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ABSTRACT

Continuing nursing education is perceived by many nurses as an important professional
issue. Many earlier studies elaborate on the problems of continuing nursing education
without taking up the challenge of curriculum development. Using a developmental
framework derived from life/career stages theory, the aims of the present research were

threefold.

The first aim was to identify the nurses' career stages. In an attempt to introduce a
somewhat systematic treatment to the intangible notions of career stages, the exploratory
exercise of Delphi technique was conducted. A panel of experts covering a wide range of
nursing, education and administration experience was invited to participate on the basis of
their professional experience and an appreciation for research. Using a two dimensional
approach of Importance and Confidence Scales (as indices of the nursing experts'
judgement), three career stages, namely, the Beginning Nurse Practitioner, the
Developing Nurse Practitioner and the Experienced Nurse Practitioner were identified.
For the three career stages, three different methods (the Dollar Voting, Relevance Test
and the Magnitude Estimation Procedures) were employed to test the variable reliability

and stability over scaling technique.

The second aim of the research was to develop a continuing nursing education curriculum
that would meet the needs of nurses of different career stages. Continuing nursing
education is important to all of these groups. However, the researcher is particularly
interested in the beginning nurse practitioner stage, especially at the point where the
nursing student is newly graduated. The basic strategy for selecting relevant curricular
content for the beginning practitioner was designed in three stages involving careful
analysis and classification of data, expert assessment of that data and validation through
the continuing nursing education preferences inventory. A quasi-experimental pretest-

posttest design discussed by Campbell and Stanley (1966) was employed in order to
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determine gains and losses of nurses on indices of intended outcomes over a set period of
time. A total of 74 participants was involved, representing 5% of the total number of

poténtial college nurse graduates in New South Wales in 1988.

The third aim of the work was to investigate the clinical environment that might influence
the desired effect presumed to arise from a continuing education programme. The

purpose of this follow-up study was to answer the research question:

What are the factors which influence the beginning nurse practitioner's commitment in
continuing education? A case study methodology was used to examine four hospital

settings.

The findings show that the experimental curriculum used could be an effective curriculum
format. The beginning nurse practitioners undertaking the experimental curriculum held
more positive attitudes in all aspects of criterion measures immediately after the
experiment. However, after a period of six months, while the experimental nurses
remained positive in some dimensions, the control group showed increasing
improvement. Examining the changes over time, it was shown that the curriculum had
significant effects on some aspects of criterion measures. Six months later, these
significant effects disappeared. The follow-up case studies showed that clinical areas that
were conducive to continuing nursing education had developed staff development
strategies and good interaction between various staff. In order to implement continuing

nursing education successfully, the involvement of the nurse unit managers was

indispensible.
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CHAPTER ONE
INTRODUCTION

During the short history of nursing education in Australia, in few periods has so much
evidence of the need for change been amassed as in the present decade. In the state of
New South Wales, the location of this study, the amassing of evidence during the 1980s
has been accompanied by wide ranging expectations of change. These expectations were
fuelled by an announcement made in November 1983 by the Premier of New South

Wales.

At the crux, was an announcement that the responsibility for pre-service nursing
education would be transferred from the Minister for Health to the Minister for Education
from January 1985, at which time the first enrolment of nursing students in both country

and city colleges would begin.

The issue of control of nursing education had been contentious within the nursing
profession for some time and the resolution of the issue was hailed as indicating a new
direction for the planning and further development of nursing education in the state.
With the announcement of the intention to transfer the control of nursing education from
the Ministry of Health to Education, some of the more obvious impediments to planning
for the future of nursing education were removed. The leaders in the health fields and
nursing education, however, were relatively slow in displaying the initiative required to
maximise the opportunity in choosing directions for and planning of continuing nursing
education. Virtually all of the available effort was thrust into pre-service nursing

education.

Notwithstanding such effort, there is evidence in nursing literature and in current debate
and discussion among nurses, that an increasing range of societal and work pressures

impinging on the lives of health professionals will force much greater attention upon



continuing nursing education. There is widespread dissatisfaction with existing
continuing educational programmes right across the range - their development, their
format, their implementation and their inability to meet the needs and demands of nurses
and of health care systems. Put simply, the lack of well constructed continuing nursing

programmes 1s seen by many as an important and pressing problem in nursing.

1. The Basic Question:

Although there is some literature from the United States of America on continuing
education for nurses, most studies elaborate on the problems of continuing nursing
education without taking up the challenge of curriculum development. In Australia,
research in continuing nursing education is virtually non-existent, a state of affairs
probably attributable to relative recency. Many nurse educators are experiencing
difficulty in designing coherent continuing nursing curricula. Continuing nurse
educators are often asked: How can you develop a continuing nursing curriculum that
meets nurses' personal and professional needs? and What are the effects of what you are

doing?

The basic questions in this research are:

Can continuing nursing curricula be developed that would meet the needs of nurses in
different career stages? Given the problems faced by many continuing nursing
educators, as discussed in subsequent sections, will the curricula generated encourage
nurses to attend continuing education, motivate them to commit to life-long learning, and

apply in daily practice the new knowledge and skills gained?

2. The Present Situation in the Nursing Services

There is increasing public dissatisfaction with perceived declines in the standard of

nursing services. There are also expanding demands on nursing services in such areas as



community nursing and care for the elderly. At the same time, there appear to be
declining fiscal resources with which to address these demands. Within the nursing
profession there are perceptions of lowered staff morale and dissatisfaction with work.
As McFarlane (1981) observes, one important symptom of these conditions of conflict is
the heightened sense of competitive rather than co-operative relationships, between
nurses and administrators as well as between health professionals and the general public.
Other overt manifestations of fiscal stress such as reduction in nursing force, diminished
aids and resources, and increased patient admissions only serve to compound the

situation.

Further, Slater (1974), Gross (1976) and Bohm (1977) point out that when economies
are volatile, a residue of problems will accrue for the nursing services. Not the least of
these will be rising expectations. The tensions produced by these increased demands and
the way in which they are responded to will have a great deal to say about the shape and
manner of future continuing nursing education. This is a critical point in discussing
contemporary staff development patterns. Shifts in expectations of nursing have been

dramatic over recent decades.

Being asked to do more with less in our hursing systems forces consideration of several
alternative courses of action. Firstly, nurses could carry on largely as they do now, but
with an increasingly obvious handicap. Secondly, they could increasingly accommodate
special or categorical needs. Thirdly, they could refuse many demands, revise present
policies and clearly define the limits of their services. A fourth and strong possibility
already evident as a trend in the 1980s is that while the dialogue about the mission of
nurses is sharpening, nurses will have developed new dimensions of elasticity and

undesirable superficiality in response to increasing demands.

If such a possibility were to be realised, the most obvious defence would be to re-

develop the task of nursing as a more collaborative and complementary endeavour than it



is at present. The increasing realisation that a single nurse simply cannot be all things to
all people will likely forge more co-operative arrangements between nurses. The limited
resources for health care and social services will lead, in many areas, to a closer working
relationship between hospitals and social service agencies and to a clearer delineation of
responsibilities. The implications worth considering for continuing nursing education

include the following:

(a) increased focus on professional issues;

(b) increased concern with nurses becoming more expert and specialist in fewer
domains;

(c) increased acceptance as a normal and common form of nurse functioning that can

be embedded in the job.

In summary, current and common modes of continuing nursing education can be helpful
and should continue. It is suggested, however, that a positive consequence of the
present difficult circumstances and those envisioned for the immediate future may well be
a growing rejection of general tactics. A general approach will increasingly be viewed as
unacceptable when compared with the magnitude of the challenges and there is likely to
be a discernible evolution to continuing education curricula that relate to nurses'

professional concerns and career stage needs.

3. rrent State of Continuing Nursing Education

It seems appropriate to examine the current state of continuing nursing education.
Review of relevant literature reveals many sources, including Styles (1976), Popiel
(1977), Cooper (1978), Heath (1980), Studdy (1980), Lysaght (1981) and King (1981),
which represent well the current characteristics and problems of continuing nursing

education.



For instance, Heath (1980) in her study of 264 nursing staff who had some commitment

to in-service training offers a typical view of the problems arising in continuing nursing

education. These include:

*

Inability to convince nursing managers that staff development is of vital importance
for the services;

Failure to encourage qualified nurses to value their own continuing personal and
professional development;

Failure to recognise that the training personnel also need help;

Lack of appropriate criteria for nurse managers to select staff for continuing nursing
education programmes;

Ineffective methods for publicising programmes, activities and services of the in-
service training department/officer;

Little systematic attention to identifying education and training needs;

Inadequate evaluation of effectiveness of staff development programmes;

Lack of coherent staff development plans; and

Inadequate funding for staff development in the institutions.

Taking the published literature as a whole, it is possible to synthesise seven major issues

in continuing nursing education:

(1)

Continuing nursing education curricula are determined by the needs of the
employer health institutions (Whalen 1977, Courtney 1978, Moore 1980, Munk
1980, Sweeney 1980, Fredericks 1981, Foglesong 1983 & Kegan 1983). The
curricula, in the main, are not based on the needs of nurses, but are determined by
the employer's perceptions and expectations of skills needed by nurses entering
hospital practice. Furthermore, these curricula tend to reflect the interests and
expertise of the providers of continuing education programmes - usually Institutes
of Higher Education and In-service nurse educators. The programmes are often
seen by the employer as a means to satisfy, reward and retain established nursing

staff and to cut down the expenses of termination and staff turnover.
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3)

Control of continuing nursing education curricula is an increasingly prominent
issue, with emerging pressures to decentralised control of staff development from
the nursi.ng administrators to the educationists, at the very least on a shared basis
(Collun 1980, Curran 1981, Poulin and Clifford 1980, Gothler 1983 & Haggard
1984). Collun and the other authors argue that there has always been a gap
between nursing education staff and administrators as members of each speciality
seek to do their separate jobs. However, administrators must learn to involve and
collaborate with education staff in initiating continuing education programmes. It
is further considered that as decentralisation of control progresses, the nursing
units responsible for staff development programmes become more and more
autonomous and that in itself, this fact is very positive as a more coherent staff

development programme can be planned with more adequate funding.

In other countries, such as the United States, continuing education curricula are
mainly imposed on nurses either as mandatory continuing education requirements
to renew registration or by external (monetary) incentives to gain improved
qualifications (Stuart 1975, Styles 1976, Cooper 1978, Chambers 1979, Adcock
1980). This pattern is in contrast to Australia where continuing education is a
voluntary activity. There appears to be a definite split in thinking among nurses
on the issue of mandatory or voluntary continuing education. It is argued that one
way to ensure that nurses do keep up with change in nursing practice is to make it
mandatory, and mandatory continuing education could ensure that nurses who re-
enter practice after an absence from employment, could become competent
practitioners.

The proponents of voluntary continuing education on the other hand point out that
learning does not occur under force, and that if courses are accessible and
relevant, nurses will take advantage of continuing education opportunities. They
also note the danger in making continuing education mandatory for re-licensing in

the absence of good evidence of its effectiveness in improving nursing practice.



(4)

o)

(6)

Existing continuing nurse education curricula generally suffer from lack of
acceptance as major endeavours requiring high priority. There is increasing
concern with the multitude of problems relating to the mechanics of staffing,
financing, and scheduling (del Bueno 1975, Cantor 1975, Beardon 1978, Heath
1980, Presler 1982, Ellis & Greenwood 1983). This concern extends to the
argument that administrators of health agencies, schools of nursing and
educational institutions must place enough value on the ultimate results of
continuing education programmes to accept the responsibility for providing
opportunities for personnel to attend courses away from their own work
situations. It also extends to an assumption of financial support for staff
attending courses and to the promotion of measurable feedback to educational

institutions about the results of the courses in terms of improved patient services.

There are increasing criticisms of the current techniques used in the delivery of
continuing nursing education in that programmes often do not take the learning
styles and career choices of the nurses into consideration (Meyer 1977, Tobin
1979, Sanford 1979, Jernigan 1980, Cooper 1983 & Boss 1984). There is
general consensus that nurses need a climate that allows freedom to determine
their modes of learning and to implement change through application of newly
learned skills and knowledge. Those responsible for planning and teaching in the
area of continuing education must be always mindful that they are dealing with
adult learners who have specific needs, both professional and personal, that ought
to be taken into account when planning, presenting and evaluating programmes.
There is a strong emphasis upon designing a process of programme development

that produces the content needed to meet best the needs of adult learners.

A persistent cause of failure underlying many of the continuing education
programmes is the absence of a coherent conceptual framework to guide the

design of the nursing curricula. There are growing concerns that existing



(7)

curricula are seldom planned in a systematic way from a sound conceptual
framework of agreed purpose and that the system lacks policies, regulations and
guidelines (Paulina 1973, Popiel 1977, Chambers 1979, Roell 1981, Sovie
1981). Nurses are questioning the quality of educational offerings and the
relationship between continuing education and nursing practice and there remains
a pressing need to identify and agree upon those theoretical and practical aspects
essential to the achievement of high standards.

The planning of the continuing nursing education curricula needs to be based in
objective thinking and to be capable of meeting the health care requirements of
modern society as well as the professional interests and concerns of nurses

themselves.

Continuing nursing education curriculum development typically is undertaken
along the lines of the linear, rational model attributed to Tyler (1949). On this
aspect, Barber (1977), Davies (1984), Starck (1984) and Fojtasek (1985) are all
critical of the uncritical acceptance of continuing education curriculum as a linear
relationship of "means and ends" and, indeed, of the appropriateness of the linear
model for the development and implementation of continuing education
programmes. The Tyler model, with its separated ends-means orientation, is a
logical, rational approach to curriculum planning. There is little doubt that the
model can result in effectiveness and efficiency of learning. The problem is,
however, that with its ends-before-means approach, the model maximises the
nurse educator's power and control because that is the person who establishes the
objectives and establishes them in advance of selecting learning experiences. The
nurses who participate in continuing education programmes, because they have
little or no influence over objectives, have not much freedom and independence.
They must follow the direction set by the nurse teacher rather than find their own.
Continuing nursing education, it is argued, should maximise the nurse's own

power and control. Continuing education needs to encourage nurses to be self-
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directed and to choose for themselves what learning to pursue. A programme that
the nurses perceive to be imposed on them from the establishment is precisely in

conflict with the concept of nurses as self-directing human beings.

q. The Pressure for Change

There are many dimensions of increased pressure which professional nurses have to face
today. One major pressure involves the demands placed on the nurse's role that flow
from rapid technological improvements, with concomitant changes in medical practice.
What might have been adequate preparation for the practice of nursing a few years ago is
not sufficient for today's needs. There is also emerging evidence that with changing
patterns in mortality and morbidity (for example, an increasing incidence of degenerative
disease and trauma due to road traffic accidents) and with alternations to health care
delivery (for example, an increasing emphasis on non-institutionalised care), the role of

the nurse both professionally and industrially is changing.

The relationship between societal and technical change and subsequent pressures for
reform on health care systems and nurses has been described by many sources such as
Evans (1974), Gross (1976) and McFarlane (1981). These sources confirm that nurses
face constantly increasing demands to remain both professionally up-to-date and

personally capable of coping with the stresses of nursing and changes in their own lives.

As a specific example of these pressures, the Report of the Committee of Inquiry into
Nurse Education and Training (1978) - The Sax Report - has identified the following
requirements in the expanding role of the Ausiralian nurse. These include planning,
implementing and evaluating the nursing care appropriate to the needs of individuals; to
accept individual responsibility and accountability for nursing practice; to function
interdependently with other health professionals; to communicate effectively with patients

and clients, their families and other members of health teams; to appreciate the place of
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research in nursing practice and participate in nursing research projects; and finally, to

undertake continuing education.

It is a basic contention that nurses need constant access to appropriate forms of further
education as an important mechanism for coping with change. This view is supported by
the Royal Australian Nursing Federation, the College of Nursing and the Australia
National Florence Nightingale Committee of Australia, all of which have proposed that
the specified team role requirements for nurses may be achieved through selection and
nurse education. These professional bodies believe that hospitals and health agencies
should make provision for continuing education programmes. Opportunities should be
provided for nurses to attend continuing education programmes conducted by the

employing agency and outside agencies.

In addition to this direct reference to the need for continuing nursing education, six other
areas of identifiable influence have further provided impetus for more appropriate
continuing education. These include:

(1)  Increased public scrutiny and community pressures on health care - such as
demands for "accountability” (see McFarlane 1981 and Patten 1975) - are
translating into legislative and administrative requirements that specify the standard
of health care to be delivered. These demands also create pressures for continuing
nursing education to assist nurses in implementing effective responses to these

requirements.

(2)  Increasing demand for continuing education is advocated and sought by nurses.
This demand is best described by Paulina (1973), Slater (1974), Styles (1976),
Cooper (1977) and Heath (1980) who have reviewed the problem of nurse
dissatisfaction with existing continuing education programmes and examined the
subsequent emergence of manoeuvres toward better structured and planned

programmes.



(3)

4

®)
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Changing attitudes and relationships between the senior and subordinate staff in
nursing are typified by the concept of human resources supervision proposed by
Chickerella (1981) and Larson (1984). This approach to supervision argues for
satisfied, competent nurses as a goal of the health care system rather than as a
means to an organisational end, as in previous hierarchical philosophies of
supervision in nursing. Acceptance of this perspective on the importance of
nurses' job satisfaction provides some resolution of the current dilemma about the
basis of continuing education as between individual nurse needs and system need.
In fact Studdy (1980) argues that this choice should be resolved by educational
programmes committed to the professional and personal growth and development

of nurses as the "needs" basis for continuing education.

Expanding knowledge of principles and processes by which adults - as distinct
from children or adolescents - learn is provided by adult learning theorists such as
Knowles (1979). Andragogy is the term used by Knowles to refer to the
principles and practices of adult learning, as opposed to pedagogy which provides
the corresponding concepts for pre-adult learning. The andragogical viewpoint
perceives the adult as an autonomous learner possessing great experience, capable
of setting his own goals and selecting his own problem areas - which essentially
relate to his immediate perceived needs. This type of belief about the recipient of
education has major implications for continuing nursing education as discussed by

Barber (1977).

Changing needs of adults as they move through life - in both a career sense and in
a personal, developmental sense - is increasingly receiving formal recognition. A
number of authors such as Dalton and Thompson (1977) and Benner (1982) have
written of developmental career stages in nurses and professional workers. All
these sources propose variations of a basic concept that the professional needs and

interests of nurses and other professionals appear to change as they move through
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career stages.

In a personal (as distinct from professional) paradigm of stage development in
adults, Knowles (1981) and Erikson (1963) provide reviews of more general adult
developmental stages. These authors propose variation in detail of the stages of
developmental change in individual's characteristics, needs and interests as they
progress through adulthood. Acceptance of any form of nurse career stage and
adult developmental stage concepts has significantly influenced the needs-based

approach to planning continuing education for nurses.

(6)  Finally, there is the dissatisfaction with both the relevance and applicability of the
linear model of curriculum development used for continuing education
programmes. Sources such as Beardon (1978), Popiel (1977), Ellis (1983),
Davies (1984) and Starck (1984) have commented on aspects of alternatives to
traditional curriculum development for continuing education.

For example, Studdy (1981) and Popiel (1977) both argue for a multidimensional
approach to continuing education curriculum development. In this approach,
different sets of goals, interests, needs or priorities are simultaneously translated
into curriculum content, appropriately designed for particular users of educational

programmes.

This multidimensional curriculum development based on different set of users needs is

seen as an approach worth testing to replace the linear "ends-means” models of

curriculum construction for continuing educational programmes.

In summary, it is considered unlikely that the diverse sources of pressure on continuing
nursing education could be satisfied by existing forms of continuing nursing curricula,
already under severe criticism. It appears evident that the major problem lies in the

inappropriateness of present continuing education curricula construction.
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There can be no doubt that curriculum implementation aspects, such as unsuitable sites
and inappropriate delivery mechanisms, contribute to the inadequacies of present
continuing education programmes. However, there appears to be an urgent need to re-
examine current continuing nursing education curricula. It seems worthwhile to test
multidimensional nursing curricula which provide a matrix of nurse's career stage needs,

motivational preferences and job satisfaction.

5. ial F r f ntinuing E ion_in Nursin

It is difficult to understand properly the characteristics and problems of current continuing
education in nursing without reference to the organisational context in which nursing
exists. This section elaborates important aspects of that context, including organisational
events and larger social structures that appear to be influential on the way staff

development and other forms of continuing education are conducted in nursing.

5.1 Goals and Purposes

Organisations exist with goals and purposes. Indeed, Perrow (1970), Dornbusch and
Scott (1975) assert that goals in any organisations serve at least three functions; as a
source of legitimacy, as a source of direction and as a basis for evaluation. The first
function of goals, as a source of legitimacy, serves to justify and symbolize the rightful
place of the organisation and its actions in the wider scheme of things. These authors
argue, for instance, that business organisations can justify layoffs in a time of recession
because continuing employment of unneeded personnel would be harmful to the
organisation's pursuit of the profit motive. The justification is generally accepted in our
society even though such layoffs may create considerable suffering for individuals. By
the same token, there have been occasions in the history of Australian society when
government actions are intended to create work for the unemployed on the justification
that one of the legitimising goals of government is to promote the general welfare. Thus,

it can be seen that "legitimacy" can be different (and apparently opposite) as between
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organisations - in this case, a corporation and a government.

A second function of goals is to provide a source of direction for action; that is, goals
indicate what actions should be taken and how these actions should be carried out. For
example, when a business organisation is confronted with a decline in work morale,
decisions about whether this condition requires some organisational action will be shaped
largely by judgement as to whether such action will lead to disruptions that might worsen

the problem. It is interesting to search for parallels in the provision of nursing services.

A third function of goals is to serve as a basis for evaluation and to suggest criteria by
which the effects and effectiveness of various actions should be assessed. Business
people, for example, frequently use the term "bottom line" to refer to the fact that the
ultimate success of the actions they take is properly evaluated in terms of profit and loss.
Members of a professional organisation, on the other hand, might more appropriately
evaluate the success of the actions of their organisation in terms of attracting new

members who have the characteristics the organisation values.

As Roper (1980), McFarlane and Castledine (1982), Du Gas (1983), Chin and Jacobs
(1983) describe, in nursing, the primary legitimising goals have to do with care of
patients. Logically, then, the goals that should provide direction for the hospital are goals
that have to do with the caring of patients, and the effects and effectiveness of actions
initiated by the hospitals have to be assessed in terms of the efficacy of the action in
achieving these goals. If the goals used to legitimise actions in nursing are primarily
goals associated with the caring of patients, all other goals will be subordinate to these
patient-oriented goals. Continuing education, on the other hand, centres on the education
of nurses. The goals that provide direction for these activities are goals associated with
perceptions of the proper education of nurses. Frequently, these actions that are
necessary, or are perceived to be necessary, to pursue properly the goals associated with

the education of nurses may interfere with the goals associated with the care of patients.



16

For example, providing nurses with release time to attend staff development programmes
removes nurses from duties. Many nurses and administrators view the uninterrupted
presence of the nurse in the ward as critical to the continuing care of patients. Thus, any
continuing education activity that systematically removes nurses from their duties is likely
to be resisted by some nurses and administrators as distracting from the primary mission
of the hospitals. While many staff development specialists argue that staff development
should occur in working time, it is difficult to dismiss the fact that, as nursing is now
organised, honoring this expectation can create a false impression to the public that
hospitals are not attending to the business they have been legitimised to conduct, that is,
the business of caring for patients. Furthermore, as del Bueno (1975) indicated, many
nurses who have received release time note the futility and wastefulness of attending in-
service education and are as outspoken in their criticisms of its disruptive nature as are

those who do not receive release time.

The important point here is that many nurse administrators consider the goals used to
legitimise actions in nursing (goals associated here with the caring of patients) are often in
competition with the goals that give direction to continuing education activities. Those
programmes that are perceived to be disruptive to the efficient pursuit of patient oriented
goals (for example, programmes that provide too much release time or programmes that
require nurses to provide too much time to their own education) are likely to be viewed as
nonlegitimate. This is demonstrated by the fact that hospitals tend not to staff for nursing
on the basis that a percentage of their nurses will, at any given time, be involved in
continuing education. In sum, the inability of hospitals, as they are presently organised,
to legitimise continuing education as a worthy pursuit in its own right creates dynamic
and complex patterns of competition and conflict between the requirement of high quality

continuing education for nurses and high quality nursing services for patients.

Perhaps as critical is the fact that the failure of continuing education to be directly linked

to any legitimising goals other than those associated with the caring of patients, makes the



17

resources officially committed by the system to support continuing education highly
problematic and subject to continual negotiation. For instance, in nursing, persons most
likely to be called on to take on assignments with a seasonal character, such as relief
supervising, are most likely to be drawn from the in-service nurse educators. This in turn
impairs nurse educators' ability to plan a comprehensive continuing education

programme.

There is little empirical evidence to support assertions that participating in continuing
education activities clearly results in an improved capacity to pursue the goals associated
with patient care. Such arguments have been well documented by Stuart (1975) and
Adcock (1980). In addition, as Sanford (1979) and Jernigan (1980), further point out,
many nurses are questioning the present quality of continuing education. Thus, when
decisions must be made about supporting continuing education (perceived as it often is to
be disruptive) these decisions are typically unfavourable to the continuing education
enterprise. Similarly, when budget cuts must be made, one of the first areas to be

affected is continuing education.

Those organisations that do have legitimate goals in the area of continuing education (for
example, institutions of higher education) are typically located outside the authority
structure of hospital systems. Those in hospitals have little ability to affect directly those
outside organisations. Thus, it is not surprising that the legitimised continuing education
programmes that are developed tend to serve the peculiar interests of institutions of higher
education as frequently as they do the professional interests and concerns of nurses.
Because hospitals are not involved in the planning, such programmes also lack fiscal

support from hospitals as a consequence.

Perhaps as Denton (1978) and Cockerham (1978) suggest, in spite of claims of
rationalists, hospitals and other organisations do not operate on the basis of deductive

logic, but rather on the basis of a sociologic. Sociologic takes into account non-rational
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clements as well as those that are rational. Sociologic also takes into account negotiations
among competing interests and competing goals as well as the compromises that
necessarily take place between the efficient pursuit of primary goals and the expectations
embedded in the larger environment. These non-rational forces most clearly come into
play when an organisation such as the hospital takes on goals and functions (in this
particular instance, planning continuing nursing education), that are, or appear to be, in
competition with the goals which serve as a primary basis for legitimising the

organisation.

Hence, until these issues are directly faced, there seems to be little prospect that the
quality of continuing education in nursing will be substantially improved. Furthermore,
given the dubious legitimacy of continuing education, economic retrenchment may reduce

the quantitative emphasis as well.

5.2 Continuing Education as Rewards

There are further indications that continuing nursing education has been seen by
employers as an incentive system to reward and retain staff (Munk 1980, Fredericks
1981). Indeed, if one is to understand how continuing education operates in nursing, one
must understand how such activities are associated with the reward structure of the

hospital. There are several conditions that seem to be typical.

First, in most hospitals, rewards that can be purposefully distributed on a differentiated
basis, such as pay increases or promotions, are scarce. The way hospitals are organised
and the way the nursing occupation is structured limits the reward system. Those
rewards that do exist are likely to be distributed equally among categories of nurses (for

example, salary increments based on experience).

Second, to the extent that hospitals do differentiate among nurses in terms of rewards,

especially monetary rewards, this differentiation is more likely to be based on
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participation in continuing education that results in extra qualification allowance than on
any other conditions such as demonstrably better performance. Indeed, the idea of
differentiating among nurses for pay purposes, on any basis other than participation in
continuing education and the extra qualification and experience it provides, is

ideologically repugnant to many nurses.

Third, opportunities for status rewards are closely linked with participation in continuing
education. For example, if one aspires to move from the ranks of registered nurses to the
ranks of charge nurses, supervisors and directors of nursing, one must pursue a course
of further study to gain extra qualification. In fact, the visibility alone from participating
in systematic continuing educational activities can be highly valued by nurses who desire

to move up in the system.

In sum, the way hospitals are organised creates a condition in which participation in
continuing education is a powerful force in determining the degree to which one will gain
access to those few differential rewards that are available in the system. Since such

rewards are scarce in nursing, this relationship is an important one.

There are, in addition, a number of other important consequences that flow from the way
staff development and continuing education are embedded in the reward structure. First,
given the scarcity of differential rewards available in nursing, and given that participation
in continuing education is (a) one of the clearest ways to gain access to these rewards,
and (b) one of the few legitimate means by which rewards can be distributed on an
unequal basis, policy and procedures for continuing education become subject to a variety
of pressure and interests that are only tangentially concerned with professional growth
and development. For example, there can be little doubt that linking pursuit of extra
qualifications to differential salary increments encourages some nurses to pursue further
study for no other reason than to advance on the salary scale or gain a promotion. That

the pursuit of such study could, should, or might lead to professional growth and
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improved patient care is not denied. However, one would be naive to assume that present
conditions do not encourage a great deal of ritualism, whereby nurses tolerate a wide
range of irrelevant curricula in order to achieve their primary goals - a promotion or salary

increment.

There are, in addition, further illustrations of how the reward structure is co-opted to
support programmatic concerns other than, and sometimes in competition with, the
development of systematic continuing nursing education programmes. Obviously, as
McDonald (1977) noted, colleges of higher education have a vested interest in
maintaining the link between the pursuit of further study and salary increments, precisely
because this linkage serves to maintain college enrolments. Similarly, nurse
administrators sometimes use continuing education programmes, conference attendance,
and release time as means of rewarding nurses for past performance rather than as a
means of assuring continuing growth. In effect, participation in continuing education,
especially if that participation involves release time or gaining extra qualification leading

to salary increments, can function as a proxy for merit pay.

One of the results of the relationship of continuing education to the reward structure is
that some nurses perceive that hospital-sponsored and hospital-supported continuing
education is reserved for special and select categories of nurses. Such perception often
serves to enhance any latent source of conflict in hospitals; it activates competitive actions
between and among nurses and fosters feelings of relative deprivation among groups that

are structurally denied access to the rewards that are available.

The basic point is this: given the way continuing education is related to the reward
structure of the hospital, it is called on to serve many functions rather than meeting its

primary aim of nurses' career and professional development.
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53 Change and Maintenance Functions

Like other organisations, hospitals are concerned with both stability and change. If
nursing is to pursue effectively the goals for which it has been established, it must
maintain sufficient stability to insure that most of the energy expended is directed toward
these goals. On the other hand, nursing cannot be effective unless it has the capacity to
adapt to new conditions and the capacity to ensure that those who practise nursing

perform at an optimal or near optimal level.

The literature in nursing, especially in nursing education and staff development (Slater
1974; Popiel 1977; Shores 1978; Tobin 1979 & Chamber 1979) is more attuned to issues
of change than issues related to maintaining stability. Indeed, many nurse practitioners
and researchers find the ability of nurses to resist change to be one of the most perplexing
and interesting problems they confront. Furthermore, the literature in nurse education
and staff development is much more concerned with linking continuing education to

change in nursing than with linking continuing education to stability.

In the nursing literature (Cope 1980, Pearce 1980, Smith 1983, Campbell and Williams
1983), there are useful examples of how change has been effectively introduced in
nursing and how continuing education has been used to support these changes. Yet one
cannot read the literature without gaining the impression that for the most part, efforts to
change nurses have been relatively ineffective, and continuing education has not been
proven to be an effective means of bringing about changes in nursing practices. In spite
of these apparent failures, however, nurse educators persevere and some of the most
volatile issues in hospitals have to do with who should have the right to control
continuing education (Gothier 1983, Haggard 1984). Given the apparent deficiencies of
continuing education and the apparent inability to demonstrate clearly that continuing
education achieves what is claimed for it, one cannot help but wonder why anyone cares
enough about the control of continuing education to bother fighting over it. The fact is,

however, that nurse educators do fight over the control of continuing education. This
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suggests that continuing education is perceived to serve some vital function, though the

functions it serves may not be the functions that are claimed for it.

What functions do staff developers claim for continuing education? Two major functions
are easily identifiable. First, continuing nursing education could serve to support the
introduction of new ideas, new technologies and new procedures in health care. One may
label this as the innovating new technology function. Second, continuing nursing
education could serve to enhance performance capacities, to refine existing skills, and to
expand existing knowledge regarding new developments in nursing. This function may
be referred to as improving existing performance function. In addition, one can suggest
that continuing nursing education also serves a third function, that is, maintaining the
present performance function. This function refers to those conditions that must be
fulfilled to assure compliance with preferred nursing administrative routines, to support
organisationally preferred modes of operating, and to protect those engaging in those

activities from unwanted outside interference.

If one considers the dubious legitimacy of continuing education in nursing, and the way
continuing nursing education is related to the reward structure, one can gain a fuller
appreciation of the reasons why continuing education so often serves the maintenance
function exceedingly well and why continuing nursing education is employer oriented and
not nurses oriented. If one considers the way hospitals are related to their larger
environment and the pressure that the public places on hospitals to change, one can more
fully understand why it is perceived by many nurse administrators to be important to

resist the change and to attach continuing education to maintenance the function.

Finally, if one considers the pressure that the emphasis on change places on hospital
maintenance systems, in which the few flexible resources of nurse administrators are
disproportionately given over to continuing education, the fights for control of continuing

education become better understood. Obviously, keeping things from getting worse
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while undergoing the dislocations produced by change requires more maintenance effort
than is required when a situation is stable. Thus, as pressures for change increase,
pressure on the existing maintenance system increases as well. Since the amount of
resources that hospital systems have for maintenance purposes is limited to begin with,
there is strong pressure to co-opt flexible staff development resources, ostensibly

committed to change, for the purpose of maintaining the system rather than changing it.

The pressure for change in the Australian Health Care system has been well documented
(Mancock 1973, Evans 1974, Patten 1975, Lambert 1975, Ibell 1975, Gross 1975,
Gross 1976, Ford 1976, Schlotfeidt 1977 & McFarlane 1981). One need only read
newspapers or watch television news to know that there is tremendous pressure on the
health care systems to change and improve. Indeed, many nurses are convinced that if
the health care systems do not change and improve, the future of health care is threatened.
Improvement and change require considerable organisational resources and the
expenditure of additional time. Change also requires that high priority be given to those
research and development activities that are necessary to produce the information and
technologies upon which change is based. Change also requires detailed planning. At
the same time, a system undergoing change must make provision to maintain itself in

such a way that present performance levels do not erode.

For those who are knowledgeable about the operation of the typical health care system, it
should be unnecessary to document the fact that long-term planning and research and
development activity are not high priority items. Consequently, the style of continuing
nursing education curricula tends to reflect the employer's immediate concerns rather than
focusing on nurses' global career stage needs. If medication error is perceived as a major
issue, there is a strong pressure to run workshops for nurses that focus on drug safety.
Conceivably, such workshops could bring about change, but if they were to do so, they
would require considerable follow-up and the type of support necessary to establish new

procedures and technologies. However, programmes that support the improvement of



24

current practice are likely to be even more draining on existing resources than are

programmes that support the maintenance function.

Let us reiterate. Given the fact that the demand for change is seldom coupled with
additional resources to support change, there is strong pressure to use those limited
resources that are available for staff development activities that are primarily oriented
toward maintenance. For example, providing workshops on drug safety for all the
nurses in the hospital can be used to convince a concerned public that something is being
done to deal with the drug mistake problem. Thus, nurse administrators encourage
continuing education curricula to reflect their concerns, and their concerns frequently
translate into nothing more or less than teaching nurses how to comply with requirements
of a local hospital system. Yet, it is of paramount importance that nurses, as recipients of
the continuing education, are in a better position to identify their own concerns, and to

demand curricula relevant to their needs.

What is being suggested here is that the way nursing is organised and the way continuing
education is embedded in nursing make it difficult, if not impossible, for continuing
education to meet the professional and personal concerns of nurses as present. The only
real function that continuing education is serving currently is the maintenance function.
Indeed, nurse educators who are responsible for continuing education are unable to resist
demands that their activities support the employers' needs even when the activity is

legitimised in terms of meeting the concerns of nurses.

5.4  Ineffective Curriculum Construction Process

As there appears to be considerable need for continuing nursing education (Studdy and
Hunt 1980, Hyde 1981, Olade 1982, Urme and Trickett 1983, Deacon 1984), one could
assume that such activities would be a frequent and regular part of the lives of nurses.
Unfortunately, reports do not support such an assumption. Nurses almost invariably

report that they have participated only in minor staff development activities during the
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course of the preceding year (Slack 1981, King 1981). In fact, in their study of
educational needs of qualified nurses, Studdy and Hunt (1980) discovered that the great
majority of nurses had engaged in various forms of staff development not more than once
a year, even though nurses considered that staff development generally was either an

excellent or a good idea.

Perhaps most devastating is the generally ineffective curriculum construction process as
described by Popiel (1977), Chamber (1979) and Sovie (1981). There is a lack of
theoretical framework in which continuing nursing education curricula are modelled.
What emerges is a not so pleasant picture of a needed enterprise that is fragmented,
infrequently engaged on a regular basis by nurses, not regarded very highly as it is

ractised, main in term nurses' opinions of relevance.
actised, and mainly assessed in terms of nurses' s of rel

In examining why continuing nursing education is in its present situation, frequently cited

criticisms can probably be placed within the following general statements:

1. Educators who are responsible for organising and implementing staff development
activities are frequently disadvantaged as there are practically no higher education
offerings aimed at improving personal responsibility for staff development (Cantor

1975).

2. Little continuity and co-ordination exists between or among staff development
offerings and it is difficult if not impossible for nurses to see how apparently
unrelated in-service activities will in any way allow them to do a more effective job

(Fujtasek 1985).

3.  Continuing education is often presented and perceived as a way to correct a deficit
rather than as a normal growth experience. Little attention is paid to the educational
needs or stage of career development of the nursing staff. Thus one sees a situation

where the nurses are often mandated to participate in a staff development
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programme of an externally determined nature which does not adequately consider
their present interests and professional concerns. Despite recent attempts in
hospitals to take account of individual attitudes toward a particular continuing
education focus and to allow for adulthood as a legitimate and special stage of
learning, the norm in structuring continuing education curricula continues to be a

largely undifferentiated, deficit approach (Sovie 1981).

4. Too often, continuing education activity focuses solely on the nurse as the
responsible party for improving patient care without sufficient attention to other
organisational, social and personal factors in the caring process. There is little
consideration of the nurses' motivational preferences and job satisfaction. Thus
nurses frequently leave staff development activities with the frustration and
disillusionment that the staff development curricula are irrelevant to their needs

(Mulholland 1980).

Perhaps the most serious criticism that could be levelled at continuing education today is
that it generally fails to consider the content and processes of effective staff development
curricula construction. Not only is there a lack of evidence about effective staff
development processes, there is also a paucity of theoretical bases around which one may

begin to conceptualise designs.

There is an emerging body of knowledge related to the importance of individual attitudes
about current contents of staff development activities. The basic premise is that it is
crucial for the educator to find out where the nurses are in terms of their professional
needs in order to match content with prior knowledge and existing workload. The central
point is that the content must be considered within the context of nurses' career stages as

well as to their attitudes about the use of the content being proposed.
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Much more activity is required to explore career stage needs of professional nurses as the
rational bases for continuing education. While such activity requires subjective
judgement about the meaning of different career stages, it provides nurses with a way to
propose alternative continuing education curricula that can be tested in a quasi-
experimental fashion in future. This thesis, it is hoped, constitutes the first stage in a

longitudinal study of curriculum based on nurses' career stages.

6. The Significance of the Present Situation and Special Features of
Continuing Nursing Education

In the previous section, particular issues have been selected to demonstrate that there is
substantive evidence that the current status of continuing education practice is one of flux
and uncertainty. Pressures are building to reform the inadequate continuing education
curricula with processes that are more nurse-focussed and planned on a theoretical
framework. The content of these processes will have to address professional needs and
personal concerns of nurses that go far beyond needs associated with a traditional view of

employer-centred and provider-oriented approaches.

Clearly, the task of understanding and utilizing the potential of continuing education for
professional and personal growth is a major endeavour. Appropriate roles for hospital
and higher education personnel, as well as the roles of other potential contributors such
as professional organisations, have not been investigated in an adeqliate, systematic
fashion. Resources are uncoordinated and under-utilized. Support systems, the
backbone of any change efforts, have been neglected. Little effort has been made to
determine the ways in which continuing education can really make a difference in
assisting nurses in meeting their professional needs. This is not surprising in view of the
aforementioned lack of theoretical bases around which educators can conceptualise
curriculum designs. Public demands for accountability within hospitals, as well as

concerns expressed by nurses about continuing education, are all passed along to
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inadequately prepared staff developers.

Yet there is reason for optimism - we now know much about effective adult learning. We
have also taken initial steps toward beginning to understand how to look at different
career stages of professionals and their various characteristics. We also have a limited
knowledge base about effective principles of curricular construction process in nursing as
well as the initiation of creative and sound thinking about how to consider staff
development as an integral part of any effort to assist professional and personal growth of

the nurses.

Perhaps most significantly, we have a situation where health care services are faced with
declining fiscal support and a clamoring for improvement in hospitals. The need for
better use of existing human and monetary resources and systematic consideration of how
improvement can best be achieved is undeniable. It may well be the case that these

negative circumstances will provide the impetus that complacency never did.

7. ignifican f th

The absence of a coherent conceptual framework to guide the design of the continuing
nursing curriculum and the uncertain status of continuing nursing education indicate the

need for the study.

In the first place, while research in continuing nursing education in other countries such
as the United States of America has been initiated, research in continuing nursing
education in Australia is virtually non-existent. The present study could provide impetus
for the nursing profession to re-examine the current status of continuing education.

Secondly, while empirical research is evident in some of the continuing nursing education
literature from the United States, the majority of the studies relate to the pressure and

problems of continuing nursing education. Curriculum development has not been the
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focus for the continuing education research.

Thirdly, while the importance of continuing nursing education has been voiced, the
implications of nurses' career stage needs and motivational preferences have not been
drawn. Very little is known about the way continuing nursing education can be used in
meeting nurses’ personal and professional concerns. The curriculum model developed
could provide a framework for career development programmes that can help nurse
administrators to identify opportunities for re-structuring nurses' work experiences and to

make them more interesting and rewarding.

The idea of a longitudinal study of effects of continuing education curriculum for nurses
means that nurses of a particular career stage who have participated in an experimental
continuing education programme can be studied over a period of at least five years, this
time span representing the approximate mid-point of each career stage. Although it may
take many years before the results of the whole study are known and although there is a
danger of loss of participants over a period of time, longitudinal study has the advantage
that the researcher can pursue in depth a particular point of interest. The researcher will
be able to make more objective observations about a given event than the subject who
simply makes a subjective recall. In addition, early apparent trends can be investigated in
depth at forthcoming data collection points. While this thesis covers only a period of six
months prior and after beginning nurses entry to the profession, anticipated work from
the longitudinal study would be presented, in series, as it becomes available. The first
stage of the longitudinal study concentrates on the design of a curriculum construction
process to provide continuing education programmes for Australian nurses and to validate

this curriculum construction process.
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CHAPTER TWO
REVIEW OF RESEARCH AND RELATED LITERATURE

Several obvious issues emerge from the discussion so far. The first is the definition of
curriculum. The second is what is meant by nurses' career and developmental stages.
The third relates to nurses' motivation and job satisfaction. These issues are now

discussed.

1. T r n rational Definition of rriculum

Reviewing this literature, one notes much confusion as to what curriculum is. Part of this
confusion grows out of the variety of definitions and the purposes to which those
definitions apply. This variety reveals itself in the following samples of selected
definitions. For instance,

"Curriculum ... is that body of value - goal-oriented learning content,
existing on as a written document or in the mind of teachers, that, when
energised by instruction, results in change in pupil behaviour.” (Inlow
1973, p 41)

"... a planned set of human encounters, thought to maximise learning."
(Wilson 1971, p 64)

"the curriculum is now generally considered to be all of the experiences
that learners have under the auspices or direction of the school." (Doll
1970, p 24)

"the curriculum is a vital, moving complex interaction of people and things
in a fluid setting. It encompasses question to be debated, forces to be
rationalised, goals to be illuminated, programmes to be activated, and
outcomes to be evaluated.” (Firth and Kimpston 1973, p 3)

"curriculum ... include all of the experiences for which the school accepts
responsibility.” (Ragan and Shepherd 1973, p 3)

"the curriculum is considered to be the increasingly wide range of possible
modes of thinking about men's experience - not the conclusions, but the
model from which conclusion derive, and in context of which these
conclusions, these so called truths, are grounded and validated." (Beith
1965, p 262)

" ... a selection from the culture of society." (Lawson 1975, p 6)

"... all of the learning of students which is planned by and directed by the
school to attain its educational goals." (Tyler 1956. p 79)
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"All learning which is planned or guided by the school, whether it is
carried out in groups, or individually, inside or outside the school."
(Richmond 1971, p 11)

"A programme of activities designed so that pupil will attain, as far as
possible, certain educational ends or objectives.” (Richmond 1971)

"Curriculum can be defined as a field of study involved with what is taught
in the schools, how it is taught, how what is taught is planned for, and
how it is evaluated.” (Huenecke 1982, p 290)

By curriculum I mean what students have an opportunity to learn in
school, through both the hidden and overt curriculum, and what they do
not have an opportunity to learn because certain matters were not included
in the curriculum.” (McCutcheon 1982, p 19)

"A curriculum is an artifact, a product of human decision making, an
expression of human intention have to do with other human beings. The
intention is arrived at within a particular culture and pertains to the

transmission of some element of cultural content.” (Johnson 1976, p
505).

Even from this brief catalogue, it can be seen that "curriculum" can mean everything from
content in a particular subject through to the range of life's experiences at a particular

time.

Beauchamp (1981), in his detail discussion of curriculum, considers three ways in which
the term curriculum is most legitimately used. Firstly, a curriculum can be considered as
a written document depicting the scope and arrangement of the projected educational
programme for a school. A second legitimate use of the term curriculum is to refer to a
curriculum system as a subsystem of schooling, a subsystem within which decisions are
made about what the curriculum is, how it will be implemented, and how it will be

evaluated. A third legitimate use of the term curriculum is to identify a field of study.

In a somewhat different approach, Huenecke (1982) describes three major approaches in
classifying curriculum. The first is the structural approach which focuses either on
identifying elements in curriculum and their interrelationships or on the structure of
decisions involved in curriculum planning. According to this approach, planning for

instruction must include explication of purpose, design and organisation of student
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activities to achieve the purpose, and evaluation of progress towards that purpose. In
sharp contrast to the Structural approach, the Generic approach focuses not on the
curriculum making or on curriculum elements, but on the outcomes of curriculum. The
emphasis is on the cumulative effects of schooling on the total person. Finally, there is
the substantive approach which highlights desirable subject matter or content. Emphasis
is not on the negative aspects of what occurs under the auspices of curriculum, but rather
is on areas of omission in the curriculum. The emphasis is more on planning
improvement of content than on describing what is typically found at the moment in the

school curriculum.

All these definitions and discussions describe curriculum as a structure and process of
assessing needs, identifying the desired learning outcomes, planning and preparing for
the instructional alternatives to achieve the outcomes and using the cultural, social and

personal interests that the curriculum is to serve.

From the research point of view, these approaches treat curriculum as an intervening
variable in which the prototypical question is - Given the curriculum, how does a society
use it? Alternatively, these approaches treat curriculum as an independent variable in

which the proto question is - What does it do to those who are exposed to it?

Yet, a curriculum may be considered as the output of a curriculum development system.
In fact, the term "curriculum” is defined by Johnson (1976) as a plan for achieving
intended learning outcomes. According to Posner and Ruditsky (1978) an intended
learning outcome is:

"... a statement of what the student is to learn. It may be a statement about

facts, ideas, principles, capabilities, skills, techniques, values or feelings.

The use of 'intended' emphasised the notion of control and direction in the
educational process.” (Posner & Ruditsky 1978, p 16)
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This conception of curriculum as an output is further supported by Popham and Baker
(1980) who define curriculum as all planned learning outcomes for which the school is

responsible.

In essence, as Musgrave (1974) proposes, when curriculum is viewed as ends, it is

treated as a dependent variable and the essential issue is to show the details of the process

by which curriculum decisions are taken. Musgrave's view is echoed by Zia (1976) who

suggested that there are two processes involved in curriculum development:

(a) curriculum construction - which is the decision making process to determine the
nature and organisation of the curriculum components, and

(b) curriculum management - which is the decision process determing how

curriculum construction is to be implemented.

Such a view as Zia's is further supported by Posner (1978), who identifies several
domains of curriculum research. The first three domains are:

1. study of the context of planning and development

2.  study of the inputs of planning and development
3.  study of the process of planning and development.

Using the Musgrave (1974), Zia (1976) and Posner (1978) frameworks, one major focus
of the proposed study is to design a process to provide continuing education curriculum
for Australian nurses and to validate this curriculum construction process. The first stage
of the research approach therefore uses curriculum content as a dependent (output)
variable. It is therefore necessary to propose and identify the independent variables

which would produce this curriculum.

In searching for independent variables and in selecting a curriculum research theory on
which the approach of the study can be based, Johnson's (1976) approach provides a

sound theoretical framework.
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"Curriculum research properly concerns itself with the manner and
circumstances in which the curriculum development process occurs ...
Curriculum research is concerned with the validation of criteria and
operational rules used in the process of curriculum development ... The
difference between their application and their validation is what
distinguishes the practitioner from the researcher.” (Johnson 1976, p
506).
Specifically, Johnson suggests that when curriculum is viewed as the dependent variable,

the researcher is concerned with two kinds of independent variables:

(@)  The "process” by which the intentions are reached and

(b)  The "context" in which the process occurs. (Johnson, 1976, p. 506.)

At a technical level, this suggestion is open to question. However, a variation of the idea

is useful in summarising the methodology of the present study.

With the present study, the first stage of research treats curriculum content as quasi-
dependent (output) variable. Nurses' career stages, educational needs, job satisfaction
issues and adult learning principles will be used to establish the desired input; that is, they
are a form of quasi-independent variables of the research. Following this, in the second
stage, the research will use the curriculum developed as an independent variable with
outcome measures focussing on nurses' awareness of lifelong learning and job

satisfaction.

2. reer Theori

The Oxford English Dictionary defines stage as "a point or period in development.”
Indeed, the developmental properties of career stage have been advocated by Foote
(1956) who defines the concept of a career as a progression of statuses and functions
which emerge in the course of experience. Becker and Strauss (1968) claim that the

career concept has been useful for treating certain dynamic aspects of adulthood and
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define a person’s career stage as "a general description of the course of an individual's
progression through the various statuses he or she has occupied (p 312). They treat the
career stage as a set of careers both in terms of its being a collection of statuses and
attitudes or postures providing direction for their development. Spence and Lonner
(1978) assert that to focus analysis on the career stage of an individual is to examine how
one perceives oneself in three social dimensions; namely (1) the sociocultural which sets
the limits of choice, (2) the interactional which provides the context within which the life
career develops, and (3) the inner sense of self where one experiences the sense of

success or failure.

In relation to professional workers, the concept of career stages has only been a recent
development. Nevertheless, many theorists have written about the developmental career
stages of various professions. Published works referring to career stages include Fuller
(1969), Smith (1972), Bullough (1972), Gregorc (1973), Dalton (1977), Peterson
(1979), Ryan (1979), Newman (1980), Cohen (1981), Benner (1982), Gassert and Holt
(1982), Sovie (1982), Kaye (1982), del Bueno (1982), Weeks and Vestral (1983) and
Roberts (1984).

All these sources suggest detailed variations of the basic concept that a professional’s
working life can be described by career stages. These writers represent the growing body
of opinion that professionals do experience different career needs within occupational
position. These stages appear to result from a complex interaction of maturation,
experience, change in attitudes, and interests over the working life span of each

professional worker.

For instance, Fuller (1969) published a range of articles in the late 1960's on the
professional life of teachers as they progress from college practice teachers through first
year teacher to experienced teacher. In his analyses of six earlier studies of teacher career

concerns conducted over the period 1932-1967, Fuller advocated a developmental
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framework of career stages, namely, pre-service, beginning teacher, and experienced
teacher. Such analysis lays foundation for later research. This might not be brilliantly
insightful, but it proved useful in focusing research effort in the transitional aspects of

professional development.

This early approach on career stages has been pursued by subsequent researchers in two
different ways: firstly, as a pattern of change related to a definite age range or career
point, a position typfied by Smith (1972), Ryan (1978), Peterson (1979) and Newman
(1980), who describe versions of career progression stages such as first year, early,

middle, or late career.

The alternate approach is provided by theorists who describe career stages in
developmental task terms not immediately related to a particular age or job phase.
Instead, career stages are described as a pattern of change related to some developmental
characteristics or concerns of the professional worker. For instance, Gregorc (1973)
suggests a detailed profile of career development in four stages: becoming, growing,

maturing and fully functional professional.

Such an approach is supported by Dalton (1977) who, in his study of 550 professionally
trained employees, describes a four-stage model of career development for professionals
in organisations - apprentice, colleague, mentor and sponsor. His developmental model
describes each one of these four successive career stages in terms of different tasks,
different types of relationships and different psychological adjustments. High
performance as a professional means as performing well within the appropriate role for

that stage.

In nursing, a specific example of this approach is provided by Gassert and Holt (1982),
whose version of career stages covers five levels - associate clinical nurse, clinical nurse,

primary clinical nurse, nurse clinician and nurse co-ordinator. The number of roles, the
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depth of skill required and the behaviour expected all change as the nurse progresses

through the system.

This concept of career stages has also been proposed by Friss (1982) who introduces the
typology of transient career, spiral development, steady state and linear careerists in
nursing. Friss suggests that the transient career is associated with a need for
independence; spiral development is associated with a need for growth; a steady state is
characterised by a need for security; and linear careerists are motivated by a need for
achievement. Friss argues that the merit of this typology is that the stereotyping of nurses
as noncareerists can be directly challenged and that every hospital has a core of nurses
who can be identified as careerists. Given this career typology as the basis for a new

perspective, implications and promising new strategies for staff development can be seen.

Perhaps a more detailed developmental model in nursing is that offered by Cohen (1981).
The Cohen model is based on Harvey, Hunt and Schroder's (1961) theory of concept
development, the stages of which are thought to apply not only to childhood development

but also to the accepting of new roles or progressing to new career stages.

Although the rate of progress through the stages of the professional developmental
process may vary, one of Cohen's fundamental propositions is that "the nurse must
experience each stage in sequence to feel comfortable in the professional role.” (p 16.)
Cohen asserts that in stage 1, Unilateral Dependence, the nurse is reliant upon external
controls and adheres to the limit set by the authorities. "Concepts must be accepted
without question from external sources because the nurse lacks the necessary experience
and knowledge to criticise or question.” (p 61.) In stage 2, Negative/ Independence, the
development is characterised by a cognitive rebellion, a questioning of the concepts
presented by authorities in an attempt to be free of external controls. The nurse develops
the capacity for critical thinking and thus begins to sever the reliance on external

authority. In stage 3, Dependence/Mutuality, cognitive rebellion is replaced by more
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realistic evaluation of the environment and the nurse begins to integrate others' ideas. In
stage 4, Interdependence, the need for independence and the commitment to mutuality are
integrated and the nurse gains the capacity to exercise independence. The professional
developmental process culminates with the integration of a professional role identity into
the individual self-concept. Cohen asserts that satisfactory progression depends on the

positive resolution of all four stages.

Benner (1982) considers that the complexity and responsibility of nursing practice today
requires long-term and ongoing career development. She describes a five-level model of
career development for nurses, novice, advanced beginner, competent, proficient and
expert nurse. The levels reflect change in two general aspects of nurse's professional
progression. One is a movement from reliance on abstract principles to the use of past,
concrete experience as paradigms. The other is a change in the perception and
understanding of a demand situation so that it becomes less a compilation of equally
relevant bits and more a complete whole in which only certain parts are relevant. From
the continuing education point of view, the major implication of this model is that any
curriculum planner and mentor needs to recognise such aspects as readiness to learn,
within which to offer guidelines for career and knowledge development relevant to

various levels.

Benner's (1982) attempt to relate education to nurses' career stages is supported by
Sovie, who concentrates upon job satisfaction and nursing retention. Sovie (1982)
outlines a career stage model for hospital nurses and addresses the issues and challenges
in the 61‘ientation and inservice education component of the model. Her developmental
stage descriptions for nurses include three components - "professional identification”,
"professional maturation” and "professional mastery.” (p 6.) Each component in the
hospital nursing career model consists of different issues and concerns in nursing and
includes major responsibilities for staff development educators. Each component also

includes significant unresolved issues demanding new approaches and creative design
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and development. The discussion addresses the redistribution of staff development
resources in attending to those developmental stages and provides a forward view of

continuing education programmes that are nurses' needs orientated.

More recently, a four-stage developmental model in nursing has been put forward by
Etheredge (1985). Etheredge suggests that the nurse's grasp and exploration of her role
parallels that of a person's individual growth and development. As with human growth,
each stage presents critical tasks and distinct and observable role development that are
universal. According to Etheredge, stage one, the dependency phase, is characterised by
the nurse's need of support, guidance, and advice from nearly everyone. With
uncertainty in her role, the nurse has a low tolerance for frustration. In stage two, the
trying phase, the nurse identifies and develops her own nursing style. To establish her
own nursing identity, she explores what works for her and what comforts her. She may
rebel against authority and against the system to try to establish autonomy. Consistency

is lacking in the nurse at this stage.

While the nurse is struggling to achieve consistency, her performance, reactions and even
behaviour may not show it. In stage three, the integration phase, the nurse becomes
comfortable with her identity as a nurse in which she has developed her own effective
nursing style. In addition, she is aware of her strengths, weaknesses, and limits, all

based on a more realistic view of herself.

With the final stage, the reminisce phase, the nurse's memories of old times enable
comparison with past colleagues. Furthermore, this stage is characterised by the nurse's
role as a mentor in which she offers a special kind of wisdom that comes from having

lived through experiences that make her interesting and valuable to beginning nurses.

In summary, there is a solid body of opinion that the working lives of professionals such

as nurses can be described by career stages. The theory of using age or career point
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offers an alternative dimension in nursing and seems to provide a more practical research
approach because of the ease of identification of the proposed stages by clearly

measurable demographic characteristics such as age and length of nursing service.

However, from the researcher's point of view, the second developmental approach tends
to offer more sophisticated conceptualizations of staging than the first age-related models.
In addition, a major unresolved problem is that theories of stages based on age or career
point tends to assume an inevitable progression through a nurse's career, whilst the
theories related to stages as developmental tasks do not. There seems to be little doubt
that some physiological changes dependent upon age usually occur during a nurse's
career. However, earlier suggestions that most adult learning and mental capacities are
age dependent have been thoroughly discredited in current adult learning literature as

written by Kidd (1973) and Cropley (1977).

Perhaps Ryan (1979) provides an appropriate perspective on this dilemma. Ryan (1979)
writes:
"These studies suggest the need for different types of inservice and staff
development at different career stages. However, they also suggest that
there are different stage development inservice needs within groups ...

Some participants seem to bypass stages, others do not progress as far in
stages as do others.” (p 4.)

In the present study, a decision had to be made as to how nurses’ career/ development
stages would be identified and classified. Although the researcher could select some
career/developmental descriptors, such as early, middle and late career stages, there is a
lack of consensus among nursing professionals as to the real differences and
characteristics of these career stages. Consequently, there was insufficient guidance to
discriminate between these career/developmental stages. Such uncertainty created a real
research methodological problem. To overcome this difficulty, a Delphi technique was

implemented. This technique will be described in a later chapter.
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The use of career stages in this research can be substantiated on the additional grounds
that in the health care system of New South Wales, there would always be a large
population of nurses requiring continuing education. Thus, although career stage theories
may only describe the characteristics likely for most nurses at that particular stage, there
would always be a full range of potential options available for any nurse who was ahead

or behind their peer group in actual needs and interests.

The fundamental point established by this review is that curriculum planners need to be
cognizant of issues and needs at various career stages of nurses. The full range of
personal and professional concerns needs to be identified and incorporated in the

curriculum construction process for continuing nursing education.

3. Lif

For most people, the activities of education, work, and leisure are distributed in a linear
life plan. Stated simply, this means that people go to school in youth, work during their
middle years, and retire in old age. This pattern of lifetime scheduling is the product of
the natural dynamics of the human life cycle and the opportunities and constraints that
have emerged within our societies. In terms of the life cycle, it is natural for a person to
acquire physical and mental skills during youth, to assume a productive work role during
the peak strength of middle life when family responsibilities are usually greatest, and

finally withdraw from work demands as physical and mental vigour decline in old age.

One of the influences on life patterns is suggested by emerging theories on the
developmental stages of adulthood. Over the last decade several scholars have proposed
that adults pass through developmental stages the same as children and adolescents do.
The literature review revealed a group of life stage theories that are not nursing specific.
These represent sociological or psychological theories describing adults' changing needs

and interests as they progress through the stage of adult life. While empirical research on
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these developmental theories is inconclusive, there appears to be some consensus that
most adults progress through successive phases of stabilization and consolidation
followed by change and growth as they pursue new goals and confront the changing

crises of different ages.

Reviewing literature, one notices these life stage theories could be categorized into age-
based, which specify a time relationship of events, or developmental-based, which

describe details in a sequence of events that could normally be expected.

Published works referred to age-based life stage include Gould (1972), Levinson (1974,
1978), Sheehy (1976) and Knowles (1979). These authors describe concerns, problems,
and tasks that are common to most adults at specific age bands of their lives. For
instance, Sheehy (1976) identifies five stages of adult development between the ages of
18 and 50, namely: "pulling up roots" (18-20) in which the adult leaves home and locates
self in peer group, occupation and view point; "trying twenty" (20-30) in which the adult
relates himself with external situation; "catching thirty" (30-35) in which the adult tears up
what was done in 20's and in favour of new energies; "deadline decade" (35-45) in which
the adult concentrates intensely on advancement; and "renewal or resignation stage" (45-

50) in which the adult regains equilibrium and emphasis on friendship and privacy.

Similarly Knowles (1979) describes concerns and life problems of American adults in
detail. Knowles proposes three stages of adult development: early adulthood (18-30),
middle adulthood (30-65) and late adulthood (65 and over). Each stage has different
concerns and problems relating to the issues of vocation and career, home and family

living, personal development, enjoyment of leisure, health and community living.

All these sources propose similar patterns of development characterised by such terms as
"provisional adulthood", "age thirty crisis", "mid-life transition", and "re-stabilization

period”, (Levinson, 1974). These terms represent peak periods of particular concerns
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and interests of any professional worker-as-adult. The views of these theorists provide
an important understanding; that any research attempting to examine nurse behaviour
must include consideration of nurses-as-adults. As Levinson (1978) suggests, the basic
purpose of this type of enquiry is "an interest in generating and working with hypotheses
concerning relatively universal, genotypic, age-linked adult developmental periods within

which variation occurs.” (p 21.)

Yet there is an alternative approach to the same issue as that provided by developmental
stage theorists. These theorists focus on a more abstract continuum than age-based
theorists. They select different issues on which to base their sequences of change. There
are those who select life events (Neugarten 1973, 1978; and Havighurst 1977); ego
development (Erickson 1963; Daele 1968; Loevinger 1976; and White 1975); moral
development (Peck and Havighurst 1970; Kohlberg 1973); and cognitive development
(Harvey et al 1961; Hunt 1971; Oja 1974; and Sprinthall 1983); and whilst there are
certainly differences in details and emphasis, there is consensus on the basic concept
being presented - that adults are not similar in their concerns and interests over their life

spans.

These developmental theorists provide guidelines for understanding and anticipating the
rhythms of mental, physical and emotional development in adult interests and needs.
They offer insight and understanding into the differences that occur, and life stages are a

commonly used mechanism for clarifying their proposals.

Although a considerable theory base exists from which the needs of nurses as
professional adults could be described by career or life stage theories, the literature review
also reveals opposing viewpoints or suggestions for modification regarding these

somewhat simplistic resolutions of complex issues.
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The main opposition to the acceptance of stages of developmental change solely as the
means of describing nurse needs can be considered at two levels, conceptual and
methodological. The conceptual concerns emerge from theorists who argue that
developmental stages are not the only type of change that would occur. They describe
other elements that are stable and unpredictable to the adult personality, needs and
interests. For example, Neugarten (1973) suggests three key "issues"” in any adequate
theory of adult development, namely (a) aspects of orderly and sequential change through
life; (b) elements of consistency and change in personality over long periods of time; and

(c) issues of antecedent-consequent relationships during a life span.

A broadly similar argument is advanced by Gergen (1977), who suggests that there are
three approaches to understanding and explaining human development: (a) through
patterns of stability-explicable through early experience based theorists such as Freud; (b)
through patterns of ordered change-explicable through developmental based theorists
such as Erikson; and through the non pattern of chance change, influenced by the

biological nature of the human organism interacting with culture.

These two sources represent the major conceptual concerns revealed in the literature. Yet
one can argue these theorists provide a perspective to utilize developmental theories rather
than rejecting them in the construction of continuing education curriculum. Their value is
to establish an awareness that there are other aspects of adult behaviour and needs than

are provided from purely developmental considerations.

These concerns simply state that continuing education planners should anticipate some
constancies of interest over career stages, as well as an element of unpredictability when

interests and needs are probed in detail.

At the methodological level of concern, issues have been raised by sources critical of

methodologies that involve professional adults diagnosing their own needs. For instance,
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Coleman (1976) argues that it is an assumption that professional workers could readily
identify their own needs; and the problem of diagnosing professional needs is not yet
resolved. Coleman writes "what is clear is that individual's perceptions of his own needs

is not a reliable guide, and that some diagnostic assistance is essential.” (p 15.)

This concern is supported by Jones and Hayes (1980) through research which examines
the accuracy of the technique of simply asking professional workers for their continuing
education needs. These investigators compare results of subject statements of perceived
need with the results of tests of same subjects' actual level of knowledge in the same sort
of continuing education topics. It is their conclusion that "asking subjects what they want
may not produce an accurate assessment of needs ... Subjects can express symptoms of

needs but may not be aware of actual needs." '(p 390.)

Jones and Hayes's view is supported by Brayne (1980) who reviews the literature on the
problems of using subject needs assessments as the direct planning base for continuing
education. He concludes that direct needs assessments are incapable of differentiating
between the perceived needs of professionals and their felt needs. Perceived needs,
which reflect what respondents think should be the skills or knowledge to be acquired,
are distinguished from felt needs which constitute the skills and knowledge that the
professionals feel they must have. Brayne interprets the difference thus: "... a response
based on perceived needs does not provide the necessary readiness or commitment to

acquire, develop and use these skills" (p. 3).

A more specific concern in nursing has been discussed by Orme and Trickett (1983). In
researching the training needs of sisters and charge nurses, these authors find that nurses
identify their problems and concerns easily. However, they have difficulty in suggesting
the appropriate continuing education and training to help resolve them. There are further
indications that the nurses' perceived needs bear no relationship to their educational

needs.
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All these criticisms provide a genuine dilemma for any researcher to select a valid
approach. Yet as Ryan (1979) in his review of life stage theories concludes: "What do
these types of studies suggest for staff developmental activities? ... First they suggest
professional workers at different peiods, or years into their careers, have different needs.
These studies suggest the need for different types of inservice and staff development at

different life stages." (p. 4.)

Brayne (1980) provides further support in the decision to adopt a stage approach to nurse
needs by stating:
"There is a substantive body of evidence ... that suggests professional
development planners should take the requirements, preferences, and

needs of adults as the starting points for professional development
activities." (p. 1.)

There is well documented evidence that continuing nursing education as it exists today
does not generally meet the needs of most nurses. If we want to improve the quality of
continuing education, the curriculum planner must learn to differentiate among the needs
of nurses. They are not a homogeneous group, and their needs for additional training and
support differ greatly. Although talking about stages of development tends to set up
artificial categories, it can be useful in giving a general picture of movement and growth.
Hence, despite the methodological concerns, the strength of integrating the career and
developmental stage theories as an approach basis for developing continuing education
curriculum outweighed these methodological difficulties. The developmental approaches
appear to offer a better alternative to current technique in curriculum construction, with

considerable and logical published support for their application.

4. Adult Learning - Andragogy

In her discussion of implementing continuing education, Popiel (1977) considers the

purposes of continuing education for nursing personnel to be fourfold: (a) to gain
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knowledge, skills and attitudes that will enable them to perform their jobs better; (2) to
learn new nursing roles, techniques, or skills; (3) to provide for self development and

professional growth; and (4) to show evidence of competence for re-licensure.

To put these purposes into a successful educational activity, it is necessary to develop a
philosophy of continuing education that will provide learning activities for adults, and an
environment that facilitates learning. There must be concern for the development of
individuals, a sense of worth of every person, and faith that nurses will make the right
decision for themselves if they have the necessary information and support. The
philosophy must emphasise the release of human potential and not the control of human
behaviour. The personnel involved in continuing education must believe in the concepts
of andragogy, the term referring to the art and science of helping adults learn. Andragogy

is distinguished from pedagogy, the art and science of teaching children.

Although, as Dressel and Thompson (1973) claim there are "few areas in education
today....so widely eulogised; ....so little understood, so loosely defined, and so
inadequately researched as adult learning” (p vii), there has been a growing body of
research and theory on adult learning. Sources such as Bischof 1969; Goulet and Baltes
1970; Long 1971 and 1973; Kidd 1973; Kaluger and Kaluger 1974; Cropley 1977,
Knowles 1972, 1975, 1978 and 1979; Miller and Verdnin 1979 and Peterson 1979 have

provided an operational concept labelled andragogy as distinguished from pedagogy.

For instance, Kidd (1973) puts forward five concepts: life span, maturation, adult
experience, self-learner and time, as guidelines for the investigation of the key differences
among adult learners. Miller and Verduin (1979) delineate the differences of andragogy

and pedagogy through the concepts of heterogeneity, structure and maturity.

Perhaps the most significant attempt made to characterise what adult learning is, has been

provided by Knowles, who stands out as the major contributor in the theory of adult
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learning. Knowles (1975) describes adult learning as: "a process in which individuals
take the initiative, with or without the help of others, in diagnosing their learning needs,
formulating learning goals, identifying human and material resources for learning,
choosing and implementing appropriate learning strategies, and evaluating learning
outcomes. This actually takes place not in isolation, but in association with various kinds

of resources, 1.e. teachers, mentors, peers and other human resources.” (p. 15.)

Knowles (1979) differentiates andragogy from pedagogy through reference to changes in
self-concept, the role of experience, readiness to learn, and orientation to learning. These

are worthy of detailed report here.

According to Knowles (1979), change of self-concept implies that as a person grows and
matures his self- concept moves from one of total dependence (as is the reality for the
infant) to one of increasing self-directedness. Andragogy assumes that the point at which
an individual achieves a self-concept of essential self-direction is the point at which
psychologically he becomes adult. A very critical thing happens when this occurs: the
individual develops a deep psychological need to be perceived by others as being self-
directing. Thus, when he finds himself in a situation in which he is not allowed to be self-
directing, he experiences a tension between that situation and his self concept. His

reaction may well be tainted with resentment and resistance.

It is Knowles' observation that those students who have entered a professional school or
a job have made a big step toward seeing themselves as essentially self-directing. They
have largely resolved their identity-formation issues; they are now identified with an adult
role. Any experience that they perceive as putting them in the position of being treated as

children is bound to interfere with their learning.

In relation to the role of experience in adult learning. Knowles believes that as an

individual matures he accumulates an expanding reservoir of experience that causes him
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to become increasingly attuned for learning and at the same time provides him with a
broadening base around which new learning can be associated. Accordingly, in the
technology of andragogy there is emphasis on the transmittal techniques which tap the
experience of the learners and involve them in analysing their experience. The use of
lectures, audio-visual presentations and assigned reading tend to fade in favour of
discussion, laboratory, simulation, field experience, team project, and other action-

learning techniques.

In addition, there is another, more subtle reason for emphasizing the utilization of the
experience of the learners. A young child identifies himself largely in terms of external
definers - who his parents, brothers, and sisters are, where he lives and to what school
and church he goes. As he matures, he increasingly defines who he is by his
experiences. For Knowles, a child's experience is something that happens to him; to an
adult, experience is who he is. So in any situation in which an adult's experience is being
devalued or ignored, the adult perceives this as not rejecting just his experience, but
rejecting him as a person. Andragogues convey their respect for people by making use of

their experience as a source of learning.

In regard to readiness to learn, Knowles suggests that as an individual matures, his
readiness to learn is decreasingly the product of his biological development and academic
pressure and is increasingly the product of the developmental tasks required for the
performance of his evolving social roles. In a sense, pedagogy assumes that children are
ready to learn those things they ought to because of their biological and academic
development, whereas andragogy assumes that learners are ready to learn those things
they need to because of the developmental phases they are approaching in their roles as
worker, spouses, parents, organisational members and leaders, leisure time users, and

the like.
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Furthermore, Knowles points out adult and child also differ in their orientation to
learning. The assumption is that children have been conditioned to have a subject-centred
orientation to most learning, whereas adults tend to have a problem-centred orientation to
learning. [Note that this author is presenting the assumption by way of explanation, not
in order to defend it on Knowles' behalf.] This difference is primarily one of time
perspective. The child's time perspective toward learning is one of postponed
application. The adult, on the other hand, comes into an educational activity largely
because he is experiencing some inadequacy in coping with current problems. He wants
to apply tomorrow what he leams today, so his time perspective is one of immediacy of
application. Therefore, he enters into education with a problem-centred orientation to

learning.

Hence, some core concepts of andragogical theory have emerged, namely, that adults as
learners have a psychological need to be self-directing; that their richest resource for
learning is the analysis of their own experience; that they become ready to learn as they
experience the need to confront developmental tasks; and that their orientation towards

learning is one of concern for immediate application.

The concept of andragogy has also been well applied in nursing education. Dickinson
(1973) observes the learning accomplished by an adult depends upon a complex variety
of factors including the physical situation, the subject matter, the instruction provided,
and the characteristics of the learner himself/herself. Rosendahl (1974) supports the
andragogical approach to nursing education, noting that not only does it encourage nurses
to think, but also stimulates and facilitates significant, self-directed leaming. Clarke and
Dickinson (1976) add the point that nurses' motives, attitudes and certain socio-economic
characteristics influence their level of participation in the adult-learning process. Cooper
(1978) also suggests that there is no preconceived format in the adult learning process but
that success depends upon clearly defined goals, identification of learning needs and a

reasonable plan to achieve the goals. All these views clearly indicate that the separately
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identifiable adult learning process is an important and necessary professional activity in

continuing nursing education.

A review of Houle's (1964) pioneering in-depth investigation of twenty-two learners
sheds further insight about purposes and values of continuing education as perceived by
adults. Houle finds that his subjects could be fitted into three categories. Firstly, there
are goal-oriented learners, who use education for accomplishing fairly clear-cut
objectives. These individuals usually do not make any real start on their continuing
education until their middle twenties and after. Secondly, there are activity-oriented
learners, who take part because they find meaning in the process rather than in necessary
connections among the content and the announced purpose of the activity. These
individuals also begin their sustained participation in adult education at the point when
their problems or their needs become sufficiently pressing. Thirdly, there are the learmning-

oriented, who seek knowledge for its own sake.

One essential idea that has emerged from Houle's work is that nurse-as-adult does not
learn, think, or react in the learning process in a single, simple way. Rather, as Newton
(1977) suggests, nurse-as-adult learner is an autonomous, experience-laden, goal-
seeking, novelty-oriented and problem-centred individual; hence continuing education
curricula must allow such individuals to select the content and process of learning.
Content and process must be based on individual needs and interests. Thus, the adult
education process needs to set up operations to put these learning principles into practice.
The adult educator must be able to diagnose nurse learning problems and there must be a
mechanism for real mutual planning in curriculum design. A programme that nurses
perceive to be imposed on them from the establishment is precisely in conflict with the
concept of adult education. The starting point in the diagnostic process is what the nurses
think they need at this point. Nurses have their own concepts of the knowledge, skills,
attitudes and understanding needed; differences and priorities can be worked out through

negotiation. Continuing education curricula must satisfy the diagnosed needs. As Jordan
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(1975) suggests, it should be evident that to maintain an interest in learning, the adult
student, rather than the programmer per se, is of central concern. Emphasis should be on
the learning process through which content is conveyed; the content takes its cues from
the learning needs and interests of the student. Thus andragogy adds additional argument

for adopting a nurse needs base for the planning of continuing education curricula.

The concepts offeréd by andragogy provide a direct linkage and support for this
researcher's belief in using developmental stages as the focus in specifying the needs of
professional adults such as nurses. The researcher's position is further supported by
Lowe (1975). As Lowe points out, "The implications of andragogy for education are
obvious. We might best summarise them by advising adult educators to spend much time
studying the rhythm of mental, physical, and emotional development of their students as

do child psychologists and pedagogues in the primary school”. (Lowe, 1975, p. 51.)

This position is also supported by Newton (1977) who claims that the adult's readiness
for learning is inherent in his societal role as worker, parent, spouse, organisation
member and the like. Since need is basic to want and readiness, the requirements and
demands of the adult's prevailing circumstances and aspiring roles in real life must

dominate and supersede all other considerations in andragogy.

Even more specific support in using developmental stages as the focus of adult learning is
provided by Knowles (1979). Knowles writes:
"The critical implication of adult learning is the importance of timing
learning experiences to coincide with the learners' developmental tasks. It
1s my observation that a good deal of professional education is totally out
of phase with the students readiness to learn". (Knowles, 1979, p. 57.)
Thus, there are substantive opinions that adult education requires a new theory that takes

into account physical, mental, emotional, social, spiritual and occupational development

through the life span; that explains learning as a process of inquiry and illuminates the
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competencies necessary to engage in this process; and that provides guidelines for
performance of the new roles required to facilitate that process. The characteristics of
adult learmers must be borne in mind by those who plan continuing education curricula for
nurses. If the needs of the nurse participants have been correctly identified, the
curriculum content falls into a pattern quite easily. Major consideration in curriculum
design must therefore be given to the adoption of a multi-facets approach to provide
ample time and opportunity for each nurse participant to express herself - to ventilate,
procrastinate, or penetrate her legitimate problems and concerns. Curriculum planners
need to be flexible in their approaches. They must be sensitive to nurses' needs and
prepare to adjust communication pathways as needed. In addition, they must be willing
to consider new kinds of content and experiment with innovative approaches in

curriculum construction.

5. ivation in ntinyin rsing E ion

A major problem often faced by continuing nursing educators concerns motivating nurses
to participate in continuing education offerings. Nurse educators often report that nurses
eagerly attend particular offerings, such as management classes, whenever these are
available, regardless of the immediate applicability of the information to the nurse's
practice setting. They report that attendance improves if an incident in the clinical setting
prompts a need for learning, such as evidence of rising staff back injury due to faulty
lifting techniques. However, participation in a variety of continuing education
programmes initiated by continuing nurse educators is most often limited unless

mandated.

The motivation problem goes far beyond encouraging nurses to attend continuing
education programmes. Once they are there, the nurses must be motivated to active
learning. Following the programme, they must be motivated to apply in the practice

setting the new knowledge and skills gained. Thus, three problem areas exist in relation
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to motivation in continuing nursing education: participation, active learning and

application.

It is not enough for a nurse to apply her knowledge and skills in her professional duty,
she must also be sufficiently interested and motivated to perform it, or she will not carry
out her duty effectively and will not find it satisfying. Argyle (1977) considers effective
performance is a joint product of abilities and motivation. French (1978), in similar vein,
further claims that the ability to solve problems is a function of both intelligence and
achievement, the effect of intelligence being greater for more highly motivated subjects,
which shows that the relationship is multiplicative. The strength of motivation in turn
depends both on an individual's enduring drive strength and on the incentive conditions.
Both the choice of occupation and the choice to perform well are products of incentives
and drive strength. The amount of satisfaction is a product of the motivation and rewards

obtained.

Hence, the issue of motivation is important for the nurse educator as it can provide
guidelines and background in which continuing nursing education curriculum can be

constructed.

Reviewing literature, one notices that current approaches to the study of motivation have
their conceptual bases in the world of business rather than nursing and essentially are a
specialised application of the theories of incentive and motivation applied to a work
setting. In general, such approaches have examined the effects of rewards on people in
various organisational settings. Specific nursing applications have occurred only

recently.

Two basic orientations have persisted through the various theories of incentives and
motivation: the first is that people will respond as individuals to external reinforcements

provided by organisations (extrinsic rewards oriented; the second is that individuals will
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act to satisfy their inner needs, interests, and drives (intrinsic motivation oriented) - often

from the basis of some form of self image.

Typologies such as the much-explored Getzels-Guba (1957) social system model of
organisational behaviour have provided the persepective that organisations (and their
people) in action really consist of two interrelated and sometimes competing
characteristics:
1. the organisational (nomothetic) requirements which create organisational
expectations of task achievement to satisfy organisational goals;
2. the personal (idiographic) requirements which represent the needs of people in the
organisation to attain their personal satisfactions and interests.
These two characteristics provide a framework in identifying the purposes of incentive
and motivation in job satisfaction theories. Incentives represent the external inducements
or rewards created by the formal organisation to cause the individuals to work toward the
goals of the organisations. Conversely, motivation represents the forces generated by the
internal needs and drives of the people in an organisation. These motivational forces can
in part be generated by outside factors, but they appear intrinsic to the individual in that
the actual resultant forces are created by an internal process based on the needs structures
of the individual. In fact, Hay and Miskel (1978) define motivation as:
"... the complex of forces, drives, needs, tension states, or other internal
psychological mechanisms that start and maintain activity toward the

achievement of personal goals ... work motivation is considered a sub-
classification of general motivation." (p. 96.)

This distinction between incentives (extrinsic rewards) and motivations (intrinsic
rewards) is useful in reviewing theories of incentives and motivation as they apply in
work settings. Historically, these theories have provided the basis of job satisfaction
studies and can be grouped into three categories on the basis of their emphasis: early
theorists who focus on the effects of incentives (Taylor 1912; Barnard 1936, March and

Simon 1958); later theorists who emphasise motivational effects (Maslow 1954; Argyris
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1965; and Herzberg 1966); and current theorists who attempt to specify some type of
interrelationship between the two concepts (Festinger 1957; Adams 1971; Vroom 1964,
1971; and Miskel et al 1975). These classifications probably reflect what Handy (1976)
describes as the three "eras” of administrative thought. Though overlapping at times, the
initial era of scientific management emphasises on "economic man" responding to external
(monetary) incentives; then the "human relations" era which focuses on the individual
people in organisations; and, finally, the "integrative” era which attempts to provide
conceptual frameworks to explain the dynamic relationships between people and their

organisation.

The early theorists represent the scientific management era with its emphasis on external
incentives. For instance, Taylor (1912), by combining time and motion study with wage
incentives, demonstrated that one can bring about better co-operation between employers
and workers. Taylor suggested that when external incentives are properly applied, and
when a sufficient amount of time has been given to implement the principles of scientific
management, a larger output per man as well as an output of a better and higher quality,

will result.

Similarly, Barnard (1936) viewed incentives as a mechanism for obtaining individual
effort. This mechanism comes in positive and negative forms. He suggests that one of
the executive's tasks is to increase satisfactions and reduce dissatisfactions through the
use of incentives. Barnard developed the construct of "individual equilibrium” to
describe behaviour in organisations and the effect of incentives on employees. In this
concept, there is a balance between inducements provided by the organisation and the
effort put in by the employee, which acts to provide the individual with either a surplus or
deficit of satisfaction. The employee's work attitude is the result of this surplus or

deficit.
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Barnard's construct has been extended further by March and Simon (1958) in their
concept of employee participation in organisation. March and Simon develop an
economic argument using monetary measures to balance inducements (incentives and
other organisational factors of production) against the contribution of the individual to the
organisation. They propose an "inducement-contribution scale" which reflects an
individual's current equilibrium between incentives offered and effort produced. In their

judgement, job satisfaction and willingness to work are reflected by this balance.

In essence, March and Simon have extended incentive theory conceptually by proposing
that an individual's perception of his work is in part unrelated to economic market
conditions; that rewards have different importance to different individuals; that
communication problems distort the meaning of incentives; and that human irrationality

and complexity are partial causes of the unpredictability of the effects of an incentive.

Hence, March and Simon show the importance of an individual's interpretation of
organisational actions such as an incentive, and the subsequent inability of the employer
to predict accurately the effects of an organisational incentive (such as continuing

education) across a total group of employees.

A somewhat different approach has been adopted by other theorists who represent the
human relations era with its emphasis on motivational effects. Influential works by

Maslow (1954), Argyris (1965), and Herzberg (1966) can be cited as useful examples.

Maslow (1954) claims that the reason why people join organisations, stay in them and
work towards their goals, is a hierarchy of human needs. He applies this framework of
hierarchy of needs to clarify the relationships of values to the relative value of motivators.
Maslow identifies five basic needs, postulating that the satisfaction of basic physiological
needs triggers the emergence of social and psychological needs. Needs are presented in a

specific order with each successive need being dependent upon partial fulfilment of



59

preceding need. This need hierarchy in ascending order of satisfaction consists of first
order basic needs (physiological, safety, belonging and love needs) and the secondary
needs (esteem and self actualisation). Maslow points out that although the order of his
needs hierarchy is presented in a fixed order, it ought not be applied rigidly. The most
common exception to his order occurs when self esteem seems to be more important than
love. Other exceptions include lowered level of aspiration, individuals with psychopathic
personalities and those with such high ideals or values that they are willing to give up

everything for the sake of their ideal.

Maslow stresses the role of environment as the key to individual need satisfaction. If the
environment prevents lower order needs from being satisfied, then higher order needs -
particularly self actualisation - become difficult to achieve. An important corollary is the
idea of need regression, in which Maslow proposes that a person operating at a high
order of need fulfilment would revert to more basic behaviour patterns if deprived of a

more basic need.

In his later work, Maslow (1964) further introduces the two concepts of "becoming" and
"being". "Becoming" is the process of achieving satisfaction in first order, basic needs,
whilst "being" is associated with psychological growth towards higher order need levels
and self actualisation. Both processes require input from the environment. However,
Maslow views "becoming" as a result of experiencing personal deficit, whilst "being" is

a personality expansion process.

Maslow, as a seminal motivation theorist, provides a frequently used construct in current
theory - the needs hierarchy concept. His ideas also extend understanding of incentive
theory by explaining that organisations could provide - or fail to provide - the work
environments in which personal motivation could develop and psychological growth

ocCcur.
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Other work that commands attention on motivational effects includes that of Argyris
(1965). Argyris focuses on the effects of organisational life and individual motivation.
His thrust is the development of structures and control systems designed to build
consistency between organisational goals and individual values. His ideas can be
described in terms of "social conflict”. He considers that individuals have their own

personality and goals and, as organisations have their needs and goals, these two are

often incompatible in a number of ways. He observes the main factors in this conflict as:
the degree of self actualisation of the individual, the degree of interpersonal competence

of his organisational peers, and the nature of the organisation itself.

He proposes, therefore, that the solution to these dilemmas depends upon revising job
approaches that provide opportunities for job enrichment and worker involvement in
decision making, so that individuals can set their own goals and achieve psychological

success and the relative independence and autonomy of an adult.

Argyris criticises many apparent incentives, especially economic ones, as dysfunctional
because they are not directed towards satisfying appropriate needs in workers. He further
suggests that relevant organisational incentives could emanate from worker involvement
in decision making. If necessary, organisations should rethink both their structure and

approach to enable individual growth towards self actualisation to occur.

Argyris' contributions highlight the dependency of an organisation on employee
voluntary actions to achieve high levels of organisational commitment by individuals and
the importance of organisational efforts to accommodate the genuine needs and interests
of employees. Extending Argyris' concept further into continuing nursing education, one
can argue that the success of any programme depends on nurses' voluntary actions and
participation in decision making to achieve high levels of commitment. Efforts have to be

made to accommodate the genuine needs and interests of nurses.
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Herzberg (1959, 1966) extends the concept of motivation further in his two-factor theory.
Using a critical incident technique in which 200 engineers and accountants in Pittsburg
were asked to recall a ime when they felt exceptionally good about their jobs, a set of ten
factors was derived. Achievement, recognition, work itself, responsibility and
advancement were labelled motivators. Motivators, focusing on the job itself, were not
mentioned often during episodes of low feelings about the job. In addition, motivators
tended to deal with the content of the job rather than the environment in which the work
was done. Hygiene factors, on the other hand, were related to the environment in which
work was performed and included company policy and administration, supervision,

salary, interpersonal relations and work conditions.

Herzberg observes that attention to hygiene factors will only aid in preventing many of
the negative results of low morale. An over emphasis on hygiene factors, he notes, leads
to an increasing focus on the context of the job, the effect of which tends to be short
range. He proposes that emphasis be placed on strengthening motivators that relate to job
content, as they offer the potential for a longer range effect. He concludes that factors
involved in producing job satisfaction - motivators - are separate and distinct from those

leading to job dissatisfaction - hygiene factors - as proposed in his initial hypothesis.

Herzberg (1966) elaborates these two factor concepts further by describing two different
and characteristic "types" of people, whose major need fulfilment is through one of these
two categories of needs - motivation (satisfaction) needs or hygiene (dissatisfaction)

needs.

Hence, in an extension of Maslow's need hierarchy concept, Herzberg offers a different
dimension in understanding how people are motivated to work. Hodgett (1975) provides
a succinct comparison of Maslow and Herzberg concepts. In this comparison, he relates
Maslow's safety needs to Herzberg's factors of company policy and administration, job

security and working conditions; and Maslow's social needs to Herzberg's interpersonal
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relations and supervision. The last two needs cited by Maslow, esteem and self
actualisation, are compared with Herzberg's motivators as follows: Maslow's esteem
needs are compared with Herzberg's advancement, recognition and status; and Maslow's
self actualisation needs are compared with Herzberg's work itself, achievement and
possibility of growth. Using this comparison, the attempt to determine the value of

employment inducements is provided with a more complete theoretical base.

Different from the scientific management and human relationship approach, the current
theorists on motivation represent the integrating era with its emphasis on relationships
between incentives and motivation. For instance, Festinger (1957) advocates the concept
of "cognitive dissonance” which involves the balance between the internal perceptions
and external realities in a person's cognition (understanding) of his world. The theory
proposes that a person experiences dissonance (discomfort) when he/she has logical but
inconsistent cognition about an event or object. It is this dissonance that motivates a

person to reduce discomfort through cognitive or attitude change.

In a sense, Festinger provides a more conceptually abstract version of the March and
Simon "inducement-contribution" theory discussed previously. The "cognitive
dissonance” concept can be used to provide insight into the probable relationships
between incentives and motivation and why the effect of incentives could be different
from individual to individual. Festinger's theory also provides the developmental link
leading towards the inequity approach subsequently used by Adams (1963, 1971) and
introduces a version of a distinctive feature of current theories - the concept of a dynamic

relationship between extrinsic and intrinsic factors.

Adams (1963) extends Festinger's idea of "cognitive dissonance" by introducing the
concept of "social inequity". This concept described the residual attitudes of people after
some sort of social interaction has taken place. As a consequence of that interaction, at

least one of the parties involved feels that some inequality (inequity) has resulted.
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Adams further develops the inequity concept through examining wage situations and
concludes that a cognitive exchange process occurs in them. He observes that each
person in a work situation perceives input and output through his own perceptual
viewpoint. Inequity occurs when different value judgements are made of some situation
by the various individuals involved. For example, an employer may perceive a salary
increase as an adequate reward, whilst the employee regards a salary increase as
inappropriate and really expects some other form of rewards such as recognition and
higher status. Hence, the resultant inequity is derived from the different perceptions,

value systems, and expectations of the participants involved.

Inequity theory indicates the importance of both the internal and external factors in an
employee's work relationships and attitudes, and stresses the mediating effect of the
perceptions and value systems of the individual concerned. This concept is followed by
Vroom (1964, 1971) who advocates the "expectancy theory”. In essence, this theory is

based on three concepts: expectancy, valence, and instrumentality.

According to Vroom, expectancy is the belief held by an individual that his/her efforts
would lead to a successful performance, i.e. a subjective judgement of future outcomes.
Valence is the degree of attractiveness or desirability that an individual attaches to a
reward and is really definable only when an individual decides what is wanted from a job.
Instrumentality is the belief that a given performance is essential for obtaining a particular
reward or satisfying a particular valence. In this sense, instrumentality represents the

individual's perceived correlation between doing a good job and receiving rewards.

The basic relationship proposed by the expectancy model is that motivation, the
propensity to commence and maintain behaviour, is the product of expectancy, valence,
and instrumentality on a multiplicative and interactive basis. In this approach,
performance is not an end in itself, but a means to achievement of a personal goal or

personal satisfaction or other rewards.
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Hence, in applying these notions of motivation to continuing nursing education, three
broad conceptual frameworks emerge. There is the "incentive"” view which suggests that
determinants of the nurse's satisfaction and motivation reside in the external rewards
systems and that the nurse will increase his/her efforts in order to obtain a desired reward.
There is the "intrinsic” view which emphasises that determinants of motivation lie in the
characteristics of the programme itself, and the view initiated from some general
assumptions about human needs, along lines originally advocated by Maslow. Finally
the "interactionist" view concludes that motivation is a complex interplay between the
nurse and her work, in that what it does depends upon subjective judgement about

expected outcomes of performance.

This conceptual distinction, between externally imposed organisational incentives and
individually generated motivational requirements, provides a useful insight for any
curriculum planner in developing continuing nursing education programmes. Using this
distinction, traditional continuing nursing education has tended to be an incentive in most

hospital systems as it is either offered to or imposed upon nurses by the organisation.

The curriculum planner, therefore, needs to be cognisant of the fact that the nurse has a
set of results that she expects from continuing education, results that will satisfy certain of
her needs and in return for which she will expend some of her skills and expertise.
Similarly the planner needs to recognise that the organisation has its set of expectations of
the nurse and its list of priorities and that motivation will happen when the expectations as
viewed by the organisation and by the nurse are the same. Hence the function of the
curriculum planner is to provide an educational experience which minimises the difference
between organisational requirements and personal needs. Many of the current criticisms
of continuing education can be restated as being incentives that are too far removed from

the actual motivational needs of nurses.



65

6. isfaction in Nursin in

Nurses today are more dissatisfied than ever before. Published works such as by Kramer
and Baker (1971), Donovan (1980), Hallis (1980) and Wandelt et al (1981) clearly
indicate that being bogged down with non-nursing demands, nurses are faced with
insufficient job challenge, lack of recognition, poor working conditions, low salaries and
limited opportunities for professional growth counselling and development experiences.
This perceived inability to determine and direct their professional futures lead to high
turnover rates and a poor sense of achievement. Although "stress overload" and
"burnout” are forever given as reasons for increased mobility and temporary or even
permanent withdrawal from nursing, a survey by Johnson (1980) indicates that boredom,
perceived lack of administrative support and indecision about personal and professional

goals are also important factors.

There is no blinding revelation in the statement that nursing is a female profession. In
fact Blatch (1979) reports that more than 98 percent of the registered nurses in New
South Wales are women and that the proportion has not changed demonstrably in many
years. To what extent does the fact that nursing is predominantly female create problems
for the nursing service? The answer, as most of the administrators recognise, is that it
tends to create problems for almost every aspect of organisational life, from recruitment to

resignation and from probation to promotion.

Women's liberation notwithstanding, the working woman, almost without exception, has
a competing career - that of homemaker. In Argyris' (1962) framework, this creates
conflict between the individual's goals and the organisation's goals. Although such
conflict is problematic in any profession, it is particularly acute in hospital nursing
because of the 24 hour nature of the work involved. As McClure (1983) suggests, the
need to employ professionals who are available in the evening, at night, on weekends and

holidays is only too well understood - better understood by nurse administrators than by



66

husbands, fiances, children and assorted significant others. The 24-hour demand makes
nursing in inpatient settings unpopular, in spite of the fact that more than 60 percent of all

nurses in Australia are employed in hospital and nursing homes.

Along with the problem of difficult hours is the fact that nursing is very hard.
Unfortunately, in recent years published works tend to emphasise only the intellectual
side of the nurse's role. Often, the profession has down-played and even ignored the
physical labour that is entailed in delivering most patient care. For women, who must
leave their work at the end of the day and go home to their second career, the physical

demands may simply make it impossible for them to do both jobs well.

The disadvantages in the nurse's job are confirmed by the Report of the Committee on
Nursing (Briggs Report, 1972). The Report points out that low pay, long hours of work
and the lack of social status of the nursing profession are at the root of nurses'
disenchantment with their job. Apart from the extrinsic factors, there is an attitude in the
community which expects nurses to be idealistic in their job; an expectation not demanded
of people in many other occupations. Instead of support for the nurses' selfless approach
to their duties, the community at large exploits their commendable involvement and also
wants nurses to make economic and social sacrifices. The Report's view is that the
profession is overworked, underpaid and still seeking long overdue recognition. Unless
the profession of nursing is brought into line with other professions in terms of status,
labour turnover amongst nurses is likely to increase. The Report also demands a radical
change in the working conditions of nurses and facilities for nurses to participate in

further education.

Argyris (1962) would regard the situation of competing careers as problematic for the
organisation, but not impossible. His theory, discussed previously, would suggest that
efforts be made to find new approaches that would make it possible for nurses to be

employed in hospitals and still meet their individual personal needs. It then becomes
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incumbent upon the employer to devise strategies that enhance nurses' job satisfaction
and meet their other needs. In addition, as Timmreck and Randall (1981) point out,
health care organisations concerned with the quality of life in general, should also
maintain a profound interest in the quality of an employee's work life aside from any

primary concern with the individual as a patient.

Hence there are convincing opinions that, in an effort to avoid the negative aspects of the
nurses’ job, a mechanism has to be introduced to help today's nurses meet their needs
and enhance their job satisfaction. After all, as Stubbs (1977), Stember et al (1978),
Slavitt et al (1979), and Walker and Bronstein (1981) all claim, it is a personal as well as

a management goal in every profession to maximise job satisfaction.

The nursing literature is replete with articles on factors that influence job satisfaction for
nurses. A number of studies have been conducted to examine nurses' perceptions of job
satisfaction and the relationship between patterns of individual needs and job satisfaction.
Regrettably, most of these studies are conducted in America (Duffield 1965; Porter 1968;
Cleland et al 1970; Slocum et al 1972; Seyfried 1972; McClosky 1974; Plawecki and
Plawecki (1976; Grandjean et al 1976; Marriner and Craigle 1977; Slovett et al 1978;
Carson 1981; Froebe 1983) with little research being conducted on job satisfaction of
Australian nurses. The following literature review provides an overview of major studies

carried out in nursing since the 1960's,

Duffield (1964) investigates the turnover of nursing faculty in accredited generic
baccalaureate programmes of the National League for Nursing, located in the North
Central Region between 1954 and 1962. In a survey of 190 full-time, nonadministrative
salaried nursing faculty, who terminated their employment during that period, marriage
and home responsibilities were identified most frequently as reasons for faculty turnover.
However, employment dissatisfaction was the major cause of employment severance

among the respondents with professional rank. Duffield also finds that in no instance is a
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salary a single determinant in the decision to leave employment, although a better salary

offer is found to be of some significance in job severance.

Porter (1968) conducted one of the most comprehensive studies concerned with job
satisfaction of nursing personnel, utilising Maslow's hierarchy. He adjusted Maslow's
original hierarchy of needs by adding an autonomy need and deleting the physiological
need. This change was supported by his belief that within the United States, most
individuals' physiological needs are well enough met. Autonomy was defined as the
nurse perception of the degree to which she makes or contributes to decision making and
goal setting at work. Porter's finding was supported by Slocum et al (1972) in their
analysis of job satisfaction among professional nurses in comparison to nonprofessional
hospital personnel. Slocum et al reported a significant positive correlation between job
satisfaction of professional nurses and their sense of self-actualisation as related to job

performance.

Another attempt to view nurse job satisfaction was provided by Cleland et al (1970).
These researchers studied the problem of identifying nurse inducements and concluded
that:

1.  increased vacation is more highly valued than a salary increase;

part-time scheduling is highly valued by evening staff;

full-time administration nurses prefer day shift;

younger nonadministrative nurses express interest in further education, and
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permanent unit assignments are preferred to relief assignments.

Maslow's theory of motivation has provided the focus in the McClosky (1974) study of
94 nurses employed in a hospital setting. Data were collected using a questionnaire that
asked registered nurses to rate specific work incentives afforded them as hospital nurses.
Using this research approach, McClosky noted that psychological rewards such as

recognition, career advancement, participation in research and further education
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consistently outweighed social rewards such as child-care facilities and social contact with
peers. This finding confirms both Maslow's and Herzberg's work on the importance of
motivators to job satisfaction. McClosky concluded that internal rewards (facets of the
work itself) influenced retention and that external rewards (salary, fringe benefits) were

important attractors when nurses consider a new job.

A number of studies have utilised the theoretical frameworks that differentiate intrinisc
from extrinsic rewards, the former reflecting potential psychological benefits deriving
from the nature of the work itself and the latter reflecting economic benefits,
environmental conditions, and policies. Adopting this two-factor approach, Seyfried and
Franck (1972) found that nursing educators at a midwest university considered that
opportunity to advance their knowledge, to have acceptable teaching assignments, to have
good clinical facilities and congeniality of colleagues were the most important factors
influencing their job satisfaction. Plawecki and Plawecki (1976) in their study of nurse
educators in Iowa also confirmed that in attracting faculty, intrinsic factors, particularly
the nature of the work, were more important than extrinsic factors such as policies,

salary, interpersonal relationships and working conditions.

Grandjean et al (1976) examined 21 characteristics important to nurse faculty in four
university schools of nursing in the Gulf, Midwest, Central and Western Regions.
Teaching, supportive colleagues, keeping clinical knowledge current, and faculty
autonomy were seen as the most important aspects of the job by the 154 nursing
educators surveyed, while salaries, fringe beneifts, and other extrinsic rewards ranked
substantially lower in importance. Satisfaction with the more important conditions was
generally low, with lack of faculty participation in decision making a particularly
noteworthy source of dissatisfaction. Importance and satisfaction ranking of the 21
characteristics was fairly stable across the four schools and across groups broken down
by marital status, experience, and other personal attributes. Increased professional

autonomy, it is suggested, would benefit faculty morale, recruitment, retention, and
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overall effectiveness in nursing education.

In a factor analytic study to determine nursing educators' perception of the general
importance of given job characteristics to job satisfaction, Marriner and Craigie (1977)
found that nursing educators ranked intrinsic factors such as responsibility, achievement,
academic freedom and autonomy as more important than extrinsic factors such as faculty
club, lounge, and dining room. The nurse educators tended to be more satisfied with the
reputation of the school and their job security and less satisfied with promotion policies
and class size. Open organisational climate was correlated with satisfaction about
numerous job characteristics. Conversely, closed organisational climate was correlated
with dissatisfaction about those variables. The more generally satisfied a person was, the
more likely that person was to remain with the institution. Conversely, a generally
dissatisfied individual, if not satisfied about those variables, was more likely to leave the
institution. The characteristics of being a young, junior faculty member were correlated
with planning to leave a first position because of dissatisfaction. Marriner and Craigie
concluded that these educators tended to be dissatisfied about things they judged

important and satisfied with things they did not feel important.

A work satisfaction scale for registered nurses has also been developed by Slovett et al
(1978) following two years of research. The scale uses the following six components of
job satisfaction: pay, autonomy, tasks requirements, organisational requirements,
interaction opportunities, and job prestige or status. The rationale underlying the
production of this tool is of primary interest to the current research endeavour. This
rationale includes the assertions that:
1. previous research modelled after Maslow's work suggests that self-actualisation is
the most important need, yet many jobs in the health sector do not provide a

climate for its achievement; and
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2. research application of Herzberg's satisfiers, interpersonal relations and status,
for ascertaining job satisfaction has not been particularly helpful in most

situations.

Slovett et al suggest this is because there are limits to the administrator's range of control
which in turn, narrows the manager's field in attempts to elevate job satisfaction among

the ranks of nursing.

Similarly in their study to measure nurse responses to team nursing and primary nursing
care delivery models, Carson and Mally (1981) developed a questionnaire with items
compiled from job satisfaction literature dating from the 1930's to 1980's. Data collected
from 115 primary care delivery system nurses and 65 team nursing care delivery system
nurses revealed that, overall, primary care delivery systems provide nurses a greater level
of job satisfaction than do the team nursing delivery systems. Respondents perceived the
primary system to offer more opportunities for self-fulfilment, decision making and
independent judgement. The nurses, although responding positively about primary
nursing, were still dissatisfied with the low prestige they felt attached to the job. Carson

and Mally's findings support Herzberg's finding concering work motivations.

Froebe et al (1983) conducted a job satisfaction study using 928 registered nurses and
administrative nursing personnel employed in three teaching hospitals in American
Midwest. Questionnaire items checked the importance of selected hygiene and motivators
to nurses at the time of choosing their profession and the degree to which these
motivators and hygiene factors were met once employed at the hospitals. Results
indicated five hygiene factors (shift assignment, educational opportuntiies, supervisor and
co-worker relationships, and salary) and five motivators (accomplishments, recognition,
accountability, working in clinical area and RN-Patient ratio) were ranked as very
important by more than 90% of the respondents. However, the same respondents noted

nine items representing hygiene factors (convenient distance to travel, salary, parking lot



72

security, clinical ladder, day care facilities, fringe benefits, i.e. vacation, insurance,
tuition reimbursement, management style, geographical location of hospital and
relationship with immediate supervisor) and four items representing motivators (chance
for advancement, evaluation system, recognition for job performance and RN-Patient

ratio) that had seldom or never been attained.

Froebe et al concluded that dissatisfaction with salary, advancement and fringe benefits
creates speculation that registered nurses regard their impact upon the organisation to be
greater than the rewards accorded to them by the organisation. If Simon's (1958) theory
is correct, notably that participants should feel sufficiently positive about the reward
system to want to remain in the organisation, there is a basis for turnover in these

hospitals.

Munro (1983), as part of her research, reviews studies carried out by Herzberg (1966,
1968); Whitsett and Winslow (1967); Kramer (1969); Benton (1972); Porter et al (1973);
White and Maguire (1973); McCloskey (1974); Godfrey (1978); Mobley (1979);
Weisman et al (1981); Wandelt et al (1981) and McMahon (1982). She confirms that job
satisfaction in nursing has been extensively studied. Opportunities for professional
growth, advancement, achievement, and recognition among nurses are shown to be
related to satisfaction. Job dissatisfaction is found to be related to inadequate salaries,
poor supervision, inadequate staffing, poor inservice programmes, poor administrative

support, and lack of opportunities for further education.

Munro studied the characteristics and attitudes of a randomly selected national sample of
800 nurses who had been in the workforce for three to five years. The results indicated
that the nurses were not well satisfied with their pay, fringe benefits, working conditions,
or opportunities for promotion and advancement. Munro also found that one area of great
attraction for these groups was education. Further education was of interest to 90 percent

of this sample, and they believed they had the background and intelligence to succeed at
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it. The opportunity to continue to grow professionally and to do important and

challenging work was of paramount importance to them.

To recruit and retain such as these nurses, their needs for further education and
professional growth must be met. Munro concludes that nurse administrators need to
look for ways to assist their nurses to become enrolled in educational institutions.
Financial assistance, opportunity to participate in further study, opportunity to attend
conferences and workshops, and availability of continuing education programmes should

all be strengthened. This would be a suitable basis for nurses to grow professionally.

The importance of opportunity for professional development and career advancement has
been confirmed in a more recent study by Dear et al (1985). These authors report some
results from a continuing evaluation of an innovative approach to the reorganisation of

nursing jobs and identify three major sources of job dissatisfaction of hospital nurses:

1. low degree of control over work content and process and insufficient decision
latitude;
2. reduction of work to routines, with consequent role conflict generated through

performance at a level lower than attained education; and

3. lack of opportunity for professional development and career advancement.

Thus, a review of relevant literature indicates considerable interest in job satisfaction as
both a general issue and a specific nursing issue. There is well documented evidence that
the nature of job satisfaction for professional nurses is of major concern to nurse
administrators. The literature reveals considerable previous and ongoing interest in
understanding the factors that keep nurses contented and involved in their work setting.
In essence, the literature supports the view that considerable benefit is envisaged for
organisations that successfully establish a satisfied, motivated workforce. All these

theoretical viewpoints on job satisfaction, combined with the common sense logic of
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encouraging motivated nurses, support the need to maximise nurses' job satisfaction

through organisational efforts such as continuing nursing education.

This particular view is well supported by Kleinknecht and Hefferin (1982) who believe
that "the organised continuing educational approach to professional development can be
an effective means for motivating nurses towards professional and personal self-

actualisation"” (p. 35.)

From the researcher’s point of view, the task of organising continuing education can be
accomplished in several ways. In the first place, the curriculum planner can collect data
from the nurses in such a way as to determine what their real needs and expectations are
in relation to their professional and developmental stages. Secondly, the curriculum
planner can make changes in the continuing education curriculum to help meet those
expectations and needs. Thirdly, the curriculum planner can provide a curriculum that

helps the nurse make adjustments in his or her expectations.

Continuing nursing education curricula could be designed to encourage and assist nurses
to take charge of their own professional development. It could help them to evaluate their
personal and professional interests and needs, set short-range and long-range goals,
outline realistic plans of action, and delineate practical times for carrying through their
development. The continuing education curriculum could be flexible, allowing time for
adjustment to new roles and activities, periodic reassessment of needs and interests, and
modification of goals and plans as needs and interests change. It cannot be denied,
however, that the effectiveness of a continuing education programme varies with the
nurse's level of interest in planning for the future, motivation to invest time in self-
analysis and education and willingness to accept responsibility toward personal and
professional growth. Nurses should be made aware, therefore, that their continuing
education need not always be focussed on striving for promotion or changing a career

direction. Nurses who feel that it is too late for them to think about developing a career
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should not rule out participating in a continuing education programme, because
professional development for some may simply mean achieving increased satisfaction
with their present situation, by seeking and taking advantage of available educational

opportunities to enhance their work performance and lifestyle.

The degree to which a continuing nursing education programme is successful is highly
dependent on the motivational preferences of the nurse. The curriculum planner cannot
dictate motivational preferences for nurses. On the other hand, it is not enough for the
planner merely to advise nurses to attend continuing education, aim for particular
positions, or acquire certain skills. The curriculum planner should be knowledgable
about the ways in which nurses develop and about their needs and concerns in each
developmental stage, should be supportive of adjustment to, as well as growth within,
the work or life situation, and should be able to foster the blending of learning into new
behaviour. Although fully cognisant of the organisation's need for qualified nursing
personnel, the curriculum planner is not there primarily to develop a talent bank of
professionals through education. Rather, the focus must be on assisting nurses to
develop and direct their own growth. When the organisation gives open and consistent
support to the concept of nondirective, individualised professional development, nurses
may more often make use of continuing education and fulfil personal needs as they
progress towards personal goals. Continuing education programmes can thus serve a
dual purpose: while they can help meet the specific needs of the organisation and
individual nurse, they also have great potential for tapping and expanding the reservoir of

talent and motivation in the present nursing workforce.
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CHAPTER THREE

RESEARCH PERSPECTIVES ON CONTINUING NURSING
CURRICULUM CONSTRUCTION

This study is concerned with curriculum development for continuing nursing education.
In this chapter, therefore, theories and concepts of nursing curriculum development are

considered, specifically relating to continuing education.

1. ram rks for rsin rriculum Developmen

In recent years education has undergone upheaval and evolution in the matter of
curriculum structure. This evolution has produced conflict, dissent, and confusion
among nurse educators. Much of the conflict is due to irreconcilable differences in
curriculum assumptions. In particular, when a single nursing curriculum inadvertently

combines two or more structures, conflict and contradiction are inevitable.

The purpose of this section is to clarify philosophic concepts underlying some of the
common curriculum structures in nursing, thereby providing guidelines to evaluate more
accurately and select alternatives for curriculum construction in continuing nursing
education. With broad understanding of the alternatives, the curriculum planner can have
more valid criteria upon which to evaluate present programmes or to construct new

approaches.

In reviewing the literature, one notices that a number of different curriculum structures
have appeared in the basic nursing programmes since the early 1950's. Prior to this era,
little consideration was given to the form of the nursing curriculum. Historically, the
oldest surviving nursing curriculum is the disease-centred or teaching by "body system”
approach commonly known as logistic or systematic structure. In this construct,

knowledge is organised as cardiovascular nursing, gastrointestinal nursing and so on.
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Each physiological system of the human body becomes the focus of a course. In turn,
each course focuses upon the diseases or injuries specific to that physiological system.
With this structure, knowledge is usually amassed by accretion or accumulation. Initially,
there is no view of the whole, but knowledge is attained as fact after fact falls to form a
pattern. As Burkett (1964) points out, with the additional fractional knowledge, the
student's concept of nursing becomes broader and she begins to see the general

framework into which each physiological fact fits.

This curriculum construction demonstrates the logistic method of development.
Knowledge 1s systematically organised. One begins with a particular datum, then
searches for causes, effects and related events. Lines of causal relations and probabilities
of consequence are the focus. For example, one moves from etiology to pathology to
clinical manifestations, and so on. Thus, the logistic structure is built on the parts; it does
not focus upon the whole person. It is assumed that the student will know the totality by

studying the individual component.

In addition to finding the structural form of a curriculum, further analysis is possible by
looking at the interpretation which the system gives to terms. Each method of curriculum
construction develops its own language and its own use of terms. Recognizing the kinds
of meanings that a system applies to terms (that is, its semantic interpretations), will

provide the curriculum planner clearer knowledge of the total system.

For instance, in the logistic mode described, the language has an atomistic interpretation.
Terms that are literal, with unequivocal definitions are stressed. Terms such as
"pathogen”, "diseases" have specific and delimited meanings. They are meant to be
understood in exactly the same way by all. Their meaning in no way is dependent upon

or related to the nurse herself.
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Many of the terms represent elements which the nurse cannot directly experience. For
example, the nurse may apply correct technique to produce "asepsi”, but she will never
experience it; likewise, she will never "feel” microorganisms. This distance between the

agent and the primary objectives of her study is characteristic of the logistic approach.

Even the concept of nurse is subsidiary in this logistic form. Focus upon her is
incidential. In the early curriculum structure, she is seen as merely a functional agent who
carries out orders as given by doctor. Levine (1966) notes an interesting historical
evolution in the concept of the nurse; she relates the definition of nurse to the theory of
health most prevalent during a given era. Therefore she finds no definition of the nurse
for the phase of human development in which early man is a helpless victim of his
environment. She notes that later, as the healing power of nature becomes a focus, the
nurse is defined as the one who creates the atmosphere in which natural healing could best
take place. This concept can be seen in the logistic approach; the nurse is the one who
provides an environment of rest, good nutrition, cleanliness, and proper ventilation in

order that the patient's body can best fight off the invading pathogen.

This logistic structure has predominated in nursing education for many years. Indeed,
few nurse educators even question the possibility of alternate structures. Perhaps the
chief advantage of the system is that nurses educated in this manner virtually have their
nursing tasks programmed for them. If they follow the rules, they seldom go wrong. As
both the nurse and her patient are removed from the concept of illness and nursing, few

situations demanding nursing decision, will arise for the nurse.

The chief weakness, as Quiring and Gray (1982) point out, is the segregation of
components. This segregation, it is claimed, greatly reduces the student's integration of
knowledge. Consequently, few students have the ability to integrate all the separated

units of study into a comprehensive pattern.
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Historically, however, the problem of the logistic structure is that with the expansion of
medical knowledge, the "entities"” to be taught become overwhelming in number. Many
nurse educators begin to feel overburdened by the logistic approach, experiencing
inadequacy because the framework ill prepares the student for the care of some types of

patients.

One of the early programmes to make a real departure from the logistic mode and to use a
synthetic principle is described by Stonsby (1953). According to her description, the
curriculum framework is not a calculus of disease but a concept of man from birth,
through growth, to maturity. Stronsby focuses upon the healthy individual, as well as
upon the ill person; and the curriculum deals with the total concept of man in relation to
health. This birth-to-death curriculum represents the dialectic mode of thought as labelled

by Quinlan (1955).

In this dialectic structure, one has a global view; the parts are seen as they function in the
whole and the totality in this case is man. Each nursing course is a course about man.
The curriculum moves by a process of assimilation. The nursing student does not learn
one new entity after another as in the logistic structure, but she learns more and more
about the same entity, man. Thus knowledge from any two courses fuses together into a
larger whole and, from any particular point of knowledge, one is led towards knowledge
of the whole. Hence, in the dialectic structure, thinking is akin to synthesising. Because
of its synthetic nature, this method may permit easier resolution of contradiction than is
possible in the logistic method. An application of this structure may be for the student
first to study normal growth, maternal and infant care, preventive and community health;
then to study minimal or common disease patterns, progressing to severe and terminal
conditions and death. Thus, the patient is viewed as a totality, a person with individual

needs and aspirations.
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Terms stressed in the dialectic structure tend to have broad analogic meanings. For
instance, the connotations of such terms as "geriatric" and "adolescence" have a broader
range than the literal, lay terms such as "bacteria” or "pathogen" which typify the logistic

approach.

With this dialectic structure, especially in the system which studies "man", the definition
of the nurse also undergoes a change. Here, she is said to nurse the patient rather than the
disease. Focus is placed upon the needs and problems of the patient, given in his

particular state of health.

It is not coincidental that as the dialectic structure becomes popular, the concept of "total
nursing care" arises. In this concept, the nurse meets all the needs of the patient,
physical, emotional, psychological or any other kinds of needs that arise. Curriculum
planners may question the feasibility or practicality of this concept of "total nursing care",
but it clearly represents an attempt to give the concept of nursing the same comprehensive,

holistic meaning that the concept of "man" is given in this curriculum.

Perhaps the chief advantage of the dialectic structure lies in the redefinition of the patient.
Levine (1966) notes that in earlier time, the patient was seen merely as the repository of
the disease. With the new formulation, the nurse is confronted with a totality, a person

with individual needs and goals.

The dialectic structure also shows a synthesising trend in the concept of health as
described by O'Kelly and McKinney (1971). These authors point out that previous
nursing curricula focus upon disease alone. In the dialectic curriculum, illness and good
health are seen as two parts of a single entity and the nurse is responsible for the health

needs of both the well person and the ill one.
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Thus, the chief contribution of the dialectic structure to nursing curriculum is the
expansion of concepts of both health and nursing. Since the knowledge, tasks, and
responsibilities of the nurse have tended to expand as medical knowledge increases, this
structure presents a realistic way to cope with these increasing demands while still

maintaining a unity in the course of study.

As Stevens (1971) reports, evolution of contemporary nursing education, once begun, is
rapid. Writings in new modes of curriculum construction appear soon after the dialectic
breakthrough. For instance, MacCambridge and Moucha (1954) describe a new
curriculum that is based on the needs of the nursing students. According to these authors,
no prestructured curriculum exists in their approach; students select from their
environment the activities that will best suit their needs. The students may be placed in a
hospital setting in an observation capacity, and then decide what they need to learn first.

This initial period is followed by individual patient study.

In terms of structural analysis, this operational construct appears more complex than the
logistic or dialectic forms previously discussed. The primary claim that the curriculum is
patient-centred is asserted because this curriculum neither has its structure based on
"diseases” nor "man", but focuses on individual patients. At first glance, this approach
would seem more patient-centered than the curriculum which studies "man" in abstract.
However, when one looks into the purpose served in studying the individual patient, one
can conclude that despite the author's emphasis on the patient-centered aspects of this
curriculum, the structure focuses primarily upon the student and her learning needs; the
patient serves simply as an organizing center for knowledge. Indeed, Cotrel (1962) in a
paper prepared for the National League for Nursing, divides all programmes into subject-
centered or student-activity-centered curricula and classifies this patient-centered

programme as a special type of student activity-centered curriculum.
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In this system, the operational method chosen is that which best meets her learning needs.
In the operational mode, all knowledge is focused by the perspective of the individual.
Hence in this nursing programme, the proper way to construct a curriculum is from the
perspective of the active learning student. Here the student is the centre of the curriculum,
not the nurse educator or the patient. The central role of the student in this approach to
nursing education is decision-making characterised by choices among alternate tools,

instruments and even patients.

The operational approach tends to move by a process of differentiation and
discrimination. According to Stevens (1971) this sort of organization holds a great appeal
for the nursing student because of its existential, involved approach to nursing. The
learner is immediately engaged in a pratical situation. She learns by being immersed in
the hospital environment, admittedly unprepared by prior experience, aided only by the
presence of the person who is her nurse model. Yet out of this morass of experience, she

will select what she wants to learn.

As with the logistic and dialectic structures, the operational method also influences the
definition of the nurse. Here the nurse is acquainted with the gravity of the process of
nursing. This focus upon the nurse as an activity or operation can be seen in many other

articles (Orlando, 1961; Berggren, 1968; Branch, 1976; Style, 1976 and Redman, 1978).

All these authors describe nursing as actional in character. Phrases such as "nursing
intervention" or "nurse-patient interaction” typify the operational framework. They stress
nurse-oriented activity itself. The nurse is no longer simply one who arranges the
environment so that healing may take place. Nor is the focus placed on the patient
himself; there is a shift in which the nurse becomes primary in her actions and activities.
Health becomes something to be attained through intervention and manipulation.
Emphasis is on the activities performed to produce this state. Hence the real focus is not

upon the disease, or the patient, but upon the nurse's operations.
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There is no doubt that the actional approach in the operational structure is of great value
for two reasons: first, it coincides with the practical aim of nursing education, and

second, its meets the nursing student's demand for relevancy in curriculum.

Perhaps the greatest difficulty in using the operational mode in nursing education is that of
finding nurse educators and administrators who can properly implement such curriculum.
There is difficulty on the educator's part in releasing her authoritarian control. This
unstructured curriculum demands flexibility, creativity and greater teaching and

administrative skills than many other curriculum plans.

Another nursing curriculum framework evolved at approximately the same time as the
operational mode. For example, Streiter (1955) proposed a curriculum framework
focused upon: sensory and motor problems, metabolic problems, distressing subjective
symptoms, and breakdown of body defences. Here, obviously, the focus is not in the

disease, nor in the patient, nor in the student; focus is in an identified problem.

One can easily locate the chief exponent of this method in education; John Dewey. In his
original work, Dewey (1916) identified thinking with the process of inquiring. Thinking
would occur only when things were uncertain and problematic. Acquiring knowledge,
therefore, would always be secondary and instrumental to the act of inquiry. For Dewey
and the problematic method, thinking originates in situations where the course of thinking
is itself part of the course of events. This definition of thinking demonstrates the
reflective principle of the problematic method; reality is found within the situational

context itself. It turns within itself to find meaning.

In defining the features of a reflective experience and hence the basis of the problem
solving method, Dewey indicates the following characteristics: (1) perplexity, in which
one is implicated in an incomplete situation; (2) conjectural anticipation, that is, the

tentative interpretation of the situation; (3) careful survey and exploration; (4)
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elaboration of a tentative hypothesis; and (5) taking a stand on a hypothesis as a plan of
action for testing. Dewey points out that reflective experience is distinguished from trial

and error methods.

In the problem based nursing curriculum, then, the system moves by resolution.
Progress is made by evolution in the statement of the problem and in the solution found.
The outstanding factor in this mode is that the problem-solver is himself a part of the
situation in which he moves. Thus his involvement will influence the factors he sees as

pertinent, the way he formulates the problem, and the way he solves the problem.

A more specific example of problematic approach in nursing curriculum has been
provided by Abdellah (1960). In her writing, she presents 21 nursing problems covering
the common physiologic, psycho-social needs of all patients. Thus, she creates a
problematic setting for the learning process. In this method, the student identifies a
specific nursing problem; this becomes the focus of her thought. Any other problems
exhibited by the patient become part of the total environment which must be considered in
formulation of a hypothesis for the original problem. The problem becomes a means of
teaching the nursing student to recognise and identify any specific issue in her patient

environment.

Although different in orientation, similarities between the problematic and operational
methods can be seen by analysis of the common terminologies. Such phrases as "nursing
intervention" or "nurse-patient interaction" are common to both systems. Since both the
problematic and the operational modes seek meaning in action itself, it seems logical that
they share terminologies that express this relationship. From the curriculum
implementation point of view, since the problematic method dictates that the nurse is
herself part of that situation into which she intervenes, it is unrealistic and illogical for the
nurse educator to expect identical responses from the students. This allowance for

individuality on the nurse's part is in direct contrast to logistic method. In the logistic
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mode as discussed earlier, the situation is seen as external to the nurse; hence, there is

only one “right” way to respond to the patient or to perform a nursing procedure.

The problematic approach is arguably one of the most prevalent forms in nursing
curriculum. As Steven (1971) claims, the approach presents many advantages to both the

educator and the student as its situational style fits well with practice.

The preceding discussion provides an overview of major structural forms that can be
utilized in nursing curricula construction. In recent years, however, a new term
"conceptual framework" has appeared frequently in the nursing education literature,
particularly that dealing with curriculum development (Saunders, 1973; Kissinger, 1974;
Riehl, 1974; Ellis, 1979; Fenner, 1979 and Lawrence, 1983). These authors define a
concept as an abstract that represents a certain classification or grouping of same
phenomena. They advocate the use of a conceptual framework in providing a perspective
for the reality. Although still in its infancy, the notion of basing a nursing curriculum on
a conceptual framework is gaining momentum. Reilly (1975) asserts that a well-ordered
conceptual framework will provide a more unified approach to the ordering and selection
of the theoretical content of the total curriculum. Ellis et al (1979) further point out that it
could serve as a guide to the selection and placement of courses and learning experience
available and provides a rationale for selecting learning experiences that will contribute to

the development of the educational course.

Although there are well published opinions that the use of a conceptual framework can
facilitate effective curriculum construction in nursing, regretably the number of sources
which offer a precise framework for continuing nursing education is lacking. However,
reviewing of literature about continuing education in other professional areas, shows up

some relevant concepts.
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For instance, Chambers (1977) proposes a taxonomy of life skills to which continuing

education could be directed. According to him, life is being constituted from:

(1)  social skills at work, such as management and supervision tasks and relationships
with others at work.

(2)  social skills at home, that is, getting on with others in private life.

(3)  coping skills, which include dealing with people in authority; leisure involvements;

choosing, finding and improving work roles; and survival.(Chambers,1977 p.15).

Similarly, Scheele (1977) suggests the framework of self presentation skills, positioning
skills and connecting skills as the broad areas on which recurrent education can build.
Florio (1977) advocates a typology for the continuing education of school personnel. His
framework includes problem solving, remedial (in both a teaching and non teaching

context), motivational, upward professional mobility and security needs.

Perhaps one of the most significant contributions related to framework for continuing
education curriculum is that provided by Nicholson et al (1976). These authors review
over 2,000 articles on continuing education and, as a by-product of their extensive
review, suggest five categories for future continuing education activities; namely, job
embedded, job related, credential oriented, professional organization related, and self
directed. Such offerings provide focus and meaning within the broader concept of

continuing education.

This five-point classification system is well supported by Joyce et al (1976). In their
attempt to develop useful contributions to a conceptual structure of continuing education,
these authors interviewed over 1,000 persons from various aspects of education. As a
result of their analysis, Joyce et al produced a broadly similar typology for continuing
education activities. Their classification is:

(1)  job embedded - meeting the needs of the teacher in the role of school employee.

(2)  job related - meeting the needs of the teacher in the role of professional colleague.
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(3)  credential oriented - meeting the teacher's needs in the role of student of higher
education.

(4) professional organization related - meeting the needs of the teacher role of a
member of a profession, and

(5) self-directed - meeting the teacher's role of an individual craftsman.

Havey and Joyce (1978) propose a very similar typology which includes job embedded,
job related, career related, professional and personal related aspects. According to this
typology, the job-embedded aspect represents those continuing education activities related
to more effective job performance; the job related aspect implies those activities derived
from the specific organisational context of the job, but outside the direct job situation; the
career related aspect concerns those activities derived from the need to pursue employment
and a career in the organisation; the profession related aspect represents those activities
derived from pursuing a role as a professional person; and the self-directed aspect covers
those activities derived from pursuing the needs, interests and concerns connected with

being an individual adult.

Hence, all these categorizations provide variations on the basic idea that it is possible to
identify the purpose and concept of specific forms of continuing nursing education and to
direct continuing education curricula towards a range of specific purposes. Each purpose
becomes a valid component contributing towards the continuing education of nurses as
both professionals and as individuals. Once the underlying structures in the continuing
nursing curriculum are understood, the process of curriculum development will be

enhanced.

Perhaps as Lawrence and Lawrence (1983) point out, one of the most critical elements of
any nursing curriculum is the conceptual framework. All aspects of this framework need

to be systematically organized and carefully articulated to planning of a course of study.
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2. resent Problems in ntinging Nursing E ion rriculum

Fivars and Gosnell (1979) state that one of the most difficult problems in the educational
process is the development of the curriculum. To be effective, the curriculum must meet
the needs both of the individual student and the society. In developing the curriculum,
due consideration must be given to an underlying philosophy of education and the
prevailing theories of learning. The curriculum must be viewed as a dynamic process
which is constantly evaluated, reviewed and revised to meet the needs of the ever-

changing world of complex professional and personal views.

One of the major problems in nursing curriculum today is that the process of curriculum
construction is predominantly influenced by a linear approach. This mechanistic
approach, which is used in planning a lesson, a unit, a module, a course in a curriculum
guide, consists of four main decisions: identifying objectives, selecting learning

experiences, organising learning experiences and selecting evaluation procedures.

Tyler (1950) is usually identified as the creator of this planning approach in general
education. According to this approach, four important questions have to be answered as a

means of building curriculum programmes:

1. What purposes should the school seek to attain?

2. How can learning experiences be selected to help attain these?

3. How can learning experiences be organised for effective instruction?
4, How can learning experience be evaluated?

In recent years Tyler's rationale as to curriculum planning has seen many variations of the
objectives-experiences-evaluation model; for example, in Taba (1962), Posner and
Rudnitsky (1978) and Tanner and Tanner (1980). Taba, for instance, expands the linear

model into seven stages to include an important step that precedes the determining of
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objectives - a diagnosis of the needs of the students for whom the curriculum is devised.
Additionally, Taba's model draws a distinction between the content which is to be
taught/learned, and the teaching/learning strategies by which this will be done. However,
while Taba's approach overcomes some of the deficiencies of Tyler's model in respect to
the latter's over-simplification of process and lack of directions for selecting objectives, it
does little to answer the criticism that the linear sequence is too rigid and not an essential

one to follow.

In nursing, random sampling of publications reveals many curriculum models, such as by
Chater (1975), Bevis (1978), Wu (1979) and Lawrence and Lawrence (1984), to be

variations of this linear approach.

For instance, Chater's (1975) curriculum model begins with the establishment of a
goal(s), selecting the major topics to be included, listing the purposes for each
programme, and then designing the curriculum,; that is, simply organising and sequencing

the parts to achieve a unified whole, produces the curriculum.

Similarly, Bevis (1978) defines curriculum as the learning activities that are designed to

achieve specific educational goals. She views the basic problems of the curriculum

construction process to be:

1. to determine the behaviours desired of the product;

2. to devise a system of experiences that will produce the specified desired
behaviours; and

3. to discover whether the product exhibits the desired behaviours.

(Bevis, 1979, p. 8.)

All these views are further supported by Wu (1979) whose curriculum model begins with
the establishment of goals derived from three sources: student characteristics, societal

needs and constraints, and subject matter. Once these have been agreed, Wu asserts,
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major topics can be selected and organised according to Tyler's criteria for curriculum

construction.

Hence, a linear approach seems to imply that in human action, a person first decides on
goal and then expends time and energy to achieve it. The goals or ends are separated
from the activity or means and they precede and direct the activity or means. When this
conception of human action is applied to planning nursing curriculum, the result is an
emphasis on specific behavioural objectives. These objectives are then seen to constitute
the first and most important decision to be made if the nursing curriculum is to be a
productive one. But, it results in an under-emphasis on learning activities. Learning
activities are arrived at as a secondary decision that must be directly related to the stated

objectives if they are to be effective in meeting those objectives.

The linear model with its separated ends-means orientation is a logical, rational approach
to curriculum planning in nursing. There is little doubt that the model works and that it
can result in effectiveness and efficiency of nurses' learning. However, the problem is
that it examines only one dimension of the curriculum and it imparts its separated ends-
means value position to the nursing curriculum that is funnelled through it. Frequently,
the value position of the model is inconsistent with the type of learning activity the nurse
educator wishes to use, the kind of materials the nurse education intends to employ, the
nurse educator's own set of values, and other factors associated with the teaching-

learning situation.

Perhaps, an example of the inappropriateness of this linear model can be seen in relation
to continuing nursing curriculum that addresses the principles of adult learning. Nurse
educators who wish to implement adult learning principles generally have a commitment
to increasing the nurse's intellectual and physical freedom. They believe that nurses need
to explore and make decisions for themselves and take responsibility for their actions.

They believe nurses need to acquire personal meanings and become autonomous. When
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it comes to providing learning experiences or selecting subject matter or deciding about
materials and resources, however, many continuing nursing educators use the linear
approach in their curriculum construction. Their notions about adult learning are fed into
the linear model and most of their efforts become ineffective because the linear model and

adult learning principles are largely incompatible.

Moreover, the linear model, with its ends-before-means, maximises the nurse educator's
power and control because it is the nurse educator who establishes the objectives and
establishes them in advance of selecting learning experiences. The nurses, since they
have little or no influence over objectives, have little freedom and independence. They

must follow the direction set by the nurse educator rather than finding their own.

Continuing nursing education that is based on adult learning principles, on the other hand,
maximises nurses' power and control. It also encourages nurses to be self-directed and to
choose for themselves what learning to pursue. Of course, one needs to be cautious in an
entire self-choice approach. This has to be done within the context of possiblity that

nurses may not know enough of what to choose from.

In essence, the simplistic approach of the linear planning model does not suit continuing
nursing curricula, nor does it suit other programmes or practices that stress nurse
independence, self-direction and responsibility as emphasised in many nursing curriculum
documents. It cannot be the filter through which all curricula must be processed.
Instead, other planning models need to be developed that are compatible with and actually
facilitate the implementation of the particular programme or practice. This limitation of a
linear curriculum approach has been well voiced by curriculum researchers such as Unrah

(1975), Schaffarzick (1976), Edelfelt (1978), Apelman (1978), and Rubin (1978).
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For instance, Edelfelt (1978) writes:

"The present linear approaches to curriculum development in continuing
education are chaotic. All current models involve a step by step process
that blithely ignores the multivariate situations of the ideas, perceptions and
emotions of people in different roles with different motives and
orientations."

(Edelfelt, 1978, pp. 3-4.)
However, to develop other curriculum processes is not going to be easy because in many
respects the linear approach is embedded in the nursing curriculum. To think of other

ways to plan or prepare for action seems like a challenge to reason itself.

As Mooneyhan and Campos (1984) suggest, however, several conclusions are emerging
simply from the process of trying. Firstly, it is acknowledged that the nurse educators
cannot be by-passed in effective curriculum change. The nurse educator must have an
important and active role in curriculum development if a curriculum is to accomplish all
that is hoped for it. Second, the curriculum is more complex than many advocates of
change have recognised. Attempts to improve only small segments of the curriculum will
not produce lasting or fundamental changes. The curriculum must be dealt with in all its

complexity, not with simplistic approaches.

A multidimensional approach enables the curriculum planner to check one decision against
another and ensures that compatible decisions are made. In reviewing the literature, one
notes that the alternatives envisaged are usually premised on a stronger relationship
between theory and practice than exists in the more pragmatic current approaches intended
to remedy specific deficits. For example, Johnstone and Yeakey (1977) review the
problems and limitations of current continuing education programmes perceived as not
functioning effectively or achieving desired results. They point to the need for a sound

conceptual framework of agreed purpose and process for future curriculum construction.
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This perspective is echoed by Houston and Freiberg (1979). These researchers identify
issues that systems and the profession have to face in order to put real effort into
continuing education. Houston and Freiberg criticise many current continuing education
programmes for being fashioned without regard to research findings and argue the need
for conceptual frameworks and systematic design for continuing education curricula. A
multidimensional approach is suggested as the only apropriate solution to the many
demands on continuing education. As Apelman (1978) notes:
"Mul<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>