College of Nursing
1997; Pearson & Peels 2001b; Zabalegui, Macia, MergRicoma, Nuin, Mariscal,
Pedraz, German & Moncho 2006; AACN 2007; CNA 200f)is evident that
bachelor of nursing (baccalaureate-nursing) grasuatcquire unique skills as
clinicians and demonstrate an important role in dedévery of safe patient care
(Goode, Pinkerton, McCausland, Southard, Graham i&eK 2001; McKinley,
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Aitken, Doig & Liu 2001; Aiken, Clarke, Cheung, &lte & Silber 2003; AACN
2005, 2007).

In Sri Lanka, pre-registration nursing educatiorcusrently based on a three-year
certificate level nursing program in schools of sig that are attached to the
Ministry of Health and four-year bachelor programswursing at universities. The
government policy is that nursing education shob&l based on the four-year
undergraduate nursing program (Ministry of Healtd92; Ministry of Health
Nutrition and Welfare 2002; University Grant Comsis 2007). In response, the
University Grant Commission of Sri Lanka has appwwvour-year Bachelor of
Science in Nursing programs (BScN) in three unitiess (University Grant
Commission 2007). In addition to the proposed iaffitn of existing schools of
nursing to the university sector, several otherversities including the Open
University proposed to establish similar programsthe future (de Silva 2004;
Dharmaratne, Goonasekara & Fernando 2006). Howékere is no evidence to
support the contention that existing and proposetergraduate nursing curricula in
universities are based on a common philosophy @caaptable needs assessment. A
lack of separate nursing council and national mgrstompetency standards are
major challenges to develop a national level fraor&wor nursing education in Sri

Lanka.

Although Sri Lanka has achieved a relatively higlalth status given its low level of
spending on healthcare services, a large segmehegfopulation still experiences
vital health problems at all stages of life, maidlye to lifestyle and the demographic
changes accompanying the epidemiological transitlayasekara 2001; Jayasekara
& Schultz 2007). Thus, it is essential that nurstogricula reflect the existing and
future needs of healthcare in Sri Lanka, while &og on rapidly changing
technology and healthcare interventions. HoweMeeret is no research that has
focused on nursing education in Sri Lanka. Someorted studies have been
conducted in small-scale evaluative formats withisingle school of nursing and
focused only on a limited number of program outceiMinistry of Health Nutrition

& Welfare 2002). In this context of nursing eduoati the development of a
conceptual framework that uses evidence to undermdergraduate nursing
curricula is a crucially important step to imprayinursing education and nursing

practice in Sri Lanka.
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1.2 Purpose of the study

The overall purpose of this study was to developesitlence-based conceptual

framework for undergraduate nursing curricula inLanka.

1.3 Aims

This study sets out to:

» Identify the nature and role of conceptual frameéwoshaping nursing
curricula;

» Synthesise the evidence on effectiveness, apptepass and feasibility of
current curricula models/conceptual frameworks, atigkir potential
applicability in Sri Lanka,;

= Analyse current trends and issues in global, redi¢8outh-East Asia) and
local (Sri Lanka) healthcare, and nursing education

= Develop a conceptual framework using the aboveiriggl and views and
opinions of key stakeholders of nursing educatio8ri Lanka.

1.4 The process

The process of developing the conceptual framewwtived several steps:

1. Analysing nursing and educational theories and eptscto understand the
nature of conceptual frameworks within nursing icutlg,;

2. Conducting comprehensive systematic reviews to bkska (i) the
effectiveness and appropriateness of undergradwaseng curricula, and (ii)
the feasibility and appropriateness of introduding nursing curricula from
developed countries into developing countries;

3. Analysing current trends and issues in global, oegi and Sri Lankan
healthcare, and nursing education to capture thmeepis that should be
addressed in the conceptual framework;

4. Developing a draft conceptual framework using theve findings;

5. Evaluating the feasibility and appropriateness bé tdraft conceptual
framework in Sri Lanka, getting feedback and opisiofrom the key
stakeholders of nursing profession;

6. Developing an evidence-based conceptual framewoagk is feasible and
meaningful in Sri Lankan context.
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1.5 Definitions

1.5.1 Conceptual framework in nursing curricula

The term ‘conceptual framework’ is synonymous wthike terms conceptual model,
conceptual system, paradigm, theoretical framewatkriculum theory/themes
(Bevis 1989; Sohn 1991; Fawcett 1995; Chinn & Krarh899). Boland (1998
p.135) defines the role of a conceptual framewarl nursing curricula in providing
“faculty with a means of conceptualising and organg the knowledge, skills,
values, and beliefs critical to the delivery ofanerent curriculum that facilitates the

achievement of the desired curriculum outcomes”.

1.5.2 Undergraduate nursing curricula

The term ‘undergraduate’ is synonymous with thentebachelor or baccalaureate.
The present study defines undergraduate nursingula as the formal plan of study
that provides the philosophical underpinnings, goahd guidelines for the delivery

of pre-registration nursing programs at universi{@uinn 1994; Keating 2006).

1.6 Theoretical framework

The process of developing a conceptual framewoekl @ evidence-based approach
derived from the Joanna Briggs Institute’s (JBI)dmloof evidence-based healthcare
(Pearson, Wiechula & Lockwood 2005). The term evigeis used in this process to
mean the basis of belief; the substantiation oficoation that is needed in order to
decide a claim or view should be trusted (Pearsod42 Pearson, Wiechula &
Lockwood 2005). This evidence-based approach getekaowledge and evidence
to effectively and appropriately meet the needs delveloping a conceptual
framework in ways that are feasible and meaningfuh Sri Lankan context. The
theoretical and conceptual underpinning of the nmgmnof the termdeasibility
(extent to which an activity is physically, cultilyaor financially practical or
possible within a given contexgppropriatenesgthe extent to which an activity fits
with or is apt in a situation)meaningfulnesg¢relates to the personal experience,
opinions, values, thoughts, beliefs, and interpi@ta of patients or clientsand
effectivenesgthe extent to which an intervention, when usegraypriately, achieves
the intended effect) were as the theoretical fraorkvof the study (Pearsoet al.
2005).
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In addition, the JBI method of systematic reviewaswused to synthesise the
evidence on effectiveness, appropriateness andbilégs of current curricula
models/ conceptual frameworks, and its potentigliegbility in Sri Lanka. Focus
groups were used to seek feedback on the drafteptunal framework from key
stakeholders in Sri Lanka. Focus groups are the apmopriate method to generate
meaningful opinions, suggestions and feedback (ffegué& Casey 2000; McLafferty
2004). In fact, focus groups have clear potentia¢re the researcher is interested in

processes whereby a group jointly constructs meeatdout a topic.

1.7 Summary of the thesis

Chapter 2: Literature reviews
The second chapter presents four detailed litegawiews. The topics were:

1. Conceptual frameworks in nursing curricula: This section examines the
theoretical assumption of the conceptual frameworknursing and nursing
education.

2. Global and regional trends and issues in nursing séces and education
This section analyses the global and regional sesnid issues of nursing
services and nursing education.

3. Healthcare in Sri Lanka: This section examines the health status of Sri
Lankans and trends in healthcare provision in @&nlka and concludes with
policy recommendations to improve the health stafusri Lankans.

4. Nursing service and education in Sri Lanka:This section explores the
evolution of nursing services and nursing educatiorSri Lanka and its
impact on developing professionalism in nursing.

Chapter 3: Systematic reviews
This chapter describes two systematic reviews osimgi curricula.

1. A comprehensive systematic review of evidence onetleffectiveness and
appropriateness of undergraduate nursing curricula

This section presents the best available evidenceth® effectiveness and
appropriateness of undergraduate nursing curridiiia. review considered research
papers that addressed the effectiveness and ajgiermss of different

undergraduate nursing curricula. Participants tdrgst were undergraduate nursing

students, nursing staff and healthcare consumensimg staff outcomes, consumer
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outcomes, and system outcom@sg. competency, satisfaction, critical thinking
skills, health care consumer rights and cost affeness) that measure the impact of

undergraduate nursing curricula were considerdldemeview.

2. The feasibility and appropriateness of introducingthe nursing curricula
from developed countries into developing countriesa comprehensive
systematic review

This section describes the best available evidepoe the feasibility and
appropriateness of introducing nursing curriculanfr developed countries into
developing countries. In this review, participaotsnterest were all levels of nursing
staff, nursing students, health care consumers lamith care administrators.
Outcomes of intereghat are relevant to the evaluation of undergragumirsing
curricula were considered in the revieincluding cost effectiveness, cultural

relevancy, adaptability, consumer satisfaction stadent satisfaction.
Chapter 4. Developing a draft conceptual framework

This chapter provides an overview of the procesdevkloping the draft conceptual
framework and presents the framework as a mode.draft conceptual framework
was developed using findings of the systematicemgsi and critical reviews of

literature.

Chapter 5: Evaluating the appropriateness and feasi  bility of draft

framework in Sri Lanka: methodology and method

This chapter describes the theoretical frameworkthef study and focus group

method used to evaluate the draft conceptual frarew

Chapter 6: Feasibility, meaningfulness and appropri ateness of the draft

conceptual framework: findings of focus group discu ssions

This chapter presents the findings of the focusigmiscussions. The major concepts
and pre-defined sub-concepts and sub-themes aleresp

Chapter 7: An evidence-based conceptual framework: discussion

This chapter describes the key findings of the $ogroup discussions and its impact
on developing a final conceptual framework for wgdaduate nursing curricula in
Sri Lanka.
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Chapter 8: Towards a reconsideration of nursing cur ricula in a

developing country: conclusion and recommendations

This chapter concludes the findings of the studyd girovides the policy

recommendations.

1.8 Conclusion

This chapter has described the background of thdysind briefly summarised the
international and local status of nursing educasiod the rationale for developing an
evidence-based conceptual framework for undergtadoarsing curricula in Sri

Lanka. This chapter also introduced the proceslsoof the conceptual framework

was developed and summarised the contents of éaqiter of this thesis.
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Chapter 2 Literature review

2.1 Introduction

This chapter sets out to review the relevant, copteary literature to situate the

study and to:

= overview of the background to the study,
= jdentify underlying theoretical concepts relatedre research questions, and
= analyse current trends and issues relevant tauloy srea.

Four substantive areas are examined: (1) the rbleonceptual frameworks in
nursing curricula, their theoretical assumptiond #re current trends internationally;
(2) an analysis of major global and regional cotsefrends and issues in nursing
education; (3) an examination of the health statisSri Lankans and of
demographic, epidemiological and economic data, andoverview of health
expenditure and current trends and issues in thea®kan healthcare system; and
(4) an exploration of the current situation of mogsservices and nursing education

in Sri Lanka and its impact on developing profesalism in nursing.
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2.2 Conceptual frameworks in nursing curricula

2.2.1 Introduction

This literature review was conducted to describe tharious types of nursing
curricula, with a special focus on the role of cgptoal frameworks in shaping
curricula. The purpose of this review was to exaartime theoretical assumption of
the conceptual framework and the existing situatiod trends internationally. The
results of the review were used to inform the dewelent of a conceptual

framework for undergraduate nursing curriculum fhL&anka.

2.2.2 Search strategies

The search aimed to find both published and unpletl studies and text written in
the English language. An initial limited search MEDLINE and CINAHL was

undertaken, followed by an analysis of the texttamed in the titles, abstracts, and
index terms used in the studies retrieved from ihigal search. A second search
using all identified keywords and index terms whent undertaken. Thirdly, the
reference lists of all identified reports and descwere searched for additional
studies. Hand searching of relevant journals sushthe Journal of Nursing
Education, Nurse Educator, and Nurse Education yodad was undertaken to

reveal any additional literature.

2.2.2.1 Bibliographic databases
The following bibliographic databases were searched

MEDLINE (1966 to March 2006)

CINAHL (1982 to March 2006)

ERIC (to March 2006)

Expanded Academic Index (to March 2006)
Current Contents (to March 2006)

Embase (to March 2006)

The search for unpublished studies included:

Dissertation Abstract International (to March 2006)
Index to Thesis (to March 2006)
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2.2.2.2 Books and reports
The following South Australian university librargtalogues were searched.

The University of Adelaide
University of South Australia
Flinders University

2.2.2.3 Professional websites
International Council of Nurses <http://www.icn>h

World Health Organisation_<http://www.who.int/en/

National League for Nursing <http://www.niIn.org

2.2.2.4 General internet search
Google and Yahoo

2.2.3 The nature of curriculum

The term curriculum, which is used to describean@nd design of an educational
program, was first used in Scotland as early a9 {82lard & Laidig 1998). The
etymological definition of the term curriculum i©m the Latin worcturrere which
means “to run”. Over time, this has been transldtednean “a course of study”
(Grumet & Pinar 1976; Wiles & Bondi 1989). The ¢oufum is the single most
important concept in educational delivery, encommpasall the activities normally
included under the term of education and trainiQgifin 1994). In the past three
decades, nursing education has been greatly irdbgeby the work of Em Olivia
Bevis, who reflected allegiance to the Tyler bebarist paradigm (Dillard & Laidig
1998). In Tyler's view, curriculum is a cumulatipeocess: over the course of the
schooling years, educational experiences accumtdaexert profound changes in
the learner,'in the way water dripping upon a stone wears itegiv (Tyler 1949
p.83). The approach is subject-centred and studgaits mastery of predetermined
subject matter. In the 1960s and 1970s, most ryisimricula were based on the
Tyler Curriculum Development Model, and the Statails of Nursing in the USA
eventually based criteria for approval of nursimggpams on this model (Bevis
1989; Bevis & Watson 1989). In 1989, Bevis defimedriculum as‘the totality of
learning activities that are designed to achievedsfic educational goals’(Bevis
1989, p.8). However, nursing education has moved fiTylerian / behaviourist

paradigm to the human interaction and active legrmaradigm (Dillard & Laidig
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1998; Metcalfe 1998), and most definitions of azulim have changed accordingly.
Recently, Keating (2006 p.160) defined a curricuasn

...the formal plan of study that provides the phipsoal
underpinnings, goals, and guidelines for the dejivef a specific
educational program.

Dillard and Laidig (1998 p.71) summarised the commomponents of a curriculum

as including the following:

» Pre-selected goals/outcomes to be achieved

» Selected content with specific sequencing in aamogof study

* Process and experience to facilitate learning

= Resources used

» The extent of responsibility assumed by the teaahdrlearner for learning

= How and where learning is to take place
The purpose of curriculum development in nursingpimeet students’ needs and the
needs of the profession by ensuring that the adume maintains educational and
professional standards, while reflecting the cureerd future demands of healthcare
(Keating 2006). In determining the expected edocali outcomes of a curriculum,
Banta (1996, cited by Boland 1998 p.135) propokedidllowing questions that the
faculty must ask themselves:

= What should students know and be able to do on letimp of their
educational experience?

= What competencies in terms of knowledge, skilld,atitudes, must students
possess to successfully demonstrate the desiredroas?

= What learning experiences will facilitate studenwftainment of these
competencies?

= How will the attainment of these competencies &edésulting outcomes be
evaluated?

Answers to these questions provide guidance todéwelopment of a curriculum

framework.

The curriculum of a nursing program typically catsiof a philosophy and mission
statement, an organisational or conceptual framewar list of outcomes,
competencies or objectives for the program andviddal courses, course outlines
and syllabi, educational activities and evaluatioethods (Dillard & Laidig 1998).

In addition, most nursing curricula indicate theegial content of nursing practice
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and application in clinical settings (Kupperschm$dBurns 1997). The conceptual
framework, which is a crucially important part dfet curriculum provides faculty

with a means of delivering an organised curriculum.

2.2.4 The nature of a conceptual framework

Conceptualisation has existed since people begtmnio about themselves and their
surroundings, and everything that a person expeggens filtered through the
cognitive lens of some conceptual frame of refegef(leawcett 1995). The term
‘conceptual framework’ is synonymous with the terrosiceptual model, conceptual
system, paradigm, theoretic framework, curricullm@ory and themes (Bevis 1989;
Sohn 1991; Fawcett 1995; Chinn & Kramer 1999). Fatv¢1995 p.2) defined a

conceptual framework as:

...a set of abstract and general concepts and tlopgsitions that
integrate those concepts into a meaningful conéigan

Similarly, Chinn and Kramer (1999 p.252) definee tonceptual framework as a
logical grouping of related concepts or theoriesyally created to draw together
several different aspects that are relevant torapéex situation such as a practice

setting or an educational program.

Conceptual frameworks for nursing emerged sincehfiigale’s first literature
‘Notes on Nursing’ (1859) (Fawcett 1995). Fawcé®95) discussed the historical
evaluation of conceptual models in nursing, an@gacsed several nursing scholars
who contributed significantly to the developmentohceptual models in the nursing
profession (e.g. Rogers 1970, 1990; King 1971, 19®@m 1971, 1991; Peterson
1977; Hall 1979; Johnson 1980, 1990; Neuman 198®js literature review
revealed that several nursing scholars have hadgnd#isant influence on nursing
education, especially the evaluation of concepttaaheworks in nursing curricula
[e.g. (Torres & Yura 1974; Hall 1979; Santora 198Wiring & Gray 1982; Bevis
1989; Bevis & Watson 1989; Sohn 1991; Boland 1998Ewen & Brown 2002;
Webber 2002)] The conceptual framework of a cuhiicu presents vision to a
discipline’s scope of knowledge (Daggett, Butts &ith 2002). As Boland (1998
p.135) states:
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The conceptual framework provides faculty with aanse of
conceptualising and organising the knowledge, skiltalues, and
beliefs critical to the delivery of a coherent daudlum that facilitates
the achievement of the desired curriculum outcomes

The conceptual framework for curriculum serves smveurposes. The rationale for
constructing a conceptual framework for curriculisnto systematically design a
mental picture that is meaningful to the facultyl audents when determining what
knowledge is important to nursing and how that kieolge is defined, categorised,
sequenced, and linked with other knowledge (Bolal®@b8). A conceptual
framework provides a distinctive frame of referermed a logical, systematic
structure, and a rationale for the scholarly andctical activities (Bevis 1989;
Fawcett 1995). The conceptual framework is the ks and the constitution of the
curriculum, and provides guidelines and fundamemitais for making all curriculum
decisions such as objectives, content, implema&maand evaluation (King 1986;
Bevis 1989). It also provides a logical structuge tataloguing and retrieving
knowledge that is essential to the process of ieg@nd learning (Boland 1998).

Most nursing curriculum frameworks are based onntteta-paradigm of nursing —
person, health, environment and nursing, and mayago additional concepts and
threads (Fawcett 1995; Boland 1998; McEwen & Bro2002). In general, the
conceptual framework should reflect both the plofdgcal beliefs of the faculty and
the meta-paradigm of nursing (Bevis 1989; Kuppersdh & Burns 1997; Quinn
2000). The concepts and theories selected to iadluthe conceptual framework are
derived from the philosophy (Boland 1998). Therefathe conceptual framework
offers a further explanation of the philosophyetaént of a curriculum.

2.2.5 The nature of philosophy

The term philosophy comes from the Greek word @kbphia”’, which mean®ve
of wisdom(Csokasy 1998). The definition of philosophy is tamly a difficult
matter; however the Encyclopedia Britannica (20@8dcin Keating 2006 p.169)

defines philosophy as follows:

...the critical examination of the grounds for fundautal beliefs and
an analysis of the basic concepts employed in xpeession of such
beliefs
There are three basic components of philosophytaphgsics, epistemology, and

axiology- and historically these components havenhaterpreted in different ways
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by philosophers (Csokasy 2002). Csokasy (2002 mi8fthes the three components
of philosophy as such:

Metaphysics seeks to answer the basic questioreabfy and what is
real and true; epistemology is the study of natutes validity of
knowledge, and how truth differs from opinion; adology seeks to
describe that which is ethical, logical, and ofwel

As Fawcett (1995) emphasises, a philosophical m&té as part of a curriculum
should encompass ethical claims about what the reesds the discipline should do,
ontological claims about the nature of human begnys the goal of the discipline,
and epistemic claims dealing with how knowledgeleseloped. The philosophies,
models and theories of a discipline are theorestaictures that address the central
concepts of the discipline (Alligood & Tomey 2002h nursing education, the
philosophy provides a framework for discussion mévaers to value-laden questions
related to teaching and learning, and a guide ltaacivities of the curriculum
(Csokasy 1998). In addition to the congruency o phhilosophy of a nursing
curriculum with the philosophy of the parent ingibn and its sub-divisions, many
societal and political influences should be consdewhen developing and
implementing a curriculum (Csokasy 1998; Keatin@&0 Recent nursing education
claims philosophy as one part of curriculum develept, however cautions against
a heavy reliance on philosophy as a framework (8spkl998). As Bevis (1989)
states, philosophy alone is a weak cornerstoneuaiculum development, however
in conjunction with other components of the curucn framework it reinforces the

curriculum design.

2.2.6 Conceptual frameworks in nursing curricula

Historically most nursing curricula over the woHdve been shifted from traditional
nursing curriculum based on the medical model (oedisurgical, paediatric,
obstetric and psychiatric nursing) to a curricullo@sed on nursing frameworks
(Sohn 1991). Many nursing leaders wishing to dgvelarsing as an independent
profession suggested that nursing needed its oamefwork to guide nursing
education, practice and research (Rogers 1989)n@the 1960s-1970s, the nursing
profession began to make considerable effort tceldgvnursing theories (Chinn
1983). The resulting explosion of knowledge madesing educators aware of the
inadequacy of traditional nursing curricula basadhe medical model and has led to
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the development of nursing curriculum frameworkat throvide unifying concepts

across the curriculum.

Such a unified curriculum framework usually coreistof an organised set of
borrowed concepts or nursing models or a combinaifdooth (Sohn 1991). During
the nursing theory development stage in the 1968094, the development of
nursing curriculum frameworks showed that nursecathrs have used concepts and
theories from related disciplines (e.g. Maslow'srhrchy of basic human needs,
Erickson’s developmental staging, Selye’'s physimalgstress adaptation) as the
foundation of nursing curricula (Webber 2002). Dwspthe importance of
knowledge generated by other disciplines, the ngrgrofession began to develop
its own curriculum frameworks via the emergencethed nursing process, which
began in the late 1950s, and is still used as amfigmework in nursing curricula
(McEwen & Brown 2002). The nursing process wasdadlgi viewed as an approach
to ensure quality nursing care, however many ngrsgtograms adopted it
subsequently as a curriculum framework (Webber 200&ZEwen and Brown
(2002) reported that the nursing process was thet otonmonly used component for
conceptual frameworks for nursing curricula in @ditStates (USA). However, nurse
educators argued that the nursing process was @idoal process for nursing
practice, and does not provide adequate framewarknéirsing education (Gold,
Haas & King 2000; Webber 2002). As a result ofttieory development in nursing,
most nursing schools adopted a single nursing yhesr a unifying curriculum
framework (Webber 2002), and Dorothea Orem’s SelfeCModel and Callista
Roy’s Adaptation Model were the most frequentlydusedels for nursing curricula
(McEwen & Brown 2002). However, the use of a singlersing theory as a
framework for nursing programs was problematic édol 1998; Webber 2002), and
McEwen and Brown (2002) reported that there waseadt away from nursing
theorist-based curriculum frameworks. Due to timeithtion of the single nursing
theory framework, most nursing programs moved tdwaclectic models that
combine many theories or concepts with a faculbygdiefs (Sohn 1991; Boland
1998; Webber 2002). Despite the argument that ttleci&c approach is an
impediment to the development of a comprehensiwvsimy theory, most nursing
curricula are still borrowing theories and concepest best suit the faculty’s beliefs
and values. Although some nursing curricula havegrated the meta-paradigm of

nursing that had been consistently identifiablemnst nursing theories, Webber
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(2002) agued that the meta-paradigm of nursing dumsprovide a sufficient

foundation for an entire nursing curriculum.

2.2.7 Studies of conceptual frameworks in nursing c urricula

Despite the wide applicability of conceptual franoeks in nursing curricula, there
has only been limited exploration and discussioncofceptual frameworks in
nursing curricula. One aim of this literature revievas to identify the existing
conceptual frameworks and trends in undergraduatsing curricula across the
world. The literature search identified only sewtndies of conceptual frameworks,
four of which were conducted in USA. One of theehkreasons for this lack of
research is that nursing education worldwide hdg @ctently been delivered in the

tertiary sector. The seven studies are summanistteifollowing paragraphs.

A study examined the conceptual frameworks usd@iNational League of Nursing
(NLN) accredited baccalaureate nursing programdSaA during 1972-1973 (Torres
& Yura 1974). This study revealed that most baag&ate nursing programs used a
common conceptual framework that consisted of foajor concepts of nursing —
(1) man, (2) health, (3) society and (4) nursingwlver the priorities of these
concepts differed among the programs. Hall (196@dacted a survey among 144-
NLN- accredited baccalaureate, and graduate nugmiograms to investigate their
conceptual frameworks. This study found that 41%baécalaureate and 32% of
graduate nursing programs were based on one or ofos& established nursing
models, listed by the researcher (Jonson, KingjneewOrem, Roy and Rogers), and
concluded that most nursing programs used their conteptual frameworks that
were consistent with the philosophy of the progi@all 1979). However, in these
two studies, the identified conceptual frameworksconcepts were not ranked

according to frequency used or relative importance.

A study conducted in the USA within 61 nursing salkavith 122 Baccalaureate and
Master degree programs revealed that conceptualefrarks could not clearly be
identified in one-third of the programs (Santor&8@P The frameworks listed in the
remaining two-thirds included the adaptation frarm(n=35, 28.6%), family as an
open system (n=16, 13.1%), growth and developmer23, 18.8%), and multiple
frameworks (n=28, 22.9%). The adaptation framewads the most commonly

combined framework within the multiple frameworks.
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Quiring and Gray (1982) conducted a survey with#d-Baccalaureate nursing
programs in the USA to determine which organisingpraaches (conceptual
framework) were commonly used in baccalaureateicada. The study reported a
61% response rate and that nursing process anithfilé@ss concepts were the most
commonly used concepts or threads in nursing adajdollowed by the concepts of
life cycle, stress-adaptation, socialization/prefesalisation, man-environment, and

individual-family-community.

A Canadian nursing study compared that country’s utlergraduate nursing
programs identifying areas of commonality in cortaapframeworks and curricula
patterns (Sohn 1991). The study found that theimginsrograms had shifted their
frameworks from the medical model to nursing modésiong the 12 programs,
client systems (n=4), health-illness (n=3), grovahd development (n=3), and
nursing role (n=2) were used as the primary culuitu organiser (conceptual
framework). However, in one-third of programs (n=@)e researcher could not
identify a primary organiser (framework) of curri@uEstablished nursing theorist
models were not used as a primary organiser opamyram. The study revealed that
two-thirds of the programs (n=12) used nursing omrdwed concepts to structure
program courses (secondary organiser). Nursingepsos most commonly used as
the secondary organiser (n=7), followed by growtk development (n=5), human
needs (n=3), family (n=3), nursing role (n=2), t@ag - learning (n=2), and

adaptation (n=2).

A national survey was conducted within the Natiorladague for Nursing
Accreditation commission (NLNAC) undergraduate mgsprograms to examine
the usage of conceptual frameworks in their culai¢McEwen & Brown 2002). The
response rate was 53.3% (n=160) representing 18f8Pe total NLNAC-accredited
nursing schools. The results revealed that theimmrprocess was the most
commonly used component for conceptual framewoB(pin all types of nursing
curricula (baccalaureate, associate and diplonmapatcalaureate nursing curricula
(n=67) the usage of nursing process was 40% (nfildwed by bio/psycho/social
model 39% (n=26), nursing theorist 31% (n=21) senf@ complex organisation
25% (n=17), health promotion 27% (n=18), medicaldeial5% (n=10), and other
models 30% (n=20). It was apparent that both aat®alegrees in nursing and

diploma programs were more likely to use the ngrgirocess as a component of the
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framework than baccalaureate programs. The pementdé curricula devoted to
meta-paradigm within baccalaureate nursing cumiaiowed that nursing was the
greatest emphasis followed by health, person andagmment. Of those pre-listed
concepts, critical thinking was the most commomgarted concept in all types of
programs (74%), and in baccalaureate programsag 8% (n=58), followed by
therapeutic nursing interventions 64% (n=43), comication 48% (n=32), and
problem solving 37% (n=25). The results also rex@dhat baccalaureate programs
were more likely to stress critical thinking whikssociate degrees in nursing

programs were more likely to stress problem solving

A national comparative curriculum evaluation studgnducted an extensive
document analysis of 26 current undergraduate mgirgurricula in Australia
(Leibbrandt, Brown & White 2005). A comprehensivaedaflexible curriculum
evaluation framework was developed for the analydighe 26 curricula. This
evaluation framework consisted of several parttuging the analysis of conceptual
frameworks under the section of curriculum origotat The full report of this study
was published in the Australian Universities TeaghCommittee’s final report
(Clare, White, Edwards & Van Loon 2002). Holism whas most commonly used
framework of nursing for curricula (27% n=7), folled by primary health care (12%
n=3), interactive, partnership, relational (12% J=8d caring (8% n=2). However,
the authors could not identify the curriculum framoek in four programs (26 %
n=4).

Five of the seven studies included in this reviewked the conceptual frameworks
being evaluated according to frequency of use. @ hesults are summarisedTiable

1, which also includes the study’s location, yeandiected and frequency of use of
the different conceptual frameworks. The concepfraheworks are presented in
descending order. For example, nursing process thvasmost frequently used
framework in two of the studies (Quiring & Gray P98/1cEwen & Brown 2002).
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Table 1: Commonly used conceptual frameworks in nwsing curricula from five studies
included in this review.

Reference| Santora (1980) Quiring & Sohn (1991) | McEwen & | Leibbrand
Gray (1982) Brown t, etal.
(2002) (2005)
Location USA USA Canada USA Australia
Year 1972-1978 ~ 1980 1988-1990 ~ 2000 ~ 2004
conducted
Most Adaptation Nursing Client system| Nursing Holistic
frequently process process
used CF
Multiple Health-illness Health-illnesgBio-psycho- | Primary
framework social/Spri. | health care
Family as open| Life cycle Growth & Nursing Interactive,
system development | theorist partnership
, relational
Growth & Stress- Nursing role | Health Caring
development | adaptation promotion
Socialisation- Simple to
professinalisati complex
on organization
v
Least Man- Medical
frequently environment model
used CF

2.2.8 Issues and trends of conceptual frameworks

The results of the review revealed that worldwidersing programs have shifted
their curriculum model from the traditional medicabdel (the basis for the practice
of medicine) to the nursing model that is basednamnsing theories. It is also
apparent that the usage of nursing theorists’ nso@as a basis of conceptual
framework has declined from 41% to 33% in the U3#all 1979; McEwen &
Brown 2002). Sohn (1991) reported that establisheding models were not used as
a primary organiser in any nursing program in Candte nursing process is the
most commonly used framework for baccalaureate aduc in USA (Quiring &
Gray 1982; McEwen & Brown 2002) while the clienssam framework (individual,
family, community) is being used widely in Cana&wolin 1991). In Australia, the
holistic approach to patient care is the most pnemi framework for Bachelor of
Nursing curricula (Leibbrandt et al. 2005). A copeal framework guided
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curriculum is an essential requirement for prograacreditation of many state
boards of nursing in USA (NLN 2003).

Most developing countries are still borrowing cqpiseand curricula directly from
developed countries, mainly due to the global ifice of developed countries’
nursing. Davis (1999) explored the global influerafeAmerican (USA) nursing
mainly by considering some cultural and ethicaléss Several studies examined the
global influence of US nursing and conflicts betwegestern and eastern cultural
values in nursing (Minami 1985; Davis 1999; Hisabd®1; Pang, Sawada, Konishi,
Olsen, Yu, Chan & Mayumi 2003). Most internatiormabanisations (e.g. World
Health Organisation, Canadian International Develept Agency, Japan
International Cooperation Agency) provide educatloassistance for developing
countries to improve nursing education in termsegpert assistance, educational
materials including literature, and education mamagnt models. It is apparent that
most developing countries have used developed geshtcurricula framework

especially the nursing process model as a guidargdwork for their curricula.

The results show a complex picture of current usdgmnceptual framework within
nursing curricula. One major methodological problefthese studies was the
inconsistency of meaning and interpretations ofmserused in the conceptual
frameworks. Some studies noted that the researdmauls difficulty in actually
identifying the exact conceptual framework beirgie¢d (e.g. Sohn 1991, Leibbrandt
et al. 2005). Many nursing programs use more thrnaoncept, theme, and model
for their frameworks (Sohn 1991). As Sohn (1991fedoit is difficult to recognise
how those identified concepts, models or framewares actually used in nursing

programs to organise the curricula.

There is clearly a need for a systematic and rigofrogram of research to examine
the effectiveness and appropriateness of diffesgrds of conceptual frameworks in
nursing curricula. The inconsistency of defined cadional strategies is a major

constraint for developing high quality nursing edtirenal research.

2.2.9 Conclusion

This chapter discussed the theoretical backgroditideocurriculum and its contents,
especially focusing on the conceptual frameworke Taview also examined the

evolution of the concepts of a conceptual framewfwk nursing and nursing
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education and use of a conceptual framework withie curricula. The review
indicated the absence of a universally accepteddogn for nursing curricula.
However the review revealed that the conceptuahéwsork should be based on the
philosophy of the faculty and it is indented to dmngruent with the institutional
philosophy. Most conceptual frameworks consist ofeda-paradigm of nursing with
additional concepts that may be used to describenatantly changing health care
environment. Despite the lack of research suppprtine effectiveness and
appropriateness of the nursing process as a faondaf curricula, the nursing
process is the most commonly used concept in comaeframeworks in the USA
and most developing countries that were influenogdJSA. However, due to the
complex nature of the health care environment tagrity of nursing curricula have

been based on an eclectic approach.
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2.3 Global and regional trends and issues in nursin g
education

2.3.1 Introduction

The major purpose of nursing education is to preeparses to meet the health needs
of the community. In the current era of globalisafi nursing education is
increasingly being restructured to respond to cimandpealthcare demands. The
purpose of this review is to analyse the global egional trends and issues of
nursing education and to capture the major glohdl r@gional concepts of nursing
education. The results of the review will be usednform the development of a

conceptual framework for undergraduate nursingicula in Sri Lanka.

2.3.2 Search strategies

The search was limited to English language repcrte literature search was
conducted by searching MEDLINE and CINAHL for theripd 1976 to 2006. In the

next step, a general Internet search was perfor(@mbgle and Yahoo). The

following key words were used for both searchessing education, trends, issues,
international, and regional. International and ovai organisations’ web sites were
used to obtain information on global and regiorrahdls and issues in nursing
education. The reference list of all identified gdp and articles was searched for

additional studies.

2.3.3 An overview of global health and nursing serv  ices

2.3.3.1 Health service reforms

The innovation of nursing practice and educationassistent with the current and
expected changes in the healthcare system (SHi&@8; Alderman 2001; Booth

2002). Due to the complex nature of the moderntheate environment, most
healthcare systems appear to be unable to appedprimeet their demands, and
reforms are taking place around the world. Thetheate reforms are reflected in an
increased focus on community healthcare provistost- effectiveness of healthcare
interventions, quality assurance, and highly s#jllemotivated healthcare

professionals (Ben-Zur, Yagil & Spitzer 1999; Ma&rReece 2000; WHO 2002a).

The eight Millennium Development Goals (MDGs) — @hirange from halving
extreme poverty to halting the spread of HIV/AID&lgroviding universal primary

education, all by the target date of 2015 — fortseeprint agreed to by the world’s
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countries and all of the world’s leading developmastitutions (United Nations
2005). Of these eight goals, three are directlgteel to health: (1) to reduce infant
and under five mortality by two thirds; (2) to redumaternal mortality by three
quarters; and (3) to halt and reverse HIV/AIDS etaiilosis and malaria epidemics
(United Nations 2005). Nurses have a pivotal roleliay in the pursuit of global
health and equity, including achieving the MDGs i(@g, Astle, Mill & Opare
2005; ICN 2006). The World Health Organisation (28.3) recommends that
nursing and midwifery services contribute to thei@eeement of these goals in ways

such as the following:

= Monitoring poverty, by documenting the prevalentemderweight children;
* Promoting gender equality, by educating girls amsnen about health;

*» Reducing child and maternal mortality, by delivgrimaternal and child
health services;

= Combating HIV/AIDS, malaria and other diseases, lbwering their
prevalence through activities directed towards @néon and treatment
(WHO 2002a).

Globally, healthcare workers are experiencing iasiieg stress and insecurity as they
react to a complex array of healthcare reformst@vign, Vahtera, Kivimaki, Pentti
& Ferrie 2002; WHO 2002a, 2006b). As a result, theare workers seek
opportunities and job security in dynamic healtbolamarkets that are part of the
global political economy (WHO 2006b). In many caied, health sector reform
under structural adjustment has restricted pubdictas employment and limited
investment in health worker education, thus leadingn inadequate supply of young
graduates (WHO 2006b). Expanding labor markets hatensified professional
concentration in urban areas, creating geographiedddistribution and accelerated
international migration of skilled workers (WHO &NM). In addition, most
developing countries face severe shortages of dnctourses and midwives,
inappropriate skill mixes, and gaps in service cage (WHO 2006b). Many health
workers face poor working environments, lower-levefages, unsupportive
management and a lack of social recognition anéetadevelopment (Mawn &
Reece 2000; WHO 2006b).

2.3.3.2 Nursing services
Nurses generally constitute the largest componkhealth care providers, involving

the delivery of nursing care in hospitals and rtmedlth centres, schools, workplaces,
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homes, prisons, war zones and refugee camps. kraawof globalisation, nursing
services are vital to attaining health and develapntargets, and to prowda
platform for scaling up health interventions aimatl tackling poverty-related
diseases (World Bank 1993). Effective systems égulation, education, research
and performance management are key to strengthéiméengontribution of nursing
services in order to achieve the required improvenie health outcomes (WHO
2002a). These reports draw attention to the fundamentad rfee building the
capacity of health professionals, particularly esrand midwives, to function in a

dynamic global environment.

The millennium has heralded amazing challengesogpabrtunities for the nursing
profession and academic institutions responsibig@feparing the next generation of
nurses (Heller, Oros & Durney-Crowley 2000). Ther@asing and diverse demands
of health care consumers, the dramatic restruguaimd re-engineering of health
care delivery with new technology, and the advaremémof medical and
pharmaceutical products and interventions with anpleasis on effectiveness and
efficiency make significant challenges for nursirsgrvices and educational
institutions in terms of maintaining the quality sérvices and preparing nurses for
the future (MacLeod & Farrell 1994; Aiken et al.9B9 International Council of
Nurses 1999; Long 2004; Bartels 2005; Covaleskb2@andela et al. 2006). These
trends and issues are explored by the major irtiermad organisations for health and
nursing, and in large amounts of literature. Asdgace for the international nursing
community, the International Council of Nurses ([Ciéfines the nature of nursing

as follows:

Nursing encompasses autonomous and collaborative @findividuals

of all ages, families, groups and communities, siclkwell and in all

settings. Nursing includes the promotion of hegitevention of illness,
and the care of ill, disabled and dying people. @wicy, promotion of a
safe environment, research, participation in shgpi@alth policy and in
patient and health systems management, and eduocatie also key
nursing rolegInternational Council of Nurses 2006c).

This definition shows the complexity of nursingcliding the wide diversity of roles

and practices of the professional nurllerrsing services involve the spectrum of
personal and non-personal health services andvd#alvarious aspects of disease
prevention, health promotion, treatment, rehalittaand palliative care through a

holistic, interdisciplinary approach (WHO 2002ahelWorld Health Organisation
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(2002a p.29, 30) recommends the following actisités duties of qualified nurses

and midwives:

= Assessing and managing physical and mental headthilaess;
» Planning, monitoring and ensuring the quality adilfecare interventions;

» Identifying, advocating, and coordinating a variety health care systems
resources and services required to ensure thahhemle needs are met and
dealt with efficiently and expeditiously;

= Fostering collaboration with other members of tlealth care team in an
environment that is conducive to healing;

» Teaching, providing advice and supervising indialdy families,
communities and other practitioners;

= Taking on specialist and advanced practice rolesrgvbther practitioners are
unavailable;

» Leading and participating in research projectsgiesi to generate evidence
for practice and policy improvement.

The growing global shortage of qualified nursesegosin increasingly serious
obstacle to the achievement of national and glblealthcare targets (Aikeet al.
1998; WHO 2002; Clarke & Aiken 2006; Internatior@buncil of Nurses 2006;
WHO 2006b). The reasons for this shortage are cexnphd stem largely from
matters arising from inadequate support systemsemupolicies and the overall
changing healthcare sector context (WHO 2002a). ddreand for health services
and nurses continues to grow due to ageing popuaktiincreasing population
growth rates, and a growing burden of chronic awet-communicable disease
(International Council of Nurses 2006). At the satime the supply of available
nurses in some countries is declining and is exgetd worsen due to an ageing
nursing workforce, inadequate funding to suppomv mecruits into the profession
and the growth of alternative career opportunitegswomen (International Council
of Nurses 2006). Clarke and Aiken (2006) found tieaent studies undertaken in the
United States, Canada, England, Switzerland, NeaVanéd, the Russian Federation,
and Armenia all show that the quality of patienteces related to the adequacy of
nurse staffing and the quality of the working eodiment.It is therefore essential
that governments and other institutions involvedhimiman resources for health

establish effective strategies designed to ensigquate staffing.
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It has been reported that healthcare organisatios20-fold more complex than the
typical general business or manufacturing orgaioisaiBartels 2005). As a result,
some nurses become more involved in manageriab tHskn direct patient care
(Bowen, Lyons & Young 2000). In addition, BarteP)05) revealed that the current
work place environment can act as an obstacle fonpeance by preventing nurses
from fully translating their abilities, knowledgand motivation into patient care. In
developing countries, nurses struggle on a dailsisbavith an acute shortage of
drugs, safe water, medical equipment and esseigdlies such as gloves, bandages
and dressings needed to carry out their work (hattewnal Council of Nurses 2006).
Poor working conditions with long hours and low wagrate a lack of motivation,
burnout, and dissatisfaction among nurses (ILO 2006 2006, the ICN
recommended that governments and internationahdiah institutions should work
together to ensure informed macroeconomic decisiaking that creates enabling
fiscal environments supportive of workforce develgmt and well-functioning,
responsive health systems. In addition nurses dhoaNe an understanding of how
fiscal policies are operationalised and the impidces of such policies and practices

for health and development (International CountNarses 2006).

2.3.4 Global and regional trends and issues of nurs  ing education

Healthcare is labor intensive and requires qualiiad experienced staff to function
effectively (WHO 2002a). Nursing education is theylforce driving change and
developing innovative strategies for future nursipgactice. In the last three
centuries, nursing education systems over the wade been linear, sequential
systems characterised by order, authority and siipl(Ben-Zur et al. 1999).

However, innovations in nursing education have geerwith new trends in

healthcare environment.

2.3.4.1 Moving from a diploma to a baccalaureate-ba sed nursing
education

2.3.4.1.1 International perspective

Internationally, the major trend in nursing edueatis the move from hospital-based
apprenticeship training to university-based edocatienabling the acquisition of
baccalaureate degree education as a minimum ptigpafar beginning professional

nursing practice. In the 1980s and 1990s, there avassitive change in nursing

education globally due to healthcare reforms (LuRkssell, Rodgers & Wilson-
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Barnett 2001). In 1992, the World Health OrganmatGlobal Advisory Group
recommended that, when appropriate, countries dhmaaole basic nursing education
to university standards (Modlgt al. 1995). The view that nursing education should

be based in the university sector was supportedost developed countries.

In 1984, the Federal Government of Australia angednts support for the transfer
of basic nurse education into the higher educasiector (Sellers & Deans 1999;
Lusk et al. 2001). In 1989, the Australian Education Councdpmsed that initial
qualification for registered nurse education shdwda three-year bachelor degree
and this target has been reached (Sellers & De@98)1Australia is unique in the
world achieving this total transfer of professionalsing education to the university
system within a short period (Bennett 1996). Initola, the training of the technical
level nurses (e.g. enrolled nurses) was moved fla@rhealth sector to the education
(TAFE, The Technical and Further Education) sedtoNew Zealand, the university
education for nurses was advocated in 1973 (Kinf@®&4), and implemented in
1996 by upgrading diploma level nursing educatmnhe degree level (Lusét al.
2001). Currently, professional nursing educationAumstralia and New Zealand is
entirely at the Bachelor degree level (Lugkal.2001; ANMC 2007).

In the United Kingdom, nursing education was transied byProject 2000and all
schools of nursing were integrated into higher ation institutions in 1995 with the
implementation of three-year university based dis (Burke 2006). However, the
Royal College of Nursing in the UK recommended tin&t minimum qualification
for nursing practice should be a three-year nurdiegyee (Royal College of Nursing
1997). Nursing education in UK is in the processampletely moving into higher
education with university-based diplomas, threery@ad four-year baccalaureate
programs, however there has been a consideraldg ohebchieving full integration
into higher education (Lust al.2001).

In the United States, the university baccalaurel@gree programs for nurses were
developed throughout the states during the 19268s1880s. In 1995, the American
Nurses Association advocated the baccalaureate@égrnursing as the minimum
gualification for professional RN licensure exanioa (American Nurses
Association 1995). However, by 2001 North Dakota wee only state that required
a baccalaureate degree for entry into nursing ige¢tusk et al. 2001). In 2005,
only 43 % of nurses held degrees at the baccal@ueal and above (AACN 2005).
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There are three routes to becoming a registeredenur US: a 3-year diploma
program typically administered in hospitals; a 3yassociate degree usually offered
at community colleges; and the 4-year baccalaudEdece offered at senior colleges
and universities (AACN 2007). However, nursing a&sstions are working towards
establishing a baccalaureate degree as a bagmseaegistration nursing education
(Lusk et al.2001; AACN 2007).

In Canada, provincial nursing regulatory bodiestiated the movement for a
baccalaureate degree in nursing as the minimalagidnal requirements for entry
into the profession in 1980s (Thobaben, Robersndéir & Tallberg 2005). In 1989,
the Canadian Nurses Association recommended thbhacaalaureate degree in
nursing be the educational entry-to-practice stethétar registered nurses in Canada
in 2000 (Thobabemwt al. 2005). By 2005, most provincial and territoriafuéatory
bodies have achieved this goal, and the majorityeo¥ nursing graduates in Canada
today hold a degree in nursing (CNA & CASN 2005;ACRD07).

These developed countries (Australia, New Zealai€l, USA, and Canada) have
many similarities and some differences in nursidgoation. These countries have a
long history of struggle towards the improvementnofsing education, and UK,
USA, Canada are moving towards the minimum educalilevel of a baccalaureate

degree for entry into professional nursing practice

2.3.4.1.2 Regional perspective

There are many different levels of nursing educatio the World Health
Organisation’s (WHO) region varying from certifieatevel to four-year degree
level. However, increasing academic qualificatibmrsnurses seems to be the major

trend in most countries.

2.3.4.1.2.1 African region
The African region comprises 46 countries, 29 oficlwhare categorized as least

developed countries, and the remainder are allldpwve countries (WHO 1997). In
this region, nursing and midwifery education il stiainly hospital-based, however,
it is moving towards university education (WHO 19%YWHO/AFRO 2000). [e.qg.
Botswana (3-year Bachelor degree), South Africggdr Bachelor degree), Tanzania

(2-3 year Bachelor degree) (Pearson & Peels 2001)].
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2.3.4.1.2.2 Americas

In the Americas, there is a wide diversity in nogsieducation due to significant
economic differences between countries of the regidost countries in the
Americas have at least three pathways for nursthig&ion such as baccalaureate,
associate, and diploma (WHO 1997). However somatces in Latin America are
moving from diploma to baccalaureate degrees irsingr(e.g. Mexico) (WHO
1997).

2.3.4.1.2.3 Eastern Mediterranean region

In the Eastern Mediterranean Region of WHO, unitiersducation for nurses is
established or proposed in all states (WHO 1997)lrdn, nursing education has
progressed from the apprenticeship style of nuai@ihg to the higher education
sector, with the baccalaureate degree requiredrdgistered nurses (Nasrabadi,
Lipson & Emami 2004). In Iraq, the National Strategnd Plan of Action for

Nursing and Midwifery 2003-2008 proposed to essdblonly 2 levels of nursing

educational programs (technical and professionajabling the attainment of

baccalaureate level education for nurses (Ministiyealth-lrag/ WHO 2003).

2.3.4.1.2.4 European region

Basic education for nurses in Europe varies greatid in general Europe has only
slowly become part of a worldwide trend of highdueation for nurses (Fleming &
Holmes 2005). However, several countries in Eurogpee made changes to nursing
education by introducing higher education as agmamwn for nursing practice [e.qg.
Andorra (3-year Bachelor degree), Denmark (3.75sy&achelor degree), Hungary
(4-year Bachelor degree) (Pearson & Peels 200Imikte & Holmes 2005)]. In
Western Europe the majority of basic nursing prograare integrated within the
higher education system, and half of the nursirag@ams are awarding a Bachelor
degree in nursing (Spitzer & Perrenoud 2006). Theo@na Declaration, signed in
1999 by the European ministers of education hasresdd academic recognition,
professionalism in nursing education, and graduaesipetencies in practice in
most European countries by specifying the undergred nursing degree as the
minimal entrance level for practice and masterd doctoral programs for further

career development (Zabalegtial. 2006).
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2.3.4.1.2.5 Western Pacific region

In the Western Pacific Region, most of the leasettged countries have three-year
certificate level nursing programs, while some digwed countries (Australia, New
Zealand) have already achieved degree level edumcaANMC 2007). Most
countries of this region (e.g. China, Japan, Ppitips, Malaysia, Hong Kong,
Republic of Korea, Singapore, Taiwan) have esthbtisuniversity education for
nurses during 1980s-2000s (ANMC 2007), however piheportion of degree-
qualified nurses is very small (e.g. 1% in Chir@h&n & Wong 1999).

2.3.4.1.2.6 South-East Asia region

In South-East Asia region, most countries havebéisteed university education for
nurses, however the progress is very slow due iguensocial, economic and
political situations experienced by these statesIQAROSEA 2001, 2002). Within
the region, nursing education in Thailand showedharkable progress with the
establishment of the first baccalaureate degregrano for nursing in 1956 and the
first Faculty of Nursing in 1971 (Anders & Kunauial 1999). In 1978, all nursing
colleges in Thailand upgraded to 4 years of edacat@nd moved entry level into
practice at the baccalaureate degree (Anders & Wiiieul 1999). Most other
countries are moving in the same direction withaktablishment of university based
4-year degree program$able 9. In Bangladesh, the diploma course was extended
from three years to four years in 2006 and it i mmder discussion to upgrade to a
Bachelor degree in nursing (WHO-ROSEA 2007). Inl%mka, the first Bachelor’s
degree course in nursing started in 2005.
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Table 2: Nursing programs offered in South-East Asl

Country General Post-basic | Bachelor's | Masters Doctoral
Nursing Bachelor | degree degree degree
(3-year) (2-year) (4-year) (2-3 years) | (3-year)

Bangladeshl X (4-year X

Bhutan X X

DPR Korea X

India X X X X

Indonesia X X X

Maldives X

Myanmar X X

Nepal X

Sri Lanka X X

Thailand X X X

Timor- X

Source: (WHO-ROSEA 2007)

2.3.4.1.3 Benefits of baccalaureate nursing educati  on

Nurses with baccalaureate qualifications are wedppred to meet the current
demands of the healthcare environment. Baccalauepalified nurses are valued
for their skills in critical thinking, leadershipcase management, and health
promotion, and for their ability to practice acr@sgariety of inpatient and outpatient
settings (AACN 2005, 2007). Nurse leaders, inteomal and national nursing
organisations, health care institutions, magnepias, and nurse advocacy groups
all recognise the unique value that baccalaureapgped nurses bring to the
practice setting (AACN 2005). Generally, all baecakate level nursing programs
encompass more in-depth knowledge of the physiedl social sciences, nursing
research, public and community health, nursing memeent, and the humanities
(AACN 2005). Incorporating the additional course rkanto the baccalaureate
programs increases the student's professional @@weint, prepares the new nurse
for a broader scope of practice, and provides thieenwith a better understanding of
the cultural, political, economic, and social issuleat affect patients and influence
health care delivery (AACN 2005, 2007).
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Several high quality studies have revealed thatcdlaareate-nursing graduates
acquire unique skills as clinicians and demonstaatémportant role in the delivery
of safe patient care. A cross-sectional study aealythe clinical outcomes for over
200,000 patients in 168 hospitals in one part ef ISA (Pennsylvania) over a 2-
year period to compare three types of nursing dducan USA (3-year hospital
diploma, associated degree programs and the 4bgedielor's degree) (Aikeet al.
2003). This cross-sectional study found that inpitats, a 10 % increase in the
proportion of nurses holding a bachelor’'s degreas associated with a 5% decrease
in both the odds of a patient dying within 30 dafsadmission and the odds of
failure to rescue (odds ratio, 0.95; 95 confidemterval, 0.91-0.99 in both cases)
(Aiken et al.2003). Aikenet al (2003) further recommended that public financihg o
nursing education should aim at shaping a workfteest prepared to meet the needs
of the population. A systematic review also conellidthat bachelor degree
preparation of nurses was associated with bettesimgi performance, and higher
levels of critical thinking and clinical decisionaking (McKinleyet al.2001).

Another study showed that significantly higher levef medication errors and
procedural violation were committed by nurses quigpared at the associate degree
and diploma levels as compared with the baccaléaeael (Fagin 2001). Nearly
three quarters of chief nurse officers (72%) inversity hospitals prefer to hire
nurses who have baccalaureate degrees, citing gstroaritical thinking and
leadership skills of these graduates compared wa#bociate degree or hospital
diploma prepared nurses (Goodeal. 2001). Studies have also found that nurses
prepared at the baccalaureate level have strongemanication and problem
solving skills (Johnson 1988) and a higher proficie in their ability to make
nursing diagnoses and evaluate nursing intervent{@iger & Davidhizar 1990).
Another study found that nurses prepared at thedbmgreate degree level were
found to have higher levels of job satisfaction abhis a key to nurse retention
(Rambur, Palumbo, Mcintosh & Mongeon 2003). Howevke finding of similar
pass rates for the national licensing examinatimn régistered nurses (NCLEX-
RN®©) in USA for all three types of graduates was cunsidered as proof that there
are no differences among graduates (AACN 2005). NELEX-RNO is a
mechanistic and behaviourist testing procedure K&sp 2002) and it does not
measure performance over time or test for all efkhowledge and skills developed
through a bachelor’'s program (AACN 2005).
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This review has further confirmed the findings aflabal nursing education survey
that revealed many countries provide nursing edutat universities and specialist
nursing schools rather than the traditional hosmtevironment (Pearson & Peels
2001b). It can be concluded that countries arotmedworld are moving to create a
more highly educated nursing workforce, ensuringromed patient care outcomes
and safety.

2.3.4.2 Transforming nursing education: behaviouris m to humanism
The movement of nursing schools into university cadilon institutions brought a

shift of pedagogical approach in nursing educatidien 1990, 1990; Moccia 1990).
In the 1980s most nursing education programs etilisthe dominant Tyler
behavioural model (Bevis 1988). However, in the ta® decades, global trends in
educational processes have been grounded in humahit supports egalitarian

student-teacher relationships (McGregor 2005).

2.3.4.2.1 Behaviourism

The philosophical foundations of educational mowvetmereflect the context of
certain time periods and cultural settings (MetedD98). Behaviourism stemmed
from the works of Watson (behaviourism) (1924), ridler (operant conditioning)
(1938) and Thorndike (connectionism) (1949). Bebansm speculates that learning
occurs through close association between stimud agsponses (Haw 2006).
Currently, behaviourism is based on the belief¢ thainstruction is achieved by
observable, measurable and controllable objects&tsby the instructor and met by
students” (Leonard 2002, p.16). The behaviourist paradigmofen seen in
vocational/technical training, where the goal ptepare students for employment -
is clearly stated (Csokasy 1998). The focus of bel@ism is only behavioural
change outcomes, assessing demonstrated achiegenoéntpreset learning
objectives, and it is not concerned with the crégtior autonomy of learners
(Ironside 2001; Haw 2006).

Despite its limitations, behaviourism has been Widsed in nursing education since
the publication of the Tyler curriculum model in4BB(National League for Nursing
2003). Those curricula were teacher-centred, co#aelen, highly structured, and
emphasised measurable, behavioural outcomes (Ft@f6; National League for
Nursing 2003). Consequently, nurse educators fdabedselves pulled toward an

alignment to content to be taught/delivered, rathan to the processes learning
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(Bevis & Watson 1989). Nurse educators have coatnto teach generations of
nurses with this same model, with debate centredhenefficacy of adding or
deleting content (Tagliareni & Sherman 1999). Salvstudies of both medical and
nursing education revealed that behaviourally bdmeadth professional education is
outdated (Evans 1995). The traditional naturalrsmebased pedagogical approaches
(including behaviorism) have failed to recognis&l @apport unique characteristics
of patients’ healthcare needs (Chan 2002). Nurgiag failing to reach its potential
as a human caring science (Bevis 2000). By recognishe limitation of
behaviorism as a nursing pedagogy, nursing educaieventually striving to shift
towards more humanistic philosophies via a moregratl and balanced approach
(Clark 2005). This movement emphasises educatindests rather than training
them through rules and objectives of the profes@ititan 2002).

2.3.4.2.2 Humanism

Humanism has variously been described as a phifgsap theory of psychology,
and an approach to educational practice (Brockii6® Philosophy and psychology
provide a basis for the understanding of humanishile education converts these
principles into practice (Brockett 2006). Humanistams from the belief that human
thinking and learning are driven by the growth loé¢ self as a whole, mature, and
complete human being, who has a strong characteaarability to make decisions
that positively affect others (Leonard 2002). Humeanas an educational theory is a
natural outcome of the existentialist philosophmalv of the rights of an individual
(Csokasy 1998). Humanistic existentialist educatmovides a commitment to
educational practice in which all facets of thecteag and learning process give
major emphasis to the freedom, value, worth, dygaitd integrity of person (Norton
1998). In humanistic existentialism, teaching asakhing are reciprocal endeavours
that develop the human spirit, mind and emotionsboth teacher and student
(Metcalfe 1998). It appears that many adult edusatoday, especially those
recognising the value of self-direction in learnigerate primarily from humanist
beliefs (Hiemstra & Brockett 1994).

Humanism is consistent with emerging paradigmsursing practice and education
(Haw 2006). Most humanistic theories of psycholegy education [e.g. Maslow’s
hierarchy of needs —Maslow (1970); Gestalt theoWertheimer (1959)] are widely
used in nursing practice and education. Humaniss detinued in a modified
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movement to promote many of the progressive priesipof student-centred
education and the role of the teacher as guide k@3so 1998). Humanistic
existentialism has widely used in developing nigsducational programs (Watson
& Leininger 1990). Bevis and Watson (1989 p.5) renended educators implement
nursing curriculum that aréexistential/humanist, holistic, subjective, iniug,
phenomenological, and human experience orientedbwever, many nursing
educators struggle with implementing an existetitighanist view of teaching and
learning, while maintaining student’s success ihaveourist evaluation processes
e.g. NCLEX-RN (Csokasy 2002). As a profession, doécome assessment of the
programs is mandated by the accrediting bodiesefiie nurse educators are
responsible for maintaining prescribed standardigewsing outcome strategies that
fall within the humanist framework (Csokasy 2002umanist-based outcome
assessment focuses on critical thinking and apgplicaf knowledge to formulate an
integrated response to clients’ issues; howeveveldping appropriate outcome
assessment methods requires considerable effortceeativity (Csokasy 2002).
Therefore, some instructional designers (and mahgroeducators) seem to have
difficulty accepting or incorporating humanist leéé into their programs. Many
nursing educational programs accept humanisticefselbut the implementation is
decidedly behaviouristic in nature. This situatismquite similar in many countries
despite the levels of education (diploma or degré4dny nursing educational
institutions have called forreforms of nursing ealian to develop new pedagogies
that are most effective and appropriate in asgidtndents to learn how to practice
in rapidly-changing healthcare environments. Thessv pedagogies must be
evidence-based, pluralistic and responsive to theradictable nature of the

contemporary health care system (Ben-&ual. 1999).

2.3.4.3 Movement of evidence- based practice in nur  sing

2.3.4.3.1 Evidence based practice in healthcare

The philosophical origin of the evidence based muesmt emerged in the mid 19th
century in Paris (Sackett, Rosenberg, Gray, Hagn&chardson 1996), and there
are two important events in the evolution of thisvement (Gillenwater & Gray
2003). The first step was the work of British epidelogist, Archibald Leman
Cochrane (1909-1988), who drew attention to thé lat information about the
effectiveness of health care with particular refieeeto medicine. The establishment

of the Cochrane Collaboration (http://www.cochrang) in the United Kingdom
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stemmed from Cochrane’s work on evidence-based aimeqi and this group
produces and disseminates systematic reviews tthbaee interventions worldwide.
The Agency for Health and Research Quality (AHR@)p(//www.ahrg.gov) in the
United States of America, and the Joanna Briggs titins (JBI)
(http://www.joannabriggs.edu.au) in Australia weestablished to follow and
improve this movement. Another important landmarkevidence based movement
was the establishment of evidence-based approatiteimedical curriculum in the
McMaster University, Canada (Gillenwater & Gray 3D0As the evidence-based
movement became popular, the terminology changedtemms such as evidence-
based practice (EBP) emerged from evidence-baseadicme (EBM), and other
phrases such as research-based practice, evidesed healthcare and evidence-

based nursing evolved (French 2002).

Evidence based practice incorporates the conscientexplicit, and judicious use of
current best evidence from well designed systemasiearch, a clinician’s expertise,
and patient values, for making decisions abouttre of individual patients and the
context in which healthcare is provided (Sacketbhséhberg, Gray, Haynes &
Richardson 1996; Sackett, Straus, Richardson, Resgr& Haynes 2000; Pearson
et al. 2005). EBP is a process that involves (Entidication of an intervention,

activity or phenomenon, (2) determining the bestilable international evidence on
this intervention, activity or phenomenon throughigorous process of systematic
review, (3) development of recommendations for ficacbased on this evidence,
and (4) development of practice guidelines basethigrevidence together with local
consensus (Pearson & Field 2005). However, EBPotsonly the application of

research-based evidence on clinical decision-makibgt rather extends to

identifying gaps of existing knowledge.

2.3.4.3.2 Evidence based nursing

Evidence-based practice is a hallmark of profesdiomrsing and it is critical for
quality, cost-effective health care (Internation@ouncil of Nurses 1999a).
Increasingly, the practices of nurses are seenat@ la direct impact on patient
outcomes, and a pivotal role in decision-makinglinical and management sectors
in health care (Pearson 2002). In clinical decisitaking, nurses need critical

thinking skills to generate alternatives, and atsquire the best available evidence to
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select to best alternatives to achieve desire@matiare outcomes (Ferguson & Day
2005; Profetto-McGrath 2005).

Globally, healthcare and nursing services are ehg#d by increasing demands and
cost effectiveness. On the other hand, the rapiéldpment of medical, nursing and
health science, together with modern technology tive past fifty years has led to
an enormous growth in knowledge, and expansionhm range of healthcare
interventions. As a result of this development,réhiss a massive growth in the
available healthcare informationAdditionally, consumer expectations have
increased in relation to the quality of care thegetive. All of these factors make it
difficult to know which information should be usad the basis for clinical practice.
Consequently, the delivery of nursing can no lorfgeibased on tradition but rather
requires a contemporary approach to care that idermpmned by evidence.
Embedding evidence in practice settings is theeetmmsidered to be a significant
challenge for the nursing profession (Pearson 2bdilence-based practice is one

of the best ways to respond this issue.

The nursing profession is increasingly acceptinglenwce-based practice, due to
recent focus on patient values and clinical judgmemealthcare. The Sigma Theta
Tau International (2005) defines evidence-basedingmas:

...an integration of the best evidence availablesmg expertise,
and the values and preferences of the individu@syilies and
communities who are served.

The evidence-based approach to nursing care britgeggap between the best
evidence available and the most appropriate nursang of individuals, groups and
populations (Sigma Theta Tau International 200BP ks therefore viewed as a way
to reduce the research—practice gap that has loksnified as a major issue in
nursing (Hutchinson & Johnston 2004). Recognising importance of evidence
based nursing practice, most pre-registration ngrgprograms integrate EBP
principles into nursing curricula (Ferguson & D&308).

2.3.4.3.3 Evidence based nursing education
Evidence-based practice is increasingly becomingnagor concept in nursing
education internationally. Ferguson and Day (200@%0p defined evidence based

nursing education as:
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the use of best evidence to justify particular béag or
curricular interventions, considering the needs ioflividual
learners, the professional judgment of nurse edusatand the
resource costs of the interventions

Nursing education systems are incorporating evieldrased strategies as results of
healthcare reforms in their countries. Several t@es1have passed policies relating
to evidence-based healthcare, and suggested thhh eofessional education and
curricula should be based on this approach (Cil&kd5). During the past decade,
many schools of nursing and nursing research utitits have incorporated
evidence-based practice or evidence based nursmg their mission and
philosophical statements to reflect their focustia movement (Ingersoll 2000). In
the USA, more than 95% of accredited baccalaumeateing programs offer formal
research courses that are incorporated with EBfegiies (Porter & Mansour 2003).
In South-East Asia Region, the WHO recommends aemmal framework for
management of nursing and midwifery workforce tingbrporates evidence based
decision-making as a key strategy for developingsing management practice and
education (WHO-ROSEA 2002).

However, there is a serious lack of evidence raggnaursing education, and there is
a clear need for rigorous research to determineffieetiveness of teaching, learning
and curricula interventions (Fitzgerald, PincomideCutcheon, Evans, Wiechula &

Jordan 2001; McKinley et al. 2001; National LeagoeNursing 2004; Jayasekara,
Schultz & McCutcheon 2006). There are several rmsded for this situation such

as inadequate funds for nursing research, inadegoatinappropriate research
methods and lack of important outcome measuresjakdof consensus regarding
educational interventions (e.g. problem-based legfrdefinitions, implementation,

and methods of evaluation). It is also evident thiadre is a lack of studies

summarising best available evidence in nursing &iilue, partly because the use of
meta-analysis or meta-synthesis is almost impassdie to inconsistency of

strategies, interventions, definitions, and measerds of nursing educational
research (Jayasekara, Schultz & McCutcheon 2006yveier, the importance of

integrating EBP into nursing education, as sugge&tg many publications and

several leading international nursing organisatidesclear. In an era of severe
nurses’ shortage with increased emphasis on cdsctekness of healthcare
interventions, the necessity of applying evidenasel practice to nursing education
is readily apparent.
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2.3.5 Conclusion

The healthcare environment across the world is gihgndramatically due to the
advancement of medical sciences and technologyglibedance of clinical research
and the increasing demands of consumers. As a ikdggsion of healthcare, these
changes represent a significant challenge to thsing profession, and to the
education of nurses. Many countries around thedwvoalve realised the importance
of higher education for nurses, and most counaesnoving in this direction. Nurse
educators and healthcare institutions are seel@ttgroways to prepare future nurses,
while restructuring the paradigm of nursing curdcurom behaviourism to
humanism. The nursing profession is increasingbepting evidence-based practice
as the best strategy for achieving quality outcornesn nursing and healthcare

interventions.
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2.4 Healthcare in Sri Lanka

2.4.1 Introduction

It is widely recognised that better health is ar@qeisite for overall economic and
social development of a nation. Healthcare systemst be responsive to peoples’
needs and must be coordinated to ensure accessnprehensive, high quality,

equitable, cost effective and sustainable healthicsss. Sri Lanka, like many other
countries experiencing the epidemiological traositiwill have to make effective

decisions on healthcare service management, aredaition to developing education
and training programs for healthcare professionals.

The review was conducted to examine the challerigesd by the Sri Lankan
healthcare system, and to examine the health stdt@si Lankans, and trends in
healthcare provision in Sri Lanka. This review udz#s demography, epidemiology,
economic data and health expenditure, and an asallysurrent trends and issues in
the Sri Lankan healthcare system. The review caedu with policy
recommendations to improve the health status ofl&nkans. The findings of the
review were used to inform the development of aceptual framework for

undergraduate nursing curricula in Sri Lanka.

2.4.2 Search strategies

The purpose of the literature search was to fikevent studies of health status and
trends in Sri Lanka. The search was limited to Bhghnd Sinhala languages. The
literature search was conducted by searching MEEBEL#Nd CINAHL for the period

January 1976 to November 2006. The next step waetiorm a general Internet
search. The following key words were used for bs#arches: ‘health’, ‘health

services’, ‘health trends’ and ‘Sri Lanka’. Sri lkeam Government records and
national and international organisations’ web sitesre used to obtain health
information on Sri Lanka. The reference list ofidintified reports and articles was
searched for additional studies. Hand searchinglevant Sri Lankan journals and

government reports was undertaken to reveal anyiawia literature.

2.4.3 Overview of Sri Lanka

Sri Lanka, an island of 65,610 square kilometerthélindian Ocean is located to the

south of the Indian subcontinent. Sri Lanka is nyaan agricultural country. The
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major crop is rice in which the country is almostf-sufficient. Tea, rubber and
coconut are also important agricultural crops, wida being a major foreign
exchange earner. Administratively, Sri Lanka isidid into eight provinces, 25
districts and over 300 Divisional Secretariat arddse country has a parliamentary
democratic system of government, with the electedlid#nent responsible for
legislative functions, and the Cabinet of Ministegpsesided over by the Executive
President, vested with executive powers. The pomsrhave their own provincial

councils, headed by a governor, and elected repiasees.

The population of Sri Lanka is 20.06 million, thejority of whom are Sinhalese
(74%). Other ethnic groups are made up of Sri LankKamils (12.6%), Indian

Tamils (5.5%), Moors, Malays, Burghers (of Portugpie& Dutch descent) and
others (7.9%). There has been substantial oversegation of Sri Lankan Tamils

due to the 20 years civil war between Tamil testsrand the government. Although
Sri Lanka is a multi-religious country, Buddhistmetitute the majority with 69.3%.

Other religious groups are Hindus 15.5%, Muslim6%.and Christians 7.5%
(Department of Census and Statistics 2005).

2.4.4 The history of health services in Sri Lanka

Indo-Aryan people migrated to the island now knaaenSri Lanka (formerly called
Lanka by the ancient Sinhalese, Taprobane by tleeksr Serendib by the Arabs,
Ceilao by the Portuguese, Ceylan by the Dutch agylod by the British) from the
northern areas of the Indian subcontinent latéénd" century B.C. Over time they
became known as the Sinhalese and developed actlistnguage, Sinhala, based on
the Sanskrit language. In the middle of th8 Gentury B.C., Sinhalese King
Devanampiya Tissa converted to Buddhism during ssimmary visit by Mihidu
Hemi, son of Indian King Asoka the Great. The Sleka monarch became a
powerful patron of Buddhism, firmly establishingas the official religion of the
kingdom. At this time, a great civilisation devedapat the cities of Anuradhapura

and Polonnaruwa.

Historical evidence reveals that ancient Sri Lahkd a reasonably well-developed
health care system to the meet the health needseopeople. It is traditionally
believed that Ravana, the ancient King of Lanka wa#l versed in medical lore.

The principal source of information on the earlystbry of Sri Lanka is the
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Mahavamsa(Great Chronicle), written by Buddhist monks ire tH" century AD
(Jayasekara 2005). The Mahavamsa reveals that Buddhfluenced the advent of
traditional Sinhalese medicine that was primarigséd on Ayurveda in the™3
century B.C. and inspired the Sri Lankan Kingsgtablish hospitals for sick people.
King Pandukabaya built general hospitals and mayefdmospitals called“Sotti
Shala” and “Sivica Shala” in 437-346 B.C. (de Silva 1978). This is the eatlie
published evidence of the concept of hospitals dmeye in the world (Aluvihare
1993). The ancient Buddhist universities likalandain India, Taxilla in Pakistan,
Mahaviharayain Sri Lanka (built in or about 307 B.C. by Kingellanampiya Tissa)
were very large institutions with hospitals calleHalls of Caré which were
established to provide heath care for the monksS{ta 1997; Jayasekara 2005). A
cave inscription of the earlgrahmi script records the donation of two caves to the
Sanghaby a person name@obuli, who was both physician and teacher to the King
Devanampiya Tissa (307-250 BC) (Ranaweere 200X)g ®uddhadasa (340-368
AD) the country’s renowned physician-king was adaepgeneral medicine, surgery,
midwifery and veterinary medicine (de Silva 1978&ing Kasyappa (479 AD)
constructed ayurveda hospitals in Anuradhapurakang Parakramabahu the Great
constructed irrigation works and the Royal Hosp{fal64 AD) (Ranaweere 2001).
Some of the inscriptions dated between the perfo8tto and 12th AD also reveal
information on medical systems in Sri Lanka durihgt period (Ranaweere 2001).
The existence of a system of hospitals in Mediggir Mihintale and Polonnaruwa
has been proven, and medicine troughs probably bigdtbspitals for herbal baths

have also been discovered (Ranaweere 2001).

This great tradition of healthcare, together witie tsciences of engineering and
surveying, was lost during the "18entury (de Silva 1997). However, the indigenous
system of medicine and Buddhism created a socgésyin which nursing the sick
is the most exalted possible form of work.

2.4.5 Establishment of western medicine

Western-style medical practices have been respenfsibmost of the improvements
in health in Sri Lanka during the twentieth centud/estern medicine was
introduced to Sri Lanka by foreign rulers — namély Portuguese, the Dutch and the
British who ruled the country from 1505, 1796, at8D2 respectively (Uragoda

1987). Sri Lanka became a crown colony in 1802,\aasl united under British rule
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by 1815. The main aim of healthcare at the time twgwgovide medical care to their
soldiers, government officials and their familiele Silva 1997) and to protect them
from communicable diseases such as smallpox, lgprasd malaria. The first

Western hospital in Sri Lanka (Ceylon) was establisin 1800 mainly for soldiers
and it was opened to the public in 1820 (de Sil93a8). In 1858, the Civil Medical

Department was created to maintain public healtBrinLanka, however the major
function of the department was the control of comivable diseases (Uragoda
1987). Western medicine was promoted as the offsgistem of medicine, weaning

the public away from the traditional indigenousteys of medicine.

2.4.6 Health service administration in Sri Lanka

In Sri Lanka, government-sponsored health servieeshing the majority of the
community are free and are delivered through aarsite network of health centres,
hospitals and dispensaries located countrywidem fpsimary to tertiary level. On
average the public can freely access a healthaatenot further than 1.4 km from
any home while western type of healthcare senacesavailable within 4.8 km of a
patient's home (Ministry of Health Nutrition & Waealfe 2002a). In Sri Lanka, the
government sector provides health care for nearf®go 60f the population
encompassing the entire range of preventive, ag@atnd rehabilitative health care
provision (Ministry of Health Nutrition & Welfare @2a). In 2002 alone these
healthcare institutions provided facilities for 4#illion outpatient visits and 4
million inpatient admissions; these data indicatd bn average each person accesses
government healthcare at least twice per year @iof Health Nutrition &
Welfare 2002a). The private sector provides maauyative care for an estimated
50% of the healthcare consultation (outpatient )céoe the population, largely
concentrated in urban and suburban areas (Mingdtiealth Nutrition & Welfare
2002a).

The Ministry of Health (MOH) in Sri Lanka is headeyd a Cabinet Minister who is
responsible for the health of the nation. Sinceitmglementation of the Provincial
Councils Act in 1989, health services have beenenlealised, with separate
provincial-level Ministers of Health in the eightopinces. The Director General of
Health Services (DGHS) is the head of the DepartnoénHealth Services that
manages and implements the policies of the MinistryHealth. The DGHS has
immediate support from 15 Deputy Director Gener@dGs) of the specific
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program areas and they have, in their jurisdictié@, Directors responsible for
different programmes and organisations (MinistryH#falth Nutrition & Welfare

2002a). The eight Provincial Directors of Healthn&=s (PDHS) are totally
responsible for management and effective implentientaof health services in the
respective provinces. In 2002 there were 26 Depubyincial Directors of Health
Services (DPDHS), to assist the eight ProvinciateGiors of Health Services
(Ministry of Health Nutrition & Welfare 2002a). HadPDHS area is sub-divided
into several Medical Officers of Health areas, leehdy the Medical Officer of
Health, who is responsible for the preventive anohmtional health care of the
community (Ministry of Health Nutrition & Welfare®2a).

2.4.7 Health status and trends in Sri Lanka

The people of Sri Lanka benefit from several sowialfare programs. Sri Lanka’s
social indicators are unique in South East Asiaabse it is a low income country
with an average per capita income of around US$v@@i6h provides universal free
health care, free education, strong gender equaditg opportunity for social
mobility (Ministry of Health Nutrition & Welfare 203; Samarage 2006). After
independence in 1948, all successive governmenpdemented several welfare-
oriented policies and programs, enabling the aement of relatively high standards
of social and health development as compared ter @Gouth East Asian countries
(Samarage 2006). As a result, Sri Lanka is rankdd @& the 2005 Human
Development Report, with a relatively high HumanvBlepment Index (HDI=
0.751), compared with neighboring South-East Asianntries (e.g. India 137
0.602; Pakistan 135 0.527) (HDRO 2005).

2.4.7.1 Demographic trends
One of the most clearly visible features in Sri kas age structure is the increasing

trend in the proportion of older age groups. Thpyation aged 60 years and older
in Sri Lanka is much higher than in the rest of thofisia. In 1992, 8.3 % of Sri
Lanka's population was aged 60 and over, which igelatively large elderly
population for a developing country (de Silva 199#3ble 3. The base of the
population pyramid is contracting and the proportod the population over 65 years
has been expanding markedly over the last 25 yarss expected to increase from
6.3% to 12.3% in the next 25 years (Abeykoon 2002).
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Table 3: Expectation of life at birth and population aged 60 and over in South Asian countries

NOTE: This table is included on page 45 of the print copy of the
thesis held in the University of Adelaide Library.

Source: (de Silva 1994)

Ageing is primarily a result of a decline in fertility and mortality. The life expectancy
of the population in Sri Lanka has increased steadily from around 43 years in 1946, to
70 in 1981, 72 in 1991 and 73 in 1996 (75.4 for females and 70.7 for males in 2001)
and the fertility rate has declined to below population replacement level at around 2.0
per woman (between 1995-2000) (Ministry of Health Nutrition & Welfare 2002a,
2003). Sri Lanka has passed through the classical phases of demographic transition to
reach the third phase of a declining birth rate (19.1 births/1,000 population in 2002
compared to 29.7 births/1000 population in 1970-72) and a relatively stable low death
rate (5.8 deaths/1,000 population in 2002) (Abeykoon 2000; Ministry of Health
Nutrition & Welfare 2002a; WHO 2006).

Healthcare for the elderly is expected to become an important focus for the social and
health care services in Sri Lanka. With recent economic and social changes in Sri
Lanka, such as urbanisation, migration and increased female labour-force
participation, traditional extended family networks have weakened and elders are less
able to use this informal support network than in the past (de Silva 1994; Nugegoda &
Balasuriya 1995). A recent survey found that depression, cognitive dysfunction and
severe visual impairment were present in substantial proportions of the older
population and fall rates were also high (Weerasuriya & Jayasinghe 2005). The
expansion of the ageing population will likely lead to an increase in the prevalence of
non-communicable diseases such as cardiovascular disease; cancer; diseases of the

respiratory; genito-urinary; neurological; and digestive systems; and mental
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disorders. This will surely result in a higher demand for long-term supportive services
and nursing care. Currently, only a few public and private institutions provide care for
the elderly. However, there is a severe dearth of qualified healthcare professionals in
this speciality. In addition, geriatrics is not a separate subject in the healthcare
professionals’ education in Sri Lanka. Thus, existing healthcare professionals and

institutions are not adequately prepared for providing long-term care to the elderly.

2.4.7.2 Maternal and child health

The 2000 Maternal Mortality Rate (MMR) of 2.3 per 10,000 live births and the Infant
Mortality Rate (IMR) of 16.3 per 1,000 live births are indicative of a functional health
care system, especially given the people’s low income levels (Ministry of Health
Nutrition & Welfare 2003). The improvements of these indicators(Table 4) are mainly
credited to the National Maternal and Child Care Program implemented as an
essential part of the national healthcare system (Ministry of Health Nutrition &

Welfare 2003).
Table 4: Maternal and Infant Mortality Rate per 1000 live births (1970-2000)

NOTE: This table is included on page 46 of the print copy of the
thesis held in the University of Adelaide Library.

Source: (Department of Census and Statistics 2005)

Despite a consistent decline in infant and maternal mortality, Sri Lanka still
experiences vital health problems among infants, pre-school children and pregnant
women that might be attributed to low socioeconomic levels. For example, there is a
relatively high incidence of preventable disease, inadequate child spacing and a high
level of malnutrition among children and pregnant women (Jayasekara 2001).
According to the Demographic and Health Survey 2000, 22% of ever married women
in the reproductive age group are malnourished, while 17% of children under five
years have been born as low birth weight babies (Ministry of Health Nutrition &
Welfare 2003; Department of Census and Statistics 2007). Nutritional deficiencies
among children and mothers in lower-income households in Sri Lanka continue to be
a major problem; anemia is another major factor complicating maternal and child
health (Ministry of Health Nutrition & Welfare 2002a). For example, available data
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from 1993 indicate that the prevalence of nutriiloanemia (hemoglobin less than
11 g/dl) among pregnant women was 65% (Gunasek8@8)1 The overall
prevalence of anaemia among children (5-10 aged)52s6% (de Silva, Atukorala,
Weerasinghe & Ahluwalia 2003).

Results of the three consecutive Demographic aradtii&urveys of 1987, 1993 and
2000 show that the nutritional status of childres not significantly improved. The
Demographic and Health Survey of 2000 reported 28a4¢% of children below five
years suffered from underweight (low weight-for-pgend 13.5% suffered from
stunting (low height-for-age) due to chronic matitign (Ministry of Health
Nutrition & Welfare 2002a). lodine deficiency ini%ranka was present in 70% of
the population and some areas (provinces) have rslgoitre prevalence as high as
25-30% among school children (WHO 2006). In resppnthe government
commenced the universal salt iodisation prograrh985. However, a recent study
has shown that iodine deficiency still exists inajrovince while iodine levels were
greater than recommended in the North Central Roev{Jayatissa, Gunathilaka &
Fernando 2005). The authors concluded that thermemmnded level of iodised salt
be revised. In summary, it is apparent that a laickublic awareness about issues
pertaining to nutrition appears to be the majorediment for improving maternal
and childhood health status of Sri Lanka.

2.4.7.3 Infectious and non-communicable diseases
In Sri Lanka, infections and parasitic diseasescluding diarrhoeal diseases and

acute respiratory infections - continue to be amttregleading causes of outpatient
care in hospitals. Intestinal infections ranked the fifth leading cause of
hospitalisation, while acute respiratory infecticaxscount for 30-50% of pediatric
outpatient attendance and 10-30% of child admissionhospitals (Ministry of
Health Nutrition & Welfare 2002a). Diarrhoeal disea and acute respiratory
infections can lead to chronic malnutrition andvgifo failure among infants and pre-
school children.

Non-communicable diseases such as cardiovascuthrcarebro-vascular disease,
pulmonary diseases, liver disease, cancer, digbeisteoporosis and trauma,
constitute the major cause of death in developadhtties and are predictably
emerging as significant threats to health in coestat intermediate stages of the
epidemiological transition (Shigan 1988). With #h#ccess in combating the major
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communicable diseases, the disease burden hasdssaifting rapidly towards non-
communicable diseases and mental health, acciderdsinjuries, apparently in
concert with the rapid demographic and social ckangccurring in Sri Lanka
(Ministry of Health Nutrition & Welfare 2003). InrBLanka, the leading causes of
death (by percentage of total mortality for thery2@00) are ischemic heart disease
(10.6%), diseases of the intestinal tract (9.3%Y)elro-vascular disease (9.0%),
pulmonary heart disease and diseases of the putgnamulation (8.6%), and
neoplasm (7.5%) (Ministry of Health Nutrition & Wate 2003). Compared with the
highest incidences recorded in East European dearguch as Russia (1117 deaths
per 100 000) and Hungary (851 deaths per 100 BD),anka recorded 524 deaths
per 100 000 for mortality from cardio and cerebasaular disease. A recent study
estimated the projected burden of non-communicaideases in Sri Lanka and
revealed that the incidence of hospitalisation wtirease by 36%, 40% and 29%
due to diabetes mellitus, hypertensive disease gmatiemic heart disease,
respectively, in 2010 as compared to 2005 (PremeyatAmarasinghe &
Wickremasinghe 2005). Diagnostic and treatment rteldgies for many such
diseases are expensive and the outcomes are aftan therefore prevention is
generally a more cost-effective use of state fupdidbeykoon 2003). However,
some diseases are chronic and require lifelongnie@ or containment. These
challenges require significant changes in currex@ithcare development strategies
such as developing community based health promosiod disease prevention
programs.

The major cause of hospitalisation in Sri Lankaytnatic injury, has increased from
1,732 cases per 100,000 people in 1980 to 3,413002 (Ministry of Health
Nutrition & Welfare 2002a). Road traffic deaths aimjuries are a major public
health issue and the major cause of traumatic iegurNearly 2,000 deaths and
14,000 injuries each year occur due to road traHferidents in Sri Lanka
(Dharmaratne & Ameratunga 2004). However, in Snkag there is a serious lack of
public awareness on road safety rules and basislipport techniques for assisting

accident victims.

Pesticide poisoning was the fifth or sixth leadcayse of death during the period
1993-1998 and has been the seventh leading caudeatti since then. In 2002 it
accounted for 3,000 deaths and 80,000 hospitalisatiFernando 2002). The
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majority of poisoning cases (59%) are self-infltitey mainly young adults (median
age 25 years), living in rural agricultural areakeve agrochemicals are easily
available (Hettiarachchi & Kodithuwakku 1989; Edstlen, Gunnell, Karunaratne, de
Silva, Sheriff & Buckley 2005; van der Hoek & Kodisen 2005). In addition,
ingestion of yellow oleander seed§hgvetia peruvianahas recently become a
popular method of self-harm in northern Sri Lankagl there are thousands of cases
each year (Eddleston, Ariaratnam, Meyer, Pererdardtne, Attapattu, Sheriff &
Warrell 1999; Eddleston et al. 2005). In 1991, 1%mka reported the highest rates of
suicide in the world (47 per 100 000 people). Theide rate increased by 700%
between 1960 and 1997 (Jayasekara 2001; van ddr &d@nradsen 2005). This
trend has continued and, at present, suicide asigh in late adolescence and
early adulthood, and are rising among the eldedgydsekara 2001). The high
suicide rate is indicative of high levels of socminotional and physical stress in the
country, and shows the inadequacy of supportivetahdrealthcare services in Sri
Lanka. However, mental health is one of the 17 safaactivity identified in the
primary health care (PHC) program in Sri Lanka &3&kara 2001).

Alcoholism and drug abuse are social as well asicakgroblems, and have been
implicated in deaths caused by accidents and ciiest of the alcohol consumed is
probably illicit and unrecorded, and cannot provaleneaningful picture of the
existing situation or trends (Abeysinghe 2002; WR@4a). The Alcohol and Drug
Information Center (ADIC) in Sri Lanka publishecetresults of a survey of school
children in 1993, and revealed that 25% of thosegualcohol began to do so prior
to the age of 11 years (ADIC 1993). Heroin, cansiabashish and opium are the
drugs generally abused in Sri Lanka although mosteg are unrecorded
(Kumarasingha 1988). Alcohol and drug use are ofteasponse to greater societal
issues such as poverty, unemployment and the ladulfdiment caused by these
factors, and become a way of coping with healthemdtional problems (Jayasekara
2001). In addition, there will be about 20,000 tisainnually in Sri Lanka as a result
of tobacco chewing and/or smoking and many moré suiffer from heart disease,
cancer and stroke (Jayasekara 2001; Perera, ForiSekaayake & Lelwala 2005).
Tobacco accounts for 16.5% of all cancers in Smkiam patients (Siriwardena,
Tilakaratne, Amaratunga & Tilakaratne 2006). Theklaf a comprehensive national

policy on drug abuse has been a major constraintaanenforcement and the
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development of interventions for education, treatineehabilitation and crop
substitution (Jayasuriya 1995).

2.4.7.4 Emergency preparedness

2.4.7.4.1 Civil conflict

The 19-year civil war between the Liberation Tigef§amil Eelam (LTTE) and the
Government, which is the major social and econamigis in Sri Lanka, has resulted
in the deaths of over 64,000 people and the disptaat of over 800,000 people
(World Bank 2005a). Though peace talks between_TEE and government have
been initiated several times, and despite two pre/attempts at a ceasefire in 1989
and 1994, the war has continued, and has recemttgened at the time of writing
(December 2006). A recent suicide bombing on timeyaneadquarters in Colombo
has heightened fears of a return to full-scald arar in Sri Lanka (BBC 2006).

Over the years, the LTTE has carried out a serfesiaent attacks both on
government resources as well as on civilians throug the country. Their high
recruitment rate and their strong hold over the iTaneas reinforce an environment
through which they exercise psychological contnarothe local population (World
Bank 2005a). Due to the civil war, civilians areught in crossfire; landmines and
unexploded ordnance pose a constant threat (Reieypson, Ford & DuBois
2002). The stressful living conditions, and the egah level of trauma within the
population, is reflected by the alarming rate atsle in the refugee camps, which is
almost three times higher (103.5 per 10 000) tmathe community (37.5 per 10
000) (de Jong, Mulhern, Ford, Simpson, Swan & vankhm 2002). A recent study
revealed that 50% of those who have been engagfdnnline military service in
the civil war have suffered from adjustment disorde a stress reaction (Perera,
Suveendran & Mariestella 2004). It is difficult éstimate the level of psychological

trauma of war experienced by the wider Sri Lankammunity.

In conflict areas, health units, health professimnand medical supplies have all
suffered as a consequence of the long-term confletulting in poorer access,
availability, and quality of health care (Reill@t al. 2002; Collie 2003). In the
government sector, the National Hospital of Sri kKarbased in Colombo has
established an emergency health sector plan, ghmaeant to provide medical care

during mass casualty situations like bomb blasts.
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2.4.7.4.2 Natural disasters

Natural disasters in Sri Lanka are mainly hydroeoatlogical phenomena such as
floods, landslides, cyclones, tidal waves and dntaigFloods and landslides are
more localised and seasonal while droughts are madespread and cyclones
occasional (WHO 2006a). In addition, industrial amaning accidents and

environmental degradation could be consideredasttiier main potential hazards in
the country (WHO 2006a). Sri Lanka was severelgaéd by the earthquake and
consequent tsunami that struck the Indian Oceathemmorning of December 26,

2004, leaving behind widespread destruction. O\gd@ people were killed, over

80,000 homes were destroyed, more than 440,000gempe displaced and natural
ecosystems, coastal infrastructure and health smireture were all damaged
(Government of Sri Lanka 2005). Children sufferedag loss and psychological
trauma; 1200 children lost one parent, and 100@ hagth parents (Yamada,

Gunatilake, Roytman, Gunatilake, Fernando & Feroak@d06). The public health

system did not have coordinated plans for respanttira disaster of this magnitude,
and existing disaster plans could not be locatedinanediately implemented

(Yamadaet al.2006). However, the prevention of a communicaldeakes outbreak

was one success (Yamaelaal. 2006).

In the time since the tsunami, the health systemSof Lanka has improved
significantly with the assistance of WHO but ha#l sbt been fully restored to the
mainstream in tsunami affected areas, especiallynibrth-east provinces (WHO
2006a). It is widely recognised that the developmeh a health emergency
preparedness and response system is an urgen{\We#d 2006a). In response, the
Government of Sri Lanka has recently finalised lixgal framework to handle a

future disaster.

2.4.8 Health financing and resource allocation

Throughout the last fifty years, total public exgiare on health averaged less than
2% of GDP, which is very low by international compans and the WHO
recommendation of 5% (Abeykoon 2003). In Sri Lartk@, expenditure on health is
less than most South East Asian countries, andymsfisantly less than developed

countries Table 5.
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Table 5: National health expenditure as % of GDP irselected countries

Selected Asian countries Selected high income countries
Sri Lanka 3.2% United Kingdom 6.8%
Philippines 3.6% Japan 7.5%
Thailand 3.7% Australia 8.3%
Bangladesh 3.9% Canada 9.2%

Source: (Abeykoon 2003)

However, in recent years, the Total ExpenditureHwmalth (TEH) has grown on
average by 14% per year. The TEH per capita wa2 R89 (US $ 31) in 2000 but
increased to Rs. 3,152 (US $ 33) in 2002, equivaiera total of Rs. 59.5 billion
(nearly US$ 0.58 billion) or 3.8 % of GDP (Insteubf Policy Studies of Sri Lanka
2005). In 1997, the respective shares of the gonem and the private sources were
approximately 50% each (Institute of Policy Studfs Sri Lanka 2005). The
Government’s contribution in recent years has demd. According to Sri Lanka
National Health Accounts 2000-2002, in 2002, tg@mlernment health expenditure
amounted to 43% of the total healthcare costs efpople, while private sources
financed Rs. 33.7 billion (US$ 0.33) equivalenb®b (Institute of Policy Studies of
Sri Lanka 2005). Due to the fluctuations of theeleof inflation experienced in Sri
Lanka, the actual allocation of healthcare fundsgependent on the sustainability

of government funding for healthcare.

Even though the National Health Policy of Sri Lan{d®92) was based on the
principles of Primary Health Care (PHC) (Ministriykbealth 1992), the allocation of
resources does not reflect those principles. Thempartion of health expenditures
is utilised by curative care services. In 2002séheervices utilised 65% of the total
public expenditure on health, while community healervices accounted for only
9% (Ministry of Health Nutrition & Welfare 2003; s$titute of Policy Studies of Sri

Lanka 2005). The remaining amount was for admiaiitn and staff services and
3% was for local and overseas training (Ministry Hdalth Nutrition & Welfare

2002a). The allocation of human resources for Iseittors shows an even greater
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discrepancy between the distribution of health personnel in curative and preventive
services (Table 6). Annual Health Bulletins of Sri Lanka indicate that despite a great
increase in resources devoted to the curative health sector in the last 10 years, there
has been little improvement of health services provision for the majority of people.

This is mainly due to inadequate resources allocation for preventive health services.

Table 6: Distribution of health personnel in curative and preventive services (2005)

NOTE: This table is included on page 53 of the print copy of the
thesis held in the University of Adelaide Library.

Source: (Ministry of Healthcare & Nutrition 2006)

In addition, there is a severe shortage of staff in both government and private health
sectors. According to a recent study, 22% of nursing positions, 10% of public health
midwives, 28% of public health inspectors and 44% of pubic health nursing sisters’
positions were vacant in 1999 (Withanachchi & Uchida 2006). There is a considerable
variability in the distribution of healthcare personnel across districts (for example,
Colombo-112 doctors per 100,000 population, Moneragla (rural) - 26, Nuwara Eliya
(estate) - 16 to less than 4 in Kilinochchi (rural, conflict-affected) (Withanachchi &
Uchida 2006). Distribution of other health personnel shows similar geographical
heterogeneity (Abeykoon 2002; Ministry of Health Nutrition & Welfare 2003;
Withanachchi & Uchida 2006).

2.4.9 Future policy directions in Sri Lanka

The future directions of Sri Lankan healthcare policy should focus on three factors:
the ageing population, primary healthcare, and healthcare management (Jayasekara &
Schultz 2007). It is projected that the elderly Sri Lankan population will suffer
increased morbidity from diseases common to this age group, such as cancer;
cardiovascular; neurological and rheumatologic diseases as well as other physical,
psychological, and cognitive problems. Early action against these emerging problems
and developing services are required to address this issue. Such actions should include
the addition of aged care concepts in undergraduate medical, nursing and allied health

programs, and developing the speciality of geriatrics in post-graduate
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medical and nursing education. It is also importantlevelop a national strategic
plan for developing aged care services in Sri Lamkaviding government policy

directions for a sustainable service (Jayaseka®idultz 2007).

Despite the National Health Policy recommendatitrt the Community Health
Nurse be part of the primary healthcare team (Niyief Health 1992) basic level
nurses are not currently included in the primargltheare team due to the acute
shortage of nurses and slow response by authoii@sever, if Community Health
Nurses could become part of the primary healthteam, these nurses could provide
home care to the sick and disabled, and educatesidodls, families and
communities about illness prevention, disease obnand health promotion
(Jayasekara & Schultz 2007). As has long been sezhliby many countries,
establishing a strong community health nursingiseris a major policy imperative
for improving health status among women, childrdisabled people, the elderly
population and improving mental health of the comity (Jayasekara 2001,
Jayasekara & Schultz 2007).

The National Health Policy (1996) and the Strate§i@amework for Health
Development in Sri Lanka (2004-2015) are the funglatad Sri Lankan health policy
documents (Ministry of Health Nutrition & WelfareD@3). Although these policy
documents have guided national healthcare, comgnteglth indicators and health
expenditure for preventative services have notifsogmtly improved as discussed in
this review. It is crucially important to incorpéeapublic participation, culturally
appropriate strategies and technology and intdessacollaboration for developing
sustainable strategies for improving healthcareyadekara & Schultz 2007).
Healthcare administration, funding and the trainangd education of healthcare
workers should be restructured and developed fmoresto health trends and issues
in Sri Lanka (Jayasekara & Schultz 2007)

2.4.10 Conclusion

This review has shown that Sri Lanka has achieveelaively high health status
given its low level of spending on its healthcaeevies. However, Sri Lanka still
experiences vital health problems among all stajdbe life cycle, mainly due to
lifestyle and the epidemiological transition withd@spread societal and economic

crises. Current healthcare services are underdtaifiel overly focused on curative
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measures rather than prevention. The developmentsustainable healthcare
improvement strategies will be a strategic govemmniavestment of the highest
importance. This evaluation of the current heaithasion and trends in Sri Lanka
provides a policy direction for developing apprapei health service management,

funding and staff development.
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2.5 Nursing profession in Sri Lanka

2.5.1 Introduction

Understanding the evolution of nursing in a coungrgvides perspective on the
origins of current successes and dilemmas, andentie development of strategies
and plans for future trends in the profession. Pphgrose of this literature review
was to explore the evolution of nursing servicesd aarsing education in Sri Lanka
and its impact on developing professionalism insmg. Major challenges for the
nursing profession in Sri Lanka are discussed sattme recommendations, enabling
the identification and development of an appropriabnceptual framework for

nursing education in Sri Lanka.

2.5.2 Search strategies

The search strategy aimed to find both publishetl wrpublished studies and text
relevant to the development of the nursing protessn Sri Lanka. The literature

search was conducted using MEDLINE and CINAHL anuitéd to articles in the

English and Sinhala languages published betweef aad 2006. As a next step, a
general Internet search was performed. The follgway words were used for both
searches: history, nursing, education, serviceglthheand Sri Lanka. Personal
communication, unpublished reports, and governmeobrds and web sites were
used to obtain historical information on nursingieation and nursing service in Sri
Lanka. The reference list of all identified repoesd articles was searched for
additional studies. Hand searching of relevantLankan journals and government

reports was undertaken to reveal any additionaiditire.

2.5.3 History of nursing services in Sri Lanka

During the British period (1802-1947) several nossiries who arrived from
different part of the United States of America &nel United Kingdom were actively
involved in the provision of health care (Bandwiké 2002). In 1878, the first of a
succession of British nurses arrived in Sri LankKaylon) to initiate a training
programme for indigenous women (Jones 2004). Briieanciscan Missionaries of
Mary established a nursing service in Sri Lankatiayning the first batch of 23
nurses in 1886 (Munasinghe 2002). In 1892, a aurdiinerged between Sri Lankan

and Anglican nurses regarding religious beliefs] as a result some Sri Lankan
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nurses left the nursing service (de Silva 1978\vexeless, religious beliefs have
not been strongly integrated into the nursing serun Sri Lanka.

The first record of any formal attempt at improvimgrsing services in Sri Lanka is
from 1879. The first hospital-based government spogdnurse training program
commenced along with the opening of the first twatemity hospitals: the De Soysa
Lying—in—Home (1879) and Lady Havelock Hospital {(anger in existence) (1886)
(de Silva 1978). These hospitals and midwifery nireg programs for nurses
contributed to the reduction of maternal and infardrtality rates in Sri Lanka
(Uragoda 1987). The development of free healthisesved to a greater demand for

nurses and nursing education in Sri Lanka.

2.5.4 Acute care nursing services

In Sri Lanka, the government health sector meetsdéébmands of 60% of the total
health care of the population, and 95% of in-patieare (Ministry of Health
Nutrition & Welfare 2002a). The private health sEcprovides mainly curative
services, and absorbs nearly 50% of the outpattamhands for health care
(Munasinghe 2002). In the government sector, the/ari of acute care institutions
ranges from sophisticated teaching hospitals wi#tmlised consultative services to
small local dispensaries which provide only outigrattservices. The latest available
information revealed that there were 607 medicstitutions with in-patient facilities
and 400 local dispensaries in 2003 (Ministry of ked&lutrition & Welfare 2003a).
Institutions with in-patient facilities provide 2%2 beds and the national rate of beds
for in-patients is 3.1 per 1000 persons (MinistfyHealth Nutrition & Welfare
2003a).

Despite the efforts of the Ministry of Health, st €vident that major problems exist
with the quantity and quality of nursing servicesSrri Lanka. In 2007 it is estimated
that the current nursing workforce numbers appretaty 19,000, the largest health
professional group in Sri Lanka; however, therstilk an acute shortage of nurses in
Sri Lanka (Ministry of Health Nutrition & WelfareG®2a). The shortage of nurses in
Sri Lanka reflects a global trend and is a majsuésin both public and private health
care facilities. It is estimated that the shortagfenurses in the state sector is
approximately an additional 25,000 and that in gnvate sector nearly 15,000

(Munasinghe 2002). It is understood that inadequexteuitment to the state nursing
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schools by the Ministry of Health has been a lotagrding problem; however these
institutions are already hampered by limited faed. It is also evident that most
nurses in both sectors face poor working condifidow wages and inadequate
career development (Ministry of Health Nutrition\&elfare 2002a). This situation

directly influences on quality of patient care.

The National Strategic Plan for Nursing and MidwyféOevelopment 2001-2010,
which was the outcome of discussion between seadarministrators, trade unions,
and nurses with technical assistance from the WHA&3, proposed strategies to
overcome many deficiencies that are currently agpeed by nursing services in Sri
Lanka. This plan emphasises issues in six key greggantity of nurses, (i) quality
of nurses, (iii) client satisfaction, (iv) job ssfaction, (v) career development, and
(vi) policy development (Ministry of Health Nutin & Welfare 2002a). It is
apparent that authorities have been slow to imphkenteis plan in full scale.
Although it is more than halfway into the life ohig plan, only a few
recommendations have been implemented (e.g. rewnitof additional students for
nursing schools, implementing 4-year BSc Nursinggpams at university sector

etc.).

2.5.5 Community health nursing services

The community health service in Sri Lanka was disabd in 1926 with the
establishment of the National Institute of Healthieices (NIHS). The main aim of
this institute was to provide training courses rtgpiove human resources required
for the primary health care programme (Perera 1988¢ first public health nurse
was recruited to this institute in 1926 (de Silv@78), however the positions of
Public Health Nurses (PHN) were converted to mideNel manager (Public Health
Nursing Sister- PHNS) in primary health care atBgi in the early 1980s
(Jayasekara 2001). The Ministry of Health attactied position to the Office of
Medical Officer of Health to function in a supemg and training capacity (de Silva
1996). Public Health Nursing Sisters are curreb#yng prepared at the post basic
level in the NIHS. However, these nurses have loleasted of responsibility to the
community, and authorities have been slow to resegrthe importance of
community nursing car¢Jayasekara 2001). The Ministry of Health has came
realise the need for community health services (®ttiyp of Health 1992). This is

evident from the report of the Presidential TaskcEofor the development of
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National Health Policy (NHP)-1992, which recommethtlee re-establishment of the
position of community nurse (Jayasekara 2001). Hewethe acute shortage of
nurses and slow response by authorities meanéittteaprogress has been made for
community nursing services. Although the NHP of [Sahka (1992) was based on
the principles of Primary Health Care (PHC) (Minysbf Health 1992), the nursing

curricula did not reflect this focus (Cameron 20QGik)d there was inadequate

emphasis on community health care (Jayasekara 2001)

2.5.6 Regulation of nursing profession

In many South East Asia Region counties (Bangladesha, Maldives, Myanmatr,
Nepal and Thailand) nursing and midwifery coundil/e been established, with
varying degrees of effectiveness in terms of puptiatection and strengthening of
nursing and midwifery workforce management (WHO 200 he ratification of the
Sri Lanka Nursing Council Bill (SLNC) first propasen 1988, has not eventuated
for various reasons (Munasinghe 2002). AccordintdpéoSLNC Bill, it is aimed only
at government sector nurses. However, this is pptagpriate and the bill needs to
include all sectors of health care (ILO 2002).

In Sri Lanka, private sector nurses are traineghyate nursing schools. The major
difference between the two sectors (governmentpaivéite sectors) is the standard
of the basic education in terms of periods of irajnand clinical practice settings.
The Sri Lanka Medical Ordinance requires that rais®ould register with the Sri
Lanka Medical Council (SLMC). The certificate o#éerby private nursing schools is
not recognised by the SLMC, therefore, the majasftyvorkers who work as nurses
in private sector hospitals and nursing homes ateamed or do not have a valid
registration to practice as nurses (Munasinghe 20@istry of Health Nutrition &
Welfare 2002a). A valid registration for the priwasector nurses is a major
challenge; however, a single minimum standardHermtursing profession is required
to ensure quality care is provided by nurses teept regardless of whether the
context is public or private facilities. Thus, itould be worthwhile considering
setting up a single council with representatiomsnfrboth sectors (government and
private) to be responsible for the regulation ofses and accreditation of the

education programs.



Chapter 2. Literature review 60

Currently, there is no mechanism for renewal orcedification based on new
competencies of nursing practice. A system shogldnfiplemented to renew the
practicing licence for nurses. This would have lfighen terms of protecting the
public, and maintaining the professional standaeds] development of a career
structure that will attract and retain nurses. HEséablishment of the SLNC with
necessary amendments is considered urgent for vamgrawursing services in Sri

Lanka.

2.5.7 Nursing administration

The senior nursing positions (nursing directorate}he Ministry of Health in Sri
Lanka (hospital services, public health, and edacatwere established in 1949,
1955, and 1960 respectively (Banduthilake 2002ks€hthree nursing directorates
are attached to three different Deputy Director €als of Health Services
(DDGHS). However, the unification of the main streaof nursing service is still
not complete. Establishment of a Nursing Servicgpddenent with the post of
Deputy Director General (Nursing & Midwifery), amd\Nursing Advisory committee
in the Ministry of Health, which were proposed &veral reports of the Ministry of
Health has not been implemented (Ministry of Hedlthrition & Welfare 2002a). A
reason for this may be attributed to senior nurffgcers including the nursing
directorates not having adequate education in yofdanning and strategic
development (Munasinghe 2002). As a result, theergxto which they can
effectively influence policy development is probksm. However, the Ministry of
Health recently announced that the senior positbrDeputy Director General
(Nursing & Midwifery) will be appointed in the neduture. Such a unified
administration will contribute to the developmeminarsing and midwifery services

in Sri Lanka

In the state sector the Nursing Minute (Nursing €iation, 1977) of the Ministry

of Health, which was amended in 1984, is the refs@edocument on the human
resource development in the nursing service. Howeétvdoes not provide guidance
on administrative matters and strategies for psi@ml advancement of the nursing
service (Munasinghe 2002). For this reason, theeotirNursing Minute, and

administrative decisions of Health Ministry are al@ challenged by trade unions
and nurses. It is also recognised that a certagnegeof disillusionment exists within

the nursing service because of delays by the Mynist Health in resolving the
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conflict rose from the Nursing Minute. The Nursihgnute is currently being
amended to rectify these anomalies; however gasgnised that amendments do not

reflect effective strategies for professional adyanent of nursing services.

2.5.8 Nursing education in Sri Lanka

In Sri Lanka, nursing education is currently takplgce in separate nursing schools
and universities. Being government institution)osis of nursing are attached to
the Ministry of Health (MOH), while universities emanaged by the University
Grant Commission (UGC) and Ministry of Higher Ediiga in Sri Lanka. Currently,
pre-registration nursing education in Sri Lankd&sed on a three-year certificate
level nursing program in schools of nursing andrdgear Bachelor of Science
(B.Sc.) in nursing programs at universities. Thetgegistration nursing education is
taking place in the Post Basic College of Nursimgblombo. Although there was a
Master of Nursing Science (MNSc) program during@®@002, currently there is no
postgraduate nursing program in Sri Lanka. Theedaage numbers of private sector
nursing schools, however, these are not considesadcognised nursing schools by
the MOH and the Sri Lanka Medical Council due tcoaimsistency of program

durations and standards.

2.5.8.1 Pre-registration nursing education in schoo Is of nursing
Early nursing services were influenced strongly thg British nursing tradition

characterised by an apprenticeship style of nuraming (Stein-Parbury 2000).
Hospital based nursing education in Sri Lanka astbphis apprenticeship model,
however this model has since been replaced bydnsfer of nursing education into
separate nursing schools. The first institutiomaisiurse training commenced in
1939 with the establishment of the School of NigsmColombo (de Silva 1978). In
2006, 11 schools of nursing throughout the couptovide a three year certificate
level pre-registration nursing education. Schodlsursing follow a national level

curriculum that provides a national framework farrging schools’ education in Sri

Lanka.

This program offers greater student status and esiphon education than the
previous hospital based training. Both Virginia Herson’s and the International
Council of Nurses’ (ICN) definition of nursing weresed as the foundation of the
three-year nursing program (Cameron 2001). Thesnuithree-year general nursing
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curriculum consists of 20 theory courses basedaditional medical model subjects
such as medical, surgical, paediatric, psychiaamg maternal nursing. The major
aim of this program is to prepare general nursesefoployment in the national

health care system.

In 1997, the Japan International Cooperation Ag€dtyA) established the National
School of Nursing, the fnursing school in Sri Lanka. This school was cdexsid
as a model school in terms of improving basic mgrseducation in Sri Lanka.
However the project created a gap between the meciedol and the ten other
schools especially with regard to infrastructurdCAJ 2002). Although the
curriculum of this new school was similar to otmerrsing schools, JICA nursing
education experts attempted to introduce new tegdieichniques to improve nursing
education in all nursing schools. The JICA (20@&part reveals that the strategies of
improving nursing education using the model nursschool have not been fully
realised due to under-utilisation of educational tenials and educational

management in the other non-model schools.

The entry qualification for nursing was upgradedl® years of formal education
(advanced level/high school graduates) in 1992hlgh the existing nursing
curriculum was revised in 1995 and endorsed in 1899as not been updated for
admission of high school graduates. Because, tiesdeen no other competitor for
nursing education in Sri Lanka and therefore noeitug for the nursing schools to
change over the decades (University of Peraderi0@)2 Despite all the literature in
nursing being available in English language, thelioma of instruction in the nursing
schools is still in Sinhala language introduced 99 (de Silva 1978). This situation
creates a barrier to foreign employment and edwmicatiopportunities for Sri Lankan
nurses and to the academic development of nursesgecially compared to

medicine.

2.5.8.2 University nursing education
The University of Ceylon proposed a five-year nugsiliploma program in 1963 (de

Silva 2004), however the program was not implenteritmiversity education for Sri
Lankan nurses was next advocated in 1968 (Careye$. I995) and was supported
by The International Council of Nurses and the Wddealth Organisation, who
recommended that nurse education should be bas#tedmgher tertiary education

system (Cameron 2001). However, it was not unt@4léhat university education for
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nurses was introduced in Sri Lanka (Fernando 20@®veral proposals for
establishing university based education for nutsad been proposed by nursing
leaders and authorities but were not acted on. ‘(€tg case for an undergraduate
program in nursing in the University of Ceylor{1967); “A narrative program
proposal for the development of a baccalaureater@kgrogram in nursing at the
University of Sri Lanka’(1977) (de Silva 2004).

Currently, there are two types of nursing degremgrams available in Sri Lanka.
Three conventional universities in Sri Lanka rebemstablished pre-registration
four-year degree programs leading to B.Sc. in MgrsiThe Open University
provides a B.Sc. in nursing program for registenatses of the Ministry of Health,
Sri Lanka as a post-registration program. This moygprovides registered nurses an

opportunity to upgrade their current qualificattondegree level.

2.5.8.2.1 Pre-registration B.Sc. Nursing programs

The National Health Policy (1992) proposed thatsmg education should be
upgraded to the degree level (Ministry of Healt®2 This recommendation was
reiterated in The National Strategic Plan for Nogsand Midwifery Development

(NSPNMD) 2001-2010). As a result, the Universitya@s Commission (UGC) in

Sri Lanka announced that three universities (Usitgrof Sri-Jayewardenepura,
University of Peradeniya and University of Jaffoffer a four-year degree programs
leading to B.Sc. in Nursing for 2006/2007 universetdmission of high school

graduates (University Grant Commission 2007).

The first pre-registration B.Sc. Nursing programsveammenced in the University
of Sri-Jayewardenepura. The Faculty of Medical s at the University of Sri-
Jayewardenepura was established in 1992 to prawndkergraduate education in
medicine, nursing and other allied health sciend@é® four-year BSc in Nursing
degree program was commenced on August 2005. Glyrrdive lecturers are

appointed to this program and three of them havst®dadegrees in nursing. The

annual intake of students is 25.

In 2000, University of Peradeniya proposed to dstiadd a nursing school at the
Faculty of Medicine (University of Peradeniya 2008)owever, the government
decided to commence university B.Sc. programs lacted universities for allied

health sciences including nursing in university amon for 2005/2006 (University
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Grants Commission 2005). University of Peradeniyeoked allied health students
into the Faculty of Medicine in 2006; however thgs®grams were not fully
functional due to various reasons (e.g. a lackuv$@ lecturers, objection of medical
students). Subsequently, the UGC approved a neultlydor Allied Health Sciences
for the University of Peradeniya and it was inaaged on January 2007. The new
faculty consists of five departments that offer emgpgladuate programs in nursing,
pharmacy, physiotherapy, radiotherapy/radiograpity rmedical laboratory sciences
(University of Peradeniya 2007). The aim of thed.Sursing program is to enable
the student, through a mix of theoretical and pradbased modules, to become
compassionate, caring, competent and critically rawaractitioners of nursing
(University of Peradeniya 2006). Currently most rses of allied health degree
programs are managed by medical lecturers duedeaeh of qualified allied health
professionals in the country. However, a total namiif 100 students are currently

enrolled in the B.Sc. Nursing program.

Although the UGC announced the enrolment of stugdémt B.Sc. Nursing program
at the University of Jaffna, currently no infornmatican be traced in the university
web site or general internet search in regardit grogram. In 2004, the UGC
approved a new Faculty for Healthcare SciencedatBastern University of Sri
Lanka to establish health science degrees (Merlg)2 The first MBBS program
of this new faculty commenced in 2006, and the lfgcis working toward
establishing nursing and other health sciencesegagrthe future (EUSL 2006).

2.5.8.2.2 Post RN BSc Nursing program

In Sri Lanka, the first nursing degree program established at the Open University
of Sri Lanka (OUSL) in 1994 under the DepartmentH#alth Sciences of the
Faculty of Natural Sciences. Academic assistance pvavided by the Athabasca
University, Canada through a 5-year programme fdndgy the Canadian
International Development Agency (1992-1997). TwWegram prepares generalist
nurses for leadership roles in hospitals and thennconity, administration,
supervision, teaching and research within the ctrdkcurrent health needs (OUSL
2006). This post RN degree program is offered lstadice mode for registered
nurses with a minimum of 2 years’ experience (O2806). The first 2 years of the
degree programme at Levels 3 & 4 are exemptedefgistered nurses (who would

otherwise have to follow the course for 4 acadeyaars). They are required to
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pursue only the final 2 years of the program atdle® & 6. A curriculum for Levels
3-4 has already been approved for implementatiothénfour-year nursing degree

program that recruits high school graduates (Dheatnaet al.2006).

The Post RN B.Sc. nursing degree has 13 compultsmyses along with an open
elective under which six courses are offered (Ol2BD6). The students have the
option of selecting any course of their choice fribrese six courses. The curriculum
of the program is guided by the principles of pniynBealthcare as outlined by the
WHO in 1998 (OUSL 2006). However, a curriculum ewiteam noted that the
curriculum has not been revised since its inceptiori994 (Dharmaratnet al.

2006). In 2001, a Canadian nursing consultant eelvisve courses of this curriculum
and subsequently recommended a review of anotlecourses, however it was not

possible due to inadequate funds, staff and subjqurts (Dharmaratret al. 2006).

There are currently about 200 annual admissionghéoB.Sc. Nursing program
(Dharmaratnest al.2006). However, the curriculum review team alsteddhat only

204 out of 500 registered students have compldten tdegree from 1997 to 2005
(Dharmaratnest al.2006). The possible reasons for this situation beathe distance
mode of study, which produces challenges for mangents because of workload,
the language of instruction (English), the teacHeayning methodology, and their
own personal and professional commitments (Witheateohi 2001). Furthermore,
this program is hampered by a severe shortage adfeacic staff. The permanent
academics in this program are confined to one séaaburer and two probationary
lecturers. The senior lecturer is the only staffmber with a Masters degree in

nursing.

2.5.8.3 Post-registration nursing education
The role of nursing changed dramatically with tlewelopment of nursing schools.

As a result, the Post Basic School of Nursing @ntty Post Basic College of
Nursing) was established in 1980the School of Nursing, Colombo. In addition to
this school, the Eastern University of Sri Lank#abbshed a similar program in
1997 that was funded by the Swedish International/dlbbpment Cooperation
Agency (SIDA) (EUSL 2006). This program providegpogunities for remote area

Tamil speaking nurses to access post basic nuesingation.
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These two institutions provide diploma level nugseducation in Ward Management
and Supervision program for registered nurses tcoe ward sisters (nurse
managers). In addition, the Post Basic College ofsikg provides a Diploma in
Teaching and Supervision program for registeredsesito become tutors (nurse
educators) in schools of nursing. The duration ofhbprograms is 18 months,
including a six-month midwifery course for femalarrses, and a six-month
psychiatric nursing course for male nurses. Theiaua of the post basic diploma
have not been regularly updated and these coucsestdeflect current needs of the
profession at clinical and management levels (s & McCutcheon 2006). Post
basic nursing education is constrained in its @bt produce nurse managers and
nurse tutors and to provide short courses for uisespecialty areas such as
intensive care, paediatric and infection contrabwdver, it is recognised that post
basic nursing education should be developed toigeospecialist clinical nursing
education to improve the quality of nursing carbe TNational Strategic Plan for
Nursing and Midwifery Development (NSPNMD, 2001-2Dproposed that the Post
Basic School of Nursing should be upgraded to dgPaduate Institute of Nursing
and Midwifery (PGINM) to improve postgraduate nagsiand midwifery education
and to establish clinical specialisations (Ministify Health Nutrition & Welfare
2002a). However, the establishment of a PGINM ddpeon the process of

transferring nursing education to the universitgtegn.

2.5.8.4 Postgraduate nursing education
The absence of nursing from the university sect@s va major constraint to

establishing sound postgraduate nursing educatic®riiLanka. In response to this,
in 2000 a Master of Nursing Science (MNSc) progveas introduced as a three-year
WHO sponsored project under the academic auspicie dJniversity of Adelaide,
South Australia. This program introduced an eviéelnased approach to the nursing
service in Sri Lanka (Jayasekara 2003). The majjor @f this program was to
establish a future faculty for university nursirdpeation; however this program was
discontinued after the second intake due to inaatequoordination of accessing
WHO funds for the program. As a result, 20 Mastgralified nurses out of a
proposed 30 completed the program. The aim of pineggram was not totally
accomplished because universities are reluctaabsorb these graduates for tenured
positions as this Masters degree (MNSc) is notgesed as a research degree by

universities in Sri Lanka.
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In response to this issue, the Department of He&diknces at the Open University,
Sri Lanka has already established several links faiteign universities to initiate a
postgraduate two-year research degree program ii2iname et al. 2006). In

addition to a major research study, this courseviges four theory courses
(Qualitative and Quantitative Health Research Meshd@io and Medical Statistics,
Literature Review and Clinical Field Studies) emadplstudents to improve their
theoretical background of research (Dharmaranal. 2006). However, only one

academic staff member of this department holds stéia degree in nursing.

The Ministry of Health has sponsored several nuigestudy abroad at graduate and
postgraduate level in the past. It is estimated ithd 993 approximately 17 nurses
had baccalaureate preparation while four had Mag@ameron 2001). The B.Sc. in
Nursing program at the Open University graduated @0rses from 1994 to 2005.
Twenty-five of these nurses obtained a Masters edegn Nursing (including 20
M.N.Sc. graduates from the University of Adelaidm)d only one nurse is currently
enrolled in a PhD progrartable 7shows the distribution of Masters qualified nurse

educators in nursing education institutions inLarka.

Table 7: Distribution of Masters qualified nurse edicators in nursing education
institutions in Sri Lanka in 2006

Institution No. of No. of Master
academics qualified
Open University 3 1
University of Sri-Jayewardenepura 5 3
University of Peradeniya Nil Nil
University of Jaffna Nil Nil
Schools of Nursing (n=11) 164 6

It was revealed that there is a severe dearth alifepdl nurse educators for senior
nursing academic positions in Sri Lanka; howevew hurse educators are currently
enrolled in postgraduate research degrees in &whforeign universities (Master by
Research= 1, Master of Philosophy= 2, Doctor ofdbphy= 1). This number is not

adequate compared to current and future needsrsinguyprograms in the Sri Lankan

university sector. Urgent steps need to be takenintwease the number of

postgraduate qualified nurse academics in the usitye sector by providing

scholarships and funds for their research programs.
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2.5.9 Conclusion

Throughout the history of nursing in Sri Lanka dshbeen recognised that nurses are
a crucial part of the workforce delivering healémnsces to the nation in terms of
caring for patients, preventing illnesses and prtimyahe health status of the nation.
However, it can be concluded that there has beersiderable delay by the
profession in asserting their professional statitkinvthe health sector. There has
been minimal effort to improve the standards ofsear education, mainly due to
inadequate and disjointed involvement of those \at® responsible for improving
the health services in Sri Lanka. However nursiagrises and education in Sri
Lanka are under scrutiny as nurses today show owreern about their professional
roles, education and status. In the future more ter, nurses will need a solid
university education, assertiveness skills, tecdnoiompetence and ability to deal

with a rapidly changing health care environment.
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Chapter 3 Systematic reviews

3.1 Introduction

Standard literature reviews, for so long the basian introduction to a study or a
thesis, are at risk of bias because the reviewoawidn preferentially include studies
that support a particular view or approach (Antmiaal, Kupelnick, Mosteller &
Chalmers 1992; McAlister, Clark, van Walraven, 8¢;a_awson, Moher & Mulrow
1999; Montori, Swiontkowski & Cook 2003). In comsam, a systematic review is
defined as a review of scientific studies that usgdlicit, systematic and therefore
reproducible methods to locate, select, appraisesgnthesise relevant and reliable
evidence (NHS 2001) that — in the case of systemeatiews of quantitative studies
— minimise the potential for bias. The systemagmvew is the core of the evidence-
based practice process (Pearson 2004), and itfesna of research (NHS 2001,
Pearson & Field 2005; White & Schmidt 2005). Sysigémreviews are considered
as the highest level of evidence (Level 1) (NHMR&9%), and are used to inform
policy and decision-making in organising and delivg health and social care (NHS
2001). The systematic review has been recentlyodonited into the nursing
discipline, and it is well recognised that estdbhig this approach within the

profession is highly important to embracing evidebased practice.

The aim of the following two systematic reviews wasxamine the best available
evidence on undergraduate nursing curriculum modéise first systematic review
was conducted to appraise and synthesise the hedialde evidence on the
effectiveness and appropriateness of undergraduateng curricula models. The
second systematic review analysed the best avaiabtlence on the feasibility and
appropriateness of introducing nursing curriculanfr developed countries into
developing countries. The findings of the two rexsewere used to formulate the
conceptual framework for undergraduate nursingicula in Sri Lanka and as a
constant reference point for comparison with theulte of stakeholder focus group
discussions and theoretical consideration of culutim development.
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Systematic review 1

A comprehensive systematic review of evidence on th e
effectiveness and appropriateness of undergraduate nursing

curriculum models

3.1.1 Executive summary

3.1.1.1 Objectives
The objective of this review was to appraise andtlsysise the best available
evidence on the effectiveness and appropriatendssindergraduate nursing

curriculum models.

3.1.1.2 Inclusion criteria

This review considered research papers that addtesise effectiveness and
appropriateness of undergraduate nursing curri@iladies of higher evidence levels
were given priority over lower evidence studiesitiegants of interest were nursing
staff, nursing graduates and students and health cansumers. Nursing staff
outcomes, consumer outcomes, and system outc@@rgescompetency, satisfaction,
critical thinking skills, health care consumer tighand cost effectiveness) that
impact on the evaluation of undergraduate nursungiaula were considered in the

review.

3.1.1.3 Search strategy

The search strategy sought to find both published anpublished studies and
reports limited to the English language. An inifiatited search of MEDLINE and
CINAHL was undertaken, followed by an analysis loé text contained in the title
and abstract, and of the index terms used to destne article. A second extensive
search was then undertaken usatigidentified key words and index ternfainally,
the reference list of all identified reports andickes was searched for additional

studies.
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3.1.1.4 Methodological quality

Each paper was assessed by two independent residaremethodological quality
prior to inclusion in the review using an approf@i&ritical appraisal instrument
from the SUMARI package.

3.1.1.5 Results

A total of 16 papers, experimental and textualature, were included in the review.
The majority of papers was descriptive and examitied relationships between
nursing curricula and specific learning outcomeshsas critical thinking skills. Due
to the diverse nature of these papers meta-anali/gie results was not possible and
this section of the review is presented in nareatferm. In this review, four
undergraduate nursing curriculum models were ifledti integrated curriculum,
subject-centred curriculum, problem based learniagd an integrated critical
thinking model. It was possible to examine the affeness of an integrated
curriculum model and a subject-centred curriculumdet; however, the other two

models could not be compared due to a lack of exele

3.1.1.6 Conclusion

The evidence regarding the effectiveness and apptepess of undergraduate
nursing curricula is notably weak due to the pauoit high quality comparative
studies and meaningful outcome measures of avaiktbldies. Therefore no strong
conclusion can be made regarding the effectiverasd appropriateness of

undergraduate nursing curricula.

3.1.1.7 Keywords
Nursing education, Undergraduate curricula, Systemi@view, Problem based

learning, Critical thinking



Chapter 3. Systematic reviews 72

3.1.2 The Comprehensive systematic review

3.1.2.1 Introduction

The purpose of this systematic review was to ifgm@vidence of the effectiveness
and appropriateness of models of undergraduatenguecsirriculum models. Due to
the complexity of the topic, the review located fdfms of research, including
correlational studies and expert opinions. The &wysfor the Unified Management,
Assessment and Review of Information (SUMARI), saite of the Joanna Bridge
Institute (JBI) was used to assist with the review.

3.1.2.2 Background

After the 1960s the nursing profession began toentakisiderable efforts to develop
nursing knowledge based on a nursing frameworkusscaursing leaders wanted to
develop nursing as an independent profession aaltsed that nursing needed its
own framework to guide nursing education, practcel research (Chinn 1983;
Newman 1983; Rogers 1989). As a result, duringbide and 70s various nursing
theories/ models were developed. The knowledgeosigl made nursing educators
aware of the inadequacy of traditional nursing icufa based on the medical model
and developed nursing curriculum frameworks thaivigled unifying concepts

across the curriculum.

Globally, nursing services and nursing educatoessaeking better ways to prepare
nurses for practice in health services that arestemtly changing. Consumer
expectations have increased in relation to theityuaf care they receive and the
delivery of nursing can no longer be based on ti@dibut rather requires a
contemporary approach to care that is underpinnedevidence. It is therefore
essential that nursing curricula reflect the rapidthanging technologies,
dramatically expanding knowledge, changes in thactmre environment and
incorporate theory, science, professional standamd consumer expectations
(Young, Urden, Wellman & Stoten 2004). Reforms ursing education have led to
intense debate on developing appropriate curridola baccalaureate nursing
education based on a nursing model (AACN 1998). Tiegor focus of the

curriculum revolution is the preparation of gradsatwith new and different

perspectives and abilities, to face a rapidly chremghealth care environment
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(MacLeod & Farrell 1994). It is suggested that doatent of curricula needs to be
re-examined using an evidence-based approach to timeeneeds of professional

nurses (Kessenich, Guyatt & DiCenso 1997).

A number of nursing curriculum models/frameworks ¢e identified, such as the
nursing process (McEwen & Brown 2002), five compusemodel (AACN 1998),

community model, health promotion model, nursingagdiosis model, case
management model and caring model (Hegge 199%ingumodel, spiral model and
experiential model (Crotty 1993), client systemsdelp growth and developmental
stages model, health-illness model, and nursingsrohodel (Sohn 1991). These
models have been used by thousands of baccalaumeaieg educators to develop,
define, and revise nursing curricula. However, e¢hare limited studies that

investigate the effectiveness of these models.

3.1.2.3 Objectives
The objective of this review was to appraise andtlsysise the best available

evidence on the effectiveness and appropriatendssindergraduate nursing

curriculum models.

3.1.2.4 Review method

3.1.2.4.1 Inclusion criteria
The following inclusion criteria were used to detare which papers were to be
included in the review, anglapers that met all of the inclusion criteria wergieved

and assessed for quality.

3.1.2.4.1.1 Types of studies/papers
This review considered research papers that irgadsti the effectiveness, and

appropriateness of undergraduate nursing curridedgpers of the highest level of
evidence rating (levels I-1l) were given prioritynda included: meta analyses,
randomised controlled trials, quasi-randomised rodled trials, cohort studies, case
control studies, descriptive studies, correlatiostidies, interpretive studies and

critical studies.

As limited studies were identified, discussion paper reports that addressed the
effectiveness and appropriateness of different nsodé undergraduate nursing

curricula were considered.
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3.1.2.4.1.2 Types of participants
The review considered studies that include all llengsing staff, nursing graduates

and students, and health care consumers.

3.1.2.4.1.3 Types of interventions

All papers evaluating the effectiveness and appaigoress of different models of
undergraduate nursing curricula were consideredirfdusion in the review. For
example, different models of undergraduate curaicuhiclude problem based

learning, integrated critical thinking and subjeetitered models.

3.1.2.4.1.4 Types of outcomes
Outcomes measures were divided into three groupssing staff (including

undergraduate nurses) outcomes, consumer outcamsystem outcomes.

Nursing staff outcomes included the competency h&f graduates and positive
perceptions of the work environment, job and raésaction, positive inter-staff
and client-nurse relationships, critical thinkinglls and decision-making abilities.
Consumer outcomes included the promotion of physicel mental well-being,
consumer satisfaction, and protection of consunggrts. In system outcomes, cost
effectiveness and delivery of quality health canel appropriateness of curricula

models were included.

3.1.2.5 Search strategy

The aim of the search strategy was to find bothliplaed and unpublished studies
and text. The search was limited to English langupgblications. A three-step
search strategy was utilised in the review. Anahitmited search of MEDLINE and
CINAHL was undertaken followed by an analysis of thxt words contained in the
title and abstract, and of the index terms usetkszribe the article. A second search
using all identified keywords and index terms whent undertaken. Thirdly, the
reference lists of all identified reports and descwere searched for additional
studies. Hand searching of relevant journals swschoairnal of Nursing Education,
Nurse Educator, Nurse Education Today and conferepooceedings were

undertaken to reveal additional literature and tntiphed studies.

The databases searched in the second stage included
MEDLINE (1966 to June 2005)
CINAHL (1982 to June 2005)
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ERIC (to June 2005)

Cochrane (to June 2005)

Expanded Academic Index (to June 2005)
Current Contents (to June 2005)

Embase (to June 2005)

The search for unpublished studies included:
Dissertation Abstract International (to June 2005)
Index to Thesis (to June 2005)

WWW sites of relevant associations (e.g. local eméernational nursing and health
organisations) (to June 2005)

All papers identified during the database searcrevessessed for relevance to the
review based on the information provided in thie tdind abstract. The full report of
the paper was retrieved if the paper appeared & the inclusion criteria. After the
full report of a paper was retrieved, it was agassessed against the inclusion

criteria in order to determine its relevance toriénaew objective.

3.1.2.6 Assessment of methodological quality
Identified studies and papers that met the inctusiiteria were grouped into one of

the following categories:

Experimental studies;
Descriptive studies;
Descriptive-correlational studies;
Interpretive studies;

Critical studies; and

Text / opinion papers

Each paper was assessed by two independent residaremethodological quality
prior to inclusion in the review using standardigeitical appraisal instruments from
the System for the Unified Management, AssessmedtReview of Information
Package (SUMARI)(Appendix 1) Any disagreements that arose between the
reviewers were resolved through discussion anééeasary with the involvement of

a third reviewer.
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3.1.2.7 Data collection

Following assessment of methodological quality,ggapwvere grouped according to
study methodology, opinion and other text. The gtetive data were extracted from
papers included in the review using the standaddils¢a extraction tool from the JBI
Meta Analysis of Statistics: Assessment and Reviestrument (JBI-MAStARI).
The qualitative data were extracted using the Jidlifative Assessment and Review
Instrument (JBI-QARI). The opinion and other testal were collected utilising the
JBI Narrative, Opinion and Text Assessment and &evnstrument (JBI-NOTARI)

(Appendix 2).

3.1.2.8 Data analysis

3.1.2.8.1 Quantitative data analysis

It was planned, where possible, for quantitativeeagch study results to be pooled
for statistical meta-analysis using Review managstware from the Cochrane
Collaboration (Review manager V4.04). All resultsrevto be double entered. Odds
ratio (for categorical data) and weighted meanredgihces (for continuous data) and
their 95% confidence intervals were to be calcdlater each analysis. Where
possible, heterogeneity between comparable studéssto be assessed using the

standard Chi-square analysis.

3.1.2.8.2 Qualitative data synthesis

Data synthesis of qualitative data was performedgushe JBI-QARI and JBI-
NOTARI software packages. The process of meta-segdhembodied in these
programs involves the aggregation or synthesisimdirigs/conclusions made in
relation to the intervention, activity or phenomaertbat is the subject of the review.
The aim of the process is to generate a set aératits that represent aggregation
through assembling the findings or conclusionsdratecording to their credibility
(Appendix 3) and categorising these findings/conclusions enbihsis of similarity

in meaning. These categories are then subjecteal rieeta-synthesis in order to
produce a single comprehensive set of synthesiadth@is that are used as a basis

for evidence-based practice.
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3.1.2.9 Results

3.1.2.9.1 Description of papers

A total of 241 papers were identified as potentiadlievant to the review question in
the first and second steps of the literature sedalked on the title and abstract of
the papers, 10 papers and five theses that weseardl to the review topic were
retrieved for evaluation of methodological qualithree papers and one thesis were
excluded due to incongruity with the review objeefi, and/or outcomdgppendix

4). In the reference list search of selected stugie$l), one paper met the inclusion
criteria. In the Internet search for unpublisheadss, two systematic reviews and

two reports were selected for the review.

A total of 16 papers were included in the revievddiews:
- 2 systematic reviews
- 4 experimental studies
- 7 descriptive-correlational studies, and
- 3 textual reports

The included papers provide a variety of curricelaluation instruments and
different outcome measures. Meta-analysis was assiple due to the different out
comes, control groups and interventions of thecsede studies. This evidence is

therefore presented in a narrative summary.

3.1.2.9.2 Reviews of nursing curricula
Two systematic reviews evaluating the effectivenefssiursing curricula and one

textual report on nursing curricula were identifigdtzgerald et al. 2001; McKinley
et al. 2001; Clare, White, Edwards & van Loon 2002)

A systematic review focusing on nursing curriculadergraduate clinical education
and transition support for new graduates considafedtudies addressing nursing
curricula (Fitzgeraldet al. 2001). One review question focusing on the efiectess

of the different models of nursing curricula wasigar to this review. The outcomes
of interest from experimental or evaluation studresuded successful completion,
knowledge acquisition, competence, cost, studdigfaetion, employer satisfaction,
and other indicators identified in the researatréiture (Fitzgeral@t al. 2001).This

systematic review revealed six themes pertinemuising curricula, however no

theme was found in the area of effectiveness démiht models of curricula. The
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review reported that studies addressing nursingriota were small scale,
fragmented, and few attempts had been undertakevalaate the success of nursing
curricula (Fitzgeralat al.2001). This review failed to find sufficient eviuge on the
effectiveness of nursing curricula; however, theéhars recommended that large
multi-center collaborative research is necessargldtermine the effectiveness of

most aspects of nursing curricula.

Another systematic review on models of nursing eatlon and training examined the
effectiveness of various models of nursing eduoafidcKinley et al. 2001). The
review used strict evidence criteria, and 89 papene selected; these were mainly
comparative studies of educational methods. Theses not included in the review
because of time restraints. The outcomes of intexese patient care outcomes,
student learning outcomes, and educational outcontesreview revealed that there
was only strong evidence for the following moddigeducational practice in nursing;
the use of clinical practice as a learning envirentrand computer assisted learning
in combination with traditional approaches to teaghand learning (McKinlet al.
2001). The review noted that the evidence regardinppd models of nursing
education was only low-level and notably weak ahdt toutcome measures of
nursing educational studies were often irreleviaKinley et al.2001). This review
also failed to find evidence to recommend any paldr model of nursing education

currently in use in Australia.

The Australian Universities Teaching Committee’$J{AC) commissioned study on
nursing education consulted key nursing educatiaketiolders via three networks
of experts, 21 national focus groups, four natiagralduate and employer surveys,
five discussion papers, and undertook extensivaurdeat analysis of 26 current
undergraduate nursing curricula in Australia (Cleiral.2002). The major aim of the
study was to gain critical feedback in relationefficacy of current models and
strategies, processes and outcomes and locate\mkstble evidence for Australian
nursing curricula. This report revealed a lack e$earch based evidence for the
effectiveness of existing curriculum models in mgseducation, and no evidence
was found to support the development of a nationaiculum for nursing education
in Australia. This report also found that there wasclear evidence regarding the
extent to which competencies need to be achievedurging graduates or any

indication about whether or not one domain is mianportant than others. It is,



Chapter 3. Systematic reviews 79

therefore difficult to measure the effectivenesscompetencies that should be
addressed in nursing curricula. The report outlinedad and well-accepted
principles for curriculum design for undergraduaiiersing education. Based on
findings of the study, the authors provided broadommendations for nursing
curricula. The provision of opportunities for indgglent, critical and reflective
processes of learning were recommended as a stridegnproving teaching and

learning (Clareet al.2002).

The three studies summarised here are Australighest evaluating the effectiveness
of nursing curricula. No systematic review of nagscurricula was found for other
countries. The three studies highlighted the latkresearch evidence for the

effectiveness of existing curriculum models in myseducation.

3.1.2.9.3 Effectiveness of curriculum models

The systematic review identified several small &sid discussion papers and
narrative accounts of the effectiveness of undelgate nursing curricula. After
analysing the selected papers, four undergraduatgng curriculum models were
identified, namely: the integrated model, the scbgentred model, the problem
based learning model, and the integrated critlwaking model. Three experimental
studies compared the effectiveness of integratedeimand subject-centred model,
and two descriptive studies evaluated the effen@ge of the integrated curriculum
model. Three studies, including a systematic reyievaluated the effectiveness of
problem based learning curriculum model. Threeistuohcluding one textual report
investigated the effectiveness of integrated @itibinking model. The purpose of
the following discussion is to determine the effemtess of the above four nursing
curriculum models. Two studies included in the egviexamined how to develop

future nursing curriculum models in nursing.

3.1.2.9.3.1 Integrated model vs. subject-centred mo  del

The integrated model and subject- centred modeudding curricula are both widely
used models in nursing education programs. Fivdiesuwere found regarding the
effectiveness of these two curricula models. Therperimental studies compared
the effectiveness of both models, and two desgaptstudies evaluated the
effectiveness of the integrated model. An integtai®del is generally organised in a
way that cuts across subject-matter lines, brindoggther various aspects of the



Chapter 3. Systematic reviews 80

curriculum into meaningful association to focus mipbroad areas of study
(Patenaude-Lockett 1994).

A quasi-experimental study compared the level ohieaement of physical
assessment skills of senior baccalaureate nursinlgrsts utilising a subject-centred
approach and an integrated curriculum model (Patbs&ockett 1994). The
subjects 1=87) were senior nursing students in a Nationalgueaof Nursing
accredited baccalaureate nursing program. One gfoef5) of students was
enrolled in a comprehensive physical assessmemnsedaucluded curriculum, and the
other ©=52) students acquired physical assessment instnuat an integrated
curriculum format. Data were collected from the tgroups using a pre-and post-test
and a physical assessment practicum examinatios.d@la revealed that there was
no statistically significant difference between gpiogl assessment practicum
examination scores for the two groups@.081). The data indicated, however, that
the retention of theoretical concepts was staéiyicsignificantly higher for those
students in the comprehensive physical assessnoemsec p=0.01). Along with
other previous studies, the author suggested tbiate scomponents of nursing
education such as mental health concepts aretéedi in the integrated approach,
and other components of nursing education, pasatibulphysical assessment and

child health concepts are best presented in thedbtentred format.

A quasi—experimental design was used to evaluateetfectiveness of the new
integrated ageing content curriculum compared tdowner curriculum with
designated ageing course (Jansen & Morse 2004).sdhwle comprised nursing
students (totah; =156,n,=145 measured on three occasions), and the insttunaes

a questionnaire on attitudes toward working wite #iderly. One-way analysis of
variance and post hoc comparison using Scheffe teste used to analyse the data.
The results revealed that no statistically sigaific differences in attitudes were
found between the former and new curriculum graatpmy of the time points (Time
1. p=0.49, and Time 3p=0.18) using independent sampletest. The author
suggests that having a specific course would rerhge be necessary, as long as this

content is incorporated into other components efdirriculum.

A quasi-experimental study design was also usecevaluate the effect of a
curriculum change on anxiety and on the diagnostgsoning ability of senior

undergraduate nursing students (Briody 1996). Tmrol group consisted of senior
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students 1t=13) who followed the traditional diseased-focused, bsystem
(subject-centred) model of nursing curriculum. Bx@erimental group consisted of
senior students n€26) who enrolled into the new integrated nursing@dsi
curriculum. Spielberger’s State/Trait Anxiety Intery and Gordon’s Diagnostic
Reasoning Test were utilised to measure studeniséty and diagnostic reasoning
ability respectively. Comparison of control and emvention group scores by
independent-test demonstrated that the intervention groupesitedhad significantly
less State anxiety than the control grougs{ =2.31,p<0.05), however there was no
statistically significant difference between grodps Trait anxiety. The Diagnostic
Reasoning Test data revealed no statistically ogmit difference between groups in
knowledge of nursing diagnosis language and coscéfdwever comparison tests
found statistically significant better inferentability by the intervention group on
vignette 2. Based on this small study, the autbhoreluded that the students enrolled
in the new integrated nursing model curriculum wkrgs anxious and somewhat

improved in their ability to infer nursing diagnase

A descriptive correlational design was used to @l the effectiveness of the
Neuman System Model as an integrated theoretieahdwork for baccalaureate
nursing programs (Fulton 1992). The degree of studetegrated learning was
measured as the outcome. Ten baccalaureate nygpmiggams using the Neuman
System Model, and 94 senior nursing students frio@se programs participated in
the study. The evaluation method was a case stutty marsing care plan. The
author noted that the case study used in this shadyded all five variables of the
Neuman System Model (physiological, psychologisalcio-cultural, development
and spiritual). The results of this study reveategositive relationshipp&0.044)

between the integrated nursing curriculum and natiegl student learning. However
the use of a single nursing theory as a framewark rfursing programs is

controversial.

A descriptive survey on integrated liberal educatim baccalaureate nursing
education explored the perception of nurse edusatiotheir programs’ effectiveness
in meeting the American Association of College afrding (AACN) outcomes (e.g.
reading and writing ability, mathematics, ethicstdry etc.) (Leen 1990). A survey
was conducted within 50 baccalaureate nursing progrstratified by institution

type. The respondents rated the effectivenesseif liberal education programs in
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meeting a majority of the AACN recommendations. Ajonity of the respondents
reported that liberal education was integratedughout the four-year curriculum.
Based on some institutional recommendations, thieoalsuggested that a unified,
integrated approach to weave liberal education ugfinout the undergraduate

curriculum should be implemented.

Based on above findings, it is difficult to draw anclusion regarding the
effectiveness of integrated versus subject-centpgroaches in undergraduate

nursing curricula.

3.1.2.9.3.2 Problem based learning curriculum model

Problem Based Learning (PBL) is a widespread eduttapproach to professional
education internationally. Part of a systematiciewy a descriptive study and a
project report focusing on the effectiveness ofopgm-based learning (PBL) were

included in the review.

A systematic review focusing on nursing curricuwladergraduate clinical education
and transition support for new graduates considesggdes of learning in
undergraduate curricula (Fitzgerald et al. 2001)e Bystematic review considered
three studies addressing the effectiveness of RBiicala. Based on the findings of
these studies, the review concluded that the use mbblem based approach as a

teaching and learning process was problematic dergraduate nursing curricula.

A descriptive qualitative survey was conducted watimical agencies and former
students to ascertain the effectiveness of cuurmudiesign within a problem based
nursing program (Alavi, Cooke & Crowe 1997). A gi@snaire was sent to nursing
directors of 37 hospitals in Queensland, Australid 29 respondents expressed their
perception of transitional difficulties of new numg graduates. The overall responses
indicated that graduates were partially successftheir ability to manage patients’
workload including time management and prioritigati(19/29) (65.5%), and
confidence/ability to consolidate skills (15/29)1(8%). A second part of the study,
26 nursing graduates from a university nursing eegprogram were randomly
selected for tape-recorded interviews to captued texperiences of transition. The
majority of graduates reported that the clinicals@ning process used in their course

was of great value in the clinical setting. Thedgtuevealed that PBL curriculum
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was successful in assisting graduates to becomsteaegy nurses as identified by
clinical agencies and graduates.

A project was conducted to implement and evaluéd& fh an undergraduate-
nursing curriculum drawing several studies. (Aledan McDaniel, Baldwin &

Money 2002). The aim of the PBL curriculum wasngrove learning outcomes in
several key areas such as critical thinking, sedeted learning, communication,
interdisciplinary collaboration, teamwork, and lieng learning skills. The National
Council Licensure Examination (NCLEX-RN) resultsyealed 100% pass rate in
three successive examinations. The report suggeiséedhe introduction of PBL

curriculum was highly successful based on sevéualiess conducted to evaluate the

curriculum.

The reported studies on PBL nursing curricula reacea number of variants of PBL
in terms of definition, implementation strategiesdaevaluation methods within
nursing curricula. It is therefore difficult to dvaa conclusion regarding the

effectiveness of the PBL approach in nursing culac

3.1.2.9.3.3 Integrated critical thinking model
The integration of critical thinking (CT) skills tm nursing curricula is a widely
discussed concept in nursing education. Three etualid one report were included

in the review focusing on the effectiveness ofiaitthinking in nursing curricula.

A quasi-experimental study was used to evaluate att@inment of CT skills
bynursing students before and after curriculumsiewi in a baccalaureate nursing
program (Beckie, Lowry & Barnett 2001). CT was thajor concept of the revised
curriculum, and was integrated into the programigyaabjectives and the didactic
and clinical courses of the program. However thh@s did not provide any details
regarding the former curriculum. The California €al Thinking Skills Test
(CCTST) was used to measure the CT skills of stisdenprogram entry, midpoint,
and at exit. The sample consisted of three cohafrtstudents (former curriculum
group: cohort 1r{=55), first two groups of revised curriculum: coh@r(n=55) and
cohort 3 (=73)). The results demonstrated that a revisedotim group (cohort 2)
showed statistically significant higher scores cameg with former curriculum
group (cohort 1) on the total CCTST score (F=185&).001) after removing the
effect of repeated testing. However cohort 3 faileddemonstrate improved CT
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skills scores compared with cohort 1. The authoosigded possible explanations for
the lack of improvement in CT skills of cohort 3amly because of lack of interest
in completing the CT skills assessment. This studywever, revealed that the
revised curriculum that integrated CT concepts sendmprove CT skills of nursing

students, compared to the former curriculum.

As part of a large study, evaluation methodologys wesed to determine the
improvement of CT skills of students in an undedgie nursing program (Schultz
2001). CT was one of major concepts of the nurpioegram. The California Critical
Thinking Skills Test (CCTST), and California Craic Thinking Disposition
Inventory (CCTDI) were used to measure the CT skidf sophomore students
(students studying in the second year of a course WSA college or high school)
(n=25), junior studentsnEl6), senior studentsn£24) and the post-tests were
conducted on sophomore studemts1), junior studentsnEl5), and senior students
(n=23) after a seven month period. The pairéelst, Pearson correlation coefficient
and ANOVAs with Scheffe post hoc analysis were usednalyse the data. The
Scheffe post hoc analysis revealed that the sopren@CTST total scores
(M=17.14, SD=3.40) were highep<0.006) than the senior CCTST total scores
(M=14.09, SD=3.04). The junior CCTST total scoes=16.07, SD=2.63) were not
significantly different from the sophomore=0.457) or seniorp=0.157) groups.
The study revealed that the nursing curriculumrdit significantly improve the CT
skills of junior and senior students however it moyed CT skills of sophomore
students

The purpose of a descriptive study was to evaltreedevelopment of CT skills in
students in a Bachelor of Nursing program (Spédfatsons, Hercinger, Andrews,
Parks & Norris 2001). The development of CT skillas the major strand of this
nursing curriculum. The California Critical ThinkjnSkills Test (CCTST) was
utilised to measure CT skills of undergraduate ingrsstudents from three
undergraduate pathways leading to a bachelor degneersing (=136). Paired —

test was used to analyse pre-test, post-test eliffexs of all nursing students. All
entry and exit comparisons of CCTST sub-scale sca@md total score were
statistically significant for all three pathways ohdergraduate nursing program
(p<0.01), with one exception. The authors suggestadteaching-learning strategies

that emphasise inquiry, testing of inferences, mi&gc reasoning, inductive and
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deductive aspects of clinical problem-solving, aself-reflection on reasoning
constitute activities that teach and foster CT iarsmg students across the

curriculum.

A report published by the American Association afll€ges of Nursing (AACN)
was designed to provide direction for the preparmatf professional nurses for
practice into the Z1century (AACN 1998). The report was developed btask
force to begin to define the role and critical catgmcies for professional nursing
practice for the future health care system. Follgnthe initial discussions with
experts of the field, a series of regional meetiwgse held to seek consensus about
the statements of role, essential competencie® knowledge and professional
values related to nursing education. Nurse edugattinicians, administrators, and
researchers representing a range of nursing pragrsppecialties, and organisations
discussed, debated, and made recommendations irepéiné draft document. The
final report was intended to describe what couldekpected of new nurses at the
time of graduation from baccalaureate-degree ngrgiograms. The report revealed
that several components were essentials for altdbagreate nursing programs.
These were liberal education, professional valueste competencies, core
knowledge, and role development. The report oudlitiegat CT is a major core
competency, the basis for clinical judgement ardcat decision-making required
for the practice of professional nursing. The rémdso suggested that the liberal
education should be integrated into nursing culai¢a promote CT skills of nursing
students.

It is difficult to draw a meaningful conclusion @ging the effectiveness of
integrated CT curriculum model in undergraduatesimgr education because of
limited number of high quality comparative studiesnd the results variability of

reported studies.

3.1.2.9.4 Perceptions of nursing curriculum models

Two studies focusing on major concepts and nursurgcula were included in the
present study. A survey research method was usethviestigate changes in
professional attitudes in Registered Nurse/Bacheldécience (Nursing) programs
and the relationships between selected affecticeoifa and professional attitudes
(Periard, Bell, Knecht & Woodman 1991). The mutge cluster sample included
296 students from National League for Nursing atibee programs in four Midwest
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states in the USA. The Professional Value Scaled @&our other scales
(trustworthiness, intolerance of ambiguity, Tenees$Self Concept Scale, and a
professional goal scale) were used as instrumeans, the reliability for all
instruments measured by Cronbach’s Alpha was 0.7@&2Qreater. The study
revealed a statistically significant increase iofessional attitudes between the
beginning, middle, and completion of the prograiitse analysis of variance found
that the growth in professional attitudes was gahadb=5.01, df=295, p<0.01). A
positive correlation between professional attitudad trustworthinesgp€0.0001),
professional attitudes and professional goptd(0001), professional attitudes and
social self (a part of the Self Concept Scap0(01) and a negative correlation of
professional attitudes and intolerance of ambig(gy0.0001) were found. The
authors suggested that affective factors were fsignily related to professional
attitudes, and these should be integrated intactium design, teaching strategies,
and in counselling throughout the program. Thestaldo recommended that these
factors must be integrated into program evaluaéi®m measurement of quality and

effectiveness.

A descriptive correlational study assessed a nemicalum of an undergraduate
nursing program comparing to an ideal curriculum,2d bipolar criteria reflecting
the developing changes in health care practiceshagiter educational processes in
western society (Ben-Zwet al. 1999). The assessment method was based on World
Health Organisation criteria and the SPICES modelcarriculum evaluation
(Student-centred, Problem-based, Integrated, Comynbased, Elective, and
Systematic) (Ben-Zuet al. 1999). The study examined actual and ideal cutnou
assessments of first and second year undergrad@et@d) who enrolled in a new
nursing curriculum that consisted the concept afaggment of complexity in health
related situations both in the community and inpitaés. The results revealed that
the actual curriculum of the innovative nursing greom was similar to an ideal
curriculum according to students’ rating in ternfstlze expected changes in the
heath care systenp<0.0001). The second study was conducted to ewalpast
traditional nursing curricula using a similar instrent. The sample was of registered
nurses 1(=105) who were trained on traditional nursing auta. The results showed
that registered nurses perceived past curriculavesr than the ideal on both health
care and process of learning. Based on overalifgs] the authors suggested that

the evaluated new curriculum was indeed more cabipawith future trends in the
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health care system than traditional nursing culaiche findings suggest that
nursing curricula should address future trendsemlth care and its management.

3.1.2.10 Discussion

The major challenge currently facing undergradunatesing education is to prepare
nurses for practice in a dynamic health care enwent in which technologies are
rapidly changing and knowledge is dramatically exjag. Developing appropriate
nursing curricula has therefore been identified aasmajor solution to this
internationally recognised issue. A vast amounlitefature has been published on
nursing curricula, however to date there has beensfystematic reviews undertaken
on undergraduate nursing curricula. The purposiisfreview was to appraise and
synthesise the best available evidence on thete#eess and appropriateness of

undergraduate nursing curricula models.

This review used the SUMARI software package of i, which enabled the
inclusion of textual data to extend the review be@mpirical data, and thus
provide a comprehensive picture of the outcomelsided in the review. The results
of the review identified a number of empirical sesland textual reports specific to
the review question. A total of 13 papers from Hpers included were empirical
studies, however, meta-analysis was not possib& tduthe different outcomes,
control groups and interventions of the selectedlies. Critical appraisal of the
remaining three papers was conducted utilising NBIFARI. The evidence was

presented in a narrative summary.

The reviews of nursing curricula included two sysé¢ic reviews and one textual
report (Fitzgeralcet al. 2001; McKinleyet al. 2001; Clareet al. 2002) revealed the
lack of empirical evidence for the effectiveness aofrrent nursing curriculum
models. However, the two systematic reviews oningrsurricula did not compare
the effectiveness of nursing curricula models. His treview, four undergraduate
nursing curriculum models were identified, and camepd the effectiveness of
integrated curriculum model and subject-centredicuilum model. The remaining
two models (problem based learning model and iategr critical thinking model)
could not be compared to each other due to a laakvidence. Despite the wide
applicability of the above four curriculum modeld andergraduate nursing

education, there is a lack of systematic, high iquaksearch on the effectiveness of
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these models. Except for the two systematic revi@alther evidence used in this
review was level Il or level IV according to thBIE classification (JBI 2006).

The papers included in the review examining theaifeness of amtegrated

curriculum model and a subject-centred curriculuodeiwere level 11l evidence, a

lower level of evidence. The most common methodoldgroblem of these studies
was the evaluation of single or isolated outcomeancept of the curricula [e.g.
physical assessment (Patenaude-Lockett 1994), qagmintent (Jansen & Morse
2004), anxiety and diagnostic reasoning abilityigBy 1996)]. Two descriptive

studies investigating the effectiveness of integganhodels (Fulton 1992; Leen 1990)
lacked comparison groups against which to evaluaféettiveness. Based on the
findings, no strong conclusions can be drawn oneffiectiveness of integrated and
subject-centred models in terms of effectivenessvévVer, this lower level evidence
tends to suggest that some components/concepigrsing curricula such as ageing
concepts, liberal education can be effectivelygraged into the curricula, and most
technical components such as physical assessmanbeaest presented in the

subject-centred model (as separated courses).

The papers evaluating the effectiveness of the lpnolbased learning (PBL)
curriculum model included part of a systematic egw{Fitzgeraldet al.2001) (Level

), a descriptive study (Alawet al. 1997) (Level Ill), and a project report (Alexander
et al. 2002) (Level IV). The systematic review on PBL gested that the use of the
PBL approach in undergraduate nursing curricula prablematic (Fitzgeralet al.
2001), however the reasons for this assessment mareliscussed. Another two
papers revealed that the PBL curricula were sutdeascording to the evaluation
methods (Alaviet al. 1997; Alexandeet al.2002), however a number of differences
can be identified in terms of definition, implematin, and evaluation of PBL
within nursing curricula. Although most studies BBL are favourable a lack of
clear definition of PBL seems to be the major peabl(Clareet al. 2002; Newman
2004; Gabb & Keating 2005). A recent meta-analggiiew on the effectiveness of
PBL in Medicine, Dentistry and Veterinary Mediciftaind a lack of evidence about
the effectiveness of different kinds of PBL in diént contexts with different
students’ groups (Newman 2004a). Based on thetsestlis difficult to draw a

meaningful conclusion regarding the effectivenesthe PBL curriculum model in
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undergraduate nursing education. However, PBL apptabe one of the major
pedagogical approach on offer in higher educatdewiman 2004).

The studies investigating the effectiveness of grated CT curriculum model
included three descriptive studies (Beckieal. 2001; Schultz 2001; Speliet al.
2001) (Level 1), and a textual report (AACN 1998) (Ldvé&/). In the three
descriptive studies, CT was integrated as the najocept of the curricula, and
CCTST was utilised to measure CT skills of undatgede nursing students (Beckie
et al.2001; Schultz 2001; Spelet al.2001). The common problem with this method
in terms of meta-analysis was the failure of thaselies to adequately compare the
CT skills against another curricula model, and éheere a number of variations in
definition and implementation of CT strategies witimursing curricula. The three
studies suggested that the integrated CT model suasessful. However, all the
authors commented on the limitations of the CT mesasent test (CCTST), and
suggested the need for discipline-specific CT umgnts to better capture true CT
skills of nursing students (Becket al. 2001; Schultz 2001; Spelat al. 2001). The
report of the American Association of College ofrdlng recommended CT as a
major core competency that graduate nurses re¢a€N 1998). Based on this
lower level evidence, no meaningful conclusion bardrawn on the effectiveness of
the integrated CT model of curriculum in nursingieation. Despite the low level
evidence on the effectiveness of nursing curritolldevelop CT, many international
and national nursing organisations recommended €% amajor competency or
standard of professional nursing (National Leagws Nursing Accrediting
Commission 1997; AACN 1998; Australian Nursing Coii2000).

The papers evaluating perception of future nursmgiculum models included two
descriptive studies (Level Ill) (Periaet al. 1991; Ben-Zuret al. 1999). The two
studies identified several concepts [professiondtitudes, trustworthiness,
professional goals, social self (Periaatdal. 1991), and future trends in health care
(Ben-Zur et al. 1999)] that are critical for undergraduate nursieducation.
However, these studies failed to compare differeatels of curriculum model for
future nursing education and only addressed coscéjptese concepts indicated a
need more flexible to capture the changing hea#tb¢ial and demographic

environment of the society (Clae¢ al.2002).
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Globally, health care systems are challenged byirbeeasing demands for cost
effectiveness. In the context of improving the gyabf health care with limited
resources, health care professionals are now dirgjutne effectiveness of health
interventions. Although many professional nursisgaiations indicated the need
for research in nursing education to determine éffectiveness of innovative
programs and teaching strategies (AACN 1998a; Natibeague for Nursing 2002)
nursing education has largely ignored this trendatds evidence based practice.
Nurse researchers should focus on a systematicigm@us program of research to
examine the effectiveness of curricula strateqaesl more specifically the effect of
curricula on patient care. However, several chgksncan be identified, mainly a
lack of development of research methods (e.g. lkadacandomised controlled trials
for effectiveness of interventions), inappropriate of research methods (e.g. small
samples, lack of control or comparison groups) ek laf validated discipline
specified instruments (e.g. CT skills measuringtruraents), inconsistency of
defined educational strategies (e.g. PBL), and @gadte funding for educational
research. Systematic reviews are useful in summgrand synthesising information
to identify effects on curricula interventions (bang and learning strategies, course
content, learner satisfaction etc), however theafisaeta-analysis or meta-synthesis
is almost impossible because of inconsistencyrafesjies, interventions, definitions,
and measurements of nursing educational reseasch. $dlution, it is recommended
that collaborative research on education and meacshould be conducted to
determine the effectiveness, appropriateness, agabibility of educational
interventions. Educational interventions shoulddedined initially, and evaluated
using properly designed randomised controlledgraihd utilising other appropriate
research designs (e.g. multiple sites, longitudstadies). However experimental
studies can be challenged by ethical and pracissailes due to the complexity of
human behaviour and the difficulty in measuring #féectiveness of curricula.
Qualitative research, which can be useful to bettepture phenomena and

experiences, can provide one avenue on which t® fpastice.

3.1.2.11 Conclusion

The evidence regarding the effectiveness and apptepess of undergraduate
nursing curricula is notably weak due to a lackigih quality research and a lack of
important outcomes measures (such as patient aati@rmes) in the available

research. Most included studies in this systenratiew were lower level evidence
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(Level Il & IV) except two systematic reviews (Levl). In this review, expected
outcome measures were divided in to three broaghoaes: nursing staff (including
students) outcomes, consumer outcomes, and sysitranoes. However no study
was found in relation to consumer and system ouésorithese are very important
outcomes of measuring the effectiveness of nurg@dgcation, because quality
patient care is the ultimate goal of nursing edocafClareet al.2002). Based on the
above two methodological reasons and results & tbhimprehensive systematic
review, no strong conclusion can be made regardimg effectiveness and
appropriateness of undergraduate nursing curriciddels. However, there is some
low-level evidence to suggest that some conceptsuinsing curricula (e.g. ageing
concepts, liberal education) can be effectivelggnated into the curricula, and most
technical components like physical assessment edpebt presented in the subject-
centred model. The evidence for using problem-bdsaching in undergraduate
nursing education is inconclusive, and needs fuitiheestigation. There is clearly a
need for a systematic and rigorous program of rebea examine the effectiveness
of different models of nursing curricula to produttee best nursing curriculum

model for the future practice.

3.1.2.12 Implication for practice
From the overall results of the review a numbergbmmendations can be made for

practice.

= The combination of integrated and subject-centrediets may be effective
for undergraduate nursing curricula. Some compatemtcepts of nursing
curricula such as ageing concepts, liberal edutatan be effectively
integrated into the curricula, and most techniaanponents like physical
assessment can be best presented in the subjétecerodel (Level 111)

= No strong conclusion can be made on the effectserd integrated CT
model in undergraduate nursing curricula; howevar Rills are a major
competency or standard of professional nursingvéLBl & V)

» Future undergraduate nursing curricula should addfeture trends in the
health care environment. (Level III)

3.1.2.13 Implication for research

Further research is required to examine the reiahips related graduates and patient
care outcomes and effectiveness of undergraduatengucurricula models. These
studies should not only be comparative empiriaadists, but also interpretive studies
that can be effectively capture the deeper undaistg of patient care experience. A
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series of systematic and rigorous programs of rekeia required to examine the
effectiveness of different models of nursing curkéc
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3.2 Systematic review 2

The feasibility and appropriateness of introducing nursing curricula
from developed countries into developing countries: A comprehensive

systematic review

3.2.1 Executive summary

3.2.1.1 Objectives
The objective of this review was to appraise andtlsysise the best available
evidence on the feasibility and appropriatenesstodducing nursing curricula from

developed countries into developing countries.

3.2.1.2 Inclusion criteria

This review considered quantitative and qualitatesearch papers and publications
that addressed the feasibility and appropriateaesgroducing developed countries’
nursing curricula into developing countries. Pap#rghe highest level of evidence
rating were given priority. Participants of interegere all levels of nursing staff,
nursing students, health care consumers and hesithadministrators. Outcomes of
interestthat are relevant to the evaluation of undergraslumatrsing curricula were
considered in the reviewincluding cost effectiveness, cultural relevancy,

adaptability, consumer satisfaction and studergfaation

3.2.1.3 Search strategy

The search strategy sought to find both published anpublished studies and
papers, limited to the English language. An initiadited search of MEDLINE and
CINAHL was undertaken followed by an analysis af tbxt words contained in the
title and abstract, and of the index terms usedidscribe the article. A second
extensive search was then undertaken uslingentified key words and index terms.
Finally, the reference list of all identified reporand articles was searched, the
contents pages of a few relevant journals were lsaadched and experts in the field

were contacted to find any relevant studies migsed the first two searches.
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3.2.1.4 Methodological quality

Each paper was assessed by two independent residaremethodological quality
before inclusion in the review using an appropra@atgcal appraisal instrument from
the SUMARI package

3.2.1.5 Results

A total of four papers, including one descriptivedy and three textual papers were
included in the review. Because of the diverse neatdi these papers meta-synthesis
of the results was not possible. For this reados,section of the review is presented
in narrative form. In this review, a descriptivaidy and a textual opinion paper

examined the cultural relevancy of borrowed cuftou models, and the global

influence of American nursing. Another two repoetgaluated the adaptability of

another country’s curriculum model to another count

3.2.1.6 Conclusion

The evidence regarding the feasibility and appedpriess of introducing developed
countries’ nursing curricula into developing couggris weak due to the paucity of
high quality studies. However, some lower leveldewice suggesting that direct
transfer of the curriculum model from one countoyanother is not appropriate
without first assessing the cultural context ofrbobuntries. Secondly, the approach
of considering international, regional and locapenences of developing nursing
curricula models is more feasible and presumabiynae effective strategy for

adapting a country’s curriculum into a culturallyewonomically different country.

3.2.1.7 Keywords
Developed countries, Developing countries, Nursiducation, Undergraduate

curricula, Systematic review
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3.2.2 The comprehensive systematic review

3.2.2.1 Introduction

The purpose of this systematic review was to idigmtvidence of the feasibility and
appropriateness of introducing developed countriesirsing curricula into
developing countries. Because of the complexityheftopic, the review located all
forms of high quality research and expert opinidrte Joanna Briggs Institute (JBI)
System for the Unified Management, Assessment ardieR of Information
(SUMARI), was used as a guide for the review.

3.2.2.2 Background

The term ‘developing country’ refers to countrieghwlow levels of economic

development which are usually associated with levels of social development, for
example in terms of education, health care andeljgectancy. According to World
Bank reports most developing countries face sigaifi challenges in improving the
health of their people. Up to two million childhoat®aths occur annually due to
vaccine-preventable diseases, 200 million childrader the age of five still suffer
from malnutrition, 120 million couples still lackptions in family planning, 7.5

million children die every year during the peridgb@riod; and 30 percent of the

world is still without access to safe water andtséion systems (World Bank 2005).

During the last decade political uncertainty, maiijt conflicts, and natural disasters
have affected the national economies of most deuajocountries. Some major
societal and health problems are common to mostesie countries such as poverty;
the high incidence of accidents; tobacco and dddjction; environmental health
hazards; the spread of HIV/AIDS; and the high ieaick of low birth weight infants
and communicable diseases (WHO 2003). Primary linealte has been adopted by
most developing countries as the key approachdantiprovement of health (WHO
1997; WHO-ROSEA 2003). However, these countries famgnificant financial,
geographical and cultural challenges in achievinglity health services that are
equitable and accessible (WHO 2003).

It has been recognised that nurses are a cruaibbpshe healthcare workforce in
terms of caring for patients, preventing illnesaad promoting the health status of

the nation. However, in most developing countribs,profession has not asserted its
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professional status within the health sector. Bangle, there has been minimal
effort to improve the standards of nurses' edunaitiosome developing countries
(WHO-ROSEA 2002). Additionally, there has been @aging concern in many
countries over the widening gap between nursingcaiibn and nursing services
mainly due to the gap between curricula and clinexgerience (WHO-ROSEA
2002; WHO 2003). A major challenge to the nursingfgssion today is to find ways
of merging theory and practice in the delivery afsing education and patient care.
Most developed countries have re-structured thesing curricula to narrow the gap
and promote collaboration between nursing servaees nursing education (AACN
1998; UKCC 1999). It has been shown that collabomabetween nursing services
and education providers facilitates optimal useesburces and expertise of the two
sectors, which improves the quality of nursing canel education (WHO-ROSEA
2002). In contrast, few attempts in this regard ehddeen made in developing
countries because of financial constraints and dgadte infrastructure for
developing appropriate curricula (WHO-ROSEA 2002).

Generally, a curriculum is a written document timiudes the content, scope and
arrangement of an educational program. It spectfieslearning activities designed
to achieve specific educational goals. Historigalljost developing countries
borrowed and adapted other countries’ curriculasfhgdrom developed countries)
for restructuring nursing curricula in their coue$, mainly through internationally
funded or collaborative education projects. Somadiess have investigated the
relevance of these models or frameworks to differemtural contexts and to
developing countries. However, there has been teonat to systematically review
the evidence on the feasibility and appropriatenetsintroducing developed
countries' nursing curricula into developing coig#r Such a systematic review will
assist nurse educators and administrators to develosing curricula appropriate to

developing countries.

3.2.2.3 Objective
The objective of this review was to appraise andtlsssise the best available
evidence on the feasibility and appropriatenesstobducing developed countries’

nursing curricula into developing countries.

The specific review question addressed is:
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How feasible and appropriate is it in terms of ceffectiveness, relevancy and
satisfaction to introduce developed countries’ mgyscurricula into developing

countries?
The findings of this review will be used to infoprofessional nursing education.

3.2.2.4 Review method

3.2.2.4.1 Inclusion criteria
Specific criteria were used to determine which &sicand publications would be

included in the review.

3.2.2.4.1.1 Types of participants
This review considered studies and publications itheluded all levels of nursing

staff, nursing students, health care consumer$aalth care administrators.

3.2.2.4.1.2 Types of intervention(s)/phenomena of i  nterest
All studies and publications that evaluated thesifaity and appropriateness of
introducing a developed country’ nursing curriculumo a developing country were

considered for inclusion in the review.

3.2.2.4.1.3 Types of outcomes

The outcome measures were all factors which coreidehe feasibility and
appropriateness of introducing the curriculum framdeveloped country into a
developing country: cost effectiveness, culturdevancy, adaptability, consumer
satisfaction, student satisfaction, and other augo depending on the nature of the

study.

3.2.2.4.1.4 Types of studies/publications
This review considered any studies and publicattbas drew on the feasibility and

appropriateness of introducing developed countriesirsing curricula into
developing countries. In the absence of researgliest addressing the selected

outcomes, other text such as opinion papers andtiar reports were considered.

3.2.2.5 Search strategy

The search strategy aimed to find both publishedl wpublished studies and text.
The search was limited to English language repérthiree-step search strategy was
used in each component of this review. An initialited search of MEDLINE and

CINAHL was undertaken, followed by an analysis loé text contained in the title
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and abstract, and of the index terms used to dsthie article. A second search
using all identified keywords and index terms whent undertaken. Thirdly, the

reference list of all identified reports and ae&lwere searched for additional
studies. Hand searching of relevant journals sushthe Journal of Nursing

Education, Nurse Educator and Nurse Education Tedesyundertaken to reveal any
additional literature.

The following bibliographic databases were searched
MEDLINE (1966 to September 2005)

CINAHL (1982 to September 2005)

ERIC (to September 2005)

Cochrane (to September 2005)

Expanded Academic Index (to September 2005)
Current Contents (to September 2005)

Embase (to September 2005)

The search for unpublished studies included:

Dissertation Abstract International (to Septeml@H3)

Index to Thesis (to September 2005)

WWW sites of relevant professional associationg. (@ternational
Council of Nurses, World Health Organisation) (epg&mber 2005)
Google and Yahoo were used to search the genéeah@t.

An expert was consulted regarding any unpublishiemhgoing studies:

Dr Yu (Philip) Xu, Associate Professor, School aifirsing, University of Nevada,
Las Vegas, USA

All papers identified during the database searclevessessed for relevance to the
review based on the information provided in thie tdind abstract. The full report of
the paper was retrieved if the paper appeared &t the inclusion criteria and it was
again assessed for applicability to the inclusiotega in order to determine the

relevance to the review objective.

3.2.2.6 Assessment of methodological quality
Each paper was assessed by two independent resiéaremethodological quality

before inclusion in the review using standardisetical appraisal instruments from
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the SUMARI (Appendix 1) Any disagreements that arose between the revgewer
were resolved through discussion and, if necessdtlg, the involvement of a third
reviewer. This review used the JBI levels of evidemo rank the methodological
quality of included studies (JBI 2006).

3.2.2.7 Data collection

Following assessment of methodological quality,gpapwere grouped according to
study design. It was planned to extract the quatité data from papers included in
the review using the standardised data extractohftom the JBI Meta Analysis of

Statistics: Assessment and Review Instrument (JBBMRI). The qualitative data

were extracted using the JBI Qualitative Assessraadt Review Instrument (JBI-

QARI). The opinion and other text data were co#dctitilising the JBI Narrative,

Opinion and Text Assessment and Review InstrumiBitNOTARI) (Appendix 2)

3.2.2.8 Data analysis

3.2.2.8.1 Quantitative data analysis

It was planned, where possible, for quantitativeeaech study results to be pooled
for statistical meta-analysis using Review Mana§eftware from the Cochrane
Collaboration (Revman V4.04). All results were sodouble entered. Odds ratio (for
categorical data) and weighted mean differencesc@atinuous data) and their 95%
confidence intervals were to be calculated for eadalysis. Where possible,
heterogeneity between comparable studies was &sd®essed using the standard Chi-

square analysis.

3.2.2.8.2 Qualitative and textual data synthesis

Data synthesis of qualitative and textual data peaformed using the JBI-QARI and
JBI-NOTARI software packages. The process of metdhesis embodied in these
programs involves the aggregation or synthesisimdirigs/conclusions made in
relation to the intervention, activity or phenomartbat is the subject of the review.
The aim of the process is to generate a set afra@its that represent aggregation
through assembling the findings or conclusionsdratecording to their credibility
(Appendix 3) and categorising these findings/conclusions enbihsis of similarity

in meaning. These categories are then subjecteal rieeta-synthesis in order to
produce a single comprehensive set of synthesiadthds that are used as a basis

for evidence-based practice.
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3.2.2.9 Results

3.2.2.9.1 Description of studies

A total of 323 papers were identified as potentiadlievant to the review question in
the first and second step of the literature sedrcthe reference list search and hand
search, an additional 24 papers were identifiedeBan an examination of the title
and abstract of these papers,@tpers that were relevant to the review topic were
retrieved for evaluation with respect to the inmuscriteria and methodological
guality. A total of 34 of these 38 papers were eaetl because of incongruity with
the review objectives and/or outconm@gppendix 5) Four papers met the inclusion
criteria, comprising one descriptive study and fwogram evaluation reports and

one opinion paper.

The included papers provide a variety of curricelaluation instruments and
different outcome measures. Meta-synthesis was paogsible due to the
heterogeneous nature of the selected studieseVhlence is therefore presented in a

narrative summary.

The selected papers for this review examined titeral relevancy and adaptability
of borrowed curriculum models. The American curica model The Essentia)s
and its global influence, especially in China arampah, were explored in a
descriptive study and an opinion paper. Other twmion papers evaluated the
adaptability of another country’s curriculum mottel developing country.

3.2.2.9.2 Cultural relevancy of curriculum models

A descriptive survey examined the perceived releganf The Essentials of
Baccalaureate Education for Professional Nursiogcurriculum development for
baccalaureate nursing education in China (Xu, Da@lements & Xu 2002). The
Essentialswhich is published by the American AssociationCaflleges of Nursing
(AACN), serves as a blueprint for curriculum developmentancalaureate nursing
education programs in the USA (AACN 1998). A quastiaire was developed to
measure Chinese nurse educators’ perceptions regatite relevance of 21 key
concepts extracted fromhe Essentialén both the present curriculum and an ideal
curriculum from three perspectives: importancetwal relevance and extent of
exposure. The survey was mailed to all known bacrehte nursing programs in

China =22), and respondent rate was 50%. Descriptivestitati analyses were



Chapter 3. Systematic reviews 101

performed on the demographic and quantitative gatd,content analysis was used
to analyse the qualitative data.

The results revealed that the concepts that wareped as most important, most
culturally relevant, and most exposed included Htecal skills”, “integrity”,
“‘communication”, “illness and disease managememt &human dignity.” The
authors suggested that these concepts have theshighnsferability to the Chinese
baccalaureate nursing education (tual. 2002). In contrast, “autonomy”, “global
health care”, "health care systems and policy’, Miam diversity” and
“designer/manager/coordinator of care” were rantted lowest consistently in the
present curriculum, suggesting the greatest defioitthese areas (Xet al. 2002).

LI

“Autonomy” “designer/manager/coordinator of carétritical thinking” “global

health care” “health care systems and policy” ahdman diversity” consistently
presented the largest discrepancies between tlsemreurriculum and the ideal
curriculum across the three measured dimensionsefXal. 2002). The findings
revealed that some of the concepts were not readihsferable due to diversity in
concepts in the baccalaureate nursing educatiamcela in China and in the USA.
The authors suggested that despite some conpe@pectives and shared concepts
underpinning both systems, the diversity perspestiglerted international nurse
educators to the potential limitations of transptem The Essentialsvithout first
assessing its cultural relevancy. The study comadutiat cultural value clarification
and adaptation to home cultures are essentialofh@n country’s curriculum model

is to be applied to a new cultural context.

An opinion paper explored the global influence ehétican (US) nursing mainly by
considering some cultural and ethical issues (Da989). The author provided three
major factors for the global influence of US nugsifrirst, the highly developed US
nursing profession publishes and distributes a gaasty of nursing literature that
directly impacts on international nursing. Secondhany of the world’s nursing
leaders have received some of their educationadJtBA. Finally, many US nursing
academics and researchers have worked overseasrsisgnconsultants. As the
author states, these factors have all directlyuerfted international nursing. Japan
was one country where both established nursingadshand degree programs were
heavily influenced by US nursing after the Secondrd/War (Davis 1999). The

underlying assumptions and beliefs of US nursingewaecepted and used without
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examining potential conflicts between traditionapdnese values and US values
(Davis 1999). The author revealed that directly anggd concepts of nursing (e.g.
self-reliance, individualism, informed consent) weinconsistent with Japanese
cultural and ethical norms. As a result, confustan occur in the value orientation
of Japanese nurses that directly impacts on pat@stservices. The author therefore
suggested that it is extremely unwise to take ngrsopntent in its entirety from one

culture and simply apply it in a very different tuk.

In summary, the lower level evidence (Level IIl ¥)lof included papers examining
the cultural relevancy of borrowed curriculum madeluggests that the direct
transplantation of a curriculum model from one ardtto another is not appropriate

without first assessing the cultural relevancyha turricula.

3.2.2.9.3 Adaptability of curriculum models

An program evaluation paper of the first baccalatgeursing program in Sri Lanka
described the adaptability of the Canadian bacoagde nursing program, and
evaluated the program’s success after five yearsprofgram implementation
(Cameron 2001). This program was established id H9%he Open University of Sri
Lanka (OUSL) with joint collaboration with Athabastiniversity, Canada, through
a 5-year programme (1992-1997) funded by the Canddiernational Development
Agency (CIDA) (Cameron 2001). The author, a nursdgcation consultant of the
program, described the process of adapting the diamabaccalaureate nursing
curriculum to Sri Lanka. The Canadian curriculumswaodified to suit Sri Lanka;
however it was apparent that the modification cowdly be successfully
accomplished with some of the courses. During tiogept period, a similar nursing
program from the Indira Ghandi National Open Ursityr India, was examined for
its adaptability to the Sri Lankan setting. Howevdespite regional similarities,
some courses were not directly applicable to theL&nkan situation (Cameron
2001). Finally, the curriculum was developed bylsmkan and Canadian academics
(The Open University of Sri Lanka faculty) incorpting the better adaptability of
the Canadian curriculum with regional (Indian) aiedal experience. The study
revealed that the direct application of another ntgls curriculum was not
successful because of a different learning enviemtmtherefore a combination of
international, regional and local experience coodda more effective strategy in

terms of adapting curricula.
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As part of the evaluation, a survey was conductedxamine the progress of the
program in its fifth year (Cameron 2001). A questiaire was used to collect data
from students, graduates, faculty of the prograemivers of the advisory committee
and employers, and the response rate was 46%. urtieysfound that graduates of
the program, and employment agencies reported wegroritical thinking, decision-

making and leadership skills in patient care, adstriation and teaching sectors
compared to diploma prepared nurses. The findiryealed that the expected
outcomes of the program were successfully realisei@rms of effectiveness and

adaptability.

A report from two nursing education experts desatithe adaptation of the Bahrain
Model of nursing curriculum for developing a nugsicurriculum in the United Arab
Emirates (UAE) (Kronfol & Athique 1986). Followirg request from the Ministry of
Health of the UAE, the American University of Bdirastablished the school of
nursing in Abu Dhabi, and adapted the Bahrain Madeiursing curriculum to the
UAE (Kronfol & Athique 1986). The American Univetrgiof Beirut had previously
established the College of Health Sciences in Batmad designed a curriculum for
nursing education in that country (Kronfol & Athigd986). The authors suggested
that the Bahrain Model of nursing curriculum pradda framework for nursing
education in UAE, it was practical and relevantthe UAE, and was sufficiently
flexible to incorporate future changes of the Heatare system. Although the
American University of Beirut provides a rigorousriiculum in the American
liberal arts tradition (The American University &eirut 2005), the curriculum
developers modified a curriculum model (the Bahidiodel) from a nearby region
that was already relevant to the cultural and $agiaation of the UAE. However,

the author did not provide details of exactly htwe tnodel was modified.

In summary, the lower level evidence (Level IV)reported studies evaluating the
adaptability of curriculum models tends to suggdsit drawing on a mix of
international, regional and local experience is@areffective strategy for adapting

another country’s curriculum.

3.2.2.10 Discussion
Historically, most countries have used other caastrcurricula as a guide or the
basis for developing their own nursing curriculdiowever, little emphasis has been

placed on the appropriateness of this strategyagt amount of literature has been
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published on nursing curricula, however to dateeleas been no systematic review
undertaken examining the feasibility and appropnass of introducing developed
countries’ nursing curricula in developing courgridhe purpose of this review was
to appraise and synthesise the best available rseden the feasibility and
appropriateness of introducing developed countni@sing curricula to developing
countries. The SUMARI package of JBI was utilisedaamethodological guide for
the review, allowing the review to extend beyondeioal data and consider textual

data, providing a comprehensive picture of theudetl outcomes of the review.

The papers included in the review examining theucal relevancy of curriculum
models were level 11l (Xwet al. 2002), and level IV (Davis 1999) evidence using th
JBI levels of evidence (JBI 2006). This lower leggldence tends to suggest that the
direct application of a curriculum model is not eggriate in a different cultural
context without first assessing the cultural reteaof that model. Some of the
concepts in the developed countries’ curricula daubt readily be transferred to
another cultural context due to the differencesuftural values. For example, in
some developed western countries, autonomy is @ alue that is based on the
belief in individualism. In contrast, collectivisns the preferred value in some
developing eastern countries (6tial. 2002). Several studies examined the conflicts
between western and eastern cultural values iningu@inami 1985; Doutrich
2001; Hisama 2001; Xet al. 2002; Panget al. 2003). The suggestions of these
studies are consistent with the findings of thigew; therefore it can be suggested
that the direct transfer of curriculum models on@epts from another country to a
culturally different country is not appropriate out first assessing the cultural

relevancy of such a transfer.

However, most developing countries are still boirmyvconcepts and curricula
directly from developed countries, mainly due te tilobal influence of developed
countries’ nursing. Most international organisasiqa.g. World Health Organisation,
Canadian International Development Agency, Japaternational Cooperation
Agency) provide educational assistance for devapgountries to improve nursing
education in terms of expert assistance, educatimaderials including literature,
and education management models. Educational assestis often provided by
education consultants from developed countries rgmio assist curriculum

development, and use their own country’s model authassessing the cultural or
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economic relevancy to the local context. Even thougpme faculties from
developing countries develop their own curricukeyt have to use guidance, theory
and concepts from literature that mostly come frdeveloped countries. This is
mainly due to the inadequacy of resources suchxpsres, research based evidence
and infrastructure facilities in developing couesti This situation may create not
only value conflicts but also economically inappiafe curriculum models for
developing countries in terms of teaching and learrmethods in the curriculum
and expected outcomes of the program. The effelsbwbwing curricula models can

be minimised by systematically assessing the allamnd economic relevancy.

The papers evaluating the adaptability of currioulmodels included two textual
papers (Kronfol & Athique 1986; Cameron 2001) thvatre categorised as level IV
evidence.The lowest level evidence tends to suggest thatguai combination of
international, regional and local experience mayabmore effective strategy for
adapting another country’s curriculum to a cultiyraind socially different country;
however heterogeneity of culture and economy wittiia region must also be
considered. The Sri Lankan study revealed that ube of the Indian nursing
curriculum was not successful in Sri Lanka evenugfoboth countries are situated in
the same region (Cameron 2001). The rich diverditthe two societies is the most
likely explanation for why the curriculum was noticsessfully transplanted.
However, the UAE study found that the UAE implensehthe Bahrain curriculum
effectively in the light of homogeneous cultures aegional similarities (Kronfol &
Athique 1986). Two other papers excluded from thigew on the basis of review
and meeting the objectives examined the developmérd new curriculum in
Kuwait, and suggested that the social, health,ramging context in a country should
be considered carefully in order to develop a nawiculum that best fits the needs
of the country (Meleis 1979, 1980). It can be caded that the cultural and
economic relevancy of a curriculum model shouldabsessed even when the two

countries are within the same geographic region.

3.2.2.11 Conclusion

The evidence regarding the feasibility and appedpriess of introducing developed
countries’ nursing curricula to developing courdrg remarkably weak due to a lack
of high quality research. In this review, expectmstcome measures were cost

effectiveness, cultural relevancy, adaptabilitynsiomer satisfaction, and student
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satisfaction. However no studies were found inti@kato cost effectiveness, and
consumer or student satisfaction. These are veppitant outcomes of measuring
the feasibility and appropriateness of introducangleveloped countries’ nursing
curricula to a developing country, because cogicsiffeness and clients’ (consumers
and students) satisfaction should be major aimsa ofurriculum indeed most

healthcare reforms (Ben-Zet al. 1999; WHO 2002).

Despite the commonality of borrowing concepts, thieand curricula from
developed countries by developing countries, ther lack of high quality studies
on the feasibility and appropriateness of this pssc However, there is some lower
level evidence (Level Il & V) on cultural relevay of borrowed curriculum
models, suggesting that direct application of ariculum model from another
country is not appropriate without assessing itkucal and economic relevancy.
Secondly, in the case of adapting of other couwsitrmurriculum models, the
approach of considering international, regional kuél experience may be a more
appropriate strategy if the two countries diffettarally or socially. There is clearly
a need for rigorous studies to examine the fedsibdnd appropriateness of
introducing international nursing concepts and icuta in culturally different
contexts. These studies will also contribute to onderstanding of the universal

applicability of current widely used curriculum nedsl.

3.2.2.12 Implication for practice
Several recommendations can be made for practsedban the overall findings of

the review.

= Direct application of a curriculum model from anathcountry is not
appropriate for a different cultural context withdist assessing its cultural
relevancy (Level 1V)

= A combined approach encompassing internationaljomeyf and local
experience of developing nursing curricula may baaae effective strategy
for adapting another country’s curriculum to a wordtly and socially
different country (Level 1V)
3.2.2.13 Implication for research
This review has highlighted the paucity of highdewevidence in this field.
Undertaking quantitative assessment of the effentgs of curricula is difficult, time
consuming and expensive, and is not therefore csuietraditional quantitative

methods such as the randomised controlled triathEuresearch into the relevance
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(especially economic and cultural relevancy) obmporating nursing curricula from
developed into developing countries could utilisealdative methods such as

participatory action research, which are more duibethis type of research question.
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Chapter 4 Developing a draft conceptual
framework for undergraduate nursing
curricula in Sri Lanka

4.1 Introduction

The aim of this chapter is to present the draft ceptual framework for
undergraduate nursing curricula in Sri Lanka. Toimpter is divided into two
sections: the first section describes the procésteveloping the draft conceptual
framework and the second section presents the doafteptual framework with a
description of included concepts. The draft congaptiramework is based on
international, regional and Sri Lankan evidence eowcepts and was informed by

findings from the literature reviews and systemegiews.

4.2 The process of developing a draft conceptual fr  amework

The process of developing a draft conceptual fraonkws described in four

sections: (1) the process of curriculum developm@tapproaches for developing a
conceptual framework; (3) principles of developangonceptual framework; and (4)
the process of developing a draft conceptual fraomkevior undergraduate nursing

curricula in Sri Lanka.

4.2.1 The process of curriculum development

In a broad sense curriculum development, whetheatitrg a new curriculum or
revising or updating an existing one, is a procesguiring time, energy and
resources, and the commitment of the faculty, adhmators, students, and other
stakeholders (Bevis & Murray 1990; Oliva 1992; Gumiderg, Andrusyszyn &
Iwasiw 2004). Curriculum development or revisionnsvitable due to the effects of
policy changes, consumer expectations, and techmaloadvancements (Chaffin &
Maddux 2004; Edwards 2005; Ervin, Bickes & SchimO&0 The traditional
approach to curriculum design is to conceptualsecurriculum as a process that is
constructed of a mission and philosophy statemantgconceptual framework,
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curriculum and course objectives with evaluationthods Figure ) (Bevis 1989;
Boland 1998).

Mission/philosophy

L

Conceptual framework

-

Curriculum and course objectives

I L

Curriculum evaluation

Figure 1: The process of curriculum development

This approach ensures curriculum integrity, invedyi a systematic, logical,
mechanistic sequencing of activities, each critioahe next activity (Boland 1998).
However this highly structured approach does nogtnexery learner's pattern of
learning, therefore alternative approaches sugipestlearning is more chaotic in
nature (Boland 1998). Boland (1998) describes aucted, outcome driven
approach to curriculum development that providesuligt with an opportunity to
identify essential outcomes and competencies tlaalugites require in a consistently
changing healthcare environment. The conceptualdveork is then created around

these concepts and competencies.

In determining the expected educational outcomes efrriculum, Banta (1996,
cited by Boland 1998 p.135) proposed the followiugestions that the faculty must

ask themselves:
=  What should students know and be able to do on lediop of their
educational experience?

= What competencies in terms of knowledge, skilld, atitudes, must
students possess to successfully demonstrate shhedleutcomes?

= What learning experiences will facilitate studergtainment of these
competencies?

= How will the attainment of these competencies dmal resulting
outcomes be evaluated?
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Answers to these questions provide guidance todtheelopment of a conceptual

framework for nursing curricula.

4.2.2 Approaches for developing a conceptual framew  ork

In the absence of an adequate nursing curriculuradganm, there is no single
approach for developing a conceptual frameworlctoriculum. As Boland (1998, p
136) statescurriculum frameworks are the educational road rsap teaching and
learning’. Therefore multiple approaches are available. Esv, there are two
general approaches for determining the conceptaaléwork for the curriculum: (1)
selecting a single nursing theorist's model and &B) eclectic approach as a
framework for the curriculum (Clifford 1989; Bolantb98). Due to the complex
nature of the modern healthcare environment, diffcult to use a single nursing
model or theory as a foundation of the curricula. Be other hand, there are no

comprehensive nursing models or theory that camskd to guide nursing curricula.

The eclectic nature of conceptual frameworks bringgh it advantages and
disadvantages. Nursing services are continuallylied with different cultural,
social and economic environments, and thereforeutiee of diverse concepts and
theories in nursing curricula are required. Nursalgo promotes broad views,
creativity and constructive criticism (Sohn 1991;ebWer 2002). An eclectic
approach allows the faculty the opportunity to depea conceptual framework that
best suits their beliefs and values. However, Bblgt998) discusses some
disadvantages of this approach. The use of anteckgmproach in nursing curricula
creates a complex picture of expected outcomekBeoptogram. It may also act as a
barrier for developing a comprehensive nursing mhewr body of knowledge in
nursing (Boland 1998). However, the majority of ¢e@aureate nursing curricula

have used an eclectic approach to organise theaemual frameworks.

4.2.3 Principles of developing a conceptual framewo  rk

Despite a lack of specific steps, Boland (1998,9180) provides some guiding

principles to developing a conceptual frameworkdaurriculum, as follows.

4.2.3.1 Identifying the concepts
The first principle is to identify the conceptstinaost accurately reflect the faculty’s

beliefs about the practice and discipline of nugsihese concepts are generally

discussed in the philosophy and mission statemetiteoinstitution or department.
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These statements are the starting points for chgosoncepts for inclusion in the

curriculum framework.

4.2.3.2 Defining the selected concepts
If faculty select a more open or eclectic approdhb, definition of these concepts

should reflect back to the philosophy, mission estants or discipline in which

concepts were originally conceived.

4.2.3.3 Explain the linkages between and among the  concepts
Explaining linkages between and among concepts oftiraculum framework is

critical because the linkages are the basis for stwdents comprehend, apply,
analyse, synthesise, and evaluate knowledge leatimedighout the education

process.

4.2.4 The process of developing a draft conceptual framework

The process of developing a draft conceptual fraonkwvolved several steps. The
first step was to identify the theoretical perspectin regards to the nature of
conceptual frameworks and contemporary trends a&sdes shaping curricula.
Section 2.2 of the second chapter explored thisrétigal point of view. The next
step was to analyse the effectiveness and apptepess of current undergraduate
curricula models. As part of this step, the evidemegarding the feasibility and
appropriateness of introducing nursing curriculanfr developed countries into
developing countries was analysed. Chapter 3 destrithe findings of two
systematic reviews in relation to these questidi® third step was to analyse the
current trends and issues in healthcare and nuetirthe local and international
levels to capture the major concepts that shouldinberporated into nursing
curricula. The second chapter (section 2.3; 23 &plored these trends and issues.
The process of developing a draft conceptual fraonkevior undergraduate nursing

curricula in Sri Lanka is shown Irigure 2
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Current models Theoretical views
(Systematic reviews) (Literature review)
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Draft
conceptual
framework

T

Trends and issues
(Literature review)

Figure 2: The process of developing a draft concepal framework for undergraduate
nursing curricula in Sri Lanka

4.3 The draft conceptual framework

The draft conceptual framework is eclectic in natamd based on the philosophies of
humanism and existentialism as outlined in 2.324.2ZThe draft conceptual
framework consists of five components: professionaking, teaching and learning,
skills, values and beliefs, and knowledg&re 3. Such a schema facilitates critical
examination of each component while producing aesyatic framework to design,

direct and evaluate curriculum.

4.3.1 Description of the conceptual framework

Professional nursing is the practice of a scientifiscipline that directly benefits
society through promotion of health; preventionillifess; the care of ill, disabled
and dying people; and ultimately enhancing the iguaf life. Professional nursing
should integrate theory, practice and researchhefdiscipline, and respond to the
constantly changing healthcare environment throughofessional roles,
incorporating evidence based practice and the lagdl ethical framework of the

profession.

Nursing education (teaching and learning) is thenétation of professional nursing

and the process of acquiring the core competerfkresvledge, skills, and attitudes
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[values and beliefs]) that are essential to thdsgoBprofessional nursing and which
form the three pillars of the framework. Teachimgl &earning should reflect student-
centred and inter-disciplinary education, and prmetudents’ acquisition of
discovery learning and life-long learning skills rabgh flexible delivery

incorporating educational technology.

PROFESSIONAL NURSING
Theory Practice and Research/ Evidence Based
ractice/ Legal Ethical conduct/Professional k

SKILLS VALUES & BELIEFS KNOWLEDGE
Technical Client Physiological
Communication Physical/Psychological/ Psychological
Critical thinking Spiritual/Soci-cultural Environmental
Leadership Student Socio-cultural
Information Literacy Seli-directed/ CT Politico-economic

Health
Primary Healthcare/
Holism
Environment
Consumer demands/
Technology/ Med Scienc

TEACHING & LEARNING
Student-centred education/ Inter-disciplinary etiocé Discovery learning/ Life long
learning/ Flexible learning/ Educational technology

Figure 3: Draft conceptual framework for nursing curricula in Sri Lanka

4.3.2 Components of the draft conceptual framework

The draft conceptual framework consists of thregomaomponents: professional
nursing; nursing competencies (skills, values agliefs, knowledge); and teaching

and learning.
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4.3.2.1 Professional nursing
As described earlier, professional nursing intezgdheory, practice and research of

the discipline, and responds to the constantly giman healthcare environment
through professional roles, incorporating evidehased practice together with the
legal and ethical framework of the professidhe International Council of Nurses’
(ICN) definition of nursing was used as the basis grofessional nursing in Sri
Lanka. The ICN defines the nature of nursing aevs.:

Nursing encompasses autonomous and collaborative @findividuals

of all ages, families, groups and communities, sickwell and in all

settings. Nursing includes the promotion of hegitevention of illness,
and the care of ill, disabled and dying people. @wicy, promotion of a
safe environment, research, participation in shgpiealth policy and in
patient and health systems management, and eduocatie also key
nursing rolegInternational Council of Nurses 2006c¢)

Theory, practice and research are the core elenergay applied discipline, and
have a reciprocal relationship (Morse 1996; McKet@87; Upton 1999). Nursing
theory affiliated with evidence-based practiceasrsas a basis of the development
of professionalism and subsequently autonomousnuuactice (Lutjens & Horan
1992; Upton 1999).

Evidence-based practice is a hallmark of profesdiomirsing and it is critical for
quality, cost-effective healthcare (Thompson & Qoil 1999; International Council
of Nurses 1999a; Royal College of Nursing 2004; nérovett, Sherwood,
Barnsteiner, Disch, Johnson, Mitchell, Sullivan &kken 2007; Day & Smith 2007;
Sherwood & Drenkard 2007). Evidence-based practiceorporates the
conscientious, explicit, and judicious use of carteest evidence from well designed
systematic research, a clinician’s expertise, aattept values for making decisions
about the care of individual patients (Saclettal. 1996; Sacketet al. 2000; Pearson
et al. 2005).

The ethical and legal framework of the professioonptes professional status and
image building of the profession and ensures tlgeption of patients, practice, the
profession and co-workers (Carr 2000; Beauchampmé&déess 2001; Liaschenko &
Peter 2004; Meulenbergs, Verpeet, Schotsmans &n@ast 2004; International
Council of Nurses 2005). THEN Code of Ethics for Nursedfirms that nurses have

a fundamental responsibility to promote healthptevent iliness, to restore health
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and to alleviate suffering to all people throughitlprofessional roles in healthcare
(International Council of Nurses 2005).

4.3.2.2 Nursing competencies (skills, knowledge and attitudes)
Nursing competencies are the integration of speskills, knowledge and attitudes

(values and beliefs) that are required for a regest nurse to practise safely and
ethically in the health and nursing care environm@oland 1998; Australian
Nursing Council 2000; CNA 2000; Campbell & Macka&302; WHO 2002). Nursing
skills are deliberate activities in a cognitive grgychomotor domain that implement
knowledge and attitudes of nursing (Johnson & Weld®1). Nursing skills are
incorporated with technical (caring) skills (AACN4A8; Royal College of Nursing
2004a), communication skills (Benner 1984; Reid 498ACN 1998; Webber
2002), critical thinking skills(NLN for Nursing Acediting Commission 1997,
AACN 1998; Australian Nursing Council 2000; McEwé&nBrown 2002; Webber
2002; WHO-ROSEA 2005; Jayasekara, Schultz & McCedoh2006b), leadership
skills (International Council of Nurses 2000; Webl2902; WHO-ROSEA 2005)
and information literacy (Verhey 1999; Wallace, 8bn, Crookes, McGurk &
Brewer 1999; Gabb & Keating 2005; WHO-ROSEA 2003GN 2005a; Sherwood
& Drenkard 2007).

Nursing knowledge is influenced by formal educatéonl the ongoing development
of nursing skills and attitudes (Webber 2002). @isipline of nursing is based on a
discrete scientific body of knowledge with uniquadadistinctive applications

(AACN 1998; Pearson, Vaughan & Fitzgerald 2005).rdé¢s’ knowledge

incorporates with physiological, psychological, mommental, socio-cultural and
politico-economic knowledge areas (AACN 1998; Cr&pTlaylor 2001; Webber

2002).

The values and beliefs of nursing in this concdpfteanework are based on the
meta-paradigm of nursing: the client, student, theahd environment. Professional
values and beliefs that are the foundation of m®itmal practice guides interaction
with patients, colleagues, other professionals #red public (AACN 1998). The

nature of the human being that is a central conoépiursing theory and practice,
includes physical, psychological, socio-culturadd apiritual dimensions (Thorne,
Canam, Dahinten, Hall, Henderson & Kirkham 1998jsgr& Taylor 2001).

Students are viewed as self-motivated, self-diceciedependent individuals who
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bring varied personal experiences to the learnihgaton (WHO-ROSEA 2005;
OUSL 2006). Healthcare is considered as the integreof primary healthcare
concepts and holism (the notion that the entiresay, mental and social aspect of
life) provides for attaining a level of health thvaill permit people to lead a socially
and economically productive life (AACN 1997; Intational Council of Nurses
2000a). The increasing and diverse demands of rheadre consumers, the
integration of new technology, and the advancen@ntmedical sciences are
considered as the environment of health and nursiag generate significant
challenges for nursing services and educationaitutisns in terms of maintaining
the quality of services and preparing nurses ferfthure (MacLeod & Farrell 1994;
Aiken et al. 1998; International Council of Nurses 1999; Evangl; Long 2004;
Bartels 2005; Covaleski 2005; Candetaal.2006).

4.3.2.3 Teaching and learning
As mentioned above, teaching and learning (nuretghgcation) is the foundation of

professional nursing and the process of acquirmmgpetencies that are essential to
the goals of professional nursing. Student-centeaathing and learning strategies
facilitate the enhancement of clinical competenciesurses (Dougal & Gonterman
1999; Mundinger, Cook, Lenz, Piacentini, AuerhahnS&nith 2000; Clareet al.
2002; Simpson & Courtney 2002; O'Shea 2003; Mangdger@@habeli 2005). Inter-
disciplinary education assists graduates to opevéten an integrated approach to
healthcare delivery (AACN 1998; Hellezt al. 2000; Heath 2002; Institute of
Medicine 2003; WHO-ROSEA 2003; Royal College of 8ing 2004; Bryant 2005;
WHO-ROSEA 2005; Barnsteiner, Disch, Hall, Mayer &odte 2007). Self-directed
discovery learning is essential in assisting nuigesneet the challenges of the
modern healthcare environment (O'Shea 2003; Léegtes 2005; WHO-ROSEA
2005; OUSL 2006). A life-long learning culture efesb continuous growth and
development that is essential to maintain profesdistandards (Hellezt al. 2000;
WHO-ROSEA 2003; Royal College of Nursing 2004; Bry2005). A flexible
system of learning incorporates the needs of learaed it is a motivational factor
for recruiting a future workforce (Clae al. 2002; Royal College of Nursing 2004;
Gabb & Keating 2005). The integration of educatideahnology into teaching and
learning is suggested as the key to success foe sainthese challenges (AACN
1999; Institute of Medicine 2003; Royal CollegeNafrsing 2004).
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4.4 Conclusion

The purpose of this chapter was to present a draficeptual framework for
undergraduate nursing curricula in Sri Lanka. Thaftdconceptual framework
incorporates widely recognised concepts of theingrdiscipline from international,

regional and local contexts that reflect the comerary needs of the nursing
profession, and current and future demands of liesak. However, it is crucially
important to evaluate the appropriateness and Hdiasiof this draft conceptual

framework within the Sri Lankan cultural, socialdaeconomic context through the
feedback and opinions of key stakeholders in Snkiaa
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Chapter 5 Evaluating the feasibility and
appropriateness of the draft conceptual
framework: methodology and method

5.1 Introduction

In the process of developing the draft conceptwaméwork, a comprehensive
systematic review was conducted to analyse thebiésand appropriateness of
introducing the nursing curricula from developedumbies into developing
countries. This systematic review revealed that theect applicability of a
curriculum model from one country into a differentltural context is not
appropriate without first assessing its culturdevancy (Jayasekara & Schultz
2006). The draft conceptual framework of this stwadys based on a mixture of
international, regional and Sri Lankan researckdevwie and concepts as described in
the previous chapter. It was crucially important éealuate the feasibility and
appropriateness of the draft conceptual framewathkinvthe Sri Lankan cultural and
economic context by seeking the input and feedhzfckey stakeholders in Sri
Lanka.

This chapter describes the theoretical and prdgteespectives of evaluating the
feasibility and appropriateness of the draft comeaipframework for undergraduate

nursing curricula in Sri Lanka. It is divided intwo sections.

1. Research methodology:The theoretical and conceptual underpinnings of
the study are explored in this section, with a foon the rationale for the use

of focus groups.

2. Research method:A step-by-step description of the focus group metiso

presented in this section.
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5.2 Research methodology

5.2.1 Theoretical framework of the study

The purpose of the study was to develop an evidbased conceptual framework
for undergraduate nursing curricula in Sri Lank&eTprocess of developing the

conceptual framework involved several steps:

1. Analysing nursing and educational theories and eptscto understand the
nature of conceptual frameworks within nursing icutlg,;

2. Synthesising the evidence on effectiveness, aptepess and feasibility of
current curricula models/conceptual frameworks, antd potential
applicability in Sri Lanka,;

3. Analysing current trends and issues in global,cegji (South-East Asia) and
local (Sri Lanka) healthcare, and nursing educatemeapture the concepts
that should be addressed in the conceptual framewor

4. Developing a draft conceptual framework using theve findings;

5. Evaluating the feasibility and appropriateness bé tdraft conceptual
framework for Sri Lanka, getting feedback and opnsi from the key
stakeholders of the nursing profession;

6. Developing an evidence-based conceptual framewaak is feasible and
meaningful in the Sri Lankan context.

This evidence-based approach generated knowledyewadence to effectively and
appropriately meet the needs of developing a cdnaeframework in ways that are
feasible and meaningful to a Sri Lankan contexte Theoretical and conceptual
underpinning of the meanings of the ternfeasibility, appropriateness,
meaningfulnessnd effectivenessvere derived from the Joanna Briggs Institute’s
(JBI) model of evidence-based healthcare (Peaes@ah 2005). Pearsoat al (2005,

p.210) argue thavidencdor healthcare belongs to four dimensions as ¥ato

Evidence of feasibility: Feasibility is the extent to which an activity isaptical and
practicable. Feasibility is about whether or not aetivity or intervention is

physically, culturally or financially practical @ossible within a given context.

Evidence of appropriateness: Appropriateness is the extent to which an
intervention or activity fits with or is apt in &wation. In education, appropriateness
is about how teaching and learning activity or iméstion relate to the context in

which education is taking place.
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Evidence of meaningfulnessMeaningfulness is how an intervention or activgy
experienced by the consumers. Meaningfulness setatéhe personal experience,

opinions, values, thoughts, beliefs, and interpi@ta of consumers.

Evidence of effectivenessEffectiveness is the extent to which an inten@mti
when used appropriately, achieves the intendecttefteffectiveness is about the

relationship between an intervention and its ouesam

The type of evidence depends on the nature of ¢tieitg and purpose (Pearsat

al. 2005). In this study, two systematic reviews weoaducted using the widely
known JBI method of systematic reviews (PearsomP@® synthesise the evidence
on effectiveness, appropriateness and feasibilitycuoricula models/ conceptual
frameworks, and its potential applicability in Sranka. The next stage of the
research process was to seek feedback on thecdradeptual framework from key

stakeholders in Sri Lanka.

5.2.2 Focus group discussion

5.2.2.1 Definition

Morgan (1996, p.130) defines a focus group as $saech technique that collects
data through group interaction on a topic deterchity the researcher.” This
definition provides the three major componentshef fiocus group research as (1) a
method devoted to data collection; (2) interactasna source of data; and (3) the
active role of the researcher in creating groupudision for data collection (Morgan
1996). A focus group, however, is not the same &xased interview. A focused
interview with a group concentrates on what eaatugrmember feels or thinks
about a specific issue (Morgan 1996; Kidd & ParsBal00; Curtis & Redmond
2007). In comparison, the key feature of focus geois the active interaction among
participants to explore their views and opinions.this respect, focus groups are
distinct from other methods such as Delphi grouqymsninal groups, brainstorming
and consensus panels, which seek to determine sersums between participants
(Powell & Single 1996; Kidd & Parshall 2000; Webb Kevern 2001). In
comparison with other data collection methods,aih de concluded that the real
strength of focus groups is not simply in explorwigat participants have to say, but
in providing insights into the sources of complegh@viours and motivations
(Morgan & Krueger 1993).
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5.2.2.2 Rationale for using focus group discussion
Focus group discussions are the most appropriateoehdor the purposeful use of

interaction in order to generate meaningful opisiosuggestions and feedback
(Krueger & Casey 2000; McLafferty 2004). Focus greare not only used to gain
new knowledge or evaluate services and programslbatto seek opinions, values
and beliefs in a collective context (Powell, Singld_loyd 1996; Krueger & Casey
2000; Madriz 2000; Curtis & Redmond 2007). In pardar, the focus group provides
a means of listening to the perspective of keyedtalders and learning from their
experiences of the phenomenon (Halcomb, Gholiza@@6jacomo, Phillips &
Davidson 2007). Powe#t al (1996) argue that focus groups are particularbfuls
when current knowledge about a phenomenon is inedegand expansion is
important. The focus group method is particularhportant when the issue being
investigated is complex and when concurrent usadditional data is necessary for
validity (Powell et al. 1996). The ability to observe the extent and rmataf
participants’ agreement and disagreement is a engfuength of focus groups
(Morgan 1996). Thus, focus groups have clear pislemthere the researcher is

interested in processes whereby a group jointlgttants meaning about a topic.

The main idea behind the focus group is that tle&@dynamic can assist people to
express and clarify their views in ways that awss lkkely to occur in a one-to-one
interview (Krueger & Casey 2000; Jamieson & Willer@003; Burns & Grove
2005). In addition, a homogeneous group providesptrticipants with freedom to
express thoughts, feelings and behaviour candabe ©.125 for details) (Morrison
& Peoples 1999). It is believed that group situatinay reduce the influence of
interviewer on the participants by tilting the bada of power toward the group
(Madriz 2000).

For all of the reasons listed above, it is cleat focus group discussion is the most
suitable method to obtain the key stakeholdersisjeopinions, suggestions and
feedback for the draft conceptual framework andl@xm new concepts through

active interaction between participants in a coleccontext.

5.2.2.3 History of focus group
The origin of the focus group can be traced bacthéotime when social scientists

first began employing non-directive interview terjues (Happell 2007). In 1926,
Bogardus (Bogardus 1926) originated the focus grteghnique as a tool for
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understanding people’s attitudes and opinions abdifigrent social issues (e.g. race
relations) (Powelkt al. 1996). However, Morgan (1998) describes the hystbithe
focus group as divided into three periods: (1) fogtoup in social science, (2) focus
group in market research, and (3) focus group &asdaspread research method.
During the early 1940s, Robert Merton and Paul tsfe&d introduced the method of
group interviewing into the social sciences (Mord®98; Madriz 2000; Puchta &
Potter 2004). They used focus group interviewsviuate the response of a group
of participants to wartime radio broadcasts at @ffice of Radio Research at
Colombia University in 1941(Madriz 2000; Puchta &tfer 2004). Focus group
interviews have been used consistently in markeganeh since the 1950s although
their use in other applications waned until the 14980s when there was renewed
interest in promoting the use of focus groups iciaoscience research and a wide
range of academic and applied research areas (MAd@@28; Madriz 2000; Halcomb
et al. 2007). Today, the focus group is used as a rdseasthod in many fields,
including social sciences, health and nursing folae a range of issues (Curtis &
Redmond 2007; Halcomdt al.2007; Happell 2007).

5.2.2.4 Theoretical views of focus groups
Historically, the focus group method developed ammtured outside of the major

qualitative methodological traditions (Kidd & Paath2000). Although some early
field researchers (e.g. Bronislaw Malinowski: 191Milliam Foote Whyte: 1943)
acknowledged using focus group interviews, theyrdit explicitly reference it as a
distinctive methodology (Madriz 2000). Krueger (RP@rgues that the integration of
gualitative techniques, especially the focus group social science has been slow

due to the emphasis on quantitative methods faakiogjuiry.

Generally, the qualitative research paradigm inetu@ range of methodologies:
phenomenology, grounded theory, ethnography, historesearch, philosophical
inquiry, and critical social theory (Burns & Gro2805; Speziale & Carpenter 2007).
In most research literature, focus groups are destias a qualitative data collection
method. As a data collection method, the focus giiauolves the interaction within

a group to elicit rich experiential data (Asbury9%® and this strategy is not

compatible with:
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1. Phenomenology which attempts to disclose the dstenteaning of
participant’s lived experience through in-depth iviual interviews (van
Manen 1990),

2. Grounded theory which aims to generate theory thaterified through
systematic, concurrent data generation and constemparative data analysis
through several data collection strategies (e.gerwiews, observation,
documents etc.) (Strauss & Corbin 1998),

3. Ethnography which is the work of describing culiusnd explores the
meaning of action and events of the culture usirgprtinuous process of
interviewing, observing, reviewing and analysingedg&gpradley 1997).

It is clear that the focus group as a method wasnginally developed or integrated
into any of the major qualitative methodologiesweéwer, the focus group method is
becoming popular in feminist and postmodernist egfnaphic studies (Madriz 2000).
These researchers contend that the focus groupothettcovers the voice of

members of marginalised groups in the society (\Ma2000; Clark, Cary, Diemert,

Ceballos, Sifuentes, Atteberry, Vue & Trieu 200Bhe focus group method is also
widely used in social sciences and health sciemcesmbination with other research
methods (e.g. survey research), enabling the mseato triangulate the data and
enhance the findings of the study (Morgan 1996;z&#be & Carpenter 2007). Kidd

and Parshall (2000) suggested that the findingdoofils groups can be further
improved by conducting multiple groups (ideallyrfranultiple sites) and including

other data sources.

The theoretical underpinnings of focus groups aatrdiced to the assumptions of the
interpretive paradigm. Interpretive research gaesraew meaning and information
from the participants’ point of view, therefore, vllues human perceptions and
subjectivity and seek to explore what an experiaadike for the people concerned
(van Manen 1990). In this paradigm, inter-subjegtigmutual recognition) between
researcher and research participants is fosterddvalued (Horsfall 1995). This
paradigm involves listening to people or watchingatvthey do and using the human
imagination and understanding of those particigatin order to interpret their
meaning (Pearsoret al. 2005). The researcher must understand the socially
constructed nature of the world and realise thategsaand interest become part of the
research process (Fitzgerald 2000). In fact, theegaof researcher and participants

can become an integral part of the research.
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5.2.2.5 Uses of focus groups in health and nursing
In health and nursing research, focus groups awaluable for guiding the

development of interventions and ensuring thatehmeet consumer needs (Morgan
1997). The focus group method has been commonlky umskealthcare and nursing
studies. It is typically used in healthcare resedoc(1) develop or improve research
instruments (e.g. interviews guides, questionnaifBswell et al. 1996; DeVellis,
Patterson, Blalock, Renner & DeVellis 1997; Arngtinglund, Arnetz & Winblad
2007) (2) explore issues and generate data (Grelr&4 1993; Capitulo 1998); and
(3) evaluate and validate findings from other reseamethods (or triangulation)
(Lansbury 2000; Milne & Moore 2006).

The ability of focus groups to provide informatiabout complex and multifaceted
topics is exploited extensively in nursing eduaatiesearch, especially in curriculum
development. Several studies have used the foomspgmethod to explore the
students’ perspective and experiences of teachimg) laarning, for example:
Macintosh 1993; Chaboyer, Dunn, Theobald, AitkerPé&rrott 2001; Duke 2001;
Matthew-Maich, Mines, Brown, Lunyk-Child, Carpio, ridnmond-Young,
Noesgaard & Linton 2007; Ranse and Grealish 2002 fbcus group method is
widely used in curriculum development to obtain ketakeholders views and
opinions. The curriculum committee of the Universf San Diego, Philip Y. Hahn
School of Nursing conducted a study with focus geogomprised of nurses from
several different areas of practice to obtain imf@tion for curriculum changes
(Clark 1997). Focus groups comprised of nursescantmunity members were used
to develop and expand pre-defined themes of a pyifmealthcare based curriculum
(Kooker, Shoultz, Sloat & Trotter 1998). The authsuggested that the focus group
method yielded an incredible richness of data. Abstralian Universities Teaching
Committee’s (AUTC) commissioned study developed iamglemented a framework
to evaluate nursing curricula, teaching strategassgessment practices and learning
outcomes. The project team consulted key staketeolda three networks of experts,
21 national focus groups, four surveys, and und&rextensive document analyses
of 26 current undergraduate nursing curricula irstfalia (Clareet al. 2002). Both
the focus groups and the academic network survemtifted strong support for the
continuation of broad-based, comprehensive, uniyeosased bachelor degrees for
nurse education (Claet al.2002).
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5.2.2.6 Design of the focus groups
Literature suggests that each focus group be ceegbif homogeneous participants

- in terms of the nature of their experience of idgie - to avoid the generation of
power issues and promote the comfort of particpgMorgan & Krueger 1993;
Carey 1994; Morgan 1998; Clarke 1999; Krueger & €ya2000). Carey (1994)
recommended that focus groups should be homogenaotesms of age, status,
class, occupation and other characteristics, ay thwédl influence whether
participants interact with each other. However, samsearchers reject the use of
homogeneity in focus group and suggest using hgeaeous groups in exploratory
type studies as it provides rich data and explatiéferent views of the topic
investigated. (MaclIntosh 1993; Powell al. 1996). Finally, the nature of the group
depends on the available time, resources and ca@na@nfor participants (Powedit
al. 1996).

The interpretive approach allows the researcheelect participants on the basis of
suitability and their experience with phenomenondarn investigation using
convenience or purposive sampling (Hollowaay & Fodiik 2001; St. John 2004). It
is generally recognised that the sample recruitdddus groups is not representative
of the entire population but rather a snapshot gdor& Krueger 1993). However,
the size of the group and the number of groupsmeddent on the purpose of the
research and the type of participants (St. Johd;288lcombet al.2007).

Despite the various suggestions for optimal paréist numbers, it is important that
the size of each group is sufficiently large toateediscussion but not too large to
prevent some members sharing their insights witheavailable time (Krueger &
Casey 2000). Most authors suggest that an adeqratg size is from 4-12
participants, with the optimal size being betweie fand ten individuals (Morgan
1998; Sim 1998; Beyea & Nicoll 2000; Krueger & Cas#00). However, it is
argued that smaller groups can be effective for plertopics, particularly with
expert participants (Krueger & Casey 2000). A numifeauthors suggest that it is
prudent to over recruit, usually two participardsge to potential late cancellations
(Morgan 1998; Halcombt al.2007).

The best number of focus groups to conduct depepds the nature and complexity
of the area under investigation (Powell & Singl®@P Most authors support the use

of four to six focus groups in order to generatecaite data (Morgan 1996; Krueger
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& Casey 2000; St. John 2004). The typical justtfma for this range is that the data
become saturated and further focus groups are assax (Morgan 1996; Sim
1998; Jamieson & Williams 2003; St. John 2004).

5.2.2.7 Reliability and validity
It is well established that the focus group metisoa useful and effective mechanism

for deriving collective opinions, values and bedieHowever, several researchers
have critically analysed the methodological andypratic use of this method (Webb
& Kevern 2001; Chioncel, van der Veen, Wildemeer&charvis 2003). In response,
attention has been directed at the reliability amdidity of focus group data
generation. Generally, reliability is the extentwbich the results of a study or a
measure are repeatable in different circumstandesreas validity refers to the
degree to which a study accurately reflects orsaesethe specific concept that the
researcher is attempting to measure. Although R&#002) argues that validity and
reliability are important in qualitative researdbafton 2002), others argue that the
concept of reliability is even misleading in quative research (Stenbacka 2001;
Flick 2006). In reality, the quality of a study éach paradigm should be judged by
its own paradigm's terms (Healy & Perry 2000). leaample, while the terms
reliability and validity are essential criterionr fquality in quantitative paradigms, in
qualitative paradigms the terms credibility, nelityaor confirmability, consistency
or dependability and applicability or transferatfjilare to be the essential criteria for
quality (Lincoln & Guba 1985). However, the exantiioa of trustworthiness is
crucial to ensure reliability and validity in qualive research. Seale (1999 p.266)
states that thetrustworthiness of a research report lies at thearheof issues

conventionally discussed as validity and reliakgilit

5.2.2.7.1 Reliability/Dependability

According to Lincoln and Guba (1985) and Seale §)38e term dependability in
gualitative research closely corresponds to theonodf reliability in quantitative
research. However, Kidd and Parshall (2000) dis¢bssreliability of the focus
group method using conventional terms of stabiléguivalence, and internal
consistency. Stability refers to the consistendyissues over time (Kidd & Parshall
2000). Equivalence is a term used to describe timsistency of the moderators or
coders of the focus group (Kidd & Parshall 2000)einal consistency of coding

relates to the importance of having one team mendmsume the overall
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responsibility for analysing the data (Kidd & PaBh?000). The steps used to
enhance the reliability of this study are discussedhe method section of this

chapter.

5.2.2.7.2 Validity

In qualitative research, validity receives moreiion than reliability (Flick 2006).
Validity is assessed in terms of how well the reded@ools measure the phenomena
under investigation (Punch 1998). Creswell & Mil{@000) suggest that the validity
of qualitative research is affected by the reseatshperception of validity in the
study and own choice of paradigm. As a result, masgarchers have developed
their own concepts of validity and have often gatent or adopted what they
consider to be more appropriate terms, such adityquagor and trustworthiness
(Lincoln & Guba 1985; Seale 1999; Creswell & Mil2D00; Davies & Dodd 2002).

5.2.2.8 Limitation of focus groups
As with any other research method, focus groupse hsome limitations. As

previously mentioned, focus group methods are Gisnak used to build consensus
(Carey 1995; Jamieson & Williams 2003; St. John408ome researchers feel that
focus groups are less useful for investigating ilgagopics such as sexual activities
or behaviours that may be considered socially awvisuch as drug use or sexual
misconduct, as participants are reluctant to tddkud such issues as a group
(Kitzinger 1994; Morgan 1998; St. John 2004; Halbanhal.2007). However, other
researchers argue that focus group methods wepessafal in addressing sensitive
topics as it enabled participants to share thgieagnces (Strickland 1999; Madriz
2000). Group interaction is limited by the persoctaracteristics of participants and
social factors such as class, gender and racd@Bn 2004). The interaction of the
participants might be limited if power differen8a¢xist between participants of the
focus group, as those participants in the less palsituation might indicate
agreement with their more powerful colleagues iheorto avoid perceived reprisals
(Krueger & Casey 2000; Happell 2007). The poterd@inination of the group by
one or a small number of participants may suppassgmerging group view and
group interaction (Denzin & Lincoin 2003; Bryman 020 Happell 2007). In
addition, there are inherent practical limitatiomsth conducting focus groups.
Compared to individual interviews, a focus groupssally more difficult to arrange,

and bringing participants together require enetigye and money (Krueger & Casey
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2000; Bryman 2004, Curtis & Redmond 2007). Addisihyy a group situation can

lead to uncontrolled tangential discussion prodgigimelevant responses and data,
especially where a moderator is less experiencede@ér & Casey 2000; Bryman

2004; St. John 2004).

5.2.3 Conclusion

The process of developing an evidence-based camaeptramework for
undergraduate nursing curricula in Sri Lanka isedasn the theoretical and
conceptual underpinnings of the meanings of tefe@sibility, appropriateness,
meaningfulnessand effectiveness Despite the absence of a clearly defined
methodological framework, the focus group methodnseffective data collection
method for a range of issues, in particular whére researcher seeks opinions,
values and beliefs in a collective context. Theubgroup method is widely used in
curriculum development on its own or with otheradabllection methods to obtain
key stakeholders’ views and opinions. Combining tbeus group findings with
evidence from the literature is crucial to the depment of a feasible, meaningful
and appropriate conceptual framework for undergaalunursing curricula in Sri

Lanka.
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5.3 Research method

5.3.1 Introduction

The aim of this section is to present a summaryhef method of focus group
discussions with key stakeholders in Sri Lankansimgr education. The research
method is described under three stages: (1) plgnnig) conducting and (3)

analysing and reporting of focus groups.

5.3.2 Planning for focus group discussions

As with any research, the planning stage is crualhe success of focus group
discussions (Curtis & Redmond 2007). In this stagention was paid to developing
objectives for focus groups with guides for thecdssion, selecting and notifying

participants, and ethical considerations.

5.3.2.1 Discussion guides
A discussion guide consisting of a list of propogedstions were developed prior to

the focus group discussion to help the moderatactdigroup discussions and to
ensure that all the desired information was souy@hlorio, Hockenberry-Eaton,
Maibach & Rivero 1994)Appendix 6).It has been shown that discussion guides
enhance the consistency of data obtained betwemrpgr(stability) and assists in
efficient, high quality data analysis (Krueger 1988dd & Parshall 2000). Morgan
(1996) called this approach ‘standardisation’ beeatiaddresses the extent to which
identical questions and procedures are used inyeyr@up. The complexity of the
questioning structure for the focus group is alspahdant upon the nature of the
topic and depth of the discussion (Morgan 1997)weicer, it is advocated that a
‘funnel’ approach be utilised to frame the develeptnof the questioning route
(Morgan 1996; Morgan 1997; Beyea & Nicoll 2000). the discussion guide, an
open-ended general question was asked for eaclegbit the draft conceptual
framework:“How is this concept meaningful, appropriate anddible in relation to
Sri Lanka”. During the discussion, further questions wereedsko guide the

discussion and focus for specific details.

Two detailed information sheets for participantgevalso developed and distributed
before the discussion as guidance for the discnsdibe aim of the Information
Sheet for Participants was to explain the purpdgbeodiscussion, the focus group

procedure and any ethical consideratigAppendix 7) The second information
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sheet (The Study Information Sheet for Participantas used to explain the draft
conceptual framework and included concegfppendix 8) A computerised

PowerPoint Presentation was also used to introtheelraft conceptual framework
and to guide the ensuing discussi@ppendix 9). All of these methods were
employed to ensure that the focus groups were stallctured and addressed all
topics in an adequate time (St. John 2004).

5.3.2.2 Selection of participants
Selecting and recruiting participants is one of thest important aspects of focus

group research (Vaughn, Schumm & Sinagub 1996; rbaaen 2000). Potential
participants should be selected on the basis af éihdity to provide insight into and
information about the research topic, their expergeof the phenomenon and ability
to articulate their perspective on relevant iss{Msrgan 1997; Krueger & Casey
2000). These are important aspects of protectirg uhlidity of the research
(Chioncel et al. 2003). In the present study, the target partidgpamere key
stakeholders of nursing education in Sri Lanka.sEheey stakeholders were selected
from nursing professionals from different sectofsnorsing services in Sri Lanka
(e.g. education, administration, clinical etc.)caglined by the health authorities in
Sri Lanka (Ministry of Health Nutrition & Welfare(®2). It was decided that most
participants should be experts in the field (eamier educators), who could provide

rich information about the topic (Bloor, Frankladdhomas & Robson 2001).

5.3.2.3 Ethical considerations
Ethical considerations generally relate to issuesosnding informed consent,

anonymity and confidentiality, data generation, atneent, publication and
participant-researcher relationship (Speziale &p€ater 2007). Ethical clearance is
commonly achieved prior to participant contact (i#gmon & Williams 2003). Before
the research commenced, ethical approval was @atamom the Research Ethics
Committee of Royal Adelaide Hospital, Adelaide, Boiustralia and Sri Lanka
Medical Association, Colombo, Sri Lankappendix 10) In addition, the National

Health Research Council in Sri Lanka granted pesimisto conduct focus group
discussions in healthcare and education institatianSri Lanka(Appendix 11) In
this study, a number of procedures were used torenthe ethical standards as

prescribed by above ethics approval authority weeé
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All participants were made aware of the voluntaayune of their involvement and
they received a detailed explanation, verbally anevriting, of what the research
involves, including the aims and process of theeassh and the participants’
involvement. The Information Sheet for Participaptsvided clear information on
the purpose of the study, procedure (includingrtiieire of the discussion, proposed
length of the discussion, recording etc.), conftddity, risk/benefit and payment
details (Appendix 7) At the beginning of each focus group discussionsent to
participate in the study was obtained. Copies & tonsent form and a plain

language statement were read and all participagted the form(Appendix 12)

Participants were offered the right to refuse tdip@ate or to withdraw at any time
and had the opportunity to ask questions or makenoents about the research.
Participants were informed that whether or not tipayticipated would have no

bearing on their employment.

The nature of a focus group means that informadisnlosed during the discussion
will unavoidably be heard by all participants, aposed to most qualitative research
approaches where information is revealed only t® tesearcher (Smith 1995;

Morgan 1998; Clarke 1999). It is impossible to gueiee participants’ absolute
confidentiality as the researcher has no contrer @articipants after they leave the
discussions (Smith 1995). However, the researamaywgaged participants to honour
the request for confidentiality. In addition, proya confidentiality and anonymity

were ensured throughout the research by usingegtest such as the use of code
names instead of identifiable information of placesents and situations. The
participants were assured of anonymity and althaahe of the information they

provided would be published, their names will netassociated with the publication.
Focus group discussions were conducted in quieteplaand participants were

assured of privacy without interruption. If thedntiew was conducted during a
workday, the researcher ensured that all partitgplad permission to attend the

focus groups from nursing administration.

The tapes were kept in a locked office. All ideyitifjy information was removed
from the transcripts during the transcription pssceAll transcripts were coded and
the informed consent forms were stored separateiy the data. All data collected

in the research will be stored in a locked storeg@partment for 15 years and the
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responsibility for the safety and security of itlweside with the researcher or the
researcher’s supervisor if the researcher leawebttiversity of Adelaide.

5.3.3 Conducting focus groups

This section describes the implementation of tlegogroups. It is discussed under

two subsequent sections: (1) recruitment of padicis, and (2) data collection.

5.3.3.1 Recruitment of participants
Morgan (1998) identified recruitment as the singlest common source of failure of

focus groups. The greatest difficulty is getting tarticipants together at the same
time and place and establishing a climate that ptesncomport and discussion (St.
John 2004). As a first step, a letter of invitatemmd permission to conduct a focus
group was sent to the Heads of selected institsitionSri Lanka followed by a

telephone callAppendix 13) In the next step, the researcher personally riet a
Heads of institutions, who agreed to allow the#ffsto participate in focus groups.
During this visit, the researcher had opportunities meet several potential
participants and outlined the purpose and procedifrehe discussion. Most
participants were interested in being involvedha focus groups as this study was
the first PhD nursing research in Sri Lanka. Thewoyking with the Heads of
institutions, the researcher selected participantd made arrangements (e.g. date,
time, place, and setting) to conduct focus groujkimvtheir institutions. Before the
date, the researcher contacted all participants ¢ove phone to ensure their
attendance. It was earlier decided to conduct iddal interviews with nursing
directors (education, hospital services and pubdialth) and two deans of medical
faculties (where BSc Nursing programs had commeénéed it was not possible due
to their professional and personnel commitment® dtiher major reason was that
the researcher was not able travel safely in Cotodhle to the security situation in

the country.

5.3.3.2 Data collection
The data collection stage is divided into three-seittions: (1) setting, (2) choice of

the moderator, and (3) conducting the focus groups.

5.3.3.2.1 Setting
Focus groups should be set in private, comfortasieironments that are non-
threatening to participants (Winslow, Honein & Hieir 2002). In contrast to the
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Western-style focus group that invariably invohsgt$ing in a circular arrangement
with an open space in front of participants, theAstyle of focus group used in the
present study usually provides desks or tablesp@oticipants because a barrier
placed in front of a person is a welcome physictkbdce (Halcomket al. 2007).
Halcombet al. (2007) suggested that without this physical bgarreany participants
would feel uncomfortable which might therefore hendopenness rather than
enhance it. The use of stimuli in the focus grouirenment encourages the
discussion and enhances the group interaction @MaifThomson 1995; Krueger
1998; Greenbaum 2000; Willgerodt 2003). The redemaraused a PowerPoint
Presentation using a notebook computer and displageeral related publications
(e.g. Jayasekara, R.S. & McCutcheon, H., 2006, sékpaa, R.S. & Schultz, T.,
2007) and JBI published materials. In addition, Ibgi& packs, including a pen and
file folder, were provided to each participant, aeffreshments were also served.
These incentives do encourage participation arabksih a friendly climate for the
discussion (Dilorio, Hockenberry-Eaton, Maibach &&to 1994; McDaniel & Bach
1996; Halcomket al.2007).

Recording of focus groups should be as accurapossible to maintain descriptive
validity (content accuracy) and interpretative @#ji (grounded in the language of
participants) (Chionceét al. 2003). Audio-taping, and subsequent transcriptfon
generally preferred (Chioncet al. 2003). In the present study, two recordings were
made because if one strategy failed, data wodldstrecorded by the other method.
Where appropriate, notes were also taken by theareller during the focus groups
to assist with data analysis. Equipment was chegkid to commencement of the
discussion to ensure capturing of the spoken wameh fall seating areas. ldentifying
different voices from the audio recordings may en¢sdifficulties (Jamieson &
Williams 2003), therefore the researcher recortiedoarticipants’ name and voice in
the introductory phase of the discussion. In addjta photograph of the group was
taken to assist with data transcription. Althougdtew recording captures non-verbal
communication patterns of participants, it was uedd in these discussions as most

Asians are reluctant to speak in the presencecaheera.

5.3.3.2.2 Choice of the moderator
The researcher (a Sri Lankan national) acted asmib@erator. The choice of the

moderator is crucial as the moderator must be ateiyg familiar with the aims of the
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study, the questions related to the topic and nuetlogical rigour of the study
(Morrison-Beedy, Cote-Arsenault & Feinstein 200Ihe moderator should have
good communication skills, empathy, social awargnégxibility, sensitivity and

assertiveness (St. John 2004). The moderator shmild person who is directly
involved in the project (McLafferty 2004) and isnmrsed in the culture of the
group (Clarket al.2003; Huer & Saenz 2003; Halcombal.2007). The researcher

was clearly in the best position to moderate ttieses groups.

5.3.3.2.3 Conducting the focus groups

As participants arrived, they were welcomed and entd feel comfortable. The
researcher provided participants with an opporyumit meet before the formal
discussion commenced, providing light refreshméltiis step helped to relax
participants and foster an atmosphere conductivieattk discussion (Poweét al.
1996). This warm-up period is often longer in Adl@an in Western countries
(Davies 2002).

An effective introduction was seen as criticalte tiscussion as the initial stage of
the focus group influences quality of data. The aratbr (researcher) began each
group discussion with an introduction that includadvelcome, a brief explanation
of the research aim and purpose, importance ofcjgants’ views and opinions for
this study, a brief description of moderator's roed a reminder of how the
discussion’s data will be recorded. The moderalso atroduced group rules that
included: a request for only one speaker at a torenhance audio-recording of the
discussion, reinforcement of participants’ rightwighdraw from the study at any

stage; and a request for confidentiality from pgpants.

After the introduction, participants were invitea iead the information sheets and
consent forms, and to ask questions for furtherifdation. Following consent,
participants were asked to fill out a brief demgina questionnaire detailing their
personal details such as official address, positigmalifications and level of

experience(Appendix 14) As a next step, the moderator explained the draft

conceptual framework using a PowerPoint presemtafdter this stage, participants
were encouraged to introduce themselves, enabfiagrtoderator to capture their
name and voice in audio-recording. Following introtion, the moderator facilitated
the discussion using the guide sheet. As the dismugnoved to another concept in

the draft conceptual framework, the relevant Powertslides were projected. This
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strategy allowed participants to focus their disous and the moderator to manage
the scheduled time frame.

During the discussion, the role of the moderatos w@ ensure that participants
covered each of the research questions, to as&lddfication or further discussion
and, finally, to offer a brief summary (Field 2000)he moderator was actively
involved in the group in the role of facilitatorcamanaging a structured discussion,
but was not so dominant as to bias or inhibit disean (Morgan 1997; Kidd &
Parshall 2000). While silent participants were emaging to contributed to the
discussion, dominant or aggressive participant®wenaged with care (Greenbaum
2000). English and Sinhala languages were usedcha@rgeably during the
discussions according to the wishes of the paditg Although the discussions
were tape-recorded, note-taking was also emplogedupport the data analysis
(Chioncelet al.2003).

Although a focus group can often be longer thanviddal interviews (St. John
2004), the moderator was able to achieve the agmeedlimit (90-120 minutes) in
most of the groups. At the end of the discussibe, moderator summarised the
issues raised as a way of cross-checking informaidrovalidating the issues raised
(St. John 2004). It was helpful for the moderatoclarify what group members had
heard in a brief summary and pose a final questisrthere anything that we have
not asked that you would like to tell usFinally, participants were given an
opportunity to debrief and provide feedback as thisn essential part of a focus
group (Morrison-Beedgt al.2001). In addition, evaluation forms were disttéalito
record any viewpoints that were not expressed duhis discussioffAppendix 15)
When acknowledging their participation in the fogweup discussions, participants
were informed that they would receive a copy of ublished paper on these

discussions.

5.3.4 Data analysing and reporting

This section describes the data analysis and iegostages of the focus group

discussions.

5.3.4.1 Data analysis
Data analysis is the most difficult and time-consgnstage of the focus group

method (Powell et al. 1996; Halcomb et al. 200'RisTstage is described under the
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following sub-sections: nature of focus group dagaproaches to data analysis and
stages of data analysis.

5.3.4.1.1 Nature of focus group data

Focus groups produce both individual and group lledata and it is often
complicated to unravel one from the other (HydeBudow 2003). It is quite natural
that many participants may shift their position arange their minds during the
discussion and/or express different views at thek @fnthe discussion as a result of
group interaction. In response, what often emefiges a focus group discussion is a
number of perspectives that capture the majoritythef participants’ standpoints
(Parker & Tritter 2006). A major aim of focus grodata analysis is to identify areas
of agreement and controversy to better understand perspectives arise and are
modified in a group (Reed & Payton 1997; Sim 199%8)wever, a key challenge in
data management and data analysis is capturingrthg interaction data that is an

important source of data in focus groups (Kitzmb@94).

5.3.4.1.2 Approaches to data analysis

Most methodological literature on focus groups dbscthe formation and conduct
of the groups (e.g. Morgan 1996) and data ana(¥Siseger & Casey 2000; Bloat

al. 2001; Duggleby 2005). In addition, a number oftssicated software programs
are available to assist the researcher with dalysis [e.g., QSR NUD*IST, (Gahan
& Hannibal 1998); MARTIN (Higgins 1998)\Vivo (Richards 1999), JBI-QARI
(Pearson 2004)Although, the literature do not provide a cleatadanalysis method
for focus groups, in practice, most researchers aus®mbination of approaches
(Jackson 1998, Green & Thorogood 2004). Some retesjgproaches are discussed
below.

5.3.4.1.3 Stages of data analysis

A major aim of data analysis in qualitative studiedo reduce data and to bring
meaning to a situation rather than to search tdhtfRabiee 2004). Krueger & Casey
(2000) indicate that the analysis should be sysiemsequential, verifiable, and

continuous to minimise the potential bias introdlide analysing and interpreting

focus group data. A clear documentation of the datalysis procedure allows

another researcher to verify the findings, andefedds against selective perception
and increases the rigour of the study (Rabiee 20Ddis approach enhances the
extent of dependability, consistency and confortitgliLincoln & Guba 1985). In
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addition, Krueger and Casey (2000) suggest thatnestigator who conducts the
focus groups should analyse the data.

This study used a combined approach of incorpayatata management techniques
(Miles & Huberman 1994) and framework analyses @¢er 1994; Ritchie &
Spencer 1994). Krueger’'s (1994) method of datayarsaprovided a clear series of
steps to managing the large amount and complexenatuqualitative data. After
transcription and translation of focus group dalata analysis involved four key
stages: familiarisation; first level coding (iddwpiing a thematic framework); second
level coding (indexing); charting and interpretatidAlthough framework analysis
uses a thematic approach, it allows themes to dpvebth from the research
questions (e.g. pre-defined concepts in the dafteptual framework) and from the

narratives of study participants (e.g. newly emeripemes).

5.3.4.1.3.1 Transcribing and translation

The audio taped interviews were transcribed verbaising pen and paper and the
transcripts were subsequently audited for the tyuafi transcription by listening to
the audio-taped discussion whilst reading the tmapison. During this stage, all
identifying information and comments were removednt the transcripts and a
pseudonym ascribed to each participant (e.g. LerturLec. 1, Lec. 2; Nurse
Managers: NM 1, NM 2, etc.). The Sinhala languagdi@apes (FG 3-6) were
translated and transcribed into English. Howevenvas a challenge to produce
meaning-based translations rather than word-fodwoanslation, because not all
concepts are universal and not everything is teaakle (Jones & Kay 1992;
Esposito 2001; Kaiser, Barry & Kaiser 2002). Theafitranscripts were converted to
MS-Word format. Each line of the transcript was mened and a large right margin

was left for the researcher’'s comments.

Stage 1: Familiarisation

The stage of familiarisation with data involved eaped listening to tapes and
reading the transcripts in their entirety, and negadhe observational notes taken
during discussions. This step enabled the reseatclmcome immersed in the data

and get a sense of the whole discussion befordibged into parts (Krueger 1994).
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Stage 2: First level coding (Identifying thematic f ~ rameworks)

The first level coding of the text to identify aethatic framework was conducted by
writing notes in the margin of the text in the foainshort phrases, ideas or concepts
arising from the texts (Krueger 1994; Ritchie & Sper 1994). At this stage, similar
meanings were categorised under the major condepgs professional nursing,
skills, knowledge and teaching and learning) aral gncepts (e.g. evidence-based
practice, technical skills, psychological knowled¢jée-long learning, etc.) of the
draft conceptual framework (Miles & Huberman 1994).

Stage 3: Second level coding (Indexing)

The second level coding was carried out on the dater the major and sub
concepts of the draft conceptual framework. Thagystinvolved sifting the data,
highlighting and sorting out quotes and determimirgch is group data or a strongly
held opinion of an individual (Kidd & Parshall 2000n this stage, new themes (in
addition to pre-defined concepts and sub-conceb&x)an to emerge from the
narratives of study participants.

Stage 4: Charting

This stage involved lifting the quotes from themgmal context and re-arranging
them under the newly-developed appropriate thencatitent. The major aim of this
stage - to reduce data - was achieved by compandgcontrasting data and cutting

and pasting similar quotes together.

Stage 5: Interpretation of data

This is the final stage of data analysis that imedl determining the relationship

between quotes, and links between the data as & whbe direct quotes were

grouped in accordance with their relationship t® sib-concepts or newly emerged
themes. The themes (pre-defined concepts, subptnard newly emerged themes)
were validated by continual referral back to thaiaal transcripts, observational

notes and audio-tapes.

5.3.4.2 Reporting
The findings of focus group discussions are comsgnogported in a narrative format

that is consistent with qualitative reporting (Mil& Huberman 1994; Duggleby
2005). The report of the findings included direatotations of participants
(descriptive validity) and interpretation of theslationship to the themes (theoretical

validity) (Chioncelet al. 2003). In addition, focus group findings shouldrbported
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with descriptions of group interactions (Carey 1986detailed data excerpts when
these can be explored to reveal meaningful findiiWgskinson 1998). However, in
the present study, non-verbal communication wasanobbvious feature of group

interaction. Therefore only verbal communicatiorsv@aalysed and reported.

5.3.5 Conclusion

The process of conducting focus groups requirasnohg, time and effort. Similarly,

data analysis must be carefully planned and impheeae Specific issues relating to
the location of the focus groups in the presentystisri Lanka) were incorporated
into the design and analysis of the focus groupg. dredibility of data was ensured
using multiple focus groups, a detailed discusgjarde, encouragement of group
interactions and combination of data analysis nothoThe consistency of
implementation of the focus groups and data armlysis achieved by having a
single moderator and data analyser (the researchemsferability is facilitated by

providing a clear process of the focus group methad direct quotes in data
reporting. Finally, conformability is achieved byogiding a detailed audit trail of

the focus group method.
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Chapter 6 Feasibility and appropriateness of the
draft conceptual framework: findings of
focus group discussions

Introduction

Focus group discussions were conducted to evaltlege appropriateness and
feasibility of the draft conceptual framework fandergraduate nursing curricula in
Sri Lanka. Another aim of the focus groups wasxpl@e new concepts concerning
the draft conceptual framework. This chapter prestre findings of the focus group

discussions.

Focus group findings

A total number of 36 participants were includedsix focus groups. A majority of
participants were femalen€ 30; 83.3%). Generally, all participants were B8rs
registered with the Sri Lanka Medical Council arth@ted in three year general
nursing programs of the Ministry of Health, Sri kan A majority of participants
were graduate€24; 66.6%) and nine of them (25%) held a postgateldegree in
nursing. All participants had extensive experient@&ursing service (more than 10
years) and 80.5%n€29) of participants had 10-30 years of experieiite practice
and responsibilities of selected participants sksaynificant differences due to their
designations. These details are summarisedlaisle 8 The rich diversity of the
participants’ experience assisted the explorati@enwide range of issues in nursing
education. Most of the participants knew each othenether as friends or

colleagues.
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Table 8: Participants’ highest academic qualificatbns, experience and designations

Variable n %
Highest qualification Postgraduate 9 25%
Graduate 15 41.79
Diploma 10 27.8%
Certificate 2 5.5%
Experience Above 30 7 19.4%
30-20 10 27.8%
20-10 19 52.8%
Designation Administrators 3 8.3%
Academic Consultants 2 5.5%
Lecturers 5 13.9%
Senior Tutors 3 8.3%
Tutors 16 44.4%
Nurse Managers 3 8.39
Clinical Nursing 2 5.5%
Instructor:
General Nurses 2 5.59

In this study, six focus group discussions weredoated in multiple sites in Sri
Lanka during the period of September to October62dMe following institutions
were involved; University of Sri Jayewardenepurag Open University; Post Basic
School of Nursing; and Schools of Nursing at ColomRatnapura and Kurunegala.
The number of participants per group varied fron® 8lue to availability of
participants in each site. All participants werenmbers of professional nursing
associations (e.g. Sri Lanka Nurses AssociatiomdGate Nurses Foundation) and
trade unions. Some participants hold official goss in these organisations. The
make-up of each of the focus groups, in terms t&# toumbers of participants and

their roles, is summarised in Table 9.
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Table 9: Composition of focus groups

Focus Adminis. Manager | Educators | Clinicians
Group n (Lec/Tutor) [ (RN/CNI)

1 3 - - 3 -

2 5 1 - 4 -

3 4 1 1 1 1

4 9 1 1 6 1

5 8 - 1 6 1

6 7 - - 6 1

The focus group discussions were guided by thet @@iceptual framework that

consisted of pre-defined concepts. These majoreqaovere professional nursing,

skills, knowledge, values and beliefs, and teacldnd learning. In data analysis,

several sub-themes emerged in addition to the gfieetl sub-concepts. The major

concepts and pre-defined sub-concepts and sub-thareas follows:

1. Professional Nursing

1.1 Meaning of professional nursing in Sri Lanka

1.2 Integration of theory, practice and research

1.3 Feasibility of evidence-based practice

1.4 Ethical and legal framework
1.5 Professional roles
2. Skills

2.1 Technical skills vs. clinical skills

2.2 Communication skills
2.3 Critical thinking skills
2.4 Leadership skills
2.5 Information literacy
2.6 Interpersonal skills
3. Knowledge
3.1 Physiological knowledge
3.2 Psychological knowledge
3.3 Socio-cultural knowledge
3.4 Politico-economic knowledge
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3.5 Legal and ethical knowledge
3.6 Nursing knowledge
4. Values and beliefs
4.1 Client
4.1.1 Holistic view of client care
4.1.2 Clients’ (patients’) rights
4.2 Student
4.2.1 Self-motivated /self-directed students
4.3 Health
4.3.1 Primary healthcare and holism
4.3.2 Community health nursing
4.4 Environment
4.4.1 Healthcare consumers’ demands
4.4.2 Technology and medical sciences
5. Teaching and Learning
5.1 Student-centred education
5.2 Self-directed/ discovery learning
5.3 Interdisciplinary education
5.4 Life-long learning
5.5 Flexible learning
5.6 Education technology
5.7 Nursing education in the future

6.1 Professional nursing

Professional nursing consisted of pre-defined sarizepts of theory, practice and
research integration; evidence-based practicecatrand legal framework; and
professional roles. In the focus group discussithe sub-theme “Meaning of
professional nursing” in Sri Lanka emerged in addito the listed sub-concepts of
the draft conceptual framework. The following shlerhes related to professional

nursing emerged from the discussion:

6.1.1 Meaning of professional nursing in Sri Lanka
6.1.2 Integration of theory, practice and research
6.1.3 Feasibility of evidence-based practice

6.1.4 Ethical and legal framework
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6.1.5 Professional roles

6.1.1 Meaning of professional nursing in Sri Lanka

A majority of participants expressed their viewsowatb professional nursing,
including how to approach professional nursing @edple’s perceptions of the
profession. Additionally, participants provided @eumendations to improve the
professional status of nursing in Sri Lanka. Onetiggpant emphasised that
professional nursing should focus on a holistic rapph and evidence-based

practice:

| believe our nurses have good knowledge and skdlspractice
professional nursing. Professional nursing... measisamly completing
the tasks; we have to focus on a holistic appro&mh professional
nursing. In addition we have to ussidence-based practice in our
healthcare system (Lec 4: L.321-325).

Another participant expressed the widely held lhe¢hat nursing and health should

focus on more than just caring, and this can biitited by integrating community

health nursing into the nursing curriculum:

Professional nursing means not only consideringingarbut also
prevention, promotion and rehabilitation shouldibeluded. So, it's very
important to integrate the community health nursingp the curriculum
(Lec 5: L.336-339).

Another participant commented that the quality mif@ssional nursing is based on

nursing education and its quality:

When we’re talking about profession, | think ediwaratis the basis. We
are currently hampered with large number of studehtdirectly affects
the quality of education. We need to consider madgter seriously if we
want to build the profession (Tu 15: L.1194-1197).

Several participants commented on the relationshigtween professional
recognition, nursing services and the performariceucses in clinical settings, and

their ability to work independently:

Today our profession faces huge challenges. Becaeskave a lack of
public recognition, most people don’t recogniseassprofessionals like
doctor or lawyers (Tu 12: L.1219-1221),
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No one recognises our contribution to healthcareisTs also similar in
the clinical setting. Doctors make all the ordexge’re just following
their orders. It isn’t really professional nursirfyM 2: L.859-861).

| think no one is superior to patients, but youwnee have to stop our
nursing care when the doctor comes to see thengafieu 13: L.1248-
1250).

Some participants explored in more depth the plessibasons for the lack of
professional recognition by the public. Although ddhism has influenced the
cultural belief that nursing the sick is the mosspected form of work, the
professional status of nurses is problematic inL8nka. A lack of public awareness
of nursing care and the perception that nursesgengaly in limited intellectual

performance is considered to be a major reasothiassertion:

...public perception is also part of this negativeage because most
people think nurses are doing dirty work such &saging patients. That
is not recognised as a good job even though wevioBuddhist concepts
(Tu 7: L.873-876).

It's very sad to say most think nurses are onlyndaileaning type work
in the hospital. I'm not sure of the reason forstHhut you know even our
nurses want their children to become doctors nosesi (Tu 14: L.1240-
1243).

| think our procedural type works don’t allow amtellectual ability for
creative caring, because we’re doing routine andgadural care, just
like a machine (S Tu 3: L.1244-1247).

Some participants suggested several recommendations improving the
professional recognition of nursing. For exampleyt recommended improving
professional recognition by providing guidance amgareness for students, building

a stronger public image and engaging in professiwnek:

| would add something to that, if the student hasegative image of
nursing, they would not like to work in clinicaltteg because they may
think that cleaning patients is dirty work. Thoseigg students don't like
to do these jobs but they are encouraged to adafitis situation and we
need to guide them (Tu 14: L.1232-1236).

The public will recognise us as professionals if @l us (including
doctors) come through the university education{8uL.1260-1262).

Nurses should know how to approach a patient. R&tog, respect and
good communication are really important and willprave the public
image of nursing (Tu 13: L.1271-1273).
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...we cannot blame the shortage of nurses or inadequesources for
not practicing professional nursing. Our nurses ahée think what they
can do professionally even if they don’t have ehorggources (Con 1:
L.328-332).

In summary, professional nursing as it is undetiooSri Lanka is based on public
recognition of what nurses do, their inter-profesal relationships and nursing care
interventions. In Sri Lanka’s current social sitoat it is evident that the public are
reluctant to recognise nurses as professionals.edMemit was also emphasised that
their professional image and recognition could tmproved through professional

education and acquiring professional work and egpee.

6.1.2 Integration of theory, practice and research

Most participants expressed their opinions conogrihe current status of theory,
practice and research integration, and many ppaints provided explanations for
the gap between current theory, practice and relseafhey also suggested
recommendations for bridging this gap with refeeetc Sri Lanka. Participants

identified a large gap between theory and practice:

...there is a big gap between theory and practic8rinLanka. We teach
students according to the curriculum but when tgeyto the clinical

setting they cannot see these things. Some stuti@dtame that we
haven't seen any nurses who work as they learm fext books (Adm 1.:
L.563- 570).

We teach students various professional roles, lbey tannot see or are
unclear about these roles in clinical settings GFL..645-646).

In some wards, we can’t do any quality care, ordyng routine things.

How we can apply theory when we can’t provide a fueda patient?

(CNI 2: L.1208-1210).
Some participants explained these problems in tefrpsor educational preparation,
poor coordination of education and service sectms, lack of resources in clinical

settings:

Our basic nursing program doesn’'t include suffitcietheoretical
foundation. | suppose we need a solid theoreticatkground for
professional nursing (Tu 14: L.1202-1204).
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Basically our nurses, who are prepared at diplomneael, don’'t have
enough knowledge of research and theory. Theyfallsiw traditional
ways of practice (Lec 6: L.286-288).

| think a major constraint to bridging the theoryaptice gap is poor
coordination of both sectors (NM 3: L.999-1000).

| think the major problem is not having proper coimation and
relationship with nurses and tutors (RN 1: L.801280

We're doing ideal things (nursing interventionsiit lstudents can’t do it
in clinical settings due to lack of facilities. Ykoow students can’t make
the ideal bed for patients as they learned in thess room because
sometimes, there is only one bed sheet for a he®:(L.803-807).

...our current working condition is very poor duenavy workload, lack
of resources, encouragement and recognition, atelddthings (S Tu 2:
L.996-998).

Most participants suggested several recommendatansridging the gap between
theory and practice. These recommendations includedernising nursing care,
proper coordination of the education and servicetose, and applying Western
nursing concepts in Sri Lanka’s nursing profession:

Our current nursing practice is too old comparedadiher countries. It
should be modernised and needs more practical mtenursing. Why
I’'m telling this, because our knowledge wasn’t agdate (Tu 11: L.776-
779).

Our nursing procedures should be validated usirgeagch findings and
remove outdated things. | guess most nursing prgesdare very old
and not updated recently (Tu 16: L.1251-1253).

...without any hesitation, theory, practice and resbashould be
integrated to nursing curricula (Con 1:L.276-277).

Our tutors are encouraged to work as coordinatassage use our clinical
staff to give lectures because they are the cliregpert of the field. We
also encourage tutors to go to the clinical settregularly and keep in
touch with new interventions (Adm 1: L.607-610).

We should seriously consider this gap as it isiiggtivorse, first we have
to discuss these matters at the national leveboally to get consensus
from both sectors (NM 2: L.819-821).

This gap creates a huge problem, but it can be miggd using correct
supervision. | mean we can guide and superviseestsdand nurses in
hospital wards how to use nursing care appropriataking available
resources (S Tu 2: L.1001-1004).
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We basically used Henderson’s theory incorporateth ihe nursing
process. | would suggest analysing other theories #s potential
applicability in Sri Lanka, and then we can integgaselected theories
into practice and curriculum development (Tu 16:198-1201).
Some participants argued that the cultural and @oan context of the country
should be taken into account when considering tterpial applicability of Western

concepts into Sri Lanka:

When we consider using theories, we seriously &iok, because most
are Western theories, some are not applicable hSmmne ideas can’t
apply here, as we have different culture. Theoadlicall clothes of
patients should be removed before bed bath, butcarét do that,
because most do not agree to remove all clothes gva bathroom (S
Tu 3: L.1205-1207; L.1211-1214).

We currently use international guidelines and codégractice. Some
are problematic when we use them here. | mean welgave our own
things that are more relevant to our situation (M L.1257-1259).

...our country is a developing country and lacks veses for patient
care compared to developed countries. We use mastepts and
theories from developed countries. Some of theseatde applied, but
we have to use it using our existing resources s& alternatives that
suits to our system (Adm 2: L.990-994).

We can’t expect to do developed countries’ nursauig here as we’re in

a developing country. What we need to do is useogpiate technology

that is culturally and economically relevant to czountry, and then we

can develop better nursing care (Tu 7: L. 811-815).
It has been highlighted that participants beliethezie is a considerable gap between
theory and practice. Inadequate educational préparaf nurses, poor coordination
of the education and service sectors, and laclesdurces in clinical settings were
considered as reasons for this gap. There are,Jswsome solutions for bridging
the gap: more appropriate education, better coatidin of the education and service
sectors, and examination of Western concepts’ egiplity to Sri Lanka’s cultural

and economic context.

6.1.3 Feasibility of evidence-based practice

Most participants spoke about the feasibility oplgmg evidence-based practice in
Sri Lanka. A majority explained the situation ofid@nce-based practice in the

country, and in particular the impediments to d&hing evidence-based nursing
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care. Several participants explained that there apasiderable delays in
implementing evidence-based practice due to inaateqeducational preparation and

the lack of a supportive environment:

Our basic nursing education (diploma pre-registoati program)

provides relatively good theoretical backgrounddamlarge amount of
clinical hours, but no research component at allidénce-based practice
is currently limited to the concept. Our programof? RN BScN)
provides broader knowledge on research; we talkuaevidence-based
practice, but after going back to the clinical s&ftthey don’'t see any
opportunity to practice it (Lec 4: L.264-270).

Why we’re lacking knowledge on these things is b&eaour basic
program (diploma) doesn’t have a research compofiest 1: L.42-44).

Nurses are not interested in doing research, beedbsy have no idea
about it and no mechanism to grow their researchatdlities (Lec 2:
L.27-28).

Many participants described the barriers that eulyeexist in using evidence-based
practice in terms of: conducting research in health, dissemination of research
findings, and application of research findings. Thest important issues concerned
the complex process of obtaining approval from auities to conduct research, and

secondly, barriers to implementing research finsling

There are some barriers because there is no meshamr plan to
introduce any new things in clinical settings withgetting the approval
from the Ministry of Health (Lec 2: L.12-15).

Another barrier is getting ethical and administradi approval for
conducting research here (in government healthtutgins). It's a very
complex and time-consuming process. This shouldfléeble and
convenient for the researcher (Lec 3: L.47-50).

One thing is the hierarchy of medical doctors. dboresearch our nurses
have to go through their ethical and administratieview committees,
and this takes a long time to get approval (Let.270-272).

Here, doctors make all decisions about patient caken though we do
have good evidence to implement something, butawe to get approval
from medical doctors. For example, the surgeon diecihow to dress
wounds (Lec 2: L.33-36).
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An administrator, nurse manager and educators sgpdethat the heavy workload in
all nursing service sectors due to severe stafftahes was a major obstacle to

implementing evidence-based nursing:

We are only doing routine work day by day. No timdo research; even
to have a look at a research paper (Adm 1: L.583}58

| think mainly our heavy workload is the major barrfor most things. |
cannot think of anything other than doing my roetmork. | am the only
person doing a huge range of duties ... haven't anahao look at
students (NM 1: L.590-593).

Our nurses’ workload is heavy with acute shortagfen(irses); one nurse
has to look at more than 100 patients in some wartat’s the problem
for nurses to put their knowledge into practice aoatduct research (Lec
4: 1.294-297).

Some nurses have to work an extra duty sometimes timan 24 hours
continually, only half hour rest for meal. How thegrform well in

clinical setting.... I'm afraid how they think abopatients even they
haven't chance to look after their own health (Gor..304-307).

You know we are prepared to conduct research; wet d@mve enough
time to do it. We are always busy with work. Yoovkihhave around 100
students (Tu 1: L.578-580).

Several participants pointed out that inadequatditias and resources are the major
problems in acquiring and disseminating researdwkedge. Some participants also
believed that poor working conditions and a laclswbport from doctors discourage
nurses to acquire research-based practice knowledge

We don’t have sufficient library facilities...we cbatcess recent books
and journals (Lec 2: L.21-22).

Unfortunately, we don't have a chance to look at msearch that is
already conducted by our colleagues because therenad way to
disseminate research findings. We don't have anmluyet (Tu 1: L.596-
598).

One barrier is language. All research papers arblmhed in the English
language (Lecl: L.25-26).

Another thing is lack of support from medical stafhey are the
prominent people. They don't like to provide anpmrt for nursing
research. | don’t know what the reason is (Lec 808-310).

| mean they (nurses) haven't proper working coodsi, resources, and
heavy workload (Lec 6: 1.292-293).
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Infrastructure facilities for practice are also gsematic because we're
in a developing country. The government is tryingréduce health
expenditure that directly affects nurses’ workiranditions; | mean it’s
very poor working conditions (Lec 5: L.298-301).

Some participants recommended incorporating evielased practice concepts into

the nursing curricula:

Even in our program (Post RN BScN), we only cowsidresearch
training. In the future, undergraduate nursing daula should have this
component adequately covered (Con 1: L.280-282).

When we restructure our curriculum, we will integraheory, practice
and research, and we decided that we will introdesgdence-based
practice in our curriculum (Lec 1: L.9-11).

In conclusion, inadequate educational preparatioml dack of a supportive

environment are compromising the aim of attainmglence-based nursing practice.
Participants expressed the view that conductingares in healthcare could not be
carried out due to: complex and delayed approvatgss by the relevant authorities;
inadequate resources and support; language baandrtack of journals with which

to disseminate research findings; and heavy woddp@oor work conditions and
inadequate inter-professional relationship makiregdpplication of research findings
virtually impossible. The best strategy to overcammese problems is to incorporate

evidence-based practice concepts into the nursingcala.

6.1.4 Ethical and legal framework

Most participants identified the importance of mayan ethical and legal framework
for the nursing profession. They identified limitats here and its impact on the
profession and patient care outcomes. Many paaintfp recommended the
establishment of a Sri Lanka Nursing Council, whell been first proposed in 1988

but for various reasons, has not yet occurred.

Most participants pointed to inadequate legal addiaistrative control of the
nursing service (lack of a nursing council and mgsconstitution) and national
competency standards. They also emphasised thecapfily of international
guidelines (especially from the International CalatNurses [ICN]) in Sri Lanka:
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Our standards of practice are technically managgdsh Lanka Medical
Council, but we don't have a national competenandard yet...just
following our manual and others countries’ guideln How can we think
about professional nursing without a nursing colh¢Adm 1: L.612-
616).

We use ICN code of ethics and code of conduct Becewe still don't
have a separate nursing council and can't set ta@dards of practice.
Our leaders have tried to do that several timeg,failed. It's an urgent
need (Lecl: L.53-56).

In case of nursing standards, we currently follo@NI guidelines, but
there are no nursing standards in Sri Lanka tha¢ aelevant to our
cultural context (Lec 4: L.273-275).

JICA (Japan International Cooperation Agency) tridd develop
standards of practice with the establishment of Naional School of
Nursing, but it wasn’t acted upon (Lec 3; L.57-59).

You know our nursing constitution (administrativedgline) is too old. It
should be changed to get recognition for new graesidCNI 2: L.1268-
1270).

This situation severely compromises the qualitpufsing services and patient care:

Not having a separate nursing council makes a hinggact on our
service and education. The Minister (for Healthyides to recruit large
numbers of students without considering capacityl aesources of
schools. They have only a political agenda and thagre the quality of
the service (Adm 2: L.1020-1024).

| found a lack of written guidelines in clinical vas. Most are verbal
instructions. It's sometimes confusing.... we atwviaty to negotiate with
doctors but fail (CNI 1: L.624-626).

Lack of such competency directly influences patiamé. Some of them
(nurses) panic in some situations like cardiac atf@&NM 1: L.621-623).

Most participants suggested establishing an erdateeethical and legal framework
for nursing in Sri Lanka and emphasised the urgesd for a Nursing Council.
Some participants further recommended establistengwal licensure systems for

nursing to continually update and keep relevansesirknowledge and skills:

Sri Lanka Medical Council is no longer effectivenmaintaining nursing
standards. We need a separate nursing council (Tu832-833).

We need to develop our own standards because we What is needed
for (nursing). Currently, no nurses are representad the Sri Lanka
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Medical Council, which is mainly dominated by dost@_ec 4: L.345-
347).

In other countries, nurses need to renew theirstgtion each year after
completing their educational program. But we ddoméve such system.
This affects our continuing education negativelgq: L.348-350).

If we need to improve our service we have to tloihgractice renewal
because knowledge and skills should be updated (L1632-634).

We need a solid legal and ethical framework; itiddaot be just a duty

list. Even when we have this framework, we sti#dheur own ethics as

professionals (Tu 11: L.852-854)
In summary, the current ethical and legal frameworknursing in Sri Lanka is not
sufficient and is leading to poor nursing servieesl patient care outcomes. The
most preferred option to overcome this problem wasreate a Sri Lanka Nursing

Council.

6.1.5 Professional roles

Most participants argued that the care giver relprominent in nursing while other
roles such as communicator, coordinator, educatad eesearcher should be
integrated into the profession because they areoritapt. Most participants
commented that the care giver role is the major tha@ nurses should practice
because the relevant authorities and healthcasuoogrs expect them to carry it out:

Nurses should be good caregivers because our nasegxpected to
provide this role as directed by the Ministry ofatth. | also think it's the

major role in healthcare. Our people (healthcarensomers) are

expecting the caregiver role more than the othdessuch as educator
or researcher. But in some clinical areas (clini@sd community) the
educator role is important (Lec 2: L.68-73).

Currently, the care giver role is the most prominént we also play
advocator and educator roles (Tu 6: 636-637).

| think we are mainly providing patient care coordiion but we (nurses)
or others don’t recognise it. Our nurses providéage range of care
from the lower level to advanced level and coorténall patient care.
This is because we don't have second level nufse$4: L.638-642).

Although the care giver role is the major nursiogeyr most participants suggested
that improving communication is important because way it currently occurs is

criticised by the public. In addition, most panppants suggested that the researcher
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role should be integrated into the nursing servana] this will assist greatly in
establishing evidence-based practice in Sri Lanka:

A nurse should be a good communicator, because Ivgady have a
negative public image; mostly we're criticised agses don’t know how
to talk people. We should have a common sense wftthocapproach
people (Tu 10: L.869-872).

We're having a problem with communication abilitias it is openly
criticised by the public. A nurse should be anatife communicator and
advocator (NM 3: L.1046-1048).

...communication skills should be integrated into ocurriculum as both
parts (research and communication courses) are ently lacking.
Nurses should be good communicators. This roléeskey to building
our image (Tu 12: L.1281-1284).

If we need to implement evidence-based practic8rinLanka, firstly
research courses should be included in nursingiculum. | suppose
the researcher role should be more emphasised enfukure (Tu 14:
L.1277-1280).

A nurse manager suggested implementing a clinigedenor nurse consultant role in
clinical settings to improve patient care outcoragd student supervision. A nurse

educator also suggested a similar role that coailddoried out by educators:

Our system should have a clinical nurse or constllt@ho can manage
patients as well as teach students (NM 1: L.594)595

We need a new role for nursing educators. They ldhioave a clinical
role in addition to teaching. | mean academics stiqalay a dual role.
Currently, our educators do not use the clinicalereffectively (Tu 10:
L.834-837).

One participant argued that the educator role i©nty for educators but should also
become an integral part of nurses’ work as it glad to better patient care
outcomes:

| think we need to think about the educator roleumsing. Nurses should
provide patient teaching appropriately. It will imgve patient care (Tu
15: L.1274-1276).

Several participants highlighted the need for mgpecialised roles including the

community health nurse and mentor role for clingsvices:
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We also need to incorporate an advanced practiée lanean we need a
specialised nursing role, for example mental health'ses, maternity
nurses... (Tu 10: L.846-848).

What | think is that the authorities have to mak@aicy decision to
implement community health nursing that will reddube workload of
hospital nurses. Some patients can be dischargaty d®y having
referring to CHN (Lec 4: L.317-320).

| would like to suggest implementing a ward mentole enabling
support for new nurses and students. It will beermenefit for improving
our service (NM 3: L.1059-1061).

Furthermore, some participants suggested nursesidslaequire independent and
culturally relevant professional roles. An admirastr explained this type of model

with reference to Japan:

| believe students should be encouraged to dewdleip own model of
practice at the end of their program. Then they wvank autonomously
(Tu 9: L.843-845).

| would suggest getting some ideas from Japan.edtsdshould develop
their own model for practice and it should be deethat the end of their
program ... giving their pledge. It means they argependent and use
their personal model and role to practice in theultural context. But

what we use is developed from Western countriegisdhat might not be
directly relevant to our country (Adm 2: L.1039-504

The cultural implications of having a more professil role were considered by
some participants. They explained that the sucoédsaving a professional role
depends on cultural relevancy and inter-professioglationships. One participant
stated that the professional roles of female nuasethey currently stand are being
hampered by social and familial expectations:

However, some professional roles are only praclieabith teamwork
with other professionals, especially nurses’ patiesre coordinator role
(Lec 1: L.77-79).

| think the most important thing is that professibmoles should be
culturally relevant (Lec 2: L.88-89).

| think some cultural barriers affect our professab nursing. Our
society’s expectations affects females as they twaeare for the whole
family ... no time to commit any professional devalemt, because they
have to give priority to their family life (Lec 20-84).
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In summary, the participants revealed that while ttare giver role is most
prominent for nurses in Sri Lanka, communicator eggkarch roles need a greater
emphasis. Furthermore, a majority of participantggested that new professional
roles such as clinical consultant, mentor and comiyuhealth nurse should be
implemented. However, it is argued that nurses Ishdevelop their own model in
order to create an independent and culturally egleprofessional role.

6.2 Skills

‘Skills’ is a major concept and one of the thredaps of the draft conceptual
framework, and it encompassed the pre-defined kills-such as technical skills,
communication skills, critical thinking skills, ldarship skills and information
literacy. A new sub-theme - interpersonal skill mezged from the focus group

discussion. The following sub themes were explomeder the concept of skills.

6.2.1 Technical skills vs. clinical skills
6.2.2 Communication skills

6.2.3 Critical thinking skills

6.2.4 Leadership skills

6.2.5 Information literacy

6.2.6 Interpersonal skills

6.2.1 Technical skills vs. clinical skills

Most participants expressed the view that techrskglls are an essential element of
clinical skills. However, some argued that botmigr(technical and clinical) express

the practical skills of nursing:

| think the term clinical skill is the right phragbat includes technical
skills (Lec 4: L.360-361).

Clinical nursing skills include a wide range of lkiincluding technical
aspect of care (Con 1: L.362-363).

| think nurses use clinical skills other than tedah skills. Cannot
clearly separate but technical parts are includedlinical skills (Adm 1:
L.652-654).

| think technical skills can be considered as partlinical skills as well
as a separate skill (S Tu 3: L.1286-1287).
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| don't think it's a big difference whether it's Hdalled technical or
clinical skills (Adm 2: L.1063-1064).

| think whatever the name is used nursing skills Emportant (Tu 10:
L.882-883).

According to some participants, technical skill§ereto the ability of handling
medical equipment and nurses can use these shkillssé medical equipment
properly. They should also be trained in how toarepninor faults in medical

equipment when technicians are not available:

| think our nurses should have some skills like mreary skills to repair
minor faults of clinical instruments; at least th@yurses) should know
the function of the instrument (Adm 2: L.1065-1067)

In technical skills, nurses should have reasonaiidls to handle and
manage medical equipment and sometimes to repaiomfiaults as our
technicians are not regularly visiting some hosjgif@u 8: L.884-887).

Several participants stressed that nurses’ clirs&dls was not adequate in some

situations, for example natural disasters and laogde accidents:

| guess most healthcare workers including nursdsdao provide even
basic life support in an emergency situation. léythwere adequately
prepared with these skills most of the tsunamiinagtwould have
survived. Unfortunately, even after this incident ane focuses on this
problem in healthcare (S Tu 2: L.1078-1082).

| believe we should have these skills to handlergeney situations
because we’re always facing horrible incidents ld@nb blasts, floods
and large accidents (NM 3: L.1084-1087).

However, one participant put forward the view thatses were not allowed to use

some skills even though they were fully trained:

In my unit (Intensive Care Unit - ICU), nurses’likare better than new
doctors as they (nurses) are more experienced tlwaors. But nurses
have no authority do some intervention without dgtorders. Even

ICU nurse are fully trained to insert ET tube (Ebdcheal tube) in an

emergency situation, but they have to wait ungl doctor comes to the
ICU (NM 3: L.1070-1075).

Several participants suggested recommendationsinfiroving clinical skills,
including a balance between theory and practicesunh a way that it would

incorporate and promote advanced practice skills:
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Our students have more theoretical input than diostudents, but we
need to consider more practical (clinical) skillss really important to
maintain a balance of theory and practice. But i&ry difficult at the
time due to limited resources (Lec 1: L.109-112).

Clinical skills should be specialised to improvevadced practice. Need
to get wide range of experience in relevant fieldd long period with
education (Tu 8: L.897-899).

| would suggest including physical assessmentssiitb our curriculum,
as it seems really important in clinical assessn{@€MI 2: L.1293-1294).

In summary, although technical skills are very mlicked to the mechanical aspects
of nursing, according to the participants it wasstmmportant that nurses had both
clinical and technical skills to use in practicee $ome cases nurses are not
adequately trained to use these skills and whenhhee been trained in them, their

skills are seriously underutilised.

6.2.2 Communication skills

Communication skills formed an important part oé tprofessional role, but the
communicator role should be developed in ordermiprove the general public’s
perception of nursing as being professional. Thescept has been previously
touched on in Section 6.1.5, Professional roles.nM@aarticipants suggested

incorporating communication skills into the nursmgricula, as follows:

Nurses are not motivated to use effective commtioicaskills. In
practical situations most nurses direct patientsltztors to clarify their
problems without talking, even if it is a simpleed@on 1: L.381-383).

Nurses haven’'t enough confidence to provide inféionaor they neglect
the importance of communication (Lec 4: L.384-385).

Understanding communication skills are really imgaot; mostly we
advise patients rather than listen to them (RN .88B-889).

6.2.3 Critical thinking skills

Critical thinking (CT) skills are considered to &denajor skill of nursing and provide
the basis for effective clinical decision-makingahy participants commented on the
current use of CT in their programs. They idendfi€T skills as already being
incorporated into a Bachelor of Nursing. One pgréint explained the current use of

CT skills in nursing diploma programs:
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We introduced critical thinking skills (CT) for nestudents that they have
to develop in their career (Lec 1: L.95-96).

We identified CT skills as an important part of gumogram. We're
promoting it (Lec 2: L.98-99).

We are following traditional procedural ways withousing creative
thinking. We should incorporate CT skills into gomograms (Tu 14:
L.1288-1289).

In contrast, however, one participant emphasiseat the current healthcare
environment in Sri Lanka does not provide much ecfgy improving nurses’ CT

skills in the clinical setting:

Our healthcare environment does not encourage mutseuse critical
thinking skills because all decisions are made bgtars (Tu 9: L.890-
891).

Most participants believed that CT skills are tlasib for effective clinical decision-

making in nursing:

| think CT skills mean better decision-making ia thinical setting (Con
2:L.364-365).

Nurse should have good knowledge, skills and sealfidence for clinical
decision-making. | believe CT skills are the fourata (Tu 11: L.894-
896).

| suppose there is a good connection with crititaihking skills and
clinical skills. | firmly believe effective clinitdecision-making is based
on CT skills (Adm 2: L.1088-1090).

Building on these assumptions, several participanutggested that self-directed
learning, group work and assignments can play aifsignt role in improving

nursing students’ CT skills:

| think self-directed learning will improve CT d&i(Lec 2: L.97).

We want to use methods that could be used to irap@W skills, for
example, group discussion, reflective practice..c(Lel.102-103).

In our program, students are encouraged to use G &illssusing
assignments and group work (Lec 4: L.366-367).

It can be concluded that university nursing edecatias already incorporated CT

skills. However, it was also apparent that the ersity educators dominated this
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discussion on CT skills, and educators from theshigr Diploma program (tutors)
were silent on this issue. It is fairly clear tiGak is not currently part of the Diploma
program. Group work, assignments and self-direlgaching are some strategies that
could be used to increase the CT component of Batihelor and Diploma curricula

to improve students’ CT skills.

6.2.4 Leadership skills

Suggestions were put forward on the theme of lehgeskills. Participants from the
university sector said that these particular skilere already integrated into their

programs:

We also have a leadership skills program under rganent in the
nursing course (Lec 1: L.113-114).

We're focusing on developing leadership and managerskills in our
program (Lec 4: L.368-369).

Some participants described the current use anstraamts of leadership skills in the
nursing profession. They suggested that incorpuydgadership skills into nursing

curricula must be given more prominence:

Currently, our leadership in healthcare is probleméecause we don'’t
have knowledgeable leaders. | think leadershigsskhould be added to
our basic curriculum (S Tu 1: L.855-858).

One thing is lack of role models in the clinicattsg as leaders. We
have already identified this weakness and we addtieis issue in our
leadership-training program (Lec 1: L.117-119).

| think leadership skills are important in the c¢tial settings and also in
the community, and need to be addressed in ouratidnc (Tu 14:
L.1288-1289).
In conclusion, the current leadership skills of sas were problematic due to
inadequate educational preparation. Leaderships gkilist be better integrated into

the nursing curricula.

6.2.5 Information literacy

Information literacy was a new and unfamiliar cqutced most participants as it is
not part of the education and practice of nursesSin Lanka. Following the

researcher’s explanation of the term informatiéerdéicy, most participants expressed
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their views on its current usage, problems, andy tbfered suggestions for
improving information literacy. Several people epkd the current state of nurses’

information literacy skills:

We actually don’t know how to find new informatiame have never
heard the term ‘information literacy’, but now litik it is good idea to
incorporate it into our curriculum (Tu 11: L.900-2pD

We currently don’t have any program that providks#is on information
literacy but we need to consider it (S Tu 2: L.10996).

In private hospitals nurses have a chance to usepcers and search

for healthcare information. But in the governmeeattsr, nurses are not

using them even though facilities are availablec(lLeL.131-133).
In Sri Lanka, graduate nurses utilise informatiderdacy when they undertake a
research project. However, this skill in the clalisetting is problematic due to
limited resources. Several participants commentedhe lack of computers with

high speed Internet browsing, and limited accessdearch databases:

Only graduate nurses are trained to use informatiteracy. However,

they cannot improve their knowledge in clinicaltisgls due to lack of
resources and direction. Fortunately, we can acaedabases from here
(university), but only a few. In schools of nugsifiploma program),

they don’t have any access to those databases4(Lle895-397).

However, Internet browsing is sometimes very dilifibecause it's very

slow; we don’t have broadband. Even when we use ilon't have much

access to databases or electronic journals (Lekc.236-138).
It can be concluded that information literacy i thursing services and education
sector is not well understood or used due to inaalegeducational preparation and
resources. The integration of information literaslylls into the nursing curricula

must be pursued and resources provided.
6.2.6 Interpersonal skills
Several participants identified that interpersormsills will contribute to the

development of previously learned and identifietlsk

| think nurses have to develop their own interpeedcskills to improve
the confidence of nurses (Lec 4: L.379-380).

Nurses should have interpersonal skills becausd ofaliem don't know
how to approach and manage a program (Tu 4: L.668-6
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If we make nurses care coordinators they shoulde el of the skills
with some sort of personal skills. | mean it lodike a comprehensive
skill (Tu 5: L.655-657).

We need to develop our own skills. We have tohesetskills and finally
we will have our own set of skills or competencieshink it is the
ultimate goal of the carer (Tu 6: L.661-664).

| believe the skills are really important and irdependent. Our nurses

today require all round knowledge and skills if want to survive as

professionals in the future (NM 3: L.1091-1094).
Interpersonal skills are about how people relatend communicate with each other,
and in this context they are important in enabligses to develop as well-rounded
people. Through interpersonal skills, nurses camlé@ow to be leaders and mentors
in their profession.

6.3 Knowledge

Knowledge is a major pillar of the draft conceptéramework, and was discussed
according to the following pre-defined sub-concegtbysiological knowledge,

psychological knowledge, environmental knowledgeis cultural knowledge, and

politico-economic knowledge. The concept of knowlkedhowever, was the least
discussed in comparison to the other major concdptwas evident that most
participants discussed some sub-concepts and fatgschangeably under the
concepts of knowledge and clients (i.e. knowledgeas and a holistic approach to
clients’ health). Following the focus group disdass legal and ethical knowledge
and nursing knowledge also emerged and replaceatdheept of environmental

knowledge from the draft conceptual framework, whigas removed due to the
absence of data. The following sub-themes wereoeggl under the overarching

knowledge theme:

6.3.1 Physiological knowledge
6.3.2 Psychological knowledge
6.3.3 Socio-cultural knowledge
6.3.4 Politico-economic knowledge
6.3.5 Legal and ethical knowledge
6.3.6 Nursing knowledge
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6.3.1 Physiological knowledge

Several participants expressed their views on theuat of physiological knowledge
in their programs. The medical sciences are theomspurces of physiological
knowledge for nursing, and traditionally most nogsiprograms were heavily

influenced by medical sciences:

Our program is heavily focused on physiological Wlemlge because
we’re in a medical faculty. I think we’re mostlyingg knowledge from
medical sciences (Lec 3: L.156-158).

...our nurses’ main consideration is physiologicabwedge rather than
other knowledge as they’re mainly doing physicalectr the patients
(Adm 2:L.1111-1113).

Nurses should have advanced physiological knowldsgause they're
involved in a huge range of care. In our progratudents have to follow
Anatomy and Physiology courses with medical stisdérgec 2: L.200-
203).

The participants revealed that physiological knalgke for nursing is a major

knowledge area due to its practical and importaptieation to patient care.

6.3.2 Psychological knowledge

Several participants identified psychological casea major part of holistic patient

care:

Students should have psychological knowledge irrotd understand
their patients and themselves. Psychology is obgesuin the first year
(Lec 1: L.204-206).

If we consider the holistic approach of caring, @sylogical aspect
should be a major part. Most of our clients neegcpslogical care as
well as physical care (Tu 11; L.926-928).

| think psychological aspects of care are reallyportant. | don’t think
current courses are adequate or practically ussfuth as knowledge of
patient care (Tu 6: L.683-685
Psychological care was also discussed in the serfghof clients in regard to the
holistic care approach. In order to understandntitere and behaviour of people, it
is important to comprehend psychological aspectknoiwledge. However, in the
current educational preparation of nurses, thek Maining in how to initiate

psychological care of patients.
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6.3.3 Socio-cultural knowledge

In talking about socio-cultural knowledge, espdgidbcusing on language as a
medium of communication, professional recognitigntbe public, and education,

participants offered the following opinions:

| think our nurses are encouraged to use multi-laages as we are in a
multicultural society. When a patient transferradni Jaffna hospital

(where most people speak Tamil) to Colombo (wherst people speak
Sinhala), nurses working in Colombo hospital ddaiobw the patient’s

language and it gets difficult for both (Lec 4: 1.84423).

| think we should add language knowledge to ouriculum as it seems
very important. We use the English language for altitten
communication but less orally. Language sometimexkes) a big
difference, you know doctors mostly use Englishlliraspects, and the
public recognises it as a white collar job (Tu 10904-908).

Language is a huge barrier for further educationdaforeign jobs and
everything. Ability to speak English is highly rgnsed by our society
(Tu 8: L.910-912).

One participant argued that Western knowledge systaust take into account Sri
Lanka’'s cultural and social history and traditiorsd recommended that these
should be used in partnership with more traditiamehlthcare interventions in Sri

Lanka:

We mostly use imported knowledge from Western gesntvithout
considering our cultural and social context. | meaa have to consider
our traditional methods (of healthcare) that aremnsuitable to practice
here. For example, we used to do herbal oil witrssage for fractures
instead of using plaster of paris, because that sdie require
physiotherapy after healing the fracture. | thinkltarally appropriate
knowledge is really important in any sector (Led.404-512).

One participant suggested that nurses should beatsth to acquire social

knowledge:

| firmly believe that our nursing education shofbd@us on public, social
education (social skills and knowledge) because currently lacking (S
Tu 2:L.1188-1189).

In conclusion, social and cultural knowledge ar@amant sources of knowledge in

the context of planning culturally and socially emyriate healthcare interventions.
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6.3.4 Politico-economic knowledge

Discussions about politico-economic knowledge @zhton the political power of
trade unions and nursing representative groupshéumore, several participants

expressed their view about this in the contextcohemic aspects of patient care:

Even though we have very powerful trade unions ttmyt use such
power politically to improve our service. They hgwersonal agendas
(Lec 5: L.519-521).

We have very powerful trade unions but we failedestablish our
nursing council and nursing department within thep@rtment of Health
Services. We need such knowledge but also neechdw kow to
implement that knowledge (NM 3: L.1114-1117).

It's worth to add economic aspects of client cafewe think about
holistic care, we have to consider patients’ ecolmomeeds to fulfil care,
because we’re in a developing country where therggidive (CN1 2:
L.1308-1311).
It was apparent that there is a disconnection b@Etwke goals and aims of nursing
trade unions and the nurses themselves. Nursesoaoerned that trade unions use
their political power to further their own interegtather than those of nurses in the

context of the economic realities of healthcarevigion in a developing country.

6.3.5 Legal and ethical knowledge

Most participants emphasised that legal and etticalvledge should be integrated
into the nursing curricula as it is currently lanl It was reasoned that such legal
and ethical knowledge would contribute to Sri Ldskanursing profession
developing a more sophisticated and accountableypadevelopment system for
healthcare, and lead to a better understandingulet rand regulations regarding

administrative services and practices:

| think our nurses need to have legal knowledge that's currently
lacking (Tu 15: L.1300-1301).

Political and legal knowledge need to be incorperhinto our curricula
as it seems important in the current context. Ifhage such knowledge
we can be actively involved at the policy-makinglewhich is seriously
lacking (Con 2: L.515-518).

| want to clarify the legal knowledge requiremefaisnurses. Our nurses
are not adequately knowledgeable on this aspecthag have to ask
someone to clarify some rule and regulation. | khlagal knowledge
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should be encompassed with rules and regulatiodsedinical aspects of
healthcare (Tu 13: L.1302-1306).

| think it is worth to add legal and ethical knowtge in addition to your

list because nurses should be aware about the legpkcts of care

because our consumers will be more knowledgeabld (L.731-734).
In the context of consumers becoming more educabeait their rights and what
they expect from nursing services, such knowledgelldvalso contributed to the
provision of legally and ethically acceptable hmylmlity care. Nurses’ current legal
and ethical knowledge is seriously lacking duenedequate education preparation.

6.3.6 Nursing knowledge

Nursing knowledge was a new sub-theme that emefged the focus group
discussion. Several participants argued that ngisimowledge is unique but others

disagreed:

| think you have to add nursing knowledge becaudses ithe major
knowledge we should have (Tu 4: L.735-736).

In my view nursing knowledge is unique. It is acigikne; even though
we get some knowledge from other disciplines, weady have unique
knowledge (Tu 3: L.735-736).

No! | think nursing knowledge is a secondary knogée but the root is
those basic knowledge areas. Your listed sub-cas@p the foundation
of any healthcare discipline (Tu 6: L.740-742).

| guess our nursing knowledge is based on thatdomahtal knowledge.
Some may argue nursing knowledge is unique (Adn218-1120).
Clearly, there was some disagreement about whetiesing knowledge could be
considered as unique compared to the pre-defiremkarf knowledge in healthcare,

such as physiology and psychology that were disclpseviously.

6.4 Values and beliefs (Attitudes)

Values and beliefs form one of the pillars of thafdconceptual framework and they
included pre-defined sub-concepts of client, stigldmrealth and environment. These
themes were further divided into several sub-theameswere explored as part of the

overarching concept of values and beliefs.
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6.4.1 Client
6.4.1.1 Holistic view of client care
6.4.1.2 Clients’ (patients) rights
6.4.2 Student
6.4.2.1 Self-motivated /self-directed students
6.4.3 Health
6.4.3.1 Primary Healthcare and Holism
6.4.3.2 Community Health Nursing
6.4.4 Environment
6.4.4.1 Healthcare Consumers’ demands

6.4.4.2 Technology and medical sciences

6.4.1 Client

The values and beliefs of the client were descrémeteing part of the holistic view
of the client and the client’'s rights. The termenl referred to the patient or

healthcare consumer.

6.4.1.1 Holistic view of client care
The client was described by many participants imaber terms than the

physiological, psychological, spiritual, socio-culll and economic aspects of care.
Several participants emphasised the importancaloing the holistic approach and

explained the current use of the holistic appraadiealthcare:

| guess holism includes all the aspects you meatioriYou can’t
eliminate any part you listed here (Lec 2: L.143H4

We should value the holistic approach when we'rasaering our
clients (Lec 4: L.411-412).

Patients are first is just a slogan. Most don't se@atient as a human
being. Our system needs to improve the holisticeaah to patient care,
which is really important in today and future (TuL3865-868).

One participant put forward the notion that nurslkesuld consider social aspects of
care as most people are socially vulnerable. Thesele have many other concerns

apart from expecting physical care:

| think our vision should be based on holistic caWée can’t consider
them (patients) as just a case. Even we do ourfbegthysical care they
may not be satisfied, because they may have anotmmern or need. |
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remember, one patient told me he needed to go lasmseon as possible
as his wife and kids were at home alone, becausesioe could come
and rape his wife or abduct his kids. They weréngjvin a terrorist
controlled area (Adm 2: L.1049-1056).

The holistic view of client care focused on theremuoic aspects of care because Sri
Lanka is a country where most people live in poreilthough all Sri Lankans
enjoy free healthcare there is a concern that pegble must wait a long time before

they receive it:

| think it is better to address the economic aspettclients because our
clients are poor. They have to wait a long timeget treatment in
government hospitals as most are heavily crowdéeyTcan't afford it
(long waiting) because it affects their daily incesr(Lec 4: L.407-410).

Most patients are very poor and get upset withrtiilgiess, because it
affects their income and family matters. We neechae every effort to
send them back to family life soon (RN 1: L.920}922

Statements were expressed about the positive fajeg by Buddhism in assisting

the spiritual needs of clients:

Spiritual aspects of clients are also important wkee consider their end
life stage. As a Buddhist country we value spitittaae for patients (Con
1:L.415-417).

Spiritual need is really important for us as we tho$iold Buddhist
beliefs (Lec 1: L.145-146).

Spiritual needs should also be considered becausesociety holds
spiritual values as most are Buddhist (Tu 14: L2-3B13).
Several participants commented that cultural aspefctare do not make it possible
for them to maintain relationship with clients. Malltural values should be

addressed in the nursing curricula:

You know, we usually don’t touch patients excemtiiact care, it's our
culture, but human touch is the best interventimncare (Tu 7: L.917-
919).

You know, we're not allowed to be very close taepés. We can't sit
with them, it's a common practice, but it blocksimeining a good
relationship. These things should be changed (NM223-925).

We are living in a multicultural society; thereforaulticultural values
are important to integrate into our curriculum (LécL.413-414).
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Participants confirmed that the holistic view ofeat care should be incorporated
into nursing, thus enabling nurses to provide cahensive care for people. Holistic
care means focusing on the socio-cultural, econ@nit spiritual aspects of care.
While holistic care was recognised as an importpdl, it was apparent that the
actual provision of holistic care by nurses in Sanka does have some barriers to

overcome.

6.4.1.2 Clients’ rights
Most participants were concerned about clientshtsgg commenting that most

healthcare workers were unaware of, or neglectéidnts’ rights despite the

strategies adopted to ensure patient rights irtlnesate:

. we hold a basic and fundamental value that ptgieme the most
important person of the hospital, but in practi¢els not true (Tu 11:
L.914-916).

Patients’ rights have severely deteriorated in eati care wards. We
must think about it. Unfortunately, our patientse gsowerless. No one
complains about nurses or doctors (Tu 8: L.849-851)

All workers should recognise the patients’ rightsit most of them are
unaware about that (NM 1: L.674-675).

| don’t know about any association working towapddients’ rights, but
you know we have lot of trade unions. No one talieut patients’ rights
or satisfaction (Tu 12: L.1354-13h6

Most believed that the consumer of healthcare shbel treated ethically, morally

and legally without any discrimination. Most healhe institutions recognise

patients’ rights and several international guidedimvere available on this subject:

We have the ultimate responsibility to care ethycahorally and legally
for all patients without any discrimination (Adm11669-670).

Our major aim is to care for patients. We shoulcha to the slogan
that we’re always there for you as ICN describedrf®2: L.1131-1133).

All clients should be treated fairly, respect thgmmotect privacy, and
right to get equal treatment without any discrintinoa. We already
endorsed patient rights in our hospital systemidtdtrights, Nightingale
oath, and ICN Code of Ethics provide guidance regay what values
we have regarding our clients (Adm 1: L.676-681).
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It was also indicated that patients and their fgrmlembers should be involved in
care planning. In Sri Lanka, traditionally, mostipats make healthcare decisions

with their family involvement:

Nursing care should be based on a patient oriergppgroach; | mean
they should have a chance to be involved in theie €Tu 4: L.671-673).

| think patients should be involved in care plamitt’s the real meaning
of patient centred care (S Tu 2: L.1134-1135).

Patients’ families and relatives are important whee're planning care,

but they are mostly neglected. Because they aregoatg to ask

questions, it's our culture but we should take htet our patients are

not independently making decisions on their treatnaad mostly do it

with family (NM 3: L.1159-1163).
In summary, clients’ rights in healthcare contextrev not being upheld due to
inadequate attention of healthcare workers andusecanost patients and relatives
were not actively being involved in care plannirigwever, it was expressed that the

patient is the focus of healthcare, and their ggititould not be compromised.

6.4.2 Student

The values and beliefs in regard to the studerdli®d being self motivated and self
directed. The student was the focus in the educabotext.

6.4.2.1 Self-motivated /self-directed students
Most participants thought that students should ddénsotivated and self-directed

individuals:

Students are de-motivated sometimes, when they twothe university,
as they have to start their education in Engliskl #&ce many difficulties
(Lec 1: L.151-153).

Most students come here (Schools of Nursing) withesdisappointment
because they failed to get a few more marks ta ¢éiéemedical faculty
(Tu 13: L.1226-1227).
Most participants suggested that students showe saveral qualities enabling them
to become better learners in the nursing profesSoch qualities depend on their

social and family backgrounds:

Students should have a suitable personality in otdetake up this
challenging career (Tu 13: L.1328-1329).
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...they (students) should have good coping abiliteesadjust to new
situations as new university students in a new eegrogram (Lec 2:
L.154-155).

We need to think about student selection; if somemeds to become a
nurse, they should have inner resource for carihgt passing entrance
examination alone doesn’t meet all the criteriabecome a nurse (S Tu
1: L.877-880).

Those who are coming to our profession should lgagater commitment
and enjoyment in caring for people (S Tu 1: L.933)9

Students should be self responsible for their dgweent. Internal
motivation is really important; what we need to @orecognise their
potential need and assist them (S Tu 2: L.1140-1142

We have to motivate students but self-motivationesofrom their inner
life. Those who use it can achieve the highestdd@on 1: L.442-444).

Students should be motivated to internalise theurcation. | think this is
really important for professionals because theirrkvoannot be judged
by laws and regulations (NM 1: L.770-773).

However, some participants identified several inipethts to self motivation, and
suggested resources be made available to remedg,tla@d to also recognise

students’ achievements:

Students should be self-motivated but they shoeldercouraged by
providing necessary guidance and resources. Bstvg€ry difficult to
provide some resources like computers. We alsoldlkmow how to use
available resources (Tu 10: L.937-940).

No mechanism to recognise students’ achievemériteit achievements
can be valued, they will do something better ferftiture (S Tu 1: L.944-
946).

Most participants recognised that self-directedistis desire to become a competent

practitioner in any nursing sector:

Self-directed and self-motivated students are otmary aim. We
explained it in our curriculum (Lec 1: L.148-149).

Students should be motivated towards self -dire#adhing while we
are facilitating a positive environment (Tu 3: L8889).

Our future university programs should be based be self-directed
learning approach, and students should be selfctiee and self-guided.
It will improve critical thinking skills (Tu 14: 1.325-1327).
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| think self-directed students will have opportigstto improve their
knowledge, skills and attitude to become good fracers in any field:
education, management and patient care (Adm 2:3541038).

The current social and cultural values are impartgard relevant. Self-motivation
and self-direction are the most important qualibéstudents who enter the nursing
profession. Furthermore, attributes such as intsguel skills, caring for people and

having strong coping abilities are vital.

6.4.3 Health

The values and beliefs concerning health were destrin terms of primary

healthcare, holism and community health nursing.

6.4.3.1 Primary healthcare (PHC) and Holism
Primary healthcare is an effective model and masti@pants were aware of it, they

described Sri Lanka as having achieved a relatitagdi health status compared to
other Asian countries. It has achieved this highlthestatus by implementing a
national health strategy adopted from the primagglthcare model. This primary
healthcare model has also served to guide the @@went of nursing educational

programs:

...some evidence for the effectiveness of the prilnzaithcare model in
Sri Lanka, because we have achieved relatively Hghlth status
compared to other developing countries. It has by realised by
many countries. | believe primary healthcare is sii@able model for us
(Lec 2: L.160-164).

| suppose primary healthcare is the best modeb&reloping countries’
healthcare. When we achieve this basic level, wentcave to a holistic
approach as it is mostly used in developed coumtfieu 16: L.1331-
1333).

Our national health policy recommends primary hieedre and we

achieved relatively good health status comparirgeotAsian countries.

But our people still need a proper healthcare systbat meets all needs
(Adm 1: L.699—702).

We used primary healthcare concepts as the basisuofcommunity
health program (Lec 1: L.165-166).

Although the primary healthcare program mainly fEsi on maternal and child

healthcare, the success of this program is limiked. example, pregnant mothers,
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and children still experience basic health problepasticularly related to nutrition

and potable water in remote communities:

Our nutrition status is very bad. 60% of under fixgar old children face

malnutrition; this figure is the same as in preghamthers. This means
it is problematic in primary healthcare implememdat Conceptually, it's

best but in practice we failed (Tu 4: L.715-719).

Even using primary healthcare for more than twoadlss our people still
need to fulfil basic health needs especially in@gmand conflict areas.
They don't have enough health facilities - evemking water (Adm 1:
L.711-714).

Participants criticised the government’s resoutteation for the community health
sector, suggesting that the current allocationuofding is inadequate to service all
community health needs and was overly focussedcote dealthcare at the expense

of community programs:

| can point out some weaknesses in the current grsinhealthcare
program. Because it only focuses on child and nnatlezare and ignores
other societal problems such as malnutrition, siecipoison... (Tu 11:
L.960-962).

Primary healthcare is the major healthcare concept you know the

government favours hospital sector developmens Hvident that

allocation of resources for community healthcarevésy low compared

to hospital fund allocation. This should be chanfedause prevention is
better than cure (NM 3: L.1147-1157).

| think our healthcare management should be charayetl we need to

implement some things that more effectively addcesent healthcare

needs of the community (Adm 1: L.720.722).
The primary healthcare model has achieved sigmficaccess in improving the
health status of people in Sri Lanka. However, éhare some areas, especially
government resource allocation and policy diredjamhich need to be improved to
fully implement primary healthcare.

6.4.3.2 Community health nursing
Community health nursing services need to be batirgrated into primary

healthcare. However, the applicability of primamatithcare concepts to the nursing

curricula was problematic:

Our curricula have not considered the integratidnpaimary healthcare
as it is described in many government reports (€NI1.1334-1335).
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.. nhursing programs should be based on primary heale, because it
is the government health policy and we know hoect¥e it is (Lec 5:
L.467-468).

Most participants recognised the importance of ompprg community health nursing
services. Implementing community health nurses dolbé a positive step in

improving community health services:

... those concepts (primary healthcare and holismjewecorporated
into our nursing education, but the problem is agggbility in the clinical
setting. Even though our national health policybased on primary
healthcare, we still don’t have community nursesc(i: L.463-466).

for more effective primary healthcare, we have introduce
community health nurses who can address all healdited problems in
the community. The government has to act immegisadmplement this
position because they already have a policy decidiec 2: L.167-171).

Midwives are doing a good job in community healte¢cdut they only
consider child and maternal care. Our communityefagnany health
problems and needs someone who can provide conmmighecare to the
community. Our national health policy suggested lementing
community health nurse (Adm 1: L.703-707).

| think our major problem is lacking basic levelrses in the community.
If community health nurses are to be appointedphalsadmissions will
be reduced. It will definitely be cost effective & L.954-956).
One participant, however, argued that the commumggded a person who could

provide a broader range of services regardlessodégsional focus or expertise:

| believe we need some kind of person who coubdgbedolistic care for
the community, | don’t care who is appointed (Coh.469-472).

While professional nurses should be employed torawg community health

services, it is suggested that people need todponsible for their own health:

...people must be responsible for their own heaftine do this we can
reduce 50% of hospital admissions. We can advigplpe(patient) to
brush their teeth but we can’t do it all the tin@@of 1: L.473-476).

The participants recommended the implementatioa bésic level nursing position

in community health services to effectively implemh@rimary healthcare policies.
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Furthermore, nursing education programs should tapiomary healthcare concepts

to develop their community nursing programs.

6.4.4 Environment

The healthcare environment was described in terdms/@ sub-themes: healthcare

consumers’ demands; and technology and medicalszse

6.4.4.1 Healthcare consumers’ demands
The focus group discussions showed that most gaatits emphasised consumers’

demands, current problems and suggestions for wiyo the healthcare
environment so that it became more consumer friendlurthermore, most

participants identified the rising trend of edudatensumers in healthcare:

Consumer demands... that's a new idea in our colatguse our
system is currently less adapted to these need§:(I1724-725).

Our current consumers are more educated than theurnterparts of
many years ago. We have to consider this matterramdes should be
more educated (Lec 2: L.175-176).

Even though most are highly literate, health knolgkeisn’t adequate. |
think they are not educated because hospitals ae/ \busy and
overcrowded. If they are knowledgeable they mayag@mmost health
problems and improve their health (Tu 12: L.1314-2)3

Several participants expressed their views in kdar the nurses’ qualities as
expected by consumers.

“Nurses should be highly qualified because people more educated
and demand better healthcare (Tu 1: L.726-727).

Most patients believe nurses should be more flexikind, supportive
and approachable to consumers (Lec 1: L.173-174).

Several participants suggested improving the patare environment by providing
a more home-like environment, as was evident witmes private hospitals. It was
also suggested that healthcare management shopldnrant a strategy along these

lines:

If we think about the patient care environmenghould be the same as
their home environment ... you know most private itedspdo that. But
government hospitals can't afford that. But | thiolr future program
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should adapt this concept to organise the patiemvirenment,
considering their demands (Tu 12: L.1342-1346).

Most private hospitals are organised to meet paslelemands. Patients
can use most facilities and there is no need toentlogm to take ECG or
some investigations as most can be done withipatient rooms. That's
more convenient to the patient and staff. But inegoment hospitals
patients have fewer facilities, sometimes one E@GGhme for the whole
hospital (Tu 15: L. 1347-1352).

| suggest our healthcare system should be develogedy innovative
management strategies (Con 1: L.501-502).
Consumers are becoming more educated about haalthdawever, the healthcare
system cannot cope with the rise in consumers’ deisiarhe participants believed
that nurses should be more educated, flexible, kind supportive to consumers.
Furthermore, healthcare management should focusreating consumer-friendly

healthcare institutions.

6.4.4.2 Technology and medical sciences
Most participants believe that new technology sticeg integrated into healthcare

and the health sciences. The assimilation of n@hntgogy into healthcare would
improve patient care outcomes and participantsestgd that technology should be

culturally and economically appropriate:

New technology is really needed, and it needs totegrated into our
practice, no doubt about that (Tu 5: L.728-729).

Our healthcare system should adapt new technologgxample, to keep
patient records (in a computerised system); it'srengonvenient for
everyone (Lec 1:L.181-183).

Another problem is they (doctors) order inappropeiahigh cost
investigations (diagnostic), because they have higth machines.
Doctors should apply new technology more approphiatwithin our
cultural and economic context (Lec 2: L.188-192).

Some participants explained that there is a gapvdmet scientific advances in
medicine and nursing, despite the notion of healtdeing a multi-disciplinary

activity in which teamwork is essential:

Day by day medical sciences go up and up, but wet cee any
improvement in nursing (Lec 3: L.185-186).
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| think inter-professional relationship is cruciglimportant as we are
working in a multi-disciplinary teamwork. We shoudkchange our
knowledge to face future challenges, but you knavave backward
when we consider medicine (Adm 2: L.1152-1155).
A participant emphasised the importance of intéggathe traditional system of
medicine into healthcare system enabling to prowidee culturally friendly patient

care environment:

Our current system (healthcare) does not addresdraditional system

of medicine, but people are coming here (the heatth facility) with

these beliefs. Our curricula should be developedirtegrate our

traditional medicine. Research should also be @frout to find the

effectiveness of these interventions (traditionadital interventions)

(Lec 4: L.495-500).
The integration of new technology would contribtwepatient care improvement.
New technology should be culturally and economycadllevant and the advanced
medical sciences and the traditional system of oneelishould be incorporated into

nursing.

6.5 Teaching and learning

Teaching and learning form the foundation of thaftdconceptual framework.
Teaching and learning involve the acquisition obwitedge, skills and attitudes
(values and beliefs) that are essential to thesgoigprofessional nursing. The theme

of teaching and learning consist of pre-defined coiticepts as follows:

6.5.1 Student-centred education
6.5.2 Self-directed/ discovery learning
6.5.3 Interdisciplinary education

6.5.4 Life-long learning

6.5.5 Flexible learning

6.5.6 Educational technology

6.5.7 Nursing education in the future

6.5.1 Student-centred education

Several participants identified that existing nagseducation was teacher-centred.
This approach was heavily criticised because kddccreativity in regard to nurses

learning new concepts and how to apply their kndgie
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... our traditional system of education just follaug) and Mugheory as
teacher teaches and student learns but that needw tchanged. Even
our university system still has spoon feeding, ymu know here (Open
University), we use student-centred methods as elievie it is really
important (Lec 4: L.428-432).

Students are not encouraged to ask questions. Tisenlly follow
teachers’ guidance. No creativity at all! (Tu 107B9-791).

Other participants commented on the student-cerdppdoach as being problematic
as well in terms of feasibility and implementatia®spite its promotion in various

nursing education programs:

Conceptually, student-centred education is the beswe put the slogan
like client-centred care, but how feasible are the®ncepts? (Tu 1:
L.746-747).

We always talk about student-centred educationwhat is the reality?
It's just a concept. We should consider this mattied need to put in a
practical approach to do it (Tu 13: L.1358-1360).

Most participants felt that high student numberast@ined the implementation of
student-centred teaching and learning strategiesieder, one participant suggested
the importance of the student-centred approach teadhers’ responsibility to

contribute to improving this situation:

We have to manage big classes - nearly 200 stugentslass. We can
only deliver lectures to teach them (Tu 4: L.748)74

... we cannot do these things practically with ouawyeworkload. It's
almost impossible to conduct group teaching (TL.890-693).

You know, the current student ratio to tutors imaus of nursing is
higher than 300. How can they manage more than f0dents per
class? Individual supervision is really importandr fstudent nurses
because they are going to care for human beings p.¢.528-531).

Student-centred education is important but teachsfisuld have sound
knowledge about this concept and implication foagbice, otherwise it
will not be successful. The curriculum should addrehis problem
because our system is based on teacher-centrechgalu¢Lec 1: L210-
213).

It can be concluded that the nursing educationesysiocused too much on the

teacher-centred approach. The participants arghed the implementation of
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student-centred education was limited due to laigseses. However this teaching
method could be encouraged in the future if clesssscan be reduced.

6.5.2 Self-directed/ discovery learning

Most participants preferred self-directed/discovigrning in their programs as it
will improve students’ learning abilities. Howevés success is basically dependent
on students’ abilities and their motivation:

Self-directed learning is really important for pesSional services
education as they (students) have to use critibathking and good
decision-making skills (Con 2: L.433-435).

Discovery learning depends on their (students’) imadibn. Some can
only use one textbook to refer to; another studewty use several
resources to do same thing. | think discovery legyns a creative work
(Lec 1: L.230-233).

...we use self-directed learning ... all students avara about that and
we have counselling programs to assist students 4t &.436-437).

We used discovery learning in our community healtbgram where
students have to go and find problems and havelte shese problems.
But it requires clearly-defined objectives, whagytmeed to do (Lec 1:
223-226).

There are restrictions on self-directed/discoveariing in nursing education such

as time constraints and lack of resources. Lackesburces to access information

was considered a major constraint:

Self- directed learning requires resources and gook. We are having
problems in providing these things (Tu 3: L.692)%93

There are some limitations in using discovery lgagrbecause we don'’t
have much technology (computers, internet) to accgermation (Lec 2:
L.227-229).

We only can get ‘The Journal of Advanced Nursirggcduse funds are
only available to buy one journal (Lec 4: L.401-302

The main thing is limited time for self-directe@ndeing, which requires
time-consuming activities. However, we offer collinge sessions for
students to adjust to this environment (Lec 4: 2:431).
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Several participants suggested improving self-te@/discovery learning through
commitment and encouragement with necessary gued&iearly-defined objectives

and guidance are prerequisites for self-directedfiery learning:

We need to develop some education strategies toowampdiscovery
learning. Anyone interested in learning somethiag ase the Internet.
Only need to show commitment. As teachers, studembsild be
encouraged to do that (CNI 1: L.757-760).

Our program should be developed to improve studabisty to take up
independent learning such as discovery learnirthink we have to offer
some flexibility to do that (Tu 13: L.1361-1363).

As we talk, students should be motivated to doodesy or self-directed
learning but it should be made sure all resources guidance are in
their hands (S Tu 3: L.1368-1370).

In summary, it was identified that self-directedfivery learning should be
encouraged and developed further. If the resourees available, self-

directed/discovery learning produces better nurses.

6.5.3 Interdisciplinary education

Interdisciplinary education is essential to deveigm suitable teaching and learning
strategy in nursing education. Participants oudindat they felt to be the problems
and how problems could be addressed. Several ipartis explored the role of
interdisciplinary education in nursing diploma addgree programs. The Open
University nursing degree program employed lectufeom other disciplines and
universities were considered to be the best plagesnplement interdisciplinary

education despite existing problems:

We cannot use interdisciplinary learning becausedbhool of nursing is
isolated from other disciplines, but when we sthaet university program,
hopefully we can do it (Tu 2: L.750-752).

In our program (at The Open University), we hiretlieers from other
disciplines that promote interdisciplinary expermenfor students. This
can easily be done in conventional universitiesttesy have separate
faculty or departments, for example, sociology,chsjogy... (Lec 4:
L.532-536).

We're trying to use interdisciplinary educationaabasic level. Next year
we can use it with pharmacy students. But you kitiswery hard to use
it, SO many problems because this is the firstingraniversity program,
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but we will do best, as it seems really importaatduse healthcare is
teamwork (Lec 2: L.218-222).

Several participants argued that the recent tréricansferring nursing education to
the university sector is generating conflict withedital professionals. Those
conflicts make it difficult to implement interdigtinary education among healthcare

disciplines:

Unfortunately, our medical doctors are trying to cdke nurses’
education. It is a really unpleasant situation hef@ey have no business
to decide others’ education. We respect all othelsalthcare is not the
property of doctors (Lec 6: L.539-542).

You know, Sri Lanka is different. Doctors manage whnole healthcare
system. The hidden truth is they don’t want to owprothers’ education
(Adm 1: L.754-756).

Several participants explained these conflicts aynoealthcare professionals in Sri
Lanka in terms of: interdisciplinary education iealthcare professionals’ education;
inter-professional conflicts due to trade unioni@act and inappropriate basic

education goals:

If we use interdisciplinary education, there wile mo more conflict
among us, but our entire healthcare professionatiication takes place
separately (Adm 2: L.1173-1175).

| think many things are involved in the lack ofemprofessional
relationships, mainly so many union actions, saladjfferences,
recognition... (RN 1: L.862-864).

I’'m not happy with our general education systemabse students
haven't the chance to develop social skills, evmadising with peers as
they only focus on academic education to becomeocod or an
engineer. These are the values our parents havenwhey become such
a person they will not share, respect or considéers (Adm 2: L.1180-
1185).

Interdisciplinary education should be incorporat&d healthcare education and that

this would reduce the workload of nurse educators:

Fundamentally, patient care is teamwork and thenteaould be trained
and educated in teamwork or through interdisciptinaducation (NM 3:
L.1177-1179).
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| would suggest it is better to incorporate intexcplinary education into
healthcare workers’ education; it should be a ppl{€on 2: L.537-538).

We're running with a shortage of tutors and therefove can’t teach
everything. If we use interdisciplinary educatiardadiscovery learning |
think we can manage our workload (S Tu 2: L.11702)1

In summary, university education was the most gmpate place for establishing
interdisciplinary education for healthcare profeesis’ education. However,
implementing it is fraught with difficulty due torgfessional conflicts among
healthcare practitioners. Despite these concemtsydisciplinary education is a

major teaching and learning strategy that mustdssqvered with.

6.5.4 Life-long learning

Most respondents identified that life-long learniagessential for nurses’ continuing

and professional development:

Nurses should be life-long learners. Our programmeatly integrates
these aspects as major objectives of the progras 4 L.545-547).

All professionals should engage in life-long leagnias they need to keep
up-to-date (Tu 1: L.449-450).

However there were many concerns about engagiriedong learning due to a
lack of recognition, heavy workload, and inadequas®urces:

| think life-long learning is one of the key areidmst all professionals
have to maintain. But no one recognises it or aptes it here (Tu 5:
L.765-767).

Not sufficient time even to think about further eation, as they have to
complete a lot of work during their 6- hour (dutyf (Lec 5: 301-302).

...life-long learning is really a valuable aspect,tbrequires more
resources and the need to change our nurses’ dégulLec 4. L.543-
544).

Despite the above constraints, many participanggested that life-long learning is
realisable by introducing a renewal licensure syséad the active involvement of

professional associations:
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... first we have to introduce a renewal licensursteay. Otherwise they
(nurses) will not be interested in doing furtheuedtion (Lec 10: L.827-
829).

We need a solid learning culture; | mean our coumiiig education

should be expanded, and we need professional at&md’ involvement

(Tu 12: L.1373-1375).
It was felt that nurses should be life-long leasnegardless of the existing problems
regarding their heavy workload and inadequate messu Establishing a life-long
learning culture is recommended and can be madsibgp@sthrough continuing

education and introducing a renewal licensure syste

6.5.5 Flexible learning

Flexible learning was a new concept for some ppdids and after the
investigator’s explanation of the term (i.e. expan®f choice on what, when, where
and how people learn), most participants discussed the context of nursing

educational programs being based on institutioffdilation with the government.

Participants explained that government schools wking used highly structured
curricula enabling the maintenance of a nationalleurriculum in all schools.

. it is a highly structured curriculum. That meams cannot introduce
new things. We have to follow rules and regulatiohghe Ministry of
Health (Adm 1: L.583-585).

If we need to add something, need to get approutlthat is a time-
consuming process. That means our curriculum islizigtructured (Tu
10: L.786-788).

We cannot apply flexible education as happens imerotcountries,
because we have a different system (of educai@or) 2: L.459-461).
However, the university nursing programs are reddyi flexible in comparison with

the diploma programs:

The flexibility depends on the context of the paogrYou know, schools
of nursing use highly structured programs as theedh to follow
government regulations, but university programs arere flexible than
schools of nursing programs, but we also have toeasl to university
regulations (Lec 4: L.454-457).

Most participants from the university sector expegs the benefits of flexible
learning. Distance education and the system otietecare good strategies as they

address students’ personal commitments and gedgadjmsolation:



Chapter 6. Findings of focus group discussions 184

...we can't provide enough flexibility. We, howevese an elective
system that will help students to select subjentsdcinical experience in
what they wish to do (Lec 2- L.237-239).

Our program delivery method is distance educatiswa value students
being able to select appropriate time (off camparg] load of their work
(credit system) (Lec 4: L.446-448).

Students have a chance to postpone their educatiben personal
commitments arise, and they can recommence stualyutire date (Lec
6: L.449-451).

Our students come from different parts of the cgurithey can use this
flexibility where they are geographically isolatédec 5: L.452-435).

University nursing programs are more flexible conegawith the schools of nursing
programs. Flexible learning should be integrated mursing education as long as

education institutions have the administrative cégdo manage and provide it.

6.5.6 Education technology

Most participants discussed education technologyheir programs and provided
suggestions for its further development. The maoblem as education technology
stands currently is the lack of resources. A ngrsichool was able to use education
technology through the assistance of Japan Inienat Cooperation Agency
(JICA). However, the problem remains that not esatyool has this capacity:

In my previous work place, we used new technologyeaching and
learning because it was donated by JICA, but | kotver schools don’t
have such facilities (Lec 3: L.178-180).

We recently received a lap top computer form theidthy, but we
haven't a multimedia projector or Internet conneatito utilise it
properly. Some schools got only the projector. Taaks like jumping
using one leg (Adm 1: L.1097-1100).

Several university sector participants stated ttiety currently use education
technology for teaching and learning. They alsogssgted that it should be
incorporated in nursing education as long as it walurally and economically

appropriate:

We always use technological strategies to deliwvgrpgogram as we use
distance education, but we still need to incorperaiew educational
technology into our system. But it requires morgoteces (Lec 4: 548-
551).
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We use video and interactive learning opportunif@sour students. In
the future, we will have to use more technologylétver educational
experiences. Most countries use web-based learputgt's difficult to
practice here (Sri Lanka). Therefore we have to us#urally and
economically appropriate technology to improve ediom (Lec 1:
L.241-24§.

Education technology has enormous potential iningreducation but a lack of

resources is an ongoing problem.

6.6 Nursing education in the future

Most members suggested that nursing education ghoave a bachelor nursing

degree as the minimum qualification for entering tlarsing profession:

I's no argument; nursing education should be based university
education (Lec 6: L.341-342).

We should revise our organisational structure, asigbuld make a
decision for the bachelor degree as the minimumniifigation. Then we
can develop our profession based on this foundafion 14: L.1254-
1256).

Several universities are going to establish BScsimgr programs, but
there are lot of constraints... But authorities slibtdke necessary steps
to implement nursing education in the universitgtee (Lec 4: L.353-
356).

Several members suggested that university nursingation should be guided via a

national framework:

| think our university education for nurses shobkel based on a solid
foundation and broader knowledge of nursing andltheare (Lec 4:
L.525-527).

| guess our service faces big challenges in theréuif we cannot make
wise decisions regarding a national level framewdidk nursing
education, because we will have both diploma aradigate nurses in the
future. This transition (diploma to bachelor) shdule more flexible (S
Tu 3: L.1263-1267).

Nursing education should be university-based anst mauntries supported the view
that bachelor degree education as a minimum preparfr beginning professional
nursing practice. Furthermore, nursing educatiamukhbe based on a national level

framework.
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Conclusion

The major benefit of using the focus group methods vihe construction of
meaningful findings for the phenomenon under ingesibn. Group interaction was
the most powerful way of producing rich data toradd the objectives of the study.
After reviewing the findings of the discussion tdge with evaluation data
(observation notes and participants’ evaluatiom&)t it can be concluded that the
draft conceptual framework incorporated the mogtartant concepts and features of
nursing in Sri Lanka, however, several conceptsewert directly applicable due to
Sri Lanka’s political, social, cultural and econeali circumstances. Thus, these
concepts need to be further refined so that théigctethe realities of Sri Lanka’s

social, cultural and economic contexts.
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Chapter 7 An evidence-based conceptual
framework: discussion

7.1 Introduction

In Sri Lanka, pre-registration nursing educatiorcusrently based on a three-year
certificate level nursing program in schools of sing and four-year bachelor
programs in nursing at universities. The governnpaity is that nursing education
should be based on the four-year undergraduaténgyssogram (Ministry of Health
1992; Ministry of Health Nutrition & Welfare 2002jniversity Grant Commission
2007). In response, the University Grant Commisbrsri Lanka has approved
four-year Bachelor of Science in Nursing prograBSdN) in three universities
(University Grant Commission 2007). In addition,veal other universities
including the Open University propose to estabdishilar programs in the future. In
this transitional stage of nursing education, thevetbpment of a conceptual
framework that uses evidence to underpin undergadunursing curricula is a
crucially important step to improving nursing edtima and nursing practice in Sri
Lanka. The overall purpose of this study was toettgy an evidence-based

conceptual framework for undergraduate nursingicua in Sri Lanka.

In the process of developing an evidence-based eptnal framework, two

systematic reviews revealed that:

1. the evidence regarding the effectiveness and apptepess of
undergraduate nursing curricula models is notaldgkndue to the paucity of
high quality comparative studies and meaningfuligodt care outcome
measures in available studies (Jayase&ted. 2006); and

2. direct application of a curriculum model from oreuntry is not appropriate
to another country unless its cultural relevanciyrst assessed (Jayasekara &
Schultz 2006).

The literature review on conceptual frameworks ursmg curricula revealed the
absence of a universally accepted nursing currigatadigm, and no single approach

for developing a conceptual framework for nursiogricula. However, the literature
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review identified the theoretical evidence and Wwidesed approaches to developing
conceptual frameworks. The literature suggeststh®amajority of nursing curricula
used an eclectic approach to the organisation n€eqgtual frameworks. Based on
this evidence, a series of literature reviews wasdacted to document the concepts
that should be suited to Sri Lanka leading to teeetbpment of a draft conceptual
framework. In broad terms, the draft conceptuamiaork incorporated widely
recognised nursing concepts from international lacdl contexts and reflected the
contemporary needs of the nursing profession, aaddrrent and future demands of
healthcare. However, these concepts should besasses the basis of their cultural
and economic relevancy to Sri Lanka (JayasekaracBul®&z 2006). Focus groups
were the method of choice for obtaining key stak#drs’ views and opinions on the
draft conceptual framework because it generatesnimgfal opinions, suggestions
and feedback in a collective context (Krueger & €a<2000; Madriz 2000;
McLafferty 2004; Curtis & Redmond 2007). The triafegion of focus group
findings with relevant literature enhances thedigfiof a study (Clareet al. 2002;
Halcomb & Andrew 2005; Williamson 2005). Thus, fireal step of this process is
to triangulate the findings of focus groups aneréture reviews, making possible the
development of a meaningful, feasible and approprénceptual framework for

undergraduate nursing curricula in Sri Lanka.

This chapter summarises the key findings of thelysturhe key findings are
presented as accepted and rejected concepts aslowmerall conceptual framework.
The resulting final conceptual framework is presdngraphically. The overall
conceptual framework is described in terms of e¢alt@and economic relevancy in
Sri Lanka.

7.2 The key findings

The key findings of the study are described in sgotions: (1) accepted and rejected
concepts regarding the conceptual framework; and tii2 overall conceptual
framework. The first section describes the ratienfdr accepting or rejecting
concepts based on the findings of focus groupslitardture reviews. At the end of
this section the final conceptual framework is pr#ed graphically. The overall
conceptual framework is described in terms of ¢alt@and economic relevancy to
Sri Lanka.
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7.2.1 Accepted and rejected concepts

Several new themes emerged from the narrativeso@isf group participants in
addition to pre-defined concepts. The researcheervld that participants’ active

interaction was the main reason for developingeheswv themes.

7.2.1.1 Accepted concepts
The new themes that emerged from the focus grosgussions were: meaning of

professional nursing in Sri Lanka; technical skiss clinical skills; legal and ethical
knowledge; nursing knowledge; holistic view of dliecare; clients’ (patients’)

rights; community health nursing; and nursing etiooan the future.

7.2.1.1.1 Meaning of professional nursing in SriLa nka

The majority of participants expressed their viemmsthe status of the Sri Lankan
nursing profession and made recommendations toowepit by making the general
public more aware of the work that nurses do. Furteuggestions included
developing professional work and university edwratior nurses. In addition, this
theme focuses on the concepts that should be a#drés professional nursing in Sri
Lanka (e.g. holistic approach, evidence-based ipggctommunity health nursing,

image building).

7.2.1.1.2 Clinical skills and technical skills

The ability to observe the extent of participardagreement and disagreement is a
unique strength of focus groups (Morgan 1996). Tteme of clinical skills and.
technical skills emerged from a debate among thigcpmants. The term technical
skills was used in the draft conceptual framewarkrdpresent the skills that are
commonly used to care for patients, as defined Hey American Association of
College of Nursing (AACN) and Royal College of Nimg (RCN) (AACN 1998;
Royal College of Nursing 2004a). However, this digitbn was not appropriate in Sri
Lanka as technical skill is more closely relatedhe technical aspects of care (e.g.
equipment use). However, this theme elaborateb®mature of skills that should be
incorporated into clinical nursing practice in $anka. It is most important that
nurses should have both clinical and technicalsskil
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7.2.1.1.3 Interpersonal skills

During the focus group discussions, several paditis identified interpersonal
skills as a separate skill that should be integrab¢o nursing curricula. This skill

was considered as an essential skill involved ialidg with and relating to other

people. The literature review revealed that intespeal communication in

healthcare is well established (Martin 1998) andbf@ms in this area have been
recognised in clinical practice and the educatibmurses (Ricketts 1996; Chant,
Jenkinson, Randle & Russell 2002). As a resultfehehing of interpersonal skills in
nurse education has become a matter of concermurse reducators (Ashmore &
Banks 2004). Interpersonal skills are consideredrgmortant social skills that are
fundamental to all forms of successful helping tieteships (Kagan 1985; Ashmore
& Banks 1997). Thus, interpersonal skills were gné#ed into the conceptual

framework.

7.2.1.1.4 Legal and ethical knowledge

Although the legal and ethical framework was a sabeept of professional nursing,
legal and ethical knowledge was not included in dinaft conceptual framework.
However, this area of knowledge emerged in theigipaints’ narratives. As most
participants emphasised, nurses’ legal and etkimadvledge is seriously lacking in
Sri Lanka due to inadequate educational preparaitimcal and legal knowledge
contributes to the development of nurses’ profesdicstatus and ensures the
protection of patients, practice, the professiord aro-workers (Carr 2000;
Beauchamp & Childress 2001; Liaschenko & Peter 200dulenbergset al. 2004;
International Council of Nurses 2005). It is theref appropriate to consider the
inclusion of legal and ethical knowledge into tleceptual framework.

7.2.1.1.5 Nursing knowledge

Nursing knowledge emerged as a new theme duringlifuaission. However, there
was a disagreement about whether nursing knowlésigenique. Webber (2002,

p.17) defines nursing knowledge as the cumulatvganised and dynamic body of
scientific and phenomenological information usedidentify, relate, understand,

explain, predict, influence, and/or control nursippltenomena. It is clear that many
nurse scholars contributed to develop unique kndgédor nursing in order to claim

genuine professional status in comparison to otkeeognised professions (e.g.
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medicine). It can be concluded that nursing knog#edencompasses unique
knowledge and knowledge from other sciences.

7.2.1.1.6 Holistic view of client care

A new sub-theme of holistic view of client care egesl, incorporating pre-defined
concepts of physical, psychological, socio-cultamadl spiritual dimensions of client
care. The nature of human beings is a central gdrafenursing theory and practice
(Thorneet al. 1998; Crisp & Taylor 2001). The holistic view dfemt care involves
identifying the interrelationships of a person’s odpsycho-social-spiritual
dimensions, recognising that the whole is gredtantthe sum of the parts and
addresses the whole person as a living systendeptendent with his/her social and
environmental systems (Frisch 2001). The comprebhensature of this approach
enhances healthcare consumers’ quality of lifesummary, the holistic view of
client care was incorporated into the conceptuamé&work because it included

physical, psychological, socio-cultural and spaltdimensions of client care.

7.2.1.1.7 Clients’ rights

Although patients’ rights are increasingly emphedisaround the world, most
participants were concerned about clients’ right$Sri Lanka. Thus, clients’ rights
emerged as a new theme in participants’ narratiVes. International Council of

Nurses (2006a) views health care as a right ahdiViduals, regardless of financial,
political, geographic, racial or religious cons@®wns. These rights include the
decision to accept or decline care or nourishmeghts to informed consent;

confidentiality; and dignity, and the right to digth dignity (International Council of

Nurses 2006a). Nurses have an obligation to safdgaad actively promote

healthcare consumers’ rights, ensuring that adeqoate is provided within the
resources available and in accordance with nursthigs (International Council of
Nurses 2006a). It is therefore important to inclatients’ rights into the conceptual

framework as clients’ rights are deteriorating ml&nka’s healthcare system.

7.2.1.1.8 Community health nursing

The sub-theme of community health nursing emergetie discussion on healthcare
in Sri Lanka. Although the National Health Policy 8ri Lanka (NHP) (1992)
recommended the re-establishment of the positiocoofmunity nurse, this has not
been realised so far due to various constraintgagékara 2001). It has been

recognised by many countries that establishing@gtcommunity health nursing
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service is a major policy imperative for improvimgalth status among women,
children, disabled people, the elderly and imprguimental health in the community
(Jayasekara 2001; Jayasekara & Schultz 2007). ®heept of community health

nursing should be integrated into nursing curri@rnd nurses should have theoretical

knowledge and clinical experience of community trealrsing (Jayasekara 2001).

7.2.1.1.9 Nursing education in the future

The sub-theme of nursing education in the futuneressed the view that nursing
education should be university-based and a bachettggree as the minimum
preparation for beginning professional nursing pecac In 1992, the World Health
Organisation Global Advisory Group recommended, thhlien appropriate, countries
should move basic nursing education to universiimaards (Modlyet al. 1995).
This view was supported by many countries aroured world (Royal College of
Nursing 1997; AACN 2007; CNA 2007). As stated earlin this chapter, Sri
Lanka’s government recommended that nursing educatiould be based on the 4-
year undergraduate nursing program at universifiéss policy decision can be
implemented by increasing the annual intake fostexg 4 year Bachelor of Nursing
programs, and affiliation of existing nursing sclsowith the university sector. In
addition, current registered nurses’ qualificatishsuld be upgraded to degree level
through the expansion of the existing Post RN Blachprogram at the Open
University, and establishing 2 year acceleratedredegrograms. However, it is
necessary to increase the quantity and qualityusdeneducators. Integrating current
nursing tutors into the university sector on thesiaof their qualification and
experience is a possibility; however, their acadequalifications and skills should

be upgraded through postgraduate education.

Furthermore, participants believed that nursingcatan in Sri Lanka should be
based on a national framework. There is no evidém@ipport the contention that
existing and proposed undergraduate nursing clariouuniversities are based on a
common philosophy or an acceptable needs assessim&rhationally, nursing
education is regulated by national frameworks imyneountries [e.g. The Essentials
of Baccalaureate Education for Professional Nur$iragctice (AACN 1998)] and/or
competency standards of regulation authorities . (&gstralian Nursing and
Midwifery Council, Nursing and Midwifery Council, K). The conceptual

framework of this study is based on the local antkrhational evidence with
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integration of key stakeholders’ views and opinigaducators, clinicians, managers,
administrators). Thus, this conceptual framework d¢e used as the basis for
developing a national framework that will includentributions from other
healthcare experts and public opinion. AlthoughrthBonal framework provides the
guidance and expected outcomes of the prograndivikesity of curricula should not
be compromised because such diversity enhancesgueisence.

7.2.1.2 Rejected concepts
The concept of environmental knowledge was remofredn the conceptual

framework due to the absence of focus group dathimedequate theoretical and

practical background in nursing.

7.2.1.2.1 Environmental knowledge

The concept of knowledge was the least discusseal iarcomparison to the other
major concepts. A possible reason for this is thast participants discussed some
concepts and facts interchangeably under the ctsoégnowledge and client; some
concepts are relatively similar in meaning (e.gigeultural knowledge vs. socio-
cultural aspects of care). However, there was @setack of discussion regarding
environmental knowledge. This is not surprisingaaese the concept of environment
within nursing is vague, burdened with competing atansient definitions, and lacks
a consistent epistemology (Laustsen 2006). Howekierwritings of many theorists
from Nightingale'sNotes on Nursing1959) to Fawcett's meta-paradigm (Fawcett
1995, 2000) identify environment as a major domaithin the theoretical
foundations of nursing. However, the domain as ead by nursing theorists has

historically focused on a narrow perception oféheironment (Laustsen 2006).

Florence Nightingale referred to the environmenvestilation, warmth, light, diet,
and cleanliness (Nightingale 1959). Jean Wats@ss#d the environment as mental,
physical, socio-cultural, and spiritual (Watson 9p7Roy's environment comprised
all the conditions, circumstances, and influenagsosinding and affecting persons
or groups (Roy 1984). Roper, Logan and Tierneyairely recent model of nursing
defined the environment as anything external toptrson (Roper, Logan & Tierney
2000). A study of nurse theorists also revealetttiaconcept of environment has a
plethora of meanings (Tomey & Alligood 1998). Howev the concept of
ecosystem, implying functional relationships of amgms, was not specifically

identified in the nursing theories reviewed (Laasts2006). Laustsen (2006)
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identified that there were no citations in CINAHIhca MEDLINE that referred

specifically to nursing ecological theory or belmani However, some authors
suggested paradigms and concepts that are congritbndeveloping an ecological
theory base for nursing (Kleffel 1991; Meleis 199Ehvironmental knowledge is
not a standard part of the curriculum for healtacarofessionals; therefore it
represents a challenge for the nursing professlomever, developing an ecological
nursing theory will contribute to the developmehaanore environmentally friendly
nursing practice (Laustsen 2006). In conclusiore toncept of environmental
knowledge has been rejected due to its disparaeoretical and practical

representation in nursing. However, this aspedtnmiwledge is, in part, subsumed

into socio-cultural and politico-economic knowledgeas.

7.2.1.3 Final conceptual framework
The final conceptual framework for undergraduatesimg curricula in Sri Lanka

was shaped by the findings of the focus group dsiom and the related literature.
(Figure 4) Although it is not necessary for a giapbr model to accompany a
description of the conceptual framework, it doe$phi® explain the important

concepts in the framework (Boland 1998).
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Figure 4: An evidence-based conceptual framework foundergraduate nursing
curricula in Sri Lanka

7.2.2 Overall conceptual framework

A majority of participants concluded that the drafbnceptual framework
incorporated the most important concepts and feataf nursing in Sri Lanka (e.g.
“l believe your whole conceptual framework is muabremlikely to address all
aspects of our nursing in Sri Lanka” (S Tu 1: L.98%/7); “Your model includes all
of the things that are necessary to address thsingrdiscipline in Sri Lanka” (Con
1: L.557-558);

incorporated the necessary components that arendaséo undergraduate nursing

“With the foundation of teaching anikarning, you have

curricula in Sri Lanka” (Lec 2: Evaluation Form)While this framework
incorporated all of the essential concepts, seveaalicipants asserted that some
concepts are not directly applicable due to Srikaés political, social, cultural and
economic circumstances (e.gsdme concepts cannot be diredlyplicable at the
time due to some practical constrictions, but wa «till use these with some
modifications” (Lec 1: L.256-258); “This is a goodnodel based on solid
foundations, but it should be defined in our cuturontext and current trends and
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issues in healthcare” (Lec 4: Evaluation Form); think we cannot use some
concepts directly as they are being used in deeelopountries. Some of these
concepts should be modified according to our coustcultural and economic
context” (Tu 11: L.977-980)The aim of this section is therefore to discuss th
concepts that need to be further refined to entheg reflect the realities of Sri

Lanka’s social, cultural and economic contexts.

7.2.2.1 Cultural relevancy of concepts

Historically, most developing countries have boreovand adapted other countries’
curricula (mostly from Western nations) for restuuig their own nursing curricula,
mainly through internationally funded or collabavat education projects (Davis
1999; Jayasekara & Schultz 2006). Nursing in Smkaahas been influenced by
Western countries’ ideas and policies since thabdishment of Western-style
hospitals in Sri Lanka during the twentieth cent@dayasekara & McCutcheon

2006).

7.2.2.1.1 Western countries’ influence on nursingi  n Sri Lanka

Western countries’ influence on nursing in Sri Laman be discussed in accordance
with Davis’ (1999) three categories: (1) the infige of international literature and
guidelines; (2) the influence of international fexdprojects; and (3) the influence of

developed countries’ nursing education.

7.2.2.1.1.1 Influence of international literature a  nd guidelines

Early nursing services in Sri Lanka were influensgngly by the British nursing
tradition characterised by an apprenticeship stfleurse training (Stein-Parbury
2000; Jayasekara & McCutcheon 2006). In Sri Lanke-registration nursing
education is based on both Virginia Henderson’s thed International Council of
Nurses’ (ICN) definition of nursing (Cameron 200Ih).addition, Western countries’
educational materials (e.g. text books, journals,) end guidelines (e.g. nursing
process, ICN Code of Ethics) were heavily useduirsing programs. However, there
has been no systematic evaluation of the effeaitefnational theories and concepts
on Sri Lanka’s nursing services and education systen focus groups, two
participants remarked on the use of internationddiglines in Sri Lanka, but not in
much detail (Tu 15: L1257-1259; Lec 4: L.273-275).
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7.2.2.1.1.2 Influence of international funded proje  cts

As a developing country, Sri Lanka has been seekitgynational funding for
educational and service sector development. ThanJapternational Cooperation
Agency (JICA) funded the National School of Nursinghich was established in
1997. However, strategies to improve nursing edoicaising the Japanese model
have not been fully realised in Sri Lanka due taarrutilisation of educational
materials (JICA 2002). The strong influence of bkshed American and British
methods was a possible reason for the under-uidisaof Japanese educational
materials and methods in other nursing schools 1in L8nka. The Canadian
International Development Agency (CIDA) funded tR®st RN BSc Nursing
program at the Open University of Sri Lanka. Itliséid modified Canadian and
Indian models incorporating local experts’ knowleddue to a different learning
environment in Sri Lanka (Cameron 2001; Jayasekafchultz 2006). However,
this program depends on developed countries’ entunzdt materials because the
local literature is inadequate. In 4-year BSc Nwgsprograms, the curriculum
developers were mainly local medical doctors wehistance from foreign nursing
experts. As a result, these curricula were hedalsed on medical models that were
originally conceived in the Western world. In carsibn, nursing education in Sri
Lanka has not been significantly influenced by rinéional funded nursing projects

in terms of changing the domination of Western m&dnodels.

7.2.2.1.1.3 Influence of developed countries’ nursi  ng education

It is estimated that in 1993 approximately 17 Sainkan nurses had baccalaureate
degrees while four had Masters degrees (Camerod)20fost of these nurses
graduated from Indian universities while a few gratéd in the United States.
During 1993-2006, four nurses obtained Masters &egrin Canadan€2) and
Australia =2) and 20 Masters graduates were locally prepered WHO project
with academic assistance from an Australian unityerdgHowever, there is no

evidence that these graduates significantly altetecent practice in Sri Lanka.

In summary, nursing education and practice in SmKa remains influenced by
Western nursing traditions. Although there is nailable evidence on conflicting
aspects of Western concepts and theories in Srkd arcultural context, several
participants expressed the view that some conceptshe draft conceptual

framework cannot be directly integrated into nugstarricula.
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7.2.2.1.2 Integration of Western theories and conce  pts

Some participants argued that the cultural contéX8ri Lanka should be taken into
account when considering the potential applicabitift Western nursing concepts
and theories. Although nursinpeory has universal aspects, the differences in
philosophyand culture that are unique to each country nedzetoonsidered (Shin
2001). Although Asian and Western worldviews of lamieings and health are not
mutually exclusive (Kao, Reeder, Hsu & Cheng 200y are not totally
congruent. The analysis of focus group data rede#tat the cultural views of
privacy and autonomy should be considered in tiegmation of Western theories

and concepts into Sri Lanka’s nursing system.

7.2.2.1.2.1 Privacy

In Sri Lanka, public views on privacy in the heattbntext differ greatly from those
in the West (Monshi & Ziegimayer 2004). Sri Lankare very interested in telling
personal life stories and the role of fate to ggeam of another culture (Monshi &
Zieglmayer 2004). However, physical contact is galhe exceptional and
uncommon in Sri Lanka (Monshi & Zieglmayer 2004j)i Banka’s greeting ritual
underpins this fact that most Sri Lankans typicédlg their hands chest high instead
of shaking hands. A participant noted that in Wigst®untries a patient’s clothes are
removed before having a bed bath, but most Sri aaskdo not agree with this
procedure (S Tu 3: L.1211-1214). Therefore theepatiends to remain fully dressed
during medical examinations and treatment. Thigus even within the family as
there is little skin contact between spouses, par@md their children in contrast to
Western standards. Furthermore, several partigpaothmented that cultural aspects
of care do not make it possible for them to mamteelationships with clients.
Although human touch is a positive interventiondare, Sri Lankan nurses typically
do not touch patients except in direct care (TU.B17-919). Furthermore, it is
apparent that healthcare professionals are notllysuery close to patients and
nurses are reluctant to sit with their patients (BM..923-925). However, it is not
clear that this norm is solely based on the physicatact or privacy beliefs as some

factors such as professional status are also higklyected in Sri Lankan society.

7.2.2.1.2.2 Autonomy
Although autonomy (individualism) is highly valued the West and its nursing

profession, this value orientation poses a cha#letq Eastern culture, which



Chapter 7. Discussion 199

predominantly values collectivism (e.g. loyaltie€saoperson to a group exceed the
rights of the individual) (Davis 1999; Ahmed & Leaik2000; Xuet al.2002). In Sri
Lanka, traditionally, most patients make healthcdeeisions with their family’s
involvement. In fact, several participants stresskdt the patient and family
members should be involved in decision making (&34 3: L.1160-1163).
However, it is apparent that most healthcare psidesls ask for the patient’s
consent without family involvement. The reason tloe suppression of healthcare
professionals’ indigenous ethical values is the idation of Western values in the
Sri Lankan healthcare system. Typically, most S@ankans have medical
consultations with their families present. MonshidaZieglmayer (2004) revealed
that 80.6% 1f = 29) of patients presenting at Western or Ayurgediedical
consultations with one or several persons. In fdat, healthcare decisions of an
individual are largely determined by the family. iFhs true in many Eastern
cultures, for example: India, Sri Lanka, Bangladast Pakistan (Ahmed & Lemkau
2000); China (Chen 2001; Xet al. 2002; Li & Buechel 2007); Japan (Wros,
Doutrich & Izumi 2004; Davis & Konishi 2007); aned&h Korea (Kim 2005). This
values orientation extends to the medical and ngrgractice in most Eastern
countries. For example, terminally ill patients aret always informed of their
diagnoses and prognoses. Usually, the physiciaornd the family members who
then decide whether or not to tell the patient (B4999).

7.2.2.1.3 Influence of cultural values in nursing

In focus groups, several participants exploredLarika’s cultural values and their
impact on the nursing profession. This discussian be categorised into four
sections: (1) status of women; (2) the dominancehef medical profession; (3)
influence of language, and (4) the influence of @&udm and indigenous medicine.

7.2.2.1.3.1 Status of women

Although Sri Lankan women have a relatively beg&tus than women in many

other developing countries, gender equality anda@wepment are yet to be achieved
in accordance with international norms (Asian Depeient Bank 2004). Despite the

full rights of citizenship, Sri Lankan women coneigtly defer to men across all

domains of life, including the workplace and thern® Women also bear the greater
weight of social expectations and sanctions for-c@mpliance. A participant stated

that the professional roles of female nurses ay tharently stand are being
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hampered by social and familial expectations, beea8ri Lankan women are
expected to act as a good mother and a good wde Q. 80-84). This situation
directly influences working conditions and limitppmrtunities for career growth and
advancement in the nursing profession. In additiba,view on nurses’ subservient

role to predominantly male physicians is still ayeoful one in Sri Lanka.

7.2.2.1.3.2 Medical dominance

Medical dominance of healthcare has traditionalerb the organising principle in
healthcare delivery (Kenny & Adamson 1992). In &anka, medical doctors’
influence on healthcare administration is promineibtis manifested through
professional autonomy, dominance over allied hegaittiessionals and the influence
of medical associations. In 2006, only three ouagbroximately 50 directors in the
Ministry of Health in Sri Lanka were key nursingetitors. In effect, the nurses are
on the margins of decision-making processes instage bureaucracy (Biyanwila
2005). Most participants expressed their views adioal professionals’ influence
over the nursing services. In Sri Lanka, doctor&erell decisions about patient care
(e.g. NM 2: L.859-861; Lec 2: L.33-36) and nursesravnot allowed to make
decisions even though they were fully trained actmbantable (NM 3: L.1070-1075).
As a result, the current healthcare environmensdu® provide much scope for
improving nurses’ critical thinking skills in thdimical setting (Tu 9: L.890-891). On
the other hand, the choice and promotion of nursmagers and administrators
further complicates this situation as nursing’snpotional system rewards longevity

of employment rather than skills and education.

This tendency may promote authoritarian decisiokinta that ignores nurses
opinions and does little to encourage staff nudse®loping knowledge and skills. In
fact, nurses experience continuous inner conflfaistrations and dissatisfaction due
to limited opportunities in healthcare decision-ingk Furthermore, several
participants argued against the recent trend otodecinfluencing allied health
professionals’ education as some medical studeats wsed to protest against the
government’s decision on transferring allied heallncation to the university sector
(Lec 6: L.539-542; Adm 1: L.754-756). This situattis further hampered due to a
lack of a separate nursing council as current ngreggulations are managed by the
Sri Lanka Medical Council and Ministry of Healthhieh are dominated by medical

professionals (e.g. Lec 4: L.345-347). In facterqprofessional conflicts make it
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difficult to implement interdisciplinary educati@mong healthcare disciplines in Sri
Lanka.

7.2.2.1.3.3 Influence of language

Language is one of the most important elementsesgoting the national identity
and is inherently linked with the culture of a stgi(Peterson & Coltrane 2003). In
Sri Lanka, Sinhala and Tamil are the two officexhduages but Sinhala is spoken by
the Sinhalese majority while Tamil is used by thanlls (Department of Census &
Statistics 2005). English is spoken by approxinyai€l% of the population, and is
widely used for education, scientific and commdr@arposes (Department of
Census & Statistics 2005). The national languageeisdoes influence both the
cultural and political spheres and it has been pmniwne of contention between the
Sinhalese and Tamils. A lack of integration of blathguages into the education of
both societies is inhibiting proper communicatidm.the health sector, it can be
difficult for both patients and staff to communieaffectively (Lec 4: L.418-423).

Since 1959 the medium of instruction in nursingostd has been the Sinhala
language (de Silva 1978). This situation creatbaraer to foreign employment and
educational opportunities for Sri Lankan nurses tanthe academic development of
nursing, especially compared to medicine (Tu 8:10:912). It is also a barrier to
using evidence-based practice and self-directednitga as most literature is
published in English (Lecl: L.25-26; 151-153). B&xa English is admired, doctors
are respected in society as they use English ictipea It is apparent that this

situation clearly increases the doctors’ dominama nurses and society.

7.2.2.1.3.4 Influence of Buddhism and indigenous me  dicine

Buddhism in Sri Lanka is primarily of the Theravasighool, and constitutes the
religious faith of about 70% of the population (Bgment of Census & Statistics
2005). In Buddhism, good health is considered tthieemost important thing in life

and nursing the sick is the most respected fornwofk. Care for the sick is

underpinned by the Buddha's own example of compaat action and by giving

priority to the needs of the sick and dying. Inuscgroups, several participants
expressed the positive role played by Buddhismsiiséing the spiritual needs of
patients (e.g. Con 1: L.415-417; Lec 1: L.145-176;14: L.1312-1313). However,

several participants were concerned with the negatublic image of nurses’ work

in that people assume that nurses only do cleaywy-work in hospitals (Tu 7:
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L.873-876; Tu 14: L.1240-1243). A lack of public a®ness about nursing care and
the perception that nurses engage only in limitéellectual tasks is considered to be
a major reason for this assertion. Furthermoris, @pparent that Buddhist views of

healthcare and nursing have not been successfidlgrated into Sri Lanka’s nursing

system. Buddhism has only permeated all aspectarsing and health care in a few
other countries, for example Thailand (Burnard &ydpatana 2004).

Buddhism is consistent with this emphasis on persoontrol and responsibility, as
well as the idea of health as a form of self-acsaéibn or ‘optimal functioning’, as
expressed by many nursing theorists (Rogers 19¢9ynhan 1986). The view of
health provided in Buddhism offers the potentialriarsing to demonstrate a unique
contribution to individual well-being. The explaimat of suffering provided in
Buddhism emphasises the development of the whakopenot merely the separate
parts or systems (Rodgers & Yen 2002). However, dbeinant influence of
Western philosophies on nursing creates a situatibere it is challenging to
connect Buddhism and contemporary nursing praetimethought (Rodgers & Yen
2002). Alternative views of knowledge and humars&xice can provide nurses with
a wider variety of perspectives (Rodgers & Yen 2008 fact, Buddhism is an
excellent example of how Eastern philosophies mayigghly consistent with what

typically is regarded as the essence of nursing.

In Sri Lanka, Buddhism influenced the advent of Asda and traditional
indigenous medicineDesiya Chikithsgin the 3rd century B.C (Arseculeratne 2002;
Jayasekara & McCutcheon 2006). The traditional theafe system provided all
healthcare needs of the people (Jayasekara & Mb€aoitc 2006). However, this
tradition was lost during the T6century due to the influence of Western medicine
(de Silva 1997; Arseculeratne 2002). However, traal treatments are still popular
and effective for some diseases. The focus groumshasised the importance of
integrating the traditional system of medicine itlie healthcare system enabling the
provision of a more culturally friendly patient eaenvironment (e.g. Lec 4: L.495-
500). However, it is recommended that research shoulddoelucted to assess the

effectiveness of traditional medical interventions.

In conclusion, the cultural relevance of internaéib nursing concepts should be
considered due to the different worldviews from ethihey arrive. Furthermore, it is

deemed necessary to assess the impact of thecldtale on the nursing profession.
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In Sri Lanka, the influence of Western theory amtaepts make themselves felt
through the international literature. However, &hés no significant evidence or
comments from focus group participants in regarth&oconflicting aspects of these
Western concepts in nursing in Sri Lanka. The pdssieason is that nurses and the
public have generally accepted Western ways sihee advent of colonialism.
However, the cultural relevancy of Western nursimgpries and concepts should be
analysed in terms of the meaning of privacy andramy in Sri Lankan culture. It
is apparent that Sri Lankan cultural values haweagor impact on nursing because
some values act as impediments to developing @miofeslism in nursing. The status
of Sri Lankan women, the view of nurses’ subsenviete, the dominance of the
mainly male medical profession and language barrgge the major obstacles for
developing the nursing profession in Sri Lanka. Titegration of cultural values,
especially Buddhist views of healthcare into nuysis seen as a strategy for

culturally relevant nursing practice in Sri Lanka.

7.2.2.2 Relevance of economic factors
The feasibility of the conceptual framework largelgpends on allocation of

resources (e.g. integration of evidence-based ipeadhformation literacy, holistic
view of client care, healthcare consumer demandshnblogy, self-directed
learning). The relevance of economic factors iscdleed in two sections: (1)

influence on healthcare services; and (2) influemteducation and research.

7.2.2.2.1 Influence on healthcare services

The resources and facilities allocated for heaths®rvices affect both healthcare
consumers and healthcare workers. Since indepeadeninn the British in 1948,
successive Sri Lanka governments have investedilyaavthe public healthcare
infrastructure and developing an extensive netwairkree primary and secondary
services at the point of delivery. However, totalblic expenditure on health
averaged less than 2% of GDP in the last fifty geathich is very low according to
the WHO recommendation of 5% (Abeykoon 2003).

7.2.2.2.1.1 Impact on healthcare consumers

Even though the major portion of health expenditigrautilised by curative care
services compared to community healthcare, manysfgecoup participants indicated
their concern at the inadequate facilities and levagting time for treatment in
government sector hospitals (Tu 8: L.849-851; RN.220-922; Lec 4: L.407-410).
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In Sri Lanka, large public healthcare facilitiesperence overcrowded outpatient
departments, long queues and bed occupancy ratesvesf 100% - problems
exacerbated by the lack of a rigid referral sys€@aldwell, Gajanayake, Caldwell &
Peiris 1989; Russell 2005). The high patient loamigribute to cursory consultations
at public outpatient departments causing many pigti®s seek outpatient treatment
at private clinics and pharmacies (Jayasinghe, ida,3Mendis & Lie 1998; Russell
2005).

During the past two decades, the private sectomplag&d an increasing role in the
provision of healthcare in Sri Lanka, especiallye tlurative aspects, where
accessibility is determined mainly by ability toyp&lowever, a household study in
Sri Lanka revealed that people from a range ofrimegroups preferred to use public
healthcare providers for more serious illnessesiee public services were free and
they trusted the technical competence of publicvideys at both a personal and
institutional level (Russell 2005). However, thetadaevealed that interpersonal
quality of care was lacking in the public sectodas a result, even the poorest in
society preferred to use private providers for rmateand acute illnesses (Russell
2005). Several participants in the focus groupsligbted that people are willing to

pay for private healthcare services as they save and provides better relationships
with private doctors (CN1 2: L.1308-1311; Lec 440Q7-410).

However, most families have little or no ability pay for healthcare after meeting
basic needs such as food and shelter. Russell gs@whG2006) study found that any
healthcare expense, even a moderate direct cosemuf 2.5-5% of monthly
income, or a loss of income due to iliness, indhtdriggered borrowing, pawning,
or cuts to food and education. Several focus gpaicipants expressed their view
about this situation in the context of economiceasp of patient care and suggested
that holistic nursing care should be integrated imtirsing services and education
(CN1 2: L.1308-1311; Lec 4: L.407-410). In additia@mwas suggested that patients’
demands and preferences should be considered ific pabctor healthcare
institutions because the poor relationships betwadients and staff act as an access
barrier and divert many who can ill afford it toetprivate sector (Tu 12: L.1342-
1346; Tu 15: L. 1347-1352).

The issues are brought into sharp focus in devefppountries such as Sri Lanka

where the introduction of modern technologies imative care by the private sector
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has taken place in the environment of a free healéhsystem. The presence of two
systems creates some complex issues with the gagdir state medical doctors to
do private practice outside office hours (Jayastnghal. 1998). Thus it is often
observed that patients seen in the private secerederred to the state sector for
expensive investigations or for follow-up (Lec 2:188-192) (Jayasinghet al.
1998). In fact, the people who can pay for medsmiices in the private sector

competes for the resources available to those wdhareble to afford such services.

The introduction of new technology and new treattmemould be considered at the
same time as there is evidence that not everybedsives even basic health care.
The choice between expensive high technology wathekbts for a few people and
low cost care with benefits for a higher numberpebple will be of increasing
importance. A strong community health nursing sEris a major policy direction
for improving health status among women, childdisabled people and the elderly
(Jayasekara 2001; Jayasekara & Schultz 2007). dporese, instituting primary
healthcare and community health nurses was reconedemy the Sri Lanka
National Health Policy 15 years ago (Ministry ofdit 1992). Similarly, most focus
groups participants suggested that primary heakthaad community health nursing
should be increased (Lec 2: L.160-164; Tu 16: L1:3333; Lec 1: L.165-166; Tu 8:
L.954-956). However, government resource allocatiand policy directions need to
be improved in order to fully implement primary lieaare and community health

nursing in Sri Lanka.

7.2.2.2.1.2 Impact on healthcare workers

Globally, many health workers endure poor work emwnents, low wages,
unsupportive management and a lack of social retogrand career development
(Mawn & Reece 2000; Pearson & Peels 2001a; WHO 2Z0bgernational Council
of Nurses 2007). In Sri Lanka, nurses are the #rdmalthcare professionals
involved in the delivery of nursing care in hos|staHowever, most nurses are
working in poorly maintained, over-crowded hostgPearson & Peels 2001a;
Biyanwila 2005). Many government hospitals lack fetbilet facilities and basic
amenities for patients and facilities for visitg/sttanayake 1997; Biyanwila 2005).
Many participants stated that inadequate faciliéied resources are major constraints
on quality nursing care. Furthermore, they pointed that such conditions are
further exacerbated by a severe shortage of nifesgs Lec 6: 1.292-293; Lec 5:
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L.298-301; CNI 2: L.1208-1210; S Tu 2: L.996-99Blurses are now doing more
work and longer shifts, at a faster pace (Con 2004-307). Even the opportunity to
refuse overtime work is limited. Sri Lankan nurses often involved in a range of
non-nursing tasks such as clerical work, conductingn and drug inventories,
reception, and serving meals. Despite official safpiidelines, nurses face higher
risks of deadly infections (e.g. Hepatitis B, HIdhe to basic shortages of soap,
masks and gloves and washing facilities in moseguwent hospitals. It is apparent
that such a situation has a direct effect on: rirgerformance in clinical settings
(e.g. clinical skills, integration of theory andidence-based practice into clinical
practice); nurses’ motivation for education (eifig-long learning); and the quality of
patient care (e.g. holistic view of client carepwéver, in the focus groups it was
argued that nursing care should not be compromés®tl nurses should utilise
available resources because Sri Lanka is a devgjamuntry (Adm 2: L.990-994;
Con 1: L.328-332). In Sri Lanka, nurses’ struggtes improving their working
conditions and wages are prominent and they haga bkaped by both the labour
movement and women’s movement (de Silva 1978; Wad®87; Biyanwila 2005).
The International Nursing Council recommended taternments and international
financial institutions must work together to ensurdormed macroeconomic
decision-making creates better fiscal environmemitgt support workforce
development and well-functioning, responsive hesjtstems (International Council
of Nurses 2006).

7.2.2.2.2 Influence on education and evidence-based  practice

Nursing education and research are key factorsuility nursing care and the
allocation of resources for education and reseaftdcts the quality of outcomes.
This section describes the relevance of economutoifa in nursing education and
research in Sri Lanka.

7.2.2.2.2.1 Impact on education

Basic nursing education is not only expected tadpce the required numbers of
nurses for health services, but also to enhancgedbality, in the sense of equipping
them with the knowledge and skills needed to presdfe and quality care (JICA
2005). In developing countries and particularlyjaw income countries, there is an
urgent need to improve the quantity and qualitynafses (WHO-ROSEA 2003;
JICA 2005). In Sri Lanka, although more nursestseilmg trained annually, there is
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no equivalent increase in infrastructure facilifesy. class rooms, libraries, teaching
and learning materials) and human resources (redseators) (Lec 2: L.21-22; Tu
10: L.937-940; Tu 3: L.692-693). As a result, oveveded classrooms, inadequate
equipment and teaching staff adversely affect thality of nursing education
(Ministry of Health Nutrition & Welfare 2002; Muneghe 2002).

A severe shortage of nurse educators in both rgirsamools and the university
sector is a major problem. In addition, the improeat in quality of educators (e.g.
postgraduate qualifications, teaching skills,) seathing and learning strategies (e.g.
student-centred approach, flexible learning, cowmtion of education and clinical
practice) are also problematic in Sri Lanka. Instlbntext, it is a challenge to
implement student-centred education, self-directdcovery learning and
incorporating educational technology into nursinduaation. Poor planning,
coordination, allocation and expenditure of fund=ams that resources do not always
go where they are needed (Adm 1: L.1097-1100; Lec.B78-180). Funds are not
allocated directly to the principals of nursing sols but are routed through the
directors of the respective teaching hospitals whoide how the funds are to be

allocated.

It can be argued that nursing education is an tnv&st in a country as it provides
qualified nurses for the healthcare workforce, iowels patient care outcomes, and
directly/indirectly impacts on the economy. In Bainka, although a large number of
applicants are waiting to be nurses, existing mgrsichools are hampered because
there are not enough resources to expand educlatapacity. Interestingly, Sri
Lankan nurse students in nursing schools (MinistryHealth) are paid wages for
their work in the hospital and while it is an etige way of addressing students’
financial needs, university nursing students are tgebe incorporated into this
system. It is apparent that paying wages duringrédiaing period is a major factor
in attracting a large number of applicants to mgsiSecondly, it is evident that
lower nurse to patient ratios lead to complicati@m&l poorer patient outcomes
(Kovner & Gergen 1998; Shullanberger 2000; Sasighidgadechanunt, Scalzi &
Jawad 2003). The ICN Safe Staffing Saves Lives kato{international Council of
Nurses 2006b) reinforces the view that higher sigffevels are linked to better

outcomes (Aiken, Clarke, Sloane, Sochalski & Si@02). Finally, it can be argued
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that the education of more employable nurses hasogaic benefits. Job creation is
a basic tenet of improving the national economy.

7.2.2.2.2.2 Impact on evidence-based practice

Much of the effort of evidence-based nursing isngefocused on establishing
research priorities and on the dissemination anglamentation of evidence

(Thompson 2004). Although there is certainly a imjhess, enthusiasm, and
commitment from nurses in Asia to contribute todevice-based nursing, the real
barrier is limited research opportunities and reses in terms of capacity and
funding (Thompson 2004). Evidence-based nursing immasduced to Sri Lanka in

2000 for the first Masters program (Jayasekara R@@wever, Sri Lanka has yet to
reach the stage of incorporating nursing researth education and practice
(Pearson & Peels 2001). Several participants daad ihadequate facilities and
resources are the major problems in acquiring amsethinating research
knowledge. In evidence-based practice, several dinpents can be identified in

relation to Sri Lanka. A lack of basic researchaadion in pre-registration nursing
programs was the major constraint in acquiring evaeg-based practice (Lec 1:
L.42-44; Lec 2: L.27-28; Lec 4: L.264-270; Lec 6286-288).

Although the university nursing programs have ideldi research components, a lack
of literature and resources (e.g. internet and ederdacilities), a long and complex
process of getting ethical and administrative apglcand the absence of funds for
nursing research are major constraints for gemgragvidence in nursing in Sri
Lanka (Lec 2: L.21-22: L.33-36; Lec 3: L.47-50; LécL.270-272; Lec 6: L.308-
310; Tu 1: L.578-580). The dissemination of resednedings in Sri Lanka is also
problematic due to a lack of local nursing journaisnferences, education and
training programs, and motivation (e.g. languagerié (Lecl: L.25-26;Lec 6:
1.292-293; Tu 1. L.596-598). A highly controlled alson-making system of
healthcare and education is considered as a majaebto evidence utilisation (Lec
2: L.12-15; Lec 4: L.270-272). The establishmenaafeparate nursing research and
ethics committee and a nursing advisory committeesame solutions to this. In the
era of diminishing allocation of funds for healtimdaeducation, establishing a
research culture in a developing country is a haigdlenge for both nurses and their

professional associations.
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In conclusion, economic factors are the major bato implementing concepts that
are resource intensive. The implementation of distimoapproach to client care is
constrained by inadequate resources as most putipitals are overcrowded with
severe shortage of nurses and basic facilitiess Siwation has further deteriorated
due to poor working conditions for healthcare woskand poor healthcare worker-
patient relationships. Although nursing educatiod eesearch are the key factors in
quality nursing care, it is a challenge to implemerodern teaching and learning
strategies and evidence-based practice in Sri Lahieato limited resources and

inappropriate management strategies.

7.3 Conclusion

The purpose of the present study was to develogwatience-based conceptual
framework for undergraduate nursing curricula in Banka. The process of
developing this conceptual framework involved salsteps: (1) analysing nursing
and educational theories and concepts regardingnttare of the conceptual
framework within nursing curricula; (2) synthesigithe evidence on effectiveness,
appropriateness and feasibility of current curacmodels/conceptual frameworks,
and their potential applicability in Sri Lanka; (@halysing current trends and issues
in global, regional and local healthcare, and mgreducation to identify relevant
concepts; (4) developing a draft conceptual framewesing the findings of the
above evidence and concepts; (5) evaluating treidity and appropriateness of the
draft conceptual framework, getting feedback anidiiops from key stakeholders in
the nursing profession in Sri Lanka; and (6) depelg an evidence-based

conceptual framework that is feasible and approgifiar Sri Lanka.

The development of a national framework for undadgate nursing education in Sri
Lanka is crucially important at this stage where thasic nursing education is
moving from a 3-year general nursing certificateatal-year university bachelor
degree. The conceptual framework developed in $higly incorporated widely
recognised nursing concepts in international anchllacontexts, reflecting the
contemporary needs of the nursing profession amcermuand future demands of
healthcare. This conceptual framework incorporassdes surrounding its cultural
and economic relevance by examining the views goimians of key stakeholders in

Sri Lanka and relevant literature
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The cultural and economic contexts of a countryehawirect impact on its health
and education systems. The existing nursing educaind services in Sri Lanka are
influenced by Western countries’ nursing mainly otigh the utilisation of
international literature and theories. Althoughréhés no available evidence that
Western concepts are creating conflict in Sri Largewveral participants in this study
pointed out that the cultural relevance of Westeunsing theories and concepts
should be analysed in terms of what privacy andraarhy mean in Sri Lanka
culturally. Furthermore, it is evident that the mep of local culture on the nursing
profession is strong due the persistence of sadtor@al values such as the status of
women, nurses’ subservient role and the dominaht®eeanedical profession. These

are impediments to the development of professismain nursing.

This study also revealed that economic factorsctyreinfluence all aspects of
healthcare, nursing practice and nurse educatibe. dvercrowded wards, heavy
workloads due to shortages of staff, inadequatiities for patients and healthcare
workers and inadequate management of healthcavarces lead to poor quality of
care and dissatisfaction of both patients and healé workers. Similarly, nurse
education and research are affected by limited urees and inappropriate
management. It is a challenge to implement modsainhing and learning strategies

using modern technology and evidence-based nupsaxjices in Sri Lanka
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Chapter 8 Towards a reconsideration of nursing
curricula in a developing country:
conclusion and recommendations

8.1 Introduction

This chapter discusses the disconnect betweenntieegence of a Western-oriented
conceptual framework for nursing education as tieéepred approach for Sri Lanka
and the contemporary needs of Sri Lanka and otegldping countries. As such, it
attempts to look beyond the findings of the prestatly to consider the numerous
factors that impact on nursing education in Srikaaand to make recommendations

for future educational practice and research irL8nka.

8.2 Factors that shape nursing curricula in Sri Lan ka

The present study identified several factors tH@ps the approach to nursing
curricula in Sri Lanka. These factors include: Véestnfluence; Sri Lanka’s cultural
influence; the current healthcare system and derf@nicealthcare; nursing systems
and regulation; medical dominance; financial suppand Sri Lanka’s education
system (Figure 5). All of these factors appear &wvehsome influence on the
conceptualisation of nursing and educational gjraseneeded to effectively and

appropriately prepare nurses in Sri Lanka.
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Figure 5: Factors that shape nursing curricula in 8 Lanka
8.2.1 Western influence

The dominance of Western concepts in Sri Lankactffédoth the nursing and
medical professions. Historically, due to the digant influence of colonialism,
both professions have been strongly influencedhbyBritish tradition of healthcare.
As discussed earlier, the influence of Western sievontinues to affect both
professions mainly through international literatugémilarly, Sri Lankan society is
affected significantly by the dominant Western idges through media and
information technology. There is no obvious confbhetween Western and Eastern
cultural values in Sri Lankan society, which is nawmixture of both due to the
effects of colonialism and post-colonialism. Thermnte ‘post-colonialism’
encompasses issues relating to the dilemma of edradtitutes national identity for
societies that have undergone colonialism. Cerdwiecolonial rule have given rise
to a number of heterogeneous and hybrid social daaoms in Sri Lanka (de Silva
1997). Today, these formations have been homogéris¢éegorised and constructed
for administrative, cultural, historical and (comigorary) political purposes (de
Silva). Despite this assimilation and integratioh mixed cultural values, it is
apparent that some value-laden questions areraid if some Western concepts

are directly put into practice in Sri Lanka (e.gvacy and autonomy).

In the present study, the conceptual frameworkriiscypally based on international
concepts that are mostly conceived in the WestemdwIn the light of the existing
situation in Sri Lanka where society is continualyected by Western ideologies,
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evaluation of the conceptual framework is problemat terms of cultural and

economic relevancy. Most Sri Lankan stakeholdersepted the conceptual

framework that emerged in the study and the cosdepiresented as relevant to Sri
Lankan nursing profession and nursing educatiomelver, some concepts were not
able to be applied in contemporary practice becatisgadequate resources. Indeed,
there is little likelihood that some concepts coblkel applied in the near future.
Similarly, the effectiveness and/or appropriatenglssome concepts (e.g. holistic
care, discovery learning, critical thinking etc.ashyet to be proven, even in
developed and/or Western countries. In this conieid problematic to utilise these

concepts in developing countries. Thus, it is alligimportant to determine the best

way of putting this conceptual framework into pregtin Sri Lanka.

8.2.2 Sri Lanka’s cultural influence

The cultural values, beliefs and practices of Smka undoubtedly play a major role
in the cultural practices of Sri Lankan nurses ahdursing education. However, the
conceptual framework that emerged from this stdglimost entirely reflective of
Western cultural norms. In considering the needcfaricula to be sensitive to Sri
Lankan culture, it is apparent that the agreed émaark includes no reference to the
central tenets of Buddhist or Hindu beliefs orlte tlominant ideologies associated
with traditional Sri Lankan societies that preceded Western colonisation of the
country. The role and status of women, the infleeatlanguage and meaning, and
the part that Buddhism and indigenous medicine plathe everyday lives of Sri
Lankans appear to be nothing more than a set a@iralilpractices that can be
congurent with a conceptual framework that is detifrom centuries of Western
thought, as long as such a framework is appliedaimvay that is “culturally
sensitive”. This begs the question: “Are Sri Larskaultural values and practices so
similar to Western thought that they present ndflmrwith contemporary ideas of
the West?” Such a conclusion would be disingenuouke extreme. For example,
the changes in the social status of women thatachenses contemporary Western
culture are not reflected in Sri Lanka because r8astankan women do not believe
that their status (e.g. of being a good mothegadgvife) is a problem for them. The
longstanding traditional influence of Buddhism igpassible explanation for this
situation. Similarly, should the use of the Englishguage in nursing be increased in

university education, will it actually contribute the advancement of nursing in Sri
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Lanka, or will it lead to a decentralisation of %mankan ideas and thought and
contribute to the adoption of Western ideologies®ulf using Sinhala and Tamil in
addition to English be in the best interests ofLankan society and advancement of

nursing?

Culturally acceptable practice will be an importasitategy for future nursing
education in Sri Lanka. Generally, patients’ reflasi assist with caring for patients
(washing, toileting, feeding, etc.) and neitherigras nor relatives expect to get
holistic care from nurses. What is important are favourites of patients and
relatives in a context where most live in poveRgr example, most patients need to
get treatment hurriedly and return to work. In faSti Lankan nursing should
respond to the needs of these patients. Howevegt®ss of a best model for nursing
practice is a challenge for nurses because ofwlodtl views (Western and Eastern)

of nurses and society in Sri Lanka.

8.2.3 The healthcare system

The healthcare system and demands for healthcarekey considerations of
implementing the conceptual framework. The Sri lankealthcare system is based
on a free-of-charge public service that has conted to the improved health status
of the population. However, the effectiveness dltieare is problematic compared
to healthcare expenditure because even the paorie society prefer to use private
healthcare providers. This dual system (governmamd private) needs to be
incorporated in order to provide better healthcdr@yever, it is a challenge for
policy makers in a context where medical doctoesdominant. The quality of care
and facilities in government hospitals may be impibif the public are willing to
pay for healthcare or through a public healthcasaiiance system. But this decision
would be a huge shock for the public and politetem. It would be unlikely that
such a system would be introduced to Sri Lankeéhenrtear future due to political
and social uncertainty. Thus healthcare facilit®stems of healthcare delivery and

training of healthcare workers will likely remainahanged for the future.

As discussed earlier, interpersonal quality of darg. communication skills etc) is
lacking in Sri Lankan public sector healthcare itngbns. A heavy workload and
poor working conditions make it difficult for nuséo provide quality care for

patients. On the other hand, healthcare workepeotally nurses, are not satisfied
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and motivated in the current healthcare environnanthey are marginalised in
healthcare decision-making. All of these factorvemsely affect the quality of

nursing care. Furthermore, interpersonal relatipsstare affected by healthcare
workers’ dominant role over patients who receivaefhealthcare. It is apparent that
quality of care is not simply based on working datinds, but also the attitudes of

nurses.

8.2.4 Sri Lankan nursing profession and regulation

Sri Lanka nursing service, education, administratend regulation is strongly
influenced by Western ideas and the medical prafes<siven the organisational
structure of healthcare in Sri Lanka, it is unhkehat nursing will ever achieve
autonomy in the idealised professional sense. Thistill a problem even for

Western/developed countries’ nursing. There arers¢veasons for this, but most
significantly, nurses work in complex hierarchie®ere they are subordinate to
organisational structures, social recognition, aodturally-endorsed authority of
medicine. In a developing country like Sri LanKag tack of professional autonomy
is not a huge problem but nurses need to acquimeal decision-making skills in

order to provide better nursing care in a contax¢ng resources are limited.

The stated purpose of professional regulation isprotect the public and the
profession. In Sri Lanka, the existing regulatidmorsing by the Sri Lanka Medical
Council is not adequate and there is a need tdlediaa nursing council. However,
the current life-long registration system also rse¢al be revised by taking into
account the effectiveness of renewal licensureegystand the preference of self
regulation. Additionally if Buddhist views of helattare and nursing can be
integrated into Sri Lankan nursing, there is nodne® provide Western codes of
ethics to resolve moral issues of nursing. Howeiteis a challenge to introduce
Eastern religious values into nursing in Sri Lardsait has already been heavily

influenced by Western thought.

8.2.5 Medical professionals’ influence

Traditional physicians (edamahattaya are highly respected by Sri Lankans.
Similarly, western medical doctors’ work is resmel;t but their influence and
dominance in healthcare is greater than that afittomal physicians. Professional

autonomy, better wages, higher education and palipower through trade unions
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make it difficult for other healthcare workers @ea the government to challenge Sri
Lankan medical doctors. Medical professionals’uafice over nursing and allied
health professions was apparent when the governrdenided to implement
healthcare professionals’ education at universiédthough, there were no apparent
concerns raised by medical doctors against the rgovent decision, concerted
protest campaigns were launched by certain elem@xs medical students) and
these have had a significant and continuing infbeemver university nursing
education. The medical students demanded thad dikalth students should neither
be admitted to the Faculties of Medicine nor bevedld to train in the teaching
hospitals where the medical students undertakeiigai Furthermore, they insisted
that the duration of the B Sc courses of the altiedlth students should be reduced
to 3 years. It can be assumed that university doircegor nurses and allied
healthcare workers interferes with doctors’ exgtaominance of the professional
hierarchy of healthcare and other aspects relatmgtheir work and wages.
Interestingly, the quality of patient care — infheed by the skills and knowledge of
nurses and allied healthcare workers — seems @ becondary importance. In this
context, interdisciplinary education among healtacprofessionals is problematic
and healthcare team work is disregarded.

8.2.6 Financial support

The feasibility of any project or plan largely deds on financial support. As
discussed earlier, resources and facilities alemtad healthcare affect both patients
and workers. It is an enormous challenge for gawemts to maintain free healthcare
and education while the civil war drains the ecopahSri Lanka. A lack of proper
financial management of the state sector seeme trhajor problem in appropriate
resource allocation. In addition, resourcing altedafor nursing education is largely
determined by medical administrators; fiscal manag# is not a role of Sri Lankan
nurse administrators. Furthermore, current dispotesy healthcare professionals’
education have direct impacts on the resourcesfiaadcial support available for
nursing education and research. In this contexs, & huge challenge to implement
financially dependent concepts into nursing edocatiFor example, the use of web-
based learning or higher technology for patiene aarhighly unlikely in Sri Lanka.
On the other hand, the effectiveness of these tvenientions compared to the

investment has not been scientifically proved whbese technologies are currently
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being used. Thus, nurses must be prepared to adalde resources effectively and
to develop sustainable strategies for nursing icedeveloping countries.

8.2.7 Sri Lanka’s education system

Like healthcare, education from the primary toi¢eytlevel is free of charge for all
students in Sri Lanka. The aspiration for educaisomgh among Sri Lankan parents
because it is widely accepted that good educatiocHildren is of prime importance
and that education is the only way to improve doaiability. In fact, Sri Lankan
primary and secondary students are educated cdmelgtiand avoid even playing
with peers. A strong focus on academic educatiaddeo poorer acquisition of basic
social skills that impact on social values of shgrirespect or considering others,
particularly because the competition for entrant® ipopular university courses
such as medicine and engineering is so intensepku#gs are only offered to the
highest ranked students. This has automaticallpdiiced a ‘superiority complex’

amongst selected students.

A highly structured and inflexible tertiary eduaatisystem in Sri Lanka makes it
difficult to introduce new concepts such as flegil#arning, distance education and
student-centred education. Furthermore, Sri Langanlents are passive and not
encouraged to ask questions of teachers, as teaeh&ed education and respect for
teachers are highly valued in society. Thus, theodpnity to develop creativity and
critical thinking is limited. It is a huge challemdor the government to establish an
appropriate and sustainable education system tlmahgies academic and social
knowledge, skills and attitudes in students.

8.3 Implementation of the conceptual framework

It is clear that the conceptual framework is based international theoretical
concepts that were mostly conceived and implememeafestern countries. These
concepts were evaluated in order to develop alilmasind appropriate conceptual
framework that is culturally and economically redavto Sri Lanka. However, it is
apparent that the views of key stakeholders ofingreducation in Sri Lanka did not
indicate a need to radically alter the conceptuatnework. Was this because the
conceptual framework does not require modificateord could be implemented
successfully in Sri Lanka, particularly consideritttat nursing in Sri Lanka is

already highly westernised through exposure to pasbnial Western views of
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education, professional literature and media? Othis perhaps reflective of the
social and cultural norms, particularly for nurssesd nursing, which have been
mentioned previously in this chapter? For exammderhaps nurses lack the
confidence or consider it inappropriate to criigglomment on such a framework,
particularly when some of the concepts includethendraft framework were alien to
some of the patrticipants of the focus groups? A duoberstanding of this issue is
critical to a resolution to the conundrum of how itoplement this curriculum

framework.

First, it must be considered that most developmgntries have little or no choice in
terms of promoting their own strategies. By andjdarin the past such situations
have involved the transplantation of developed twesi ideas through
internationally funded projects to overcome a pgtioa of a lack of local resources
and expertise. However, it is necessary to undaistaat developed and/or Western
countries’ ideas are the product of their own usagd relevant for their socio-
cultural and economic conditions. Exposure to Whesteews is not sufficient to
transplant their strategies in socially, culturalgnd economically different
developing countries. This complicates the issuemaparing and implementing
appropriate strategies in developing countries. éx@mple, a Canadian curriculum
was modified to suit Sri Lanka; however such a rication could only be
successfully accomplished with some of the courferging the project period,
curriculum developers also tried to modify an Imdieurriculum for Sri Lanka;
however, despite regional similarities, some coteggre not directly applicable to
the Sri Lankan situation (Cameron 2001). Similagdgyeral studies revealed that
developed countries’ concepts and ideas could eadily be transferred to another
country due to cultural and economical diversityayi3 1999; Xuet al. 2002;
Jayasekara & Schultz 2006). A direct transplantatd concepts and ideas from
developed countries into developing countries (peshWestern to Eastern) may
create not only value conflict but also economicailppropriate strategies (Meleis
1979, 1980; Davis 1999).

Given this context, what possible way is there maplement this conceptual
framework in Sri Lanka? Any implementation will h@oblematic due to the
influences of external factors. First and foremdse, political environment must be

considered. If there is no political imperativeerthan implementation such as that
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outlined here will ultimately fail, no matter howamy people support it on the
ground. As mentioned previously, other issues sagshresourcing must also be
considered, especially given the funding constsamithin the health and education
sectors of a developing country. If there are nadfuavailable to implement the
curriculum, or if there are other higher prioritynfling requirements in the health or
education sectors, then it is difficult to see haw implementation could be
undertaken, let alone to consider the success @firtiplementation. Finally, as
previously discussed throughout the thesis, issiesulture and society must be

incorporated into any implementation.

It is clearly important that local stakeholders amgolved at all stages of the
implementation and engaged to ensure that culanglisocietal issues are considered
as part of the implementation strategy. This caradi@eved by establishing a task
force that comprises key stakeholders of nursixkgesds in healthcare and social
sciences, and a representative of the public. &sle force should be responsible for
implementation of the following recommendations angduring that the cultural and
social issues of healthcare and nursing are comsldduring the implementation

phase.

8.4 Recommendations

Nursing education in Sri Lanka needs to reflect tomtemporary needs of the
nursing profession and current and future demaridsealthcare. The following
seven recommendations were developed from thenfysdof this study. They are
designed to inform the planning process of nurgdgcation, patient care services,
management and research for the country. Thesenreeadations are wider in
scope due to the influence of a broad range ote@léactors associated with the
potential implementation of the conceptual framdworAll of these
recommendations are of paramount importance fosticeessful implementation of

the conceptual framework in the longer term.

8.4.1 Recommendation: Consistency in scope of pract ice

It is evident that there is a distinct lack of dimaal level framework or competency
standards for nursing education and culturally piad#de ethical guidelines in Sri

Lanka. A consistent national framework for undedgi@e nursing education should
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be developed and implemented across all undergmduarsing programs (see
section: 7.2.1.1.9). This can be achieved by:

= Incorporation of the conceptual framework developedhis study as the
basis of developing a national framework for undaagate nursing
education.

= Promoting a united, collaborative approach in depielg a national nursing
education framework that recognises the wider dmumion of clinical,
education, and administration sectors integrateatl iealthcare experts’ and
public opinions.

= Development of a culturally acceptable and econaltyideasible nursing
care model that delivers holistic care for patieartd primary healthcare for
the community (see section: 6.4.1.1).

= Development of national nursing competency starglaml the basis of a
national framework of nursing education regulatthg nursing profession
through a proposed Sri Lanka Nursing Council.

= Development of a culturally and socially acceptaBlede of Ethics and a
Code of Conduct using international and local glings and evidence.

8.4.2 Recommendation: Pre-registration nursing educ  ation

The current government policy regarding nursing cation recommends that it
should be based on the 4-year undergraduate nupsogyam at universities. A
policy decision should be made concerning the Hachgegree as a minimum
preparation for beginning professional nursing fcac (see sections: 2.3.4.1;
7.2.1.1.9). This can be achieved by:

= Expansion of existing 4-year Bachelor of Nursinggstams to accommodate
the expected number of nurses in the governmentpaivdite healthcare
sectors.

= Affiliation of existing nursing schools with the wmersities and where
appropriate integration of present nursing tutots the university sector on
the basis of their qualifications and experience.

= Expansion of existing Post RN Bachelor programhat®pen University and
establishment of pathway to degree programs (e-gea2 accelerated
program) that enables current registered nurses upgrade their
qualifications.

8.4.3 Recommendation: Teaching and learning

It is evident that existing teaching and learningnursing education are based on
teacher-centred, inflexible, isolated and passippr@aches. It is essential that
teaching and learning should be improved by enimngnicurse educators’ knowledge
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and, skills and incorporating modern teaching asadrling strategies with modern
technology (see section: 4.3.2.3). This can beeaeli by:

» Increasing the quantity and quality of nurse edwsatby providing
postgraduate education opportunities through loeald international
universities.

= Establishment of a postgraduate institute for mgy$o increase the quality of
the nursing workforce for the education, nursingcpice, research and
administration sectors.

» Increasing the use of modern learning and teacsirajegies (e.g. student-
centred learning, self-directed discovery learningjith educational
technology and information technology.

= Promoting inter-disciplinary education among hezdtle professionals,
which to facilitate team development in healthdastitutions.

= Establishing a life-long learning culture that da@ made possible through
continuing education and introducing a renewaligtee system.

= Offering flexible educational delivery models tletable nurses from diverse
geographical locations (rural and remote) to endatieir qualifications
while keeping them in their clinical practice.

8.4.4 Recommendation: Curricula content

It is apparent that existing nursing curricula jpoe-registration programs are heavily
based on Western-based concepts, theories and ahatbdels. It is important that

nursing curricula should reflect the current neeflbealthcare and the community
and are culturally appropriate and economicallysitda (see section: 4.3.2.2). This
can be achieved by:

» Integration of national model of nursing practibattis culturally acceptable
and economically feasible into nursing curricula.

» Incorporating competency standards and a codehafsein nursing curricula
to ensure graduates are competent to practiceysafe ethically in their
professional nursing roles (e.g. as caregivers,oeators, educators,
researchers).

= Integration of professional nursing skills (clinliceechnical, critical thinking,
leadership, information literacy and interpersoséllls) to enhance the
nurses’ decision-making abilities clinically, acadeally and socially.

» Increasing the broad balance of knowledge from oadsciences, social
sciences and humanities in nursing curricula to rowe nurses’
understanding of patient, community, society argdwiorld.

= Incorporating research education and training micsing curricula to enable
nurses to implement evidence-based practice foeniatare.
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» Increasing the curricula content of community Hezdte and primary
healthcare to provide the basis of developing comtyunealth nursing (see
section: 7.2.1.1.8).

» Incorporating Buddhist values and views of healtbgato nursing curricula
to improve culturally appropriate nursing care.

8.4.5 Recommendation: Evidence-based practice

There is considerable delay in acquiring evidermsel practice in Sri Lanka due to
a lack of basic education and impediments in thdesce-based practice process
(see sections: 2.3.4.3; 4.3.2.1; 6.1.3). This sdnacan be changed by:

» Introducing courses of evidence-based practice asich post-basic and
university nursing programs to enable nurses’ basiderstanding of the
evidence-based practice process.

» Establishing a nursing research and ethics comeniittat replaces the current
long and complex process of getting ethical apdrdvaugh medical ethics
committees.

» Increasing the dissemination of research findings$Sii Lanka through the
establishment of local nursing journals, confersrared education programs.

= Establishing a nursing advisory committee at thaidry of Health so that it
integrates best practice evidence into educatidncanical practice.

= Establishing a close link between the educationdimital sectors to enable
conduct of joint research and evidence utilisation.

8.4.6 Recommendation: Resources allocation and fund  ing

A distinct lack of resource allocation and fundifay patient care and nursing

services, education and research is evident. \ite that students and nurses in

different sectors (educators, clinicians, admiaisirs and researchers) have better
working conditions and encouragement for furthemcadion, training and research

(see section: 7.2.2.2). This can be achieved by:

= Allocating adequate resources and funds for dewsdopasic and essential
facilities for patients (e.g. beds, toilets, bathfacilities) and for nurses and
healthcare workers (e.g. soap, masks and glovewasliing facilities).

» Increasing facilities (e.g. class rooms, librarigeaching and learning
materials, computers, internet etc.) in nursingcation institutions.

= Allocating resources and funds for nursing reseahenhance nursing
research, education and patient care.

= Offering postgraduate scholarships for nurse edwusatresearchers and
clinicians through local and international fundiagencies (e.g. WHO) so
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that nurses’ undertaking of further education aralgssional development is
made possible.

Offering incentives for nursing students (e.g. nhbnpay for clinical work

for all students whether in nursing schools or arsity) and for post RN
students (e.g. subsidised fees, study leave) torem®ntinual recruitment for
nursing and career development.

8.4.7 Recommendation: Image of nursing

It is evident that the public image of nursing Isadfered greatly due to the poor

relationship that exists between nurses and patidhtis therefore of paramount

important that nurses should develop a better puinhage of nursing through

professional work and development, professionatiaships, culturally relevant

practice and political lobbying (see sections: B.8.3). This can be achieved by:

Increasing professional nursing care and being ewérpatients and their
relatives’ needs, and taking into account the kchitesources available in
healthcare.

Establishing a better professional relationshighvii¢althcare consumers and
other healthcare professionals and workers.

Integration of cultural values systems, especidByddhist views of
healthcare, into nursing to ensure nursing pradcsicelturally relevant and to
improve the public image of nursing.

Strengthening professional relationships with maldprofessionals through
joint education and research in the workplace.

Strengthening professional nursing associationsteat® unions to increase
political lobbying and the image of nursing.
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