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ABSTRACT

The intention of the research was to investigate the nursing
care provided for stoma patients, by non-specialist nurses, as a
preparation for self management- of the stoma appliance. Two questions
were to be answered. First, how do these patients fare in terms of
the nursing care they receive? Second, are general nurses able to
prepare patients adequately for discharge from hospital? Previous
research studies on stoma care and the researcher's nursing experience
had indicated that patients often had difficulties with management of
the stoma appliance when they returned home.

A descriptive study was undertaken of the post operative nursing
care provided for stoma patients during appliance changes. This was
to include not only what care was provided, but also why the care was
given. It was necessary to identify the patient's needs with regard to
appliance management. A review of the literature on stoma care
revealed that there were nine aspects of the physical care of the stoma
which the patient had to accomplish in order to manage the appliance.
These were Preparation of the equipment, Preparation of the patient,
Removal of the old appliance, Skin care, Skin protection, Selection of
the new appliance, Preparation of the new appliance, Application and
Disposal. These were used to provide a framework for the physical care
of the stoma during appliance changes.

However, these were 'principles' of care, guidelines for appliance
management. The requirements of care for each guideline differ for each
patient throughout the post operative period. It was therefore necessary
to consider the way in which nursing care could be provided to meet these
changing needs. A review of the literature on nursing theory was
undertaken and Orem's (1980) self-care theory was selected as the study's
nursing frame of reference. Observational and interview data were
collected on the nursing preparation of stoma patients for self management.
By making the self-care theory specific to appliance management it was
possible to describe two levels of care given during appliance changes;
the appliance management techniques used (Chapter Five) and the methods of
self-care preparation (Chapter Six). The rationale for the observed
practice was obtained through interviews with the nurses (Chapter Seven).

There were four main conclusions drawn from the findings. First,
appliance management was often viewed as a routine procedure with the
nurse's convenience rather than the patient's needs determining what was
done. Second, only some aspects of appliance management appeared to be
conducted consistently with the recommended practice. Third, full
information about the appliance change was not always recorded, particularly
by learners. Fourth, not all patients were fully prepared for self-care.
In the researcher's judgement, therefore, there was room for improvement in
the care provided. As this view was shared by staff in at least one ward,
a small follow-up study was conducted in which a self-care preparation plan
was successfully implemented.
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Nurses have come to play an increasingly important role in the

care of stoma patients. Their greater involvement arises from a

growing awareness among health professionals, during the last thirty

years, of the problems associated with stoma surgery and of the need

to assist the patient in coping with them. The researcher became

aware of these issues during her experience of working with patients

who had undergone this type of surgery. A Nursing Research Training

Fellowship provided the opportunity to investigate the issues further.

Background to the Research

The consequences for the patient of the formation of a stoma have

been the subject of a number of research surveys (Eardley* et al 1976,

Eardley* et al 1975> Davis and Eardley* 197^» Sellwood* 197U*

Devlin et al 1971> Bruss et al 1969, Dcuss et al 1968, Grier et al 196k,

Sutherland et al 1952). These studies have shown that patients are

often inadequately prepared to cope with their stoma after discharge

from hospital. The altered method of elimination imposed by the stoma

causes not only physical problems of management but also psychological

disturbances, most commonly depression. These difficulties prevent

many patients from resuming their previous lifestyle. Marital

relationships are disturbed, there is a reduction in social activities

and return to previous employment is also affected. Overall, these

studies indicate that the formation of a stoma has an impact on every

aspect of daily life.

* These works represent several reports of a multidisciplinary study
undertaken in Manchester in 1973-
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Differing degrees of attention are paid in the studies to the

issue of medical and nursing responsibility in helping patients deal

with their problems. There is, however, a noticeable change of

emphasis in the recommendations made. In the earliest work cited

(Sutherland et al 1952), the onus is placed firmly on the medical

staff. The surgeon is portrayed as the central figure supported,

essentially on the periphery, by nurses, social workers,

psychiatrists and, to a limited extent, by well adjusted former

patients.

In the study reported by Druss et al (1969) there is no dominant

figure responsible for dealing with the patient and his problems.

Rather, the members of the helping team each play a greater or lesser

role at different stages of the patient's rehabilitation. In the

period immediately following surgery, the medical and nursing staff

are seen as the key figures. Later, when the patient returns home,

the spouse and stoma self help groups play a more active part in

supporting the patient's adjustment to his stoma.

In the most recent survey, those identified as most important, in

preparing the patient to cope with a stoma, are nurses (Davis and

Eardley 197U)• Rot only has this study moved responsibility away from

the medical staff, but unlike earlier works it does so on the basis of

information obtained during the research from the patients themselves.

"A last point - and it is one that came throu^i every
interview - is that when the patients have been
helped they have been helped by nurses; the medical
profession seems to have contributed very little".
(Sellwood 197U;26)
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It was this finding, the importance of the part played by nurses in

preparing patients to cope with their stoma which initiated the work

of this dissertation.

The Research Problem

The contribution of the nurse to the care of stoma patients has

received much attention in the nursing literature, where arguments are

made in favour of specialist nurses (Poulkes 1981a, Breckman 1979,

Pickford 1978, Dellipiani and Plant 1978, Saunders 1976, 197k)- The

benefits to the patient are expressed in terms of a co-ordinated

approach to care, in-depth knowledge of social and psychological

factors in stoma surgery and skills in the practical management of the

stoma. However, regardless of the advantages of these nurses, it

remains the case that many patients undergo stoma surgery in hospitals

which do not have specialists in post; this is particularly true in

Scotland where, in 1983, there are only nine hospital-based and five

community-based stoma care nurses employed by the Health Boards. The

responsibility for the care of stoma patients therefore remains with

the general nurse. This being so, how do these patients fare in

terms of the nursing care they receive? ire general nurses able to

fulfil the role identified by Davis and Eardley (l97^)» of adequately

preparing stoma patients for discharge from hospital? These are the

questions which this dissertation sets out to answer.

At the outset of the research, it was obvious that in a single

study there was a limit on the extent to which these questions could

be investigated. Though aware of the many needs of stoma patients,
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physical, social, psychological, and so on, it was not possible for

one researcher to investigate them all. It was therefore decided to

focus the research on one group of patients, namely those with bowel

stomas, and on one recognised problem area, and study in depth the

nursing care provided.

The area of care chosen was appliance management. Although this

tends to be regarded as a more basic aspect of care, as it deals mainly

with the physical management of the stoma, it has been identified as a

key issue in the rehabilitation of stoma patients. In their

investigation of patients with a colostomy, Eardley et al (1976) found

that of those patients whose lives were restricted by their stoma, 30%

had a practical problem of management. So this study focuses on the

nursing care provided for these patients, as a preparation for the

management of the stoma appliance.
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CHAPTER ONE

STOMA APPLIANCE MANAGEMENT
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In the initial part of the research, a review of the literature

on stoma care was undertaken to identify the patient's needs in terms

of management of the stoma appliance. Erom this, it was possible to

distinguish nine aspects of the physical care of the stoma which the

patient had to accomplish in order to manage the appliance. These

were identified as follows: Preparation of the equipment,

Preparation of the patient, Removal of the old appliance, Skin care,

Skin protection, Selection of the new appliance, Preparation of the

new appliance, Application, and Disposal.

Prom this review of the literature, however, it also became clear

that these aspects of care were essentially 'principles' or

'guidelines' for the management of the stoma appliance, not steps in a

standard procedure. Patients differ with regard to the care required

in relation to each guideline. Moreover, even with the same patient,

their care requirements change throughout their post operative course.

Thus, in order to provide a basis for the later investigation of

nursing care, the patient's requirements for the physical care of the

stoma are presented with a discussion of the ways in which the

literature on stoma care recommends these needs should be met.

A considerable volume of literature was found to exist which was

concerned with the various aspects of stoma appliance management.

Nursing and medical textbooks, professional journals, publications by

appliance manufacturers and stoma associations all were found to

contain reference to the physical management of the stoma, and so were

used as sources for this discussion. A proportion of these refer to

the practice of stoma appliance management elsewhere than in Britain.
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However, these sources are used only to discuss aspects of care

common to the practice of appliance management in this country.

Preparation of the Equipment

There is general agreement, in the stoma care literature, on the

need to organise the equipment to "be used during an appliance change

(Buchanan-Davidson 1979, Yukovich and Grubb 1977, Sredl 1977, May

1977, Mahoney 1976, Walker 1976). This preparation at the beginning

of a change of appliance is seen as serving two purposes. First, it

establishes the need to gather the required items as a routine

(Coloplast 1979). Second, it permits efficient care; items may be

reached easily (Buchanan-Davidson 1979) and, if set out in the order

in which they will be used, may serve as a reminder of the sequence

of the appliance change (Mahoney 1976).

The equipment may be gathered on any convenient surface, with the

method being chosen according to the patient's physical condition. In

the early post operative period, when the patient is confined to bed,

May (1977) points out that it may be necessary to use a bedtable.

Later, when the patient is able to walk to the toilet or bathroom for

his appliance change, then the items required may be kept together in

an equipment box (Foulkes 1981), and this may be taken to the changing

area.

Preparation of the Patient

As well as preparing the equipment for the appliance change, there

is a need for the patient himself to be made ready for the change of
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appliance. There are three factors mentioned in the stoma care

literature in relation to preparation of the patient. These are

selecting the location of the appliance change, the position the

patient adopts during the change, and the timing of the change.

As with preparation of the equipment, the patient's physical

condition is seen as a factor which dictates the location of the

change. In the early post operative period, Ibulkes (1981) suggests

that it may be more comfortable for the patient to have the appliance

changed when he is in bed. Watson (1976) qualifies this

recommendation, stating that this choice of location is only justified

with a patient who is extremely ill. As soon as the patient is able

to leave bed and walk around the ward, the bathroom is suggested as

the location of choice (Mahoney 1976). There are a number of

advantages to using the bathroom. There is a constant supply of

water (Sparberg 1971)> a means of flushing away disposable items and

effluent (Seidel 1973> Sparberg 1971) and there is the added

advantage of privacy (Sparberg 1971). The move to the bathroom is

also seen as aiding the process of rehabilitation. By returning

bathroom functions to the bathroom, the stoma patient is less likely to

consider himself an invalid (Mahoney 1976).

The patient may be prepared for the appliance change in any

suitable position. When the patient is confined to bed in the early

post operative period, lying may be the only position for the patient

to adopt. This position is suggested by Breckman (1978 ) for the

initial demonstration change so that the patient can concentrate easily

on the procedure. Ibr later changes, when the patient is fit enough,
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the standing position is recommended (Breckman 1977, Mahoney 1976,

Hill 1976, Sparberg 1971). To be able to change the appliance while

standing is seen as having a number of advantages. The stoma can be

observed easily in this position (Sparberg 1971) and with the body

extended thus the appliance can be smoothed into body contours more

efficiently (Breckman 1978a). The patient will also gain confidence

that a change of appliance can be managed wherever he may be, at home,

at work or in a public toilet (Breckman 1977). In cases where the

patient is unable to stand for the whole change, Mahoney (1976)

recommends standing at least to fit the appliance around the stoma.

In this way, wrinkles in the seal of the appliance may be avoided.

Broadwell et al (1982;600) describe timing of the appliance

change as appropriate

"when there is little expected drainage".

As bowel movement is normally activated by food intake, the stoma

output will be activated by eating. This is the reason behind the

recommendations made regarding the most suitable periods during which

to change the appliance. Hiese are first thing in the morning

(Kretschmer 1978, Sredl 1977, Cronin 1976, Andersen 1970), before

meals (Dudas 1982, Vukovich and Grubb 1977, Hill 1976, Sparberg 1971),

or several hours after eating (Sredl 1977, Walker 1976, Andersen 1970).

The estimates of the number of hours which need to elapse between a

meal and a change of appliance vary. Dudas (1982) recommends

between two and four hours, Walker (1976) suggests three to three and

a half hours.



Timing, in terms of the frequency of the appliance changes is

also mentioned by Broadwell et al (1982). They recommend changing

the appliance before leakage occurs , and suggest that

feelings of itching or burning below the appliance seal are signals

that the bag may be about to leak. Broadwell et al (1982) also

provide an example of how the timing of a change of appliance may be

planned. They suggest that if the appliance leaks on the fifth day

for two consecutive weeks then it should be planned to be changed on

the fourth day thereafter.

Removal of the Old Appliance

The literature on appliance management recommends three methods

of removal of adhesive appliances. These are the use of a solvent,

the use of water, or peeling the appliance from the skin. As the

methods of removal are suggested with regard to the existing appliance

adhesive, the recommendations are discussed accordingly.

There are three main types of appliance adhesives. These are

the zinc oxide type of plaster, karaya or skin wafer (stomahesive

type) bonding agents, and the microporous and hypoallergenic adhesives.

With the first group of adhesives, there is the possibility that they

may leave a residue of adhesive on the skin that may be irritating and

which may interfere with the adhesion of the new appliance. Ror

removal, the careful use of a solvent is recommended by May (1977)»

otherwise damage to the superficial layer of the peristomal skin may

occur.

1. In this section, only removal of adhesive appliances is discussed.
Non adhesive appliances are lifted from the skin.



For removal of the second group of appliances, which have a

karaya or a skin wafer "bonding agent, two methods are recommended.

These are the use of water to soak the appliance off the skin (May

1977) or removal "by the peeling method (Coloplast 1979)- Although

some karaya may "be left on the skin after removal, this does not cause

irritation, or prevent adhesion of the new appliance (Hill 1976).

The third group, of microporous and hypoallergenie adhesives,

are those used most frequently on stoma appliances (personal

communication with manufacturers). Neither type of adhesive leaves

a residue on the skin and so they may "be removed "by the peeling method

(Dunn 1980). This recommendation is endorsed "by Ebulkes (1981) and

Mahoney (1976), "both of whom suggest a specific technique of removal.

They advise avoiding pulling forcefully or dragging the appliance off

the skin, "but rather suggest easing the abdominal skin away from the

appliance adhesive.

Skin Care

Following removal of the stoma appliance there is a need to wash

and dry the peristomal skin. For cleansing, the majority of writers

on stoma care favour the use of soap and water (Buchanan-Davidson 1979>

Kretschmer 1978, Breokman 1978, Heindel 1978, Saunders 1978,
Hill 1976, Andersen 1970). Ordinary toilet soap is regarded as

preferable to other special lotions (Foulkes 1981, Saunders 1979)-

The use of solutions, such as hibitane or savlon, suggest that the

stoma is being treated as a lesion or wound (Bailey 1977). An

emphasis on normality is seen as important in convincing the patient
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that the care of his stoma can become part of his daily routine.

With the choice of soap as a cleansing agent, its drying and

irritant effects are also mentioned. Soap left to dry on the skin

can result in irritation (May 1977 > Lenneberg and Sohn 1972,

Rowbotham 1968) and may also prevent the appliance from adhering to

the skin (Renkun 1975* Watt 1973)- These effects can be avoided by

rinsing the skin following cleansing with soap (Buchanan-Davidson 1979>

Renkun 1975* Sparberg 1971). In some cases, it may be preferable to

avoid the effects of soap altogether by the choice of plain water for

cleansing (Poulkes 1981, Coloplast 1977* Lenneberg and Sohn 1972,

Turnbull 1961).

Care should be taken when drying the skin around the stoma, as

the presence of moisture will prevent the proper adhesion of the

appliance (Honesty 1972). A variety of materials are recommended for

drying the skin. Cottonwool may be used as it is soft on the skin,

but Saunders (l976a)warns that strands left behind on the skin may

interfere with the adhesion of the new appliance. Other materials

which are suggested are tissues (Saunders 1979, Coloplast 1979) and

toilet paper (Saunders 1979» Seidel 1973).

Skin Protection

Descriptions of various skin protective agents are to be found in

much of the literature on stoma appliance management, with each writer

describing those they have found to be particularly useful. However,

the researcher found that often all that was given was a description of
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a product with little or no mention of why it was useful, or when

it should be used. So in this section, in order to avoid

presenting simply an array of products, an attempt has been made to

discuss the types of skin protective agents recommended, in relation

to a defined skin condition.

Examination of the skin around the stoma is seen as an essential

aspect of care (Mahoney 1976, Jensen 1974a). This inspection will

indicate whether or not the skin is normal. May (1977? 193) defines

normal skin as follows:

"Healthy peristomal skin is expected to be similar
in appearance and texture to the surrounding abdominal
skin".

In this situation, consideration may have to be given to the need to

protect healthy skin from the stoma effluent.

A stoma situated to the right of the splenic flexure is regarded

as having a potentially irritating effluent. Therefore, protection

around an ileostomy is described as being especially important

(Dudas 1982, Mahoney 1976). The peristomal skin is at great risk due

to the high enzyme content of its drainage (Saunders 1978, Mahoney 1976,

Watson et al 1976, Jensen 1974a). With a right sided colostomy, where

bowel contents are not usually formed, there is also an increased

likelihood of skin irritation (Given and Simmons 1971» Lenneberg and

Mendelssohn 1969? Rowbotham 1968). Stomas situated below the splenic

flexure are seen as having a less Irritating effluent. Additional skin

protection is not regarded as necessary for sigmoid colostomies (Dudas

1982).



The protective agents for normal skin may be grouped as

'barriers' or 'fillers' . Barriers are skin agents placed between

the skin and the appliance and so act as a protective barrier.

They may be in the form of creams, gels or skin wafers. The barrier

creams require to be massaged into the skin around the stoma, leaving

a dry surface for the application of the appliance (ibulkes 1981,

Colo plast 1979)• Breckman (1978) recommends that only creams

specifically designed for stoma care should be used, as other types

of creams or ointments may reduce the adherence of the appliance.

Gels take the form of a clear fluid which is spread on to the skin

around the stoma (Keena and Sibson 1978). Sufficient time needs to be

allowed for the gel to dry, forming a plasticised barrier between the

appliance and the skin (Broadwell et al 1982). This coating has the

advantage of remaining undissolved when in contact with the stoma

effluent, while it can be easily washed from the skin, using soap and

water (Hill 1976). A trial of one type of gel, reported by Keena and

Sibson (1978) gives two other advantages of using a gel as a barrier.

With the gel covering the peristomal skin, the discomfort of the

removal of the old appliance was found to be eased. The rapid

disintegration of karaya appliances was also prevented.

Where more substantial protection is required, skin wafers of the

stomahesive type tend to be recommended. The importance of ensuring

that these protective agents are fitted closely around the stoma is

much emphasised (Broadwell et al 1982, Foulkes 1981, Saunders 1979?

Clarke 197U). Broadwell et al (1982) point out that measuring cards

are provided in the equipment packs to aid cutting the skin wafer. As
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stomas axe not always completely round, they suggest that these cards

may tie used to provide a template for the cutting of the wafer itself.

Broadwell et al (1982) describe the technique of using a template to

cut the wafer to fit the stoma. The shape of the stoma is drawn on

to the card and cut out. After placing the card over the stoma to

check the fit the card may be recut as necessary. When the correct

fit is achieved the shape is drawn on to the wafer and cut out. In

the immediate post operative period, to cope with any changes in size

of the stoma due to oedema, radial slits may be cut in the inner edge

of the wafer (Clarke 1974)•

A variety of powders, pastes and rings may be used as 'fillers' .

These protect the skin around the stoma by covering any exposed skin

between the base of the stoma and the inner edge of the appliance.

Karaya has been manufactured for some time in all three forms and is

recommended for this type of protection (Coloplast 1977 > Mahoney 1976,

Hill 1976, Watt 1973> Seidel 1973). Recent advances in the product

market also have made available powder, paste and rings in a composition

similar to the skin wafers described above. Broadwell et al (1982)

recommend that these three types of protective agents may be used in

the same way as the karaya products.

As adhesives cannot adhere to powders, Broadwell et al (1982)

recommend inserting karaya powder after the appliance has been sealed

to the skin. If there is frequent drainage from the stoma, the powder

will have to be replaced on a regular basis (Broadwell et al 1982).

With the use of karaya paste, a thick layer may be placed around the

base of the stoma before the appliance is put on (Hill 1976).



Broadwell et al (1982) recommend, leaving this to dry before application

of the appliance. Where karaya rings are used, Watt (1973) recommends

fitting them as closely as possible to the stoma. No skin should be

visible between the stoma and the karaya ring (Lamanske 1977) •

If, on examination, the skin does not appear normal and healthy,

then some form of Irritation will be present. Irritation may be

defined by a change in the colour of the skin under the appliance

(Vukovich and Grubb 1977). Mahoney (1976) uses increasing redness of

the skin to denote irritation of increasing severity. Thus with mild

irritation the skin is described as "pink" (Mahoney 1976;llU), with

moderate irritation the skin is described as "reddened" (Mahoney 1976;

111+), and severe irritation or excoriation is when the skin is "red

with raw areas" (Mahoney 1976;ll5)« this situation a protective

agent may be required to protect the skin from further damage by the

appliance adhesive.

Although a range of agents are described for the treatment of

irritated skin, the most commonly used for any form of irritation

appear to be karaya and skin wafers (Saunders 1978, May 1977» Mahoney

1976, Hill 1976, Stevens and Dent 1976, Smith 1970)• As both agents

were designed for use in dental treatment, they adhere to even the

most severely irritated, moist weeping skin (May 1977). This property

makes them particularly useful for the treatment of a variety of

conditions where the skin is severely broken down (see G-eels et al 1978,

Irving 1977? Gross and Irving 1977> Beernaerts et al 1977>

Kni^iton et al 1976, Pies-Van der Hoeven 1976).

The choice between the protective agents is seen to depend on the
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extent of the irritation. Where the area is localised to the skin

immediately around the stoma, a karaya ring may he the most effective

treatment (Hill 1976, Stevens and Dent 1976, Watt 1973)- For a

larger damaged area a skin wafer may be required. In both cases, the

correct fitting of the protective agent, which has been

described above, also applies, in order to avoid leakage on to the

damaged skin (Foulkes 1981). None of the commercially prepared

barrier creams, gels or pastes are regarded as suitable for use on

damaged skin, because of the irritating effect of the alcohol which

they contain (Broadwell et al 1982, Poulkes 1981, May 1977).

Selection of the New Appliance

The importance of selecting the most suitable appliance receives

much attention in the stoma care literature. A wide variety of

types of appliances are described for use by patients with bowel

stomas. These may be (trainable or non-(trainable, adhesive or non-

adhesive, one or two piece, flexible or rigid, clear or opaque.

The literature on stoma care suggests five criteria by which the

choice between these may be made. These are the type of effluent

from the stoma, the anatomical characteristics of the patient, the

presence of sensitivities, patient preferences and patient

capabilities or limitations.

In the period immediately following surgery, regardless of the

type of bowel stoma formed, the effluent will be liquid in nature,

and discharged erratically (Graham and Burns 197U). For this

reason, the use of an adhesive trainable appliance is recommended for
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all types of stoma during the first post operative week (Saunders

1978j Mahoney 1976, Renkun 1975, Lenneberg and Sohn 1972). This

suggestion is taken up "by Cronin (1976) who regards it as preferable

to have a leakproof, odourproof bag which is (trainable and can stay

in place for the first few days. A clear appliance is also regarded

as necessary at this time, in order to allow observation, both of

the drainage and of the stoma itself (Broadwell et al 1982,

Coloplast 1979, Saunders 1978, Renkun 1975).

After this initial period, the characteristics of the effluent

are related to the location of the stoma on the colon (Broadwell et

al 1982). Different effluents require different types of

appliances (Broadwell et al 1982, Mahoney 1976, Stevens and Dent 1976,

Graham and Burns 197^, Lenneberg and Sohn 1972). Ibur properties of

the effluent from a stoma are described as governing the selection of

an appliance (Lenneberg and Sohn 1972). These are:

(a) the ability of the effluent to cause skin irritation

(b) whether the effluent is liquid or solid

(c) the frequency of output

(d) its odour.

The properties of the effluent from an ileostomy are said to be as

follows:

(a) the output is very damaging to the skin as it has a
high enzyme content

(b) the consistency of the stool is liquid to pasty

(c) the frequency of output varies from person to person,
but there is generally a high degree of activity

(d) the effluent is slightly malodourous. (Mahoney 1976)



For these reasons, the use of an adhesive (trainable appliance is

recommended. (Mahoney 1976, Cronin 1976, Saunders 1976a, Shaw 1969).

This prevents the effluent from coming into contact with the skin and

it contains any odour produced. The open end allows the appliance

to be emptied as required and so copes with the consistency and

frequency of output.

The effluent from a stoma raised to the right of the splenic

flexure is described as having the following properties:

(a) the output is likely to contain small bowel digestive
enzymes and so cause damage to the skin

(b) the consistency of the stool ranges from liquid to
semi-formed

(c) right sided colostomies have more frequent discharges
than those from the left side

(d) the output is malodourous. (Mahoney 1976)

Generally, because of the consistency and frequency of output from a

right sided bowel stoma, the use of an adhesive (trainable appliance

is recommended (Mahoney 1976, Graham and Burns 197U)« This contains

the effluent and so protects the skin from damage, and the adhesive

seal contains the odour.

With a stoma raised in the descending or sigmoid colon, the

characteristics of the effluent are again changed.

(a) the output is less irritating to the skin than that
of the stomas described above

(b) the consistency of the stool ranges from semi-formed
to firm_

(c) the frequency of output varies from patient to patient

(d) the effluent is malodourous. (Mahoney 1976)



To contain both the output and its odour, the type of appliance

recommended for these type of stomas is non-drainable (Mahoney 1976,

Stevens and Dent 1976, Pickford 1975* Honesty 1972). Broadwell et al

(1982) raise the issue of frequency of output in relation to the use

of non-drainable appliances and suggest that they are used for patients

who regularly have one bowel movement per day.

The anatomical characteristics of the patient also influence the

selection of the new appliance (Broadwell et ad 1982, May 1977»

Lenneberg and Sohn 1972). The considerations which go into siting a

stoma, i.e. the avoidance of waist creases, umbilicus, boney

prominences, skin folds, scars, and so on, are seen also as important

in appliance selection (Broadwell et al 1982, May 1977, Lenneberg and

Sohn 1972). The choice of an appliance which avoids contact with

these areas is recommended as it is less likely to separate from the

abdominal wall (Lenneberg and Sohn 1972). Lenneberg and Sohn (1972)

also consider the flexibility of the appliance in relation to body

contours. They point out that a flexible appliance more readily

accommodates to changes in the shape of the abdominal wall. Murphy

(1981;190-191;figure Ud) provides an illustration of the advantage of

fitting a flexible appliance to a poorly sited stoma.

The third criterion in appliance selection is the presence of

sensitivities (Lenneberg and Sohn 1972). Certain appliances may be

more likely to cause a skin reaction and some recent skin trials have

been conducted to establish this. Fitzgerald et al (1978) report on

a comparative trial of skin reactions to five different stoma

adhesives. This trial showed Hollister microporous adhesive to be
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least irritating. Marks et al (1978) tested seven adhesive

plasters. Their results showed that Stomahesive produced significantly

less irritation than the other adhesives. The low irritant effect of

these appliances have also teen borne out in practice (Stockley 1313,

Keenan et al 1979).

In discussing patient preference as a factor in appliance

selection, Lenneberg and Sohn (1972) state that the equipment worn on

the body is a highly personal matter and that patients' tastes as well

as their needs should be catered for. This theme is followed by others

writing on stoma care (Saunders 1978, Alexander 1973)* Devlin (1976)

regards the choice of an appliance as a personal one, to be made by the

patient. Although guidance should be given by medical and nursing

staff, he recommends that they never force a patient to use an

appliance with which he is unhappy. By allowing patients a degree of

choice in the type of appliance they will wear when they leave hospital,

Pickford (1975) found that this stimulated their interest in taking

over management of their stoma.

The fifth criterion mentioned in relation to selection of an

appliance is patient capabilities or limitations (May 1311, Mahoney

1976, Hill 1976, Lenneberg and Sohn 1972, Katona 1967). Particular

consideration needs to be given to disabilities such as arthritis

(Saunders 1978, Mahoney 1976, Hill 1976, Pickford 1975? Lenneberg and

Sohn 1972), vision impairment (Saunders 1978, Vukovich and Grubb 1977?

Mahoney 1976, Pickford 1975? Saunders 1973? Lenneberg and Sohn 1972)

and lack of manual dexterity due to paralysis (Hill 1976). However,

Mahoney (1976) points out that where the disability has been long



term, the patient may have adapted to it, and may manage the stoma

as well as patients with no limitations.

Where reduced manual dexterity is present, for whatever reason,

a simple one piece appliance is seen as the most suitable type of

appliance to select (Hill 1976, Mahoney 1976). Vukovich and Grubb

(1977) also found this type of appliance useful for patients with

vision impairment. Saunders (1978) notes that appliances which

involve cutting the opening to the correct size for the stoma can pose

great difficulty for the arthritic, the blind, and the elderly. The

rule would therefore appear to be to select the simplest form of

appliance that meets the needs of the patient.

Having discussed selection of the type of appliance, the choice

of the correct size also needs to be considered. Vukovich and Grubb

(1977) point out that the selection of an appliance with an opening

that is too large will allow leakage, and one that is too small will

result in constriction of the stoma. Therefore for the selection of the

correct size of appliance, the use of a measuring guide is recommended

(Vukovich and Grubb 1977> Mahoney 1976).

There is general agreement in the literature on appliance

management that with the selection of an appliance with a pre-cut

gasket, an amount of clearance should be allowed around the stoma

(Breckman 1978, Broadwell and Sorrells 1978, Pickford 1978, Saunders

1978, Lamanske 1977* Lenneberg and Sohn 1972). The area of clearance

that is advised ranges in size from l/l6 to 1/8 inch in diameter.

This allowance prevents peristaltic movement from dislodging the seal,

and keeps the appliance from cutting into the stoma (Broadwell and

Sorrells 1978). During the post operative period, a regular review
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of the gasket size of the appliance is advised, as shrinkage of the

stoma may occur (Saunders 1978).

Preparation of the New Appliance

The amount of attention paid in the literature to preparation of

an appliance appears to depend entirely on the type of appliance being

described. Many seem to require only a minimum of preparation, e.g.

removal of the adhesive backing paper. However, two groups of

appliances are seen to require more extensive provision for

application; those which need to be cut to fit the stoma, and those

which may be assembled before application.

Appliances which require to be cut to fit around the stoma are

described as having either a karaya, skin wafer, or an adhesive seal.

The technique of making and using a template given by Broaawell et al

(1982) and described above in the section on skin protection also

applies to fitting these appliances. However, there are differences

in the recommendations for the amount of clearance left around the stoma.

Appliances with a karaya seal should be cut to fit the exact size

of the stoma (Coloplast 1979). Ho area of clearance is required as

the karaya is soft and flexible and will not damage the stoma.

Appliances with a skin wafer seal may also be cut to fit the stoma in

a similar fashion. Hill and Pickford (1979) offer a variation on this

form of preparation. Instead of cutting out the shape of the stoma,

they suggest only making radial slits on the inner edge of the wafer.

The opening in the skin wafer seal then may be shaped with the fingers

to fit the stoma.



As damage to the stoma may result from a closely fitting

appliance with an adhesive seal (Sroadwell et al 1982), the principle

described above in selecting the size of a precut appliance also

applies to this type of appliance, which has to be cut to fit the

stoma. An area of clearance around the stoma of l/l6 to l/8 inch

should be left when cutting these appliances (Lamanske 1977*

Mahoney 1976). This will prevent the inner edge of the adhesive seal

coming into contact with the stoma during peristaltic movements.

The second type of preparation which is described in the stoma

care literature, relates to the use of two piece appliances.

Broadwell et al (1982) suggest that the decision whether or not these

should be assembled before application will vary with the patient's

capabilities. Mahoney (1976) recommends that if problems are

encountered during application of the bag to the flange when the latter

is already fixed to the skin, it may be preferable to assemble the two

pieces prior to application and then treat the unit as a single

appliance.

Application

In relation to application of the appliance, five factors are

mentioned in the literature on stoma care. These are the angle of

application, the positioning of the appliance over the stoma, the

method of sealing the appliance to the skin, the closure of the

appliance and the use of accessories to application.

There is agreement among those writing on stoma care that

initially the appliance should be fixed at an angle to facilitate
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drainage when the patient is on bed rest (Mahoney 1978? Saunders 1978,

Renkun 1975, Jensen 1974b, Jagelman and Reeves 1973, Gibbs and White

1972). Tbr this, it is recommended that the appliance be angled

sideways (Mahoney 1976, Jensen 1974b, Sparberg 1971). Hie angle of

application changes when the patient is mobilising again. The

appliance is then angled to permit drainage in the standing position

(Lamanske 1977, Stevens and Dent 1976, Sparberg 1971, Smith 1970).

Several techniques of positioning the appliance over the stoma

are described, owing to the difficulty of ensuring that the stoma

lies centrally. Lyons and Brockmeier (1972) describe the use of a

guide strip for the correct positioning of a one piece appliance.

A cylinder of paper is wrapped around the stoma and in this way a

larger and more visible projection is created. The appliance is then

slipped over the guide and fixed in place. The paper drops into the

bag and can then be removed. Mahoney (1976) and Sparberg (1971)

describe a variation of this technique. They recommend placing the

guide strip in the opening of the appliance, instead of round the

stoma. The paper cylinder can then be used as a sight and the

appliance correctly positioned. With a two piece appliance there

appears to be less difficulty with positioning, as the flange and bag

are separate units. The stoma is always visible during application

and consequently is less liable to damage from an incorrectly placed

appliance (Walker 1976a).



Much attention in the stoma care literature is paid to sealing

the appliance; in particular to the need to avoid wrinkles in the

adhesive seal (May 1977> Volkovich and Grubb 1977> Mahoney 1976).

Wrinkles encourage leakage and this in "turn may damage the skin.

To avoid this, when dealing with a large piece of adhesive,

Mahoney (1976) recommends leaving the backing paper in place until

application. The lower half is then removed, the adhesive exposed,

and sealed to the skin. The upper half then may be peeled off and

the rest of the appliance sealed. Broadwell and Sorrells (1978)

and Volkovich and Qrubb (1977) describe a modification of this method.

They soiggest that the appliance backing be removed, cut in four and

then replaced on the adhesive. The appliance then is positioned

over the stoma, with the backing paper in place. When correctly

positioned, the backing paper from one section at a time is removed

and the appliance sealed to the skin.

To complete the application of a drainable appliance, a means of

closure is required. However, before applying this, Gibbs and White

(1972) recommend allowing some air to enter the appliance. This

permits the drainage from the stoma to flow into the bag (Walker 1976,

Gibbs and White 1972). The end of the appliance then may be closed

with a clip (Mahoney 1976) or a rubberband (Gibbs and White 1972).

Ebulkes (1981) advises that care should be taken when fitting an

appliance clip, so that it is correctly applied, and left in the closed
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position.

Belts, adhesive tape and appliance covers all are used as

accessories to complete application of the appliance. There are

conflicting views on the value of belts. Seidel (1973) favours

their use, stating that they give added physical support to the

appliance seal, and moral support to the wearer. However, there is

also the risk of injury associated with the belt pulling the appliance

against the stoma (Vukovich and Grubb 1977» Gill 1971* Sparberg 1971).

Belts have a tendency to move up to waist level and in so doing may

displace the appliance and cause leakage (Downs and Hoyle 1973).

Alternative support may be achieved using strips of tape to enhance

the appliance seal (Walker 1976, Watt 1973> Gill 1971). Mahoney (1976)

recommends the selection of a tape which will also preserve the

integrity of the skin. Appliance covers are not an essential part of

application, but May (1977) states that from the standpoint of

aesthetics they have much merit. They also may provide comfort for

the patient who is sensitive to the material of the appliance

(Mahoney 1976).

Disposal

Despite the extensive literature on stoma care the disposal of

stoma equipment receives little attention. This may be due to the

fact that clearing the work area forms part of all nursing procedures

and for this reason may not be considered worthy of special mention.

It also may be because of the ease of disposal of equipment in hospital.

Boulkes (1981) states that the disposal of stoma equipment in



hospital presents few problems. The clean materials are put away,

the rubbish bag filled with soiled equipment is sealed, and then

placed in a disposal receptacle (May 1977)* This task is usually the

responsibility of the nurse involved. As Foulkes (1981) points out,

the patient is more concerned with other problems of management and so

they tend not to think ahead to the difficulties involved in disposal

of their stoma equipment at home. However, by the time of discharge,

it has often become a prime cause of concern for these patients.

There are a number of methods of disposal at home about which the

patient may be advised. The method regarded as most favourable is

incineration (Foulkes 1981, Fussell 1976, Sellwood 197U). However,

this may not always be possible as many homes no longer have the means

available for burning. The alternative recommended, in these cases,

is disposal along with household rubbish (Foulkes 1981, Saunders 1978,

Fussell 1976). The contents of the bag should be emptied down the

toilet, and the appliance rinsed before disposal (Foulkes 1981,

Breckman 1978). Provided that the appliances are wrapped adequately,

Crellin (1979) sees no reason why they should not be placed in the

dustbin for the normal refuse collection.

Two other methods of disposal are also described in the stoma care

literature. These are the use of a waste disposal unit, or a dirty

dressings collection. The waste unit is a means of chemically

treating the stoma appliances (Foulkes 1981). The supplier provides

a collection and replacement service every few weeks, to most areas of

the country. The dirty dressings collection is a special service for

medical and nursing wastes (Foulkes 1981). As with the disposal unit,
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this service is available only in certain areas, and even where

provided, has been found not always to be used (Sellwood 197U»

Devlin et al 1971)•

Finally, mention is made of one method of disposal which is

described as highly inadvisable, that of flushing; the appliance down

the toilet (Foulkes 1981). Sellwood (197U) found that patients in

his survey disposed of their appliances in this way, having first cut

them into pieces. Although this method of disposal may be

successful at first, Ebulkes (1981) points out that the plastic will

quickly cause a blockage in the waste pipes. The fact that there

are so many methods of disposal would suggest that no one method is

ideal

"The invention of a truly disposable 'disposable1
bag would be a great blessing".
(Fussell 1976;659)



CHAPTER TWO

AHDRSIHG BEAME OP REPEREMCE
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Although. the framework of guidelines, discussed in the previous

chapter, took account of the changing needs of the patient with regard

to management of the stoma appliance, it was also necessary to consider

the way in which nursing care could be provided to meet these needs.

A review of the literature on nursing theory therefore was undertaken

in order to select a nursing frame of reference for the study. This

chapter, presented in three sections, is the outcome of that review.

First, there is a general discussion of nursing theory and its

development. This is followed by an appraisal of the chosen framework

using Hardy's (1978) two step method of theory evaluation. Or em's

(1980) self-care theory is described in Section Two, and the relationships

between the concepts are demonstrated by diagramming (the first step in

Hardy's evaluation method). An assessment of the empirical support for

the theory is then made in Section Three (Hardy's second step in theory

evaluation).

SECTION PEE : NURSING THEORY

Nursing has long been concerned with the need to develop its own

specific body of knowledge which would serve as a basis for practice,

education and research. Indeed, Florence Nightingale herself is

credited with recognising the need for knowledge specific to nursing

(Newman 1972). In all aspects, a sound knowledge base is seen to be

important. It takes nursing away from the intuitive, trial and error

approach much used for practice, to a systematic and organised framework

for the assessment, planning, implementation, and evaluation of nursing

care. In education, nursing theory enables the design of curricula
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which have a nursing frame of reference, rather than being modified

medical courses. Nursing theory influences all aspects of the

research process from the statement of the problem to the discussion of

the findings. However, despite the agreement on the need for nursing

theory, the development of theories specific to nursing has run a long

and convoluted course.

Medicine, education, industrial management and the physical and

social sciences all have influenced the course of theory development

in nursing during the last century (Wald and Leonard 196b). During

this period the strongest influence came from medicine which has been

traditionally associated with nursing. This has resulted in an approach

to nursing, still in evidence, that is based largely on medical knowledge.

Up to the middle of the present century, theories of education and

industrial management were investigated as possible sources of knowledge

useful in developing theories for nursing, and in the 1950s the physical

and social sciences became the focus of investigations in the search for

a theoretical base. Despite the knowledge accumulated from these

different fields none of it was unique to nursing, specifically adding

to nursing knowledge. Because of this dissatisfaction with the state

of theory development, in the 1960s a new pattern emerged in nursing,

which saw a move away from borrowing concepts from other disciplines and

trying to make them fit nursing, to considering the borrowed knowledge

in a nursing context and developing concepts basic to nursing itself.

This has resulted in a wealth of literature, mostly from North America,

on nursing theories and their development, some issues of which are

discussed below.
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Definition of Theory

In their 'Theory of theories' , Dickoff and James (1968) take a

position on the difficulty in identifying and developing nursing

theory. They maintain that the difficulty stems from a conceptual

muddle over what a theory is and so set out to clarify the issue.

They define a theory as

"a conceptual system or framework invented to some
purpose".
(Dickoff and James 19685198)

Two points are made in such a definition. First, a theory is a

conceptual system or framework. Second, it is invented to some

purpose. Beginning with the first point raised, a theory is a set of

elements in interrelation, all of which are at the conceptual level.

The elements include concepts, propositions and sets of propositions,

the type and number depending on the complexity of the theory.

The Elements of Theory

Concepts are the basic elements of a theory. They are the labels,

categories or selected properties of objects to be studied; concepts

are the bricks from which theories are constructed (Hardy 197U) •

Jacox (197U) states that concepts indicate the subject matter of the

theory. For example, the concepts of 'patient1, 'nurse', 'doctor' and

'illness8 suggest that the subject matter of the theory is health

related. 'Whereas the concepts of 'intelligence' and 'personality'

indicate that the concepts are more likely to be part of a theory of

psychology. Jacox (197U) describes concepts as abstract representations
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of reality, a symbolic way of referring to empirical reality. Use of

concepts allows reference to be made to an object or event without the

need to give a concrete example each time.

In the process of theory building concepts are linked by

interrelated statements. These are referred to as propositions.

Jacox (197U) defines a proposition as

"a statement of a constant relationship between two
or more concepts or between two or more facts".
(Jacox 197U;6)

Three types of proposition are distinguished. These are axioms,

theorems and hypotheses. Axioms are chosen as the basis for the

theory; they are specific in terms of the direction of the

relationship and they are assumed to be true (Newman 1979)- They are

the initial starting points for derivations (Fawcett 1978). For

example, in describing her theory of self-care, Orem (1980) states a

number of what she describes as presuppositions, but which may also be

described as axioms. These statements are assumed to be true, are

specific in the direction of the relationship, and form the basis of

the theory. For example

"All things being equal, human beings have the
potential to develop their intellectual and
practical skills and the motivation essential for
self-care and care of dependent family members".
(Orem 1980;29)

In contrast, theorems are derived from the framework established by

the axioms (Newman 1979). They are statements of supposition

regarding the type of relationship between the concepts. Again,
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turning to Orem's (1980) theory of self-care to provide an example,

she derives ten statements of supposition. For example

"1. Self-care and care of dependent family members
are learned within the context of social groups
by human interaction and communication.

2. Self-care and care of dependent family members are
deliberate actions sequentially performed to meet
known needs for care".

(Orem 1980;28)

The third type of proposition, hypotheses, are also derived from the

framework of theory specified by the axioms. They are propositions

which are tentative and inconclusive in nature (Jacox 197b) •

Hypotheses are usually stated in research designed to test an aspect

of theory.

Approaches to Theory Development

Concepts and propositions used to develop theory may be derived

by one of two methods, induction or deduction. Jacox (197U)

describes induction as the process by which empirical generalisations

are established. This involves observation of empirical events and

generalisation to all similar events. The most commonly given example

of this method of theory construction is the work of Glaser and Strauss

on Grounded Theory (1967). Riehl and Hoy (1980) describe the

inductive method with regard to nursing. They state that the

inductive theorists begin with the practical nursing experience then

develop concepts from their analysis of this experience.

Kaplan (196J4) also shares the view that it is from the practice
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setting that ideas and concepts develop. Thus with the inductive

method the vital relationship between theory and practice is

maintained. But this relationship extends in two directions

(Figure l).

FIGURE 1 The Inductive Method; the relationship between theory
and practice
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Concepts and propositions derived from empirical practice contribute

to theory development. It is also true that concepts referenced in

practice enable the construction of theory, applicable in a practice

setting.

The deductive method of theory development has been more

commonly used in nursing. This involves moving from the general to

the particular by inference (Rinehart 1978). Fawcett (1978)

describes deductive strategies of theory building as starting with

relatively abstract, general propositions as the basis for logically

deducing more specific new theories. Again Riehl and Roy (1980)

describe this method from a nursing perspective. 'They say that nurse

theorists derive concepts from disciplines relevant to nursing and use

these general concepts as parameters for looking at specific nursing
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situations.

Unlike the inductive method of theory building, the deductive

approach is not so clearly linked with the practice setting. With

the inductive method the theory is grounded in the practice setting.

In contrast, with the deductive method, theory is derived from

knowledge in other disciplines. The link with practice needs to be

established (Figure 2).

FIGURE 2 The Deductive Method: the relationship between theor?/
and practice
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So, to borrow knowledge is not enough; it needs to be considered

in terms of its usefulness for nursing. Johnson (1968) suggests that

in order for the nurse to apply knowledge to nursing, she must ask

nursing questions about phenomena as they specifically relate to

nursing. That is, she needs to make the 'borrowed' knowledge,

'unique1 to nursing. Schrtick (1981) examines in some depth the issue

of 'borrowing' knowledge from other disciplines and concludes

"Knowledge becomes nursing knowledge when it is
selected and integrated for the purposes of nursing
actions, and when it aids the solution of nursing
problems". (Schriick 1981:122)



38.

In Hewmanls (1972) view this making of knowledge 'unique' to nursing

was what the nurse theorists of the 1960s and 1970s achieved. They

could not move completely away from '"borrowing' knowledge from other

disciplines, but the concepts they developed, in particular their

delineation of man as the focus and concern for nursing, were 'unique'

to nursing. Thus theory was developed that was not only relevant to

nursing but was also basic to nursing.

So by either induction, deduction or a combination of both, the

concepts and propositions derived are formed into a conceptual system

or framework. But a theory is more than just a conceptual system.

The second point made by Dickoff and James (1968) in their definition of

a theory is that it is a conceptual system or framework invented to some

purpose. As the purpose for which the theory was invented varies so

the structure or level of the theory varies.

Levels of Theory

There appears to be general agreement in the literature on nursing

theory on the purpose of developing theories. Theories not only order

knowledge by describing and explaining events in the empirical world,

they also help to predict and control phenomena (Chinn and Jacobs 1978,

Hardy 197U> Kerlinger 1973). However this agreement on the purpose

of theory can be seen to be derived from the stance taken by Dickoff

and James (1968) in their 'Theory of theories' paper. In this

position paper and in subsequent publications with Ernestine

Weidenbach (1968a, 1968b), Dickoff and James rebuked the commonly held

view, at that time, that the term theory applied only to conceptual
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systems which allowed prediction. They suggested that predictive

theory presupposed more elementary levels of theory. These they

named factor-isolating theories and factor-relating theories and

considered these as the first two levels of theory. Further, in

looking at predictive theory, they suggested that there could "be

theories which dealt with relationships but which were not predictive.

These further theories they termed theories of promotion or inhibition.

These were considered to be at the same level as predictive theories,

the third level. Finally, they suggested a fourth level of theory

that presupposed the existence of the other three levels, the

prescriptive theory. These were termed situation-producing theory by

Dickoff and James (1968) and were seen to go beyond prediction to

prescription by ordering events to bring about the desired situation or

goal. Thus Dickoff and James grouped theories at four levels.

I Factor-isolating theories

II Factor-relating theories (situation-depicting theories)

III Situation-relating theories
A Predictive theories
B Promoting or inhibiting theories

IY Situation-producing theories (prescriptive theories)
(Dickoff and James 1968;200-201)

This highest level of theory, that of situation-producing theory, is

that which Dickoff and James (1968) described as the theory required

in a practice discipline such as nursing. In their view, theory at

the highest level exists for practice and as the nursing aim is

practice, then nursing theory must be theory at this level.
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The Reality of Ifarsing Theory

However, the reality of nursing theory fifteen years after the

initial publication of the works of Dickoff and James (1968) which attempted

to clarify what constituted theory, and in particular nursing theory,

seems less clear than their original proposals. During this period

works under the general heading of 'nursing theory' can be divided into

two groups. In the first are those authors who write on the issues

involved in developing nursing theory. (Schrdck (1981) also examines

the contributions of authors on nursing theory but she subdivides this

first group into those who write about the value of nursing theory

development, those who detail the process and those who examine the

content and premises of theory construction in nursing.) In the second

group are nurse theorists who have developed their own theories of

nursing. While there are a number of writers who may fall into both

groupings, it is generally the case that those who write about nursing

theory development and those who develop nursing theory are two

different groups of people. One might expect this to be partly true

but the overall impression from reading the literature on nursing theory

is that the theorists go on developing their theories with little comment

from those who have made a study of theory development. In discussing

the state of theory development in nursing Stevens (1979) comments on

this lack of criticism from the peers of nurse theorists. This gives

the appearance of the theory 'belonging' to its originator and results

in the theorist having little assistance with developing ideas.

This view of the literature on nursing theory may perhaps go some

way to explaining what McFarlane (1976:1+1+8) calls "a blooming buzzing



1+1.

confusion", when referring to the world of nursing theory. She

found in the literature on nursing theory, "utter semantic confusion"

(McFarlane 1976 >1+48). That confusion would appear to exist still.

One is confronted with a multitude of labels for the theoretical

formulations proposed - nursing theory, theory of nursing, conceptual

framework, nursing framework, theoretical framework, conceptual system,

conceptual model, theoretical model ... Furthermore, these terms do

not apply only to the whole range of nursing theories available;

several may be applied to a single nursing theory in different

publications. For example, Orem (1980) calls her book, 'Nursing :

concepts of practice1 but refers to her theory of self-care. Despite

her use of the term theory, publications based on her work refer to the

theory as Orem's self-care concept, Orem1 s conceptual model, Orem's

self-care nursing model and Orem's conceptual framework.

Despite the many terms used, it is possible to distinguish the

greater use of the term 'model' , be it a conceptual model or a

theoretical model, applied to theoretical proposals. Riehl and Roy

(1980) describe a model as a conceptual representation of reality as it

is derived from and pertains to reality, but it does not constitute

reality. They use the example of a model car to illustrate their

view of a model. The model car clearly is not a real car but it

represents and pertains to reality in that it is a replica of a real car.

Models are useful to nurse theorists as they are descriptive (Bush 1979>

Hardy 1971+), they simplify the area of concern (Bush 1979, Hardy 1971+)
and they assist in clarifying and ordering relationships between

concepts. Bush (l979;l6) sums up the purpose of a model thus
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"A model does not undertake to determine why a
certain structure or relationship occurs. What
a model accomplishes is the precise structural
expression of a scientist's thinking. A model
orders, clarifies and systematizes selected
components of the phenomena it serves to depict".

Taking the analogy of the car one step further, the relationship

between a model and a theory can he illustrated. If the model car

represents a 'model' then the detailed plans drawn up for the

construction of the car, including explanations and reasons for the

various features required, represents the 'theory' .

As models provide a structure for ordering concepts and

clarifying thinking then they assist in the development of theory.

However, it would seem that many theoretical proposals are left at

the broader model stage and not tested and refined to the level of

theory. HLaskerud and Halloran (1980) have commented on the

reluctance in nursing to use the term 'theory'. They suggest that

nurses do not hesitate to apply the term 'theory' to works in fields

such as sociology or psychology, but cautiously term their attempts at

theoretical formulations as 'models' or 'conceptual frameworks' .

They go on to state that the social sciences do not waste time on

controversy over the labels used but concentrate on developing them

into theories. They describe nursing as having spent too much time

on the distinction between models and theories rather than

concentrating on developing theories.

The Selection of a Nursing Eramework

Such semantic confusion over the terms used to name theoretical
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proposals adds to the difficulty of finding a suitable theoretical

base for the research. Different labels disguise a variety of

possible theories, any of which might potentially provide a framework

for the research. Rinehart (1978) points out that the same problem

may fit a number of theories. While on the one hand this seems to

broaden the scope of the search, it does suggest that the

interrelation of concepts, which differs with different theories, will

provide different ways of looking at the problem, some of which may be

more suitable than others. This can be illustrated by examining a

number of possible ways the research could have developed from the

stated general area of concern.

This study was concerned with the post operative care of patients

who had undergone surgery resulting in the formation of a stoma. Such

a general problem area may suggest a number of possible theoretical

bases. If the research was to focus on the therapeutic relationship

developed between the nurse and the patient during the post operative

period then a developmental theory, such as Peplau's, which focuses on

the development of interpersonal relationships, might have provided the

theoretical base. Another possible focus from the stated area of

concern might have been the patient's reaction to mutilating surgery.

In this case, Roy's Adaptation Model, with special reference to

adaptation in the self concept mode, may have provided the theoretical

framework. However, the study did not follow either of these routes.

Instead the focus was on the patient's preparation for self management

of the stoma at discharge from hospital. Taking this view of the

problem required a theory which could take into account changing roles
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during the post operative period for both the nurse and the patient.

Initially, after operation, the patient is very much dependent

on the nurse to meet all his needs but this dependency lessens until

at discharge from hospital the patient is again independent. Thus

the required theory had to see nursing as a service which aided the

patient when required but relinquished the assistance when the patient

began to be able to regain independence. This view of nursing seemed

to be similar to Henderson's (1966;15) definition of nursing

"The unique function of the nurse is to assist the
individual, sick or well, in the performance of
those activities contributing to health or its
recovery (or to peaceful death) that he would perform
unaided if he had the necessary strength, will or
knowledge. And to do this in such a way as to help
him gain independence as rapidly as possible".

While for most activities the nurse could assist the patient until

he had the strength to perform them himself, the creation of a stoma

on the abdominal wall raised special problems in relation to 'will'

and 'knowledge' regarding the altered method of elimination. The

acceptance of the stoma which enabled the patient to be willing to

deal with elimination and the need for teaching new methods for the

knowledge to deal with elimination thus became important parts of the

study. While Henderson's work seemed to have the essential, view of

the relationship between the nurse and the patient, and took into

account the 'will' and 'knowledge' required to regain independence, it

was not explicit enough in the means by which these concepts could be

described. Davis (1978) points out that the conceptual framework

provides the means by which the phenomena (in this case the post
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operative care of the patient with a stoma) are systematized,

classified and interrelated. Thus it was the works of Dorothea Orem,

derived from and expanded beyond the original ideas of Henderson, that

fulfilled both the requirements of the study and the functions of the

framework. Orem1 s (1980) self-care theory is theory at the hi^iest

level, that described as prescriptive by Dickoff and James (1968).

SECTION TWO : OREM2 S SELF-CARE THEORY

The published work of Dorothea E Orem spans a period of twenty

one years. Orem1 s work was published first in 1959 and has been in

the process of refinement ever since, both by the author and by others

concerned with the development of nursing theory. In 1965, at The

Catholic University of .America, Orem chaired the Nursing Model

Committee which was set up to develop a nursing model as an organising

framework for curriculum content. This Committee and its successor,

the Nursing Development Conference Group worked to further the

development of Orem2 s model of nursing. At this time it was thought

that a nursing model would provide an organising framework for nursing

knowledge. While involved with the Nursing Development Conference

Group, Orem published her first book on self-care in 1971. This was

followed in 1973 8y the publication of the Nursing Development

Conference Group's 'Concept Normalization in Nursing : Process and

Product' . This extended the work of Orem by further developing and

defining many of the concepts within the self-care framework. Both

books have been published in a second edition (Nursing Development

Conference Group 1979 and Orem 1980).
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The Elements of the Self-Care Theory

This description of the elements of the self-care theory has been

taken from the works of Dorothea Orem (1980, 1971) and the works of the

Nursing Development Conference Group (l979> 1973)- It is intended that the

following should be a description of the self-care theory, leaving the

discussion of the use of the theory until Section Three of this chapter.

Diagrams are used to illustrate the relationships between the various

concepts. This is the first step of Hardy's (1978) method of theory

evaluation, that of examining logical adequacy. The diagrams are

those of the researcher, not derived from Orem.

Self-Care

The concept of man as a self-care agent is central to Orem's

nursing theory and forms the first of her core concepts. Orem (198O;35)

defines self-care as

"the practice of activities that individuals initiate
and perform on their own behalf in maintaining life,
health, and well-being".

She views self-care as learned behaviour, affected by the habits,

beliefs, and customs of the individual's culture. Learning about self-

care begins in childhood and as these practices are performed each day

they become integrated into a pattern of daily living, performed

unconsciously as part of the routine of living. Self-care is the norm,

and adults are expected to perform self-care measures for themselves

and their dependents. Orem (1980) sees this as the adult's

contribution to his or her own continuing existence, health and well-
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being. Self-care is described as deliberate action, a goal seeking

activity. The purposes of such action Orem (1980) conceptualises as

self-care requisites.

Self-Care Requisites

Orem (198O;37) describes self-care requisites as "the purposes that

individuals have or should have when they engage in self-care". She

identifies three types of self-care requisites; universal, developmental

and health deviation.

(i) Universal Self-Care Requisites : Ei^at categories of self-

care requisites common to all human beings are described by Orem (1980).

These include air, food, water, elimination, activity and rest,

solitude and interaction, prevention of hazards, and promotion of

normalcy. Universal self-care requisites comprise the normal

requirements of daily living. They foster health and well-being.

Meeting self-care requisites in this area will usually only become a

concern during periods of ill health.

(ii) Developmental Self-Care Requisites : In the second edition

of her book Orem (1980) separates two types of developmental self-care

requisites, previously included as universal self-care requisites, in

order to emphasise their importance. The first category involves

bringing about ana maintenance of living conditions which support life

processes and promote the process of development during a number of

periods of the life cycle. The life cycle periods include (a)

intrauterine life and the birth process, (b) neonatal life, (c)

infancy, (d) childhood and adolescence, (e) early adulthood and
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(f) pregnancy. The eight universal self-cane requisites described

above apply to this category. When developmental self-care

requisites in this category are met, Orem (1980) states that they

should contribute to the prevention of developmental disorders. In

the second category of developmental self-care requisites conditions

are listed which require care in order to avoid or overcome deleterious

effects on human development These are

"a Educational deprivation
b Problems of social adaptation
c Failures of healthy individuation
d Loss of relatives,friends, associates
e Loss of possessions, loss of occupational security
f Abrupt change of residence to an unfamiliar

environment
g Status-associated problems
h Poor health or disability
i Oppressive living conditions
j Terminal illness and impending death"

(Orem 1980;l+7)

Orem (1980) acknowledges that such a list is by no means exhaustive.

Further, she notes that while the problems indicated above may provide

the focus of care in some cases, they may limit the action that can be

taken in others.

(iii) Health Deviation Self-Care Requisites : Orem (l980;i+8)

states that these types of self-care requisites exist "for persons who

are ill, are injured, have specific forms of pathology including defects

and disabilities, and who are under medical diagnosis and treatment".

Hot only do disease and injury result in health deviation self-care

requisites but also the medical therapy used in their diagnosis and

treatment. Orem (1980) identifies six categories of health deviation

self-care requisites. These include (a) seeking and securing medical
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effects of the condition, (c) carrying out prescribed medical treatment

for the condition, (d) being aware of and attending to the side effects

of the treatment prescribed, (e) modifying the self concept in

accordance with the health deviation condition and (f) learning to

live with the effects of the condition and of the treatment measures.

By seeking medical help for a health deviation condition the

individual is meeting the first self-care requisite. However, in

order to meet the remaining self-care requisites medical and nursing

assistance will be required. Further, as a result of the health

deviation, the individual will be unable to meet some universal self-

care requisites. Thus, there is a need to assess the total self-care

requisites of the individual as the first step towards deciding the

need for assistance with self-care.

Therapeutic Self-Care Demand

Orem (l980;39) defines therapeutic self-care demand as "The

totality of self-care actions to be performed for some duration in order

to meet known self-care requisites by using valid methods and related

sets of operations or actions". Inherent in this definition is the

need to know the self-care requisites of the individual and how these

should be met. Or em (1980) takes this as the starting point of her

method of calculation of the therapeutic self-care demand. She

details six steps in the process of calculation. These include

(a) detailing each self-care requisite, ■universal, developmental and

health deviation, (b) identifying factors which might affect meeting
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these requisites, (c) establishing relationships between the different

types of requisites, (d) determining how meeting one requisite will

affect the others, (e) designing courses of action to meet self-care

requisites and (f) planning a system for self-care action to fit into

the pattern of daily living. When calculated the therapeutic self-

care demand forms a prescription for continuous self-care action.

Figure 3 below illustrates the relationship of the three types of self-

care requisites to the therapeutic self-care demand. The three types

of self-care requisites are not mutually exclusive and so there is a

degree of overlap between them.

FIGURE 3 The Elements of Therapeutic Self-Care Demand

\
7
/

U - Universal Self-Care Requisites
D - Developmental Self-Care Requisites
HD - Health Deviation Self-Care Requisites
TSCD - Therapeutic Self-Care Demand

TSCD applies to all or part of the circles above
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Having calculated the therapeutic self-care demand for the individual,

his ability to meet self-care requisites needs to be decided.

Self-Care Agency

This is described by Orem (l980j83) as "the ability for engaging

in self-care". She conceptualises self-care agency as taking the

form of a set of human abilities for deliberate action, the object

of which is to meet self-care requisites. The Nursing Development

Conference Group (l979)» in examining self-care agency, suggested

that it can be described in terms of development, operability, and

adequacy. Genetic and constitutional factors, culture, life

experiences, and health state can affect the development and

operability of self-care agency. Thus, the adequacy of self-care

agency of an individual needs to be determined in order to make

judgements about self-care limitations. Orem (1980) suggests that

new self-care requisites require additional knowledge and skills and

examination of willingness to perform self-care action.

Figure k illustrates the relationship between knowledge, skills

and willingness to meet self-care requisites which constitutes self-

care agency.
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FIGURE It The Elements of Self-Care Agency

K - Knowledge
S - Skills
¥ - Willingness
SUA - Self-Care Agency

Limitations would form subsets in each of the main sets of knowledge,

skills and willingness. These in turn would affect potential for new

developments in self-care agency, which is a subset of self-care

agency itself.
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Therapeutic self-care demand and self-care agency can be

regarded as two components of the concept of self-care. It is the

relationship between these two components that links the concept of

self-care with Orem's (1980) second core concept, that of self-care

deficit.

Self-Care Deficit

In order to determine the presence of a self-care deficit there

is a need to establish the care abilities of the individual, his

self-care demand, and the relationship between the two. Orem (l980;27)

proposes that the relationship between therapeutic self-care demand

and self-care agency can be defined in terms of "equal to, less than,

more than". These relationships are illustrated in Figure 5 below.
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FIGURE 5 Th.e Relationship "between Therapeutic Self-Care Demand
and Self-Care Agency

TSCD
_ therapeutic Self-Care Demand

SCA - Self-Care Agency
SCD - Self-Care Deficit
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In (a) where the therapeutic self-care demand is less than self-

care agency, the individual is capable of self-care. In (b) where

the therapeutic self-care demand equals self-care agency, self-care is

also possible. However, in (c) where the therapeutic self-care demand

exceeds self-care agency, a number of therapeutic self-care demands are

unmet and so a self-care deficit is present. The inability to meet

self-care demands, Orem's (1980) second core concept of self-care

deficit, provides the theory's link with nursing. Orem (1980) contends

that candidates for nursing are those individuals who have a health

derived or health related self-care deficit. Through the exercise of

nursing agency the self-care deficit can be overcome.

Nursing Agency

The effort of the individual to meet his therapeutic self-care

demands has been described as self-care agency. Analogous to this is

nursing agency, except that nursing agency is exercised and developed

for the benefit and well-being of others rather than self. Orem (1980)

conceptualises nursing agency as the specialised abilities that nurses

have for compensating for or assisting in overcoming self-care deficits.

The need to provide compensatory action for the individual with

limitations in self-care abilities is the focus of nursing agency. The

means by which the nurse exercises nursing agency is through the design

of nursing systems which is Orem's (1980) third core concept.

Nursing Systems

Orem (1980) states that the term nursing system can be used in a
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general way to stand for all the actions and interactions of nurses

and patients in nursing practice situations. The purpose of the

nursing system is to help the patient meet his therapeutic self-care

demands and to compensate for a known self-care deficit. Orem (1980)

describes five methods of helping which can be used to overcome the

inability of the individual to meet self-care demands. These are

(a) acting or doing for another, (b) guiding another, (c) providing

physical and psychological support, (d) providing a developmental

environment and (e) teaching. A nursing system is basically a

helping system which defines the roles of helper and person being

helped. There are three elements in a nursing system. These are

the nurse, the patient, and the events which occur between them. The

relationship between the three elements gives structure to the system.

Or em (1980) recognises three types of nursing systems. They are

wholly compensatory, partly compensatory and supportive-educative.

(i) Wholly Compensatory Nursing System : This nursing system is

designed for persons who are unable to perform self-care actions.

Orem (1980) describes three subtypes of this system. These are persons

who are unaware and unable to engage in self-care; persons who are

aware but should not or cannot engage in self-care action; and persons

incapable of self-care without continuous guidance and supervision.

The main method of helping in all three subtypes of this system is

acting for another. fbr subtypes two and three providing support and

guidance and maintenance of a developmental environment are also valid

methods. In this system the nurse has the active role, the patient

being acted upon.
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(ii) Partly Compensatory Nursing System : Phis nursing system

is designed for persons who have some self-care abilities. Phe

patient performs the tasks for which he is able and the nurse

compensates by performing those tasks which he is unable to do. All

five methods of helping are valid in this nursing system. Both the

nurse and the patient are actively involved in care and either may

have the major role.

(iii) Supportive-Educative Nursing System ; Phis nursing system

is designed for persons who are able to perform self-care or who

should learn self-care but require assistance to do so. Phe

combination of helping methods valid in this system include (b)

guiding another, (c) providing physical and psychological support,

(d) providing a developmental environment and (e) teaching. Phe

patient has the major role in performing self-care activities with the

nurse in a regulatory capacity.

Phe relationship between the three types of nursing systems and

the roles of the patient and the nurse are illustrated in Figure 6

below.
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FIGURE 6 The Roles of the Patient and the Nurse in Orem's
Uursing Systems

The intersection of the two circles represents the interaction of the
nurse and the patient in a nursing system. Area 1 represents a wholly
compensatory nursing system. The major part of Area 1 is taken up by
the nursing circle and represents the major role of the nurse in this
system. The minor part of the area, the intersecting edge of the
patient circle, represents the presence but passive role of the patient.
In Area 2 both the patient and the nurse take an active role in
maintaining self-care in a partly compensatory nursing system. Area 3
represents a supportive-educative nursing system. The major part of
Area 3 is taken up by the self-care agency of the patient and represents
his major role in self-care. The minor part of the area, the
intersecting edge of the nurse circle, represents the minor role played
by the nurse in this system.
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The Ifarsing Process

The concepts described come together to form Orem's (1980)

nursing theory. This provides a self-care focus for nursing.

Figure 7 below is an illustration of the relationship between the

components of the theory and the steps of the nursing process.

FIGURE 7 Orem8s Theory and the Nursing Process
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Orem (1971) describes three steps to the nursing process. The

first step involves determining why a person needs nursing. This

begins with an assessment of the patient from a nursing perspective.

Orem (l97l) suggests that this can be done by identifying and

describing a nursing focus for the patient. Six factors make up the

nursing focus. These include both the medical and the patient's

perspective of the health situation and four central patient related

factors. The patient related factors include the patient's state of

health, the health results sought for the patient, the patient's

requirements for therapeutic self-care (therapeutic self-care demand),

and the present abilities and disabilities for engaging in self-care

(self-care agency). The nursing focus enables the nurse, in specific

nursing situations, to collect information according to each factor

and interpret it in the light of her nursing knowledge. This results

in a diagnosis of why the patient needs nursing (self-care deficit).

This in turn provides a foundation for the design of a nursing system.

Orem (1971) suggests that this first step of the nursing process can

be accomplished by the nurse in four phases. These are communication

and observation, which includes obtaining information £rom the patient,

his family, and medical staff; this results in a flow of information;

for evaluation, analysis, and interpretation in the light of her

nursing knowledge; and organising the information into relevant

categories.

The second step of the nursing process involves the two phases of

designing and planning a system of nursing assistance for the patient.

Orem (1971) states that designing a system of nursing assistance is



61.

essentially a process of selecting valid methods of helping. This

selection of helping methods is based on two types of knowledge.

This includes specific knowledge related to self-care requirements

and limitations, acquired during step one of the nursing process, and

general knowledge of how ways of helping can compensate for or

overcome limitations in self-care abilities. Two other factors

affect the selection of helping methods. These are the health care

focus and health care requirements of the patient. Orem (1980)

suggests that nursing situations can be classified according to their

health focus. She describes seven groups which are oriented to

events of the life cycle, recovery, illness of undetermined origin,

genetic and developmental defects and biological immaturity, cure or

regulation, stabilisation of integrated functioning, and terminal

illness. As the nursing situations are grouped according to

differences in health care focus, they have differing goals in terms

of preventive health care requirements. The first health care focus,

concerned with events of the life cycle, has a requirement for health

care at the primary level of prevention with goals of maintaining and

promoting health and preventing specific diseases and injuries. The

remainder have requirements for health care at the secondary and

tertiary levels of prevention. At the secondary level of prevention,

after the onset of disease, the health care goals are directed at

prevention of complications and disability. When there is disability

present, at the tertiary level, the health care goals are directed at

bringing about effective functioning within existing abilities. The

resultant nursing system is a description of the ways of assisting to
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be used by the nurse and the distribution of the tasks to the nurse

or patient or both. Orem (1980) classifies nursing systems as wholly

compensatory, partly compensatory, and supportive-educative according

to the methods of helping to be used.

The second part of step two of the nursing process involves

planning for the use of the designed system. Orem (1971) describes

the planning stage as the process by which the selected methods of

helping are described in terms of who, what, when, and where. There

is a need to specify the time, place, duration, techniques, equipment,

supplies, and environmental conditions needed to achieve self-care

requirements. Furthermore, adjustment will have to be made to the

selected methods of assisting according to the particular patient and

his environment. Orem (1971) suggests that in doing this the nurse

should consider the factors of age, sex, growth and development,

culture, and prior experiences. A vital factor in the successful

design and planning of a nursing system is the agreement of the patient

with regard to the roles of both nurse and patient. The desired

result of step two of the nursing process should be a mutually agreeable

plan for the accomplishment of therapeutic self-care for the patient

by the joint effort of nurse and patient.

The third and final step of Orem1 s (1971) nursing process involves

implementing and evaluating the plan for nursing assistance. This

comes about by the nurse initiating, conducting and controlling

assisting actions which contribute to accomplishing the nursing and health

goals of the patient. In this step, not only is the planned nursing

system the means by which the nurse initiates and conducts assisting
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actions but the plan also acts as a control instrument. Using the

nursing plan, controlling becomes essentially a process of checking

whether nursing actions have been performed, determining the results

of nursing actions, and collecting evidence in relation to changes in

health state or self-care status of the patient. So begins a

cyclical process of initiating action, checking, determining results,

and collecting data in order to adjust the plan until all goals are

achieved.

SECTION PUREE : EPCPIRICAL SUPPORT

Assessment of empirical support for a theory is the second step

in Hardy's (1978) method of theory evaluation. She views empirical

adequacy as particularly important to a theory which is to be applied

in a practice setting. Two types of material as empirical support

are distinguished. The first, research studies, is seen to provide

support through empirical testing of the theory. The second includes

"Case studies, anecdotal reports or descriptions of
processes presented in discursive accounts of the
theory".
(Hardy 1978;h6)

These are not regarded as empirical tests but can be used in an

assessment of the potential scope and generability of the theory. Thus

it would appear that Hardy (1978) distinguishes two levels of empirical

support, according to the type of material used. The hi^ier level of

support, based on empirical testing of the theory, is provided by

research studies. Less scientific or research-based work provides a

more subjective assessment of the usefulness of the theory.
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However, this is the ideal view of empirical support. The

reality differs in that research-based support for nursing theories

is not in great evidence in the nursing literature. This is

perhaps a result of the 'newness5 of nursing theories. Although the

more established nursing theories were published over a decade ago

(see for example Orem 1971? King 1971? Peplau 1952) and several became

the framework for curriculum development in nursing schools, it takes

some time to establish practice based on these theories and then to

test them through research. However, the lack of research-based

support for nursing theories also may be due to the phenomenon in

nursing of the development of a great number of different nursing

theories leaving each theorist seemingly responsible for refinement

and further development of his own theory. It is perhaps this lack of

collaboration that results in little published material relating

specifically to the refinement of theories. Further, as each theorist

is concerned with his own theory, there appears to be little or no

critical appraisal of each other5s works.

For whatever reason, research studies as empirical support for

nursing theories are little available compared with 'case studies,

anecdotal accounts ...5 Thus availability may become the deciding

factor in the presentation of material. This is so with the empirical

support for Or em's self-care theory. The studies reviewed are those

articles in which the use of Orem's theory in a .practice -setting is

described. The studies have been classified into three groups

according to the strength of their support for the theory. The first,

the weakest level of support, deals with descriptive case study type
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material. In the second, the studies extend the concept of self_care

agent to make it applicable in a variety of clinical settings. The

third, and strongest level of support, includes studies which test and

extend the self-care theory.

First Level Support

The case studies presented here describe how the theory applies

to the care of one particular patient. In doing this, although they

may not add new knowledge to the theory itself, they do at least

establish an area of practice to which the theory is applicable.

Further, in a relatively simple description of the theory in practice

on one patient, they may encourage sufficient interest in the reader

to investigate the theory further. In either of these ways the theory

may gain further relevance in practice settings.

Even within this level of empirical support, there are differences

in the extent of support provided by each of the three studies included.

The first, by Marten (1978) is a study of a patient who is experiencing

problems in coping with the results of a radical vulvectomy. The

author, whose clinical expertise is in the field of psychiatric nursing,

confines her assistance to dealing with problems in the patient's

mental health state. By developing a nursing focus she was able to

assess the patient taking account of the patient's views of her own

health state, the views of the medical and nursing staff together with

the goals sought by the medical staff and by the patient herself. From

this perspective the nurse specialist was able to define self-care

abilities and limitations which then guided the provision of nursing



assistance. With this patient, the most appropriate helping methods

were providing a developmental environment, support and guidance.

Over the six week post operative period, "by structuring nursing

intervention around the four concepts of acceptance, interest, respect

and empathy, the patient was able to modify her self image. Marten

(1978) concludes that Oremss framework provided a guide for advanced

nursing practice in the area of mental health nursing and that it may

be applicable in other instances where problems arise due to an

alteration in body image.

One such instance of body image disturbance follows surgery

resulting in the formation of a stoma. This type of patient is the

subject of the second study in this section. Bromley (1980) describes

the application of Orem's self-care theory to the specialty of

enterostomal therapy. The study describes the case of one patient who

has undergone abdominal-perinea! resection of the colon and formation

of a descending colostomy for carcinoma of the recto-sigmoid junction.

Bromley (1980) deals mainly with the nursing systems she developed for

this patient. Although very much anecdotal, the move throu^i the three

types of nursing system from wholly compensatory, through partly

compensatory to supportive-educative is illustrated.

In the third case study, Calley et al (1980) provide a very

organised description of the nursing care of one patient as an

illustration of the self-care framework in practice. The case deals

with the care of a patient who has attempted suicide by taking an

overdose of tranquillisors and an unknown quantity of wine. The

authors go through the steps of the nursing process from a self-care
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perspective. First, the assessment of therapeutic self-care demand,

covers both universal and health deviation self-care requisites.

Self-care agency is then established and from these the self-care

deficits of the patient are determined. This is expressed in terms

of knowledge deficits, skills deficits, motivation deficits and

orientation deficits. Having identified the self-care deficits of

the patient, a partly compensatory nursing system is designed.

Implementation of this nursing system is specified throu^i the use of

the five helping methods. As the patient!s self-care agency

increased through the assistance she received, so her self-care

deficits reduced and she moved to a supportive-educative nursing system.

Thus these three studies illustrate the application of Orem's

self-care theory in three different practice settings. Despite the

fact that the first two authors have concentrated on part of the

patient's care, this is perhaps an attribute of the theory to be valued.

The implementation of the self-care framework may be more readily

achieved in small parts, rather than attempting a sweeping total change.

Both Marten (1978) and Bromley (1980) illustrate how part of Or em1 s

theory can be used in a practice setting, while Calley et al (1980)

provide a wider based view of the theory showing its main components in

relation to each other. However, whatever value may be put on the

studies, it remains true that these are only three examples of the theory

put into practice on three patients. The theory only has been tried out

in these practice settings, not scientifically tested. Therefore,

further instances of the theory's application in practice are required.
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Second Level Sap-port

The group of studies presented in this section of the empirical

support for Orem1s self-care theory are those which extend the

concept of self-care agent within the context of the practice setting

being described. Again, although these works do not test the theory

as such, they do indicate the range of practice in which the self-care

framework has been implemented. Further, it is contended that the

support they give to Oremss theory goes beyond that given by the case

study material presented above. Two of the articles do present care

plans; one refers to a single case, the other presents four care plans.

However, these only serve to illustrate the points made generally in

the discussion of the theory in a particular setting that precedes the

care plan. Furthermore, in these studies the self-care framework has

been applied to groups of patients, rather than to individuals. As

with the first level support, the studies in this section are ranked in

terms of their support for the theory, beginning with the weakest and

ending with the strongest.

Harris (1980) describes the care of patients undergoing caesarian

delivery, from a self-care perspective. To do this she focuses on the

concept of family centred care which she believes necessary for

individuals to achieve self-care. The family unit thus becomes the

focus for care, the self-care agent. Therapeutic self-care demands in

relation to pregnancy and birth are established for the family unit,

and both parents are assessed for their capabilities and limitations in

meeting these demands. For both planned and unplanned caesarian

delivery the importance of teaching as a method of nursing assistance
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is stressed. Teaching is the main method of helping in the ante-natal

period but also extends into the post-natal period. This results in

higher levels of self-care by the family unit during and after delivery.

In the post-natal period, in particular with support and teaching, the

family's self-care agency can be increased by the father assisting with

infant care and helping the mother to meet her health needs. Together

the family has a greater self-care agency than the mother alone would

have, thus allowing an easier transfer to home.

In considering the self-care concept in a hospice setting, Walborn

(1980) extends the concept of self-care agent to include not only the

individual but also members of the patient's nuclear family. Thus the

patient-family unit becomes the 'client'. Using the self-care

framework in the hospice setting, the emphasis is on encouraging

independence in care activities and allowing the 'client' to make

decisions in order to control self-care actions. The fact that

individualised care is more often practised in this setting is suggested

as a reason for the greater opportunity to promote self-care practices.

To illustrate the extended concept of self-care agent, a detailed

partly compensatory nursing system is described for one 'client'

(patient-family unit). The assessment data include details about the

patient and her family members so that the capabilities and limitations

of the patient-family unit as a whole can be defined and helping

methods planned to assist the patient and the family.

Facteau (1980) contends that the concept of self-care is applicable

to the care of children despite the lack of literature on the subject.

In saying this, she extends the concept of self-care agent, with regard
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to children. In Facteau's (1980) view the parent-child unit becomes the

self-care agent. Until the child develops sufficiently to be totally

self-caring, his self-care limitations are compensated for by a self-

care agent substitute, usually a parent. As the child gets older,

his self-care agency increases and so the compensatory assistance of

the parent is decreased. With the care of a child in hospital the

parent-child unit becomes the self-care agent and Facteau (1980) sees the

nurse as having a responsibility to assess the agency of this unit.

Self-care deficits may be found which relate to the child but the

nursing assistance may focus on the parent, for if the child1 s self-

care agency is reduced (with regard to age and developmental level) it

may be due to lack of knowledge in the parent. Facteau (1980) illustrates

this by describing the cases of four children ranging in age from an

infant of six months to a child of nine years. Health teaching is

viewed as a valid method of assistance to increase self-care agency of

both child and parent.

In the last study in this section, Michael and Sewall (1980)

apply the self-care framework to the care of adolescent alcohol

abusers. In doing this they extend the concept of self-care agent

beyond that of the individual alcohol abuser, to the group of

adolescents. They describe the use of the adolescent peer group based

on reality therapy as a means of increasing the self-care agency of the

group. Using the self-care framework, the steps of the nursing process

are compared with a breakdown of reality therapy to illustrate the

nursing approach to working with this group of patients. In the

second half of their paper Michael and Sewall (1980) present the results
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of providing an educative support system for the group. Viewing the

peer group as an extended self-care agent, the capabilities and

limitations of the whole group were assessed, from which methods of

assistance were determined. In this setting the appropriate helping

methods were teaching, guidance, support and providing a developmental

environment. This approach resulted in an increase in self-care

agency of the adolescents in the group.

As with the first level support, the studies in this section

illustrate the range of settings in which the self-care framework is

applicable. However, they give greater support to Orem's self-

care theory in that they apply the theory to areas of practice rather

than to individuals. Harris (1980), Walborn (1980) and Facteau (1980)

each found the self-care theory useful in their practice settings and by

providing nursing assistance from a self-care perspective they were able

to increase the independence (the self-care agency) of their patients.

Walborn (1980) and Facteau (1980) illustrated this by presenting care

plans for selected patients. Michael and Sewall (1980) also found the

self-care framework useful in adolescent psychiatry but provide greater

support for the theory in that they present the results of their

implementation of it. Throughout the four studies two points are

stressed. The first is the need to extend the concept of self-care agent

to make it applicable to the practice setting. This may take the form

of including the spouse, parents or other family members as part of the

patient unit which becomes the focus for care. The second point, common

to all four studies, is the importance of teaching as a helping method.

Indeed one study, described by Facteau (1980),gives details only with regard to
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teaching in the care plans presented. Each of the four authors

found teaching an important method of increasing the self-care

agency of their patients.

Third Level Support

The third level support comes from a group of four studies.

These have been grouped together as it was considered that they go

beyond just applying Orem's self-care theory to a particular patient

or practice setting. The first study in this section 'tests' the

self-care framework in a practice setting and reports the results of

implementation. The other three studies apply the self-care

framework to a particular setting and develop the concepts of the

theory so that they are specific to that setting.

Anna et al (1978) describe their testing of Orem's theory in a

nursing home providing intermediate and skilled care for adult

patients. Each of nine Masters Degree students cared for a selected

patient who had suffered a cerebro-vascular accident. Eight hours of

direct care was provided by each student weekly for five consecutive

weeks. During this time they cared for their patients following Orem's

three step nursing process. Capabilities and limitations of each

patient were assessed and from this nursing systems were designed.

After discussions with the patient, the roles of both nurse and patient

were decided and the plan implemented. During the course of the study

problems arose with the patients and the staff. The patients were at

first reluctant to involve themselves in decision making even about

their own care. This reluctance was eventually overcome by the
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students providing encouragement for the patients to participate in

their own care. The nursing home staff also resisted the changes.

However, by being taught specific helping techniques they were able to

see improvements in their patients and thus saw the value in the new

methods of intervention.

Two articles by Allison (1973) said- Backscheider (1974) describe

the use of the self-care nursing theory in the Diabetic Management

Clinic of Johns Hopkins Hospital. The two authors describe different

parts of the work involved in setting up the nurse managed clinic.

Allison (1973) gives an overview of the setting and the development of the

model on which the nursing practice is based. Working from the basic

assumption that patients normally care for themselves, assistance is only

provided where limitations in self-care exist. Further, that assistance

should be geared to removing the limitations. Backscheider (1974) takes

up these points concentrating on the view that limitations indicate

the need for nursing intervention, expanding it and making it specific

to the care of diabetics. In order to know exactly when nursing is

required Backscheider (1974) focuses on the development of an

assessment framework for diabetics which would establish the conditions

for initiating a nursing system. With the diagnosis of diabetes,

permanent reorganisation of the self-care system is required. The

diabetic has increased requirements in therapeutic self-care demand.

This is due to the condition itself, the effects of the condition, to

the therapy given, and to the effects of the therapy. Backscheider

(1974) organises diabetic self-care abilities into four sections; physical,

mental, emotional and motivational, and orientational.
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Under each heading a detailed list of self-care abilities is given.

Where these capabilities are not present a self-care deficit exists

and thus a need for nursing assistance. Assistance may take the

form of any of the helping methods specified by Orem.

Crews' (1972) description of nurse-managed cardiac clinics, also

at Johns Hopkins Hospital, is very similar to the works of Allison

(1973) and Backscheider (l31b) with diabetic clinics. In this case

the patient population consisted of patients with congestive heart

failure and patients on anti-coagulant therapy. A cardiovascular

nursing specialist was employed to design nursing systems for the

care of ambulatory cardiac patients. In doing this the self-care

framework was a major influence. The same pattern was followed as

that used by Backscheider (l97i+) with diabetics, of defining self-care

needs resulting from anti-coagulation and resulting from congestive

heart failure. Patient capabilities required to meet these needs, and

limitations which prevented these needs from being met were also

established. In this way the nurse was able to develop techniques

and systems of care to help the patient overcome limitations.

Again the self-care framework is seen to be applicable in a

further three practice settings. However, the support offered by

this group of studies goes beyond just this. In the first, Anna

et al (1978) report the collective results of implementation of the

self-care framework by nine Masters Degree students. Two positive

outcomes of implementation were found. The first was that the

patients' self-care abilities were increased. Further, when the

methods of helping used to bring about the increase in self-care
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agency were employed by the regular nursing home staff, that increase

in self-care agency was maintained. Second, it was found that when

the self-care orientation was used the patient had a greater degree of

involvement in his care from giving his perspective of his health

state during assessment to being involved in the planning and

implementation of the nursing system. In this way the patient had

greater control over his health care. However, although Anna et al

(1978) report favourable results with regard to the self-care

framework, their use of the term 'testing1 can be misleading. They

simply introduced a new method of providing nursing care and reported

the results of this.

In the works of the other three authors in this group not only

has Orem's self-care theory successfully provided the framework for

the establishment of nurse managed clinics for diabetic and cardiac

patients but the authors have been able to build on their experience

and develop the framework to suit their particular practice settings.

From their expertise in the area, the nurse specialists were able to

build tools to enable them to identify requirements for self-care in

each group of patients. This made the identification of self-care

deficits and the design of nursing systems a much easier process.

Thus these eleven studies constitute the empirical support for

Orem's self-care theory. Hone of them are research papers, seen by

Hardy (1978) to provide the higgler level of support through empirical

testing of the theory. However, they do offer different levels of

support within themselves. In the first level of support, the case

studies presented offer the support of one nurse who has successfully
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implemented the self-care theory in her care of one patient. In

the second level of support, the theory is shown to he applicable to

groups of patients rather than individuals, but again from the view

of the individual nurse. The third level of support extends this

to collective support of the theory on groups of patients.



CHAPTER THREE

TEE RESEARCH DESIGN
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This chapter deals with the methods of data collection and

analysis employed in this study of the nursing care of stoma patients.

The aspects of care described are the appliance management techniques

used and the methods by which patients were prepared for self

management of their appliance. As it was intended that this should

be an in-depth description of care, it was necessary to include not

only what care was carried out, but also why the care was given

(i.e. the rationale for the practice). To this end, a multiple

methods approach was taken.

The use of multiple methods in the study of the same event has

two major advantages. The first is the completeness of the

description provided. Denzin (1978) points out that no single method

can ever completely capture all the relevant features of a problem.

With the use of more than one method, however, the different aspects

each reveals can contribute to a more complete description of the

phenomenon being studied. The second advantage of a combination of

methods lies in the greater confidence with which findings can be

viewed. Denzin (1978) explains how this comes about. Each method

has specific limitations which reflect on the data collected. However,

as the shortcomings of one method are often the strengths of another,

their combination can achieve the best of each and, at the same time,

can overcome their individual deficiencies.

Thus methods were selected to complement each other, not only to

provide the complex description of nursing care required by the study

but also to overcome the limitations inherent in the individual methods.

The way in which this was achieved is reflected in the description of



79-

the methods used. This is in four sections. The first deals with

the sampling methods used in the study. Observation, which was the

main method of data collection is described in the second section.

This is followed by a description of interview methods in the third

section. finally, the methods of analysis are dealt with.

SECTION PEE : SAMPLING METHODS

This section on sampling methods not only reflects the multiple

approach taken to the study, but also 'sets the scene' for the

forthcoming sections in which the observation and interview methods are

discussed. The methods used to specify and select the settings in

which the study was undertaken are dealt with first. The same process

is then applied to the subjects involved in the study.

The Setting

The requirements of the research gave the initial direction to the

specification of where the study was undertaken. The need to describe

post operative appliance changes dictated that the data collection

should be carried out in hospital wards, rather than in the community.

However, beyond this there was a need to specify the type of hospitals

and wards included in the study.

The Hospitals

General hospitals in one city in Scotland which admitted patients

for bowel surgery were specified as the population of hospitals in which

the study could be carried out. The restriction of hospitals to a
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single location was necessary as at the time of data collection it was

not possible for the researcher to travel to other parts of the country.

The hospitals in the city which fulfilled the requirement of admitting

patients for bowel surgery were identified. A deliberate process of

selecting the sample of hospitals was then employed.

The number of stoma patients admitted to each hospital during the

year preceding the study was ascertained. Prom this the hospitals

which had the greatest number of admissions for bowel surgery were

selected as the study sample. This method of selection corresponds to

Abdellah and Levine's (1965) description of purposive sampling. By

this method the researcher deliberately selects a sample which he

regards as representative of the target population. In view of the

small number of admissions for bowel surgery to some hospitals, it was

felt that the selection of those with the greatest turnover of stoma

patients was the means by which the most representative sample would be

obtained.

Permission to conduct the study was obtained from the Chief Area

Nursing Officer of the Health Board. Katz (1953) recommends this

course of obtaining permission from the top ranks in the hierarchy as

they are more liable to understand the needs of the study. The

researcher was then directed to contact the District Nursing Officer

and Divisional Nursing Officers involved for access to the selected

hospitals. After being interviewed by each, the researcher obtained

their permission for the study to proceed.

The interviews with the District and Divisional Nursing Officers

raised the issue of verbally explaining the research. Six aspects of
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the study had to be explained in order that sufficient information

was given for informed consent to be obtained from all concerned.

These aspects were the personal details of the researcher, the source

of funding for the research, the purpose of the research, the methods

of data collection, the period of data collection, and the confidential

nature of the findings.

There were difficulties in explaining at least one of these

aspects of the study, for a full explanation of the purpose could have

prejudiced the collection of data. Thus a compromise had to be

achieved, of providing sufficient information without prejudicing the

study. Katz (1953) recommends the use of broad explanations to

achieve this. Accordingly no mention was made of self-care

preparation, rather only the broad general purpose of the study was

given; to describe the nursing care of stoma patients during appliance

changes. Roth (1962) comments on this necessity of withholding

information, saying that in all research some aspects remain 'secret'.

As the other five aspects of explanation could not prejudice the

study, the extent to which they were explained was flexible and could be

varied to suit the person to whom the explanation was being given. For

example, a nurse or patient who was about to be observed during an

appliance change would be most likely to be concerned about

confidentiality and anonymity. These aspects then could be explained

first, in some detail. Whereas for a Divisional Nursing Officer who was

giving permission for access to a hospital, greater explanation of the

qualifications of the researcher and the source of funding may have been

dealt with first.



Although verbal explanations were given to all concerned with the

study, it was also considered necessary to provide a written explanation

of the study, covering the six aspects specified, for each ward involved

in the study. This was sent to each ward at the beginning of the data

collection period and was placed on the ward notice board as a source of

reference.

The Wards

The wards suitable for inclusion in the study were those to which

patients for bowel surgery were admitted. All the wards in each

hospital which met this requirement were ascertained. Triese formed the

total population of wards in which the study could be carried out.

Unlike the selection of the sample of hospitals, no deliberate process

of selecting the sample of wards was employed. The wards included in

the study were those to which a patient was admitted for stoma surgery

during the period of data collection and on which the researcher was

able to observe a change of appliance. This method of selection was

considered to be the one which was most likely to produce a

representative sample of wards in which stoma patients were cared for.

Although overall permission to conduct the study in the hospitals had

already been obtained, the researcher also decided to seek the

permission of the Senior Nursing Officers, Nursing Officers, and Sisters

responsible for the wards involved in the study. This again involved

a series of interviews. Although time consuming, these interviews

were worthwhile in that all levels in the hospital hierarchy had been

consulted about the study and had agreed that it could be carried out.
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The interviews with the Sister in charge of each ward in the study

were considered to he particularly important. Although Nursing

Officers further up the hierarchy had actually given the researcher

permission to conduct the study in the wards, the permission of each

Sister was actively sought. Dingwall (197U) and Jones (1975) hoth

comment on the difficulty caused by permission being granted for

research by those in a senior position to the actual subjects of the

research. Thus it was essential that the Sister on whose ward the

study was being conducted actively gave her permission and was not

being influenced to agree by her superiors. This point was put to

each Ward Sister in the interview. All were in favour of the study

being carried out.

The Subjects

As the study aimed to describe the nursing care of stoma patients

during the appliance changes of the post operative period, the subjects

of the study were both the patients on whom the changes were performed

and the nurses who carried out the care.

The Patients

The term 'stoma' describes a wide variety of openings in the

gastro-intestinal and urinary tracts. Consequently, clarification of

the term as it was used in the study was required in order to specify

the patients who were to be included. Thus the term 1 stoma' was

defined as a colostomy or ileostomy. This allowed the patient

population to be specified as those on whom bowel surgery had been
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performed resulting in the formation of a colostomy or ileostomy.

As with the wards, no deliberate selection process was employed

for the sample of patients. Each time a patient was admitted for

stoma surgery and an appliance change was observed, the patient was

included in the sample. This process of selecting patients who

happened to be in the ward at a certain time is what Abdellah and

Levine (1965) describe as convenience sampling. This method provides

a degree of randomness but is not a true random sample. As with the

sample of wards, this method of self selection was considered to

produce the most representative sample of patients.

Permission to include the patients in the study was requested

from three sources, the medical staff, the Ward Sister, and the patients

themselves. Each time a patient had stoma surgery the medical staff

and the Ward StLster were requested for permission to involve the patient

in the study and to read his medical and nursing notes. All the

requests to the medical staff were granted. Only one Ward Sister

refused permission; each time that a stoma patient was admitted to her

ward (a total of three during the data collection period) she told the

researcher she considered the patient unsuitable for the study. The

researcher concluded from the repeated classification of patients as

unsuitable that this was the only way the Sister could say she didn't

agree with the research being conducted. Despite this, throughout the

period of the study, she maintained a willingness to be involved. Some

consolation was drawn from the fact that other researchers, using this

ward before and since the present study, have encountered similar

difficulties.
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All the other Ward Sisters gave permission for patients on their

wards to be included in the sample. When they did, it was emphasised

that if, at any time, they considered that the inclusion of a patient

was no longer appropriate, then data collection could be discontinued.

This happened on only one occasion. A patient developed problems in

coming to terms with the presence of the stoma and so data collection

was discontinued after the fourth appliance change at the request of

the Ward Sister.

If the Sister agreed that a patient could be included in the sample,

then permission of the patient himself was sought. Prior to the first

appliance change, the nurse involved in the care was requested to

explain the study to the patient and ask if the patient was willing to

take part in the research. The choice of the nurse rather than the

researcher as the person seeking permission was deliberate. It was

felt that the patient would have more opportunity to refuse permission

if he did not want to be included, by relaying the refusal through one

of the ward nurses rather than directly refusing the researcher. All

patients agreed to be included. At this point the researcher

introduced herself, reiterated the explanation of the study, and

answered any questions the patient had. It was also explained, at

this time, that permission to observe each appliance change would be

sought at the time of the change. If the patient did not wish the

observation to take place, all he had to do was let the nurse involved

in the care know.
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The Nurses

The nursing complement of the study wards formed the total

population of nurses who could he included in the study. The sample

comprised nurses who were actually observed changing an appliance and

who were interviewed about their care. The nurse involved had either

been asked to change the appliance by the nurse in charge of the ward,

or had decided to do so herself on finding that a change of appliance

was required. Thus the decision on the nurse involved, and so the

selection of the sample of nurses, was made by the ward staff

themselves. Ho attempt was made to influence their choice as the

whole emphasis of the study was on obtaining a sample that reflected

the reality of practice.

As with the patients, the permission of the nurse was sought prior

to each appliance change. The six aspects of explanation were covered

and any questions they had were answered. As Hunt (1971) found, the

nurses' main concern about being observed was that they tended to view

it as a test of their abilities. This view seemed to be reinforced

by the interview following the appliance change in which they were

asked the reasons for their care. However, when reassured that it was

not a test and that the information obtained would be treated

confidentially, they all agreed to be included in the study sample.
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SECTION TWO : OBSERVATION METHODS

Observation, as a method of data collection is particularly

applicable to the type of clinical studies often involved in nursing

research (Polit and Hungler 1978). For this study, it was

considered that data on the clinical care during appliance changes,

relating both to appliance management techniques and self-care

preparation methods used, would be collected best by observation.

This enabled a direct description to be made of the care as it took

place, which is not possible by other methods. As Blalock (1970)

points out, asking subjects to recall how they behaved can result

in distortion in the information received.

Just as the requirements of the study indicated the use of

observation as a method, so they also dictated the methods of

observation used. This is reflected throughout this section on

observation methods. In the first part of the section, observation

is described procedurally. This is followed, in the second part,

with a description of the content of observation in which the

development of the checklist and the methods of recording are

discussed.

The Conduct of Observation

It will help the logistics of the discussion of observation if we

begin with an examination of the possible observer roles available to

the researcher. The specific roles adopted for this study are then
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discussed and finally, the organisation of the data collection is

described.

Roles in Observation

Theoretically, the degree of participation of the observer in the

collection of data may range on a continuum from complete participation

to non-participation (or complete observation). Along this continuum

Junker (1952) conceptualised four distinct roles in fieldwork. This

work was extended by Gold (1958) in his definition of these four roles

as complete participant, participant-as-observer, observer-as-

participant and complete observer.

Gold (1958) describes the complete participant role as one in

which the true identity of the observer and the purpose of the research

is unknown to those being observed. The aim of this role is to allow

interaction between the observer and the observed to be as natural as

possible. In this way it is hoped that the data collected will be a true

reflection of the situation, uninfluenced by the presence of the

observer. Two potential problems arise with this role; that the

observer may have difficulty in maintaining the role pretence, or the

opposite extreme, where the observer becomes so cau^at up in his role

that he 'goes native' , that is, he loses si^at of his researcher role

and becomes merely a participant in the situation.

Gold (1958) describes the participant-as-observer role

as one in which both the observer and the observed are aware of their

field relationship. While on the one hand this mutual awareness may

seem to minimise the problems of role pretence that exist with the
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complete participant role, on the other hand the very existence of a

relationship between the observer and the observed may itself create

a problem. The demands of the participant-as-observer role, though

different from the role pretence of complete participation, are in

fact just as great, in that the observer has to maintain his research

perspective in the presence of a developing relationship with those

being observed.

Less participation is required by the observer-as-participant

role and results in a relatively more formal type of observation (Gold

1958). This role is associated with studies in which there are only

brief periods of contact with those being observed. While the

observer in this role has less risk of 'going native', the very nature

of the brief contacts creates its own problem. Gold (1958) considers

that in this role, more than in the complete participant and participant-

as-observer roles, the observer is more likely to misunderstand those

being observed and in turn be misunderstood.

At the opposite end of the continuum from complete participant is

the role of complete observer (Gold 1958). In this role the observer

does not interact in any way with those being observed. Indeed, with

the use of devices such as two-way mirrors, the observer may remain

unknown to the subjects of the observation. As the role of the

observer has progressed towards less participation so the risks of

'going native' have become less. At the same time, the risk of

misunderstanding has increased with the increase in the observer role,

to the extent that Gold (1958) regards the complete observer role as

having the greatest risk of the observer misunderstanding his
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observations.

So Gold (1958) has presented us with four observer roles and

their inherent risks or bias. These can be represented by positions

on a continuum (Figure 8).

FIGURE 8 Risks Associated with Roles in Observation

Greatest _. , „ . . , . . LeastRisk of 'going native' ^

Complete
participant participant- observer-

as-observer

Complete
observer

as-participant

Least . -D • 1 x. ■ . 1 .. Greatest
( Risk of misunderstanding

The position of the observer role on this continuum affects the risks
of 'going native' and of misunderstanding. As the degree of
participation decreases, so the risk of 'going native' also decreases.
The opposite is true for the risk of misunderstanding. The less
participant the role, the greater the risk of misunderstanding. Thus
in adopting a particular observer role, one must also be aware of the
balance of risks inherent in that role.



But so far the risks or bias resulting from the use of

observation have been discussed only in terms of the effect of the

observation role on the observer. Consideration must also be given

to the effect of the observer on the observation situation, the

Hawthorne effect (Roethlisberger and Dickson 1939)- Unlike the risks

for the observer of 'going native' and of misunderstanding, which vary

according to the degree of his participation, the very presence of the

observer has an effect on the observed. Schwartz and Schwartz (1955)

point out that movements and orientations are made towards an observer

which would not otherwise have occurred. Ho comfort can be derived

by those adopting a less participant observer role that this may modify

the observer effect in any way. As Dingwall (1974) points out, the

observer is an integral part of the social context which he is studying,

regardless of how passive his participation may be.

While the observer cannot rid himself of the effect of his presence,

there are a number of ways described to minimise the effect. Watson

(1979) suggests that willing acceptance of the observer is less likely

to result in altered behaviour as a result of the observer*s presence.

The development of a 'colleague relationship' would also modify the

observer effect. Related to these is the suggestion by Schwartz and

Schwartz (1955) of participating with those being observed on a 'simply

human' level. Thus the development of an accepting positive

relationship between the observer and the observed is seen as a crucial

element in minimising the observer effect. The length of the period of
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observation is also important in that people become used to the

presence of the observer and to being observed. Schwartz and

Schwartz (1955) found that a process of mutual habituation gradually

took place between the observer and the observed during their six

month period of observation. Stacey (1969) pats another interpretation

on the reduction of the observer effect through time; that even if the

behaviour of the observed is affected, they will be unable to keep up

the act for extended periods. In fact, it is widely agreed that those

observed soon forget they are being watched and the presence of the

observer no longer bothers them (Runeiman I98O, Erevert and Galligan

1975, Weick 1968, Heyns and Lippitt 195U). Concern over the observer

effect therefore lies more with the means of bringing about a reduction

in the effect as soon as possible.

The understanding of the possible roles in observation and the

risks associated with this method provide the range of options within

which the decision about the role to adopt for a particular study may

be made. Schwartz and Schwartz (1955?350) outline the factors

influencing this decision on the choice of role to adopt:

"Whether a relatively passive or relatively active
participant observer role is selected in any research
project depends upon the kinds of data desired, what
is prohibited and what is permitted in the observational
situation, the nature of the subjects being studied, and
the observer's capabilities and preferences".

Among the factors identified by Schwartz and Schwartz (1955) the

one which receives greatest attention is 'the kinds of data desired'.

Compared with the debate on qualitative versus quantitative data, the

other factors seem to receive only limited mention. On the whole,
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the literature on observation favours the collection of qualitative

data with the observer adopting a greater participation role. The

reader can quickly become caugfrt up in the virtues of this method

extolled in terms of the 'richness' and 'depth' of data obtained.

Such is the influence of the qualitative camp that one can lose sight

of both the values of observation with less participation and the

possibility that quantitative data may also be collected by observation.

In the end, the most valuable data, qualitative or quantitative, are

those which meet the needs of the research, collected by whichever

observer role best suits the study, not that which may be simply

regarded as 'best'. As Wax (l978;268) puts it:

"If the role gives him the opportunity to observe
what he wishes to observe, to communicate with and
understand the people about whom he wishes to learn,
in a manner and fashion to which they do not object,
it is a good role".

The Role of the Observer in the Study

In view of the detailed description required by the study, the role

adopted during observation had to allow the observer to make a detailed

recording of the care given. An observation role nearer the complete

observer end of the continuum was therefore more suitable for the

collection of the quantitative type of data required by the study. Thus

a role similar to that described by Gold (1908) as observer-as-

participant was selected for observation of the appliance changes.

These were relatively short periods of observation of a discrete event.

Although the observation was repeated several times on each patient, the

same nurse was not always involved in the care. The repetitive
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character of the observations, as they often involved a unique nurse-

patient pair, were thus similar to the single visit ohservations in

which this role is often used.

The less participant role adopted resulted in a fairly formal

relationship between the observer and those being observed. After

introducing herself to the patient, the observer took up a position

which allowed her to view the appliance change in as unobtrusive a

manner as possible. She was present for the purpose of recording the

care given during the appliance change and not to participate in the

care being given. Stacey (1969;50 ) provides a description of the

role thus:

"... the observer is where his subjects are but is not
one of them ..."

However, such was the nature of the event being studied, a change

of stoma appliance, that it did not occur at any specified time during

the day. Thus the researcher had often to be on the wards for periods

of time during which no observation was being recorded, but rather the

event was being awaited. During this time, greater participation, than

is implied by the brief periods of contact in the observer-as-

participant role already selected for the recording periods, was

considered to be appropriate. So a different role was adopted during

these non-recording periods. This role fell about midway between those

described by Gold (1958) as observer-as-participant and participant-as-

observer.

The greater participation permitted during non-recording periods

enabled the researcher to assist with nursing care while waiting for an
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appliance change. This took various forms including bedmaking,

fetching drinks and helping patients move about the ward. This was

done not just to give the researcher something to do while waiting but

also to promote her acceptance by the ward staff. Cicourel (196J4)

discusses the importance of acceptance of the researcher as a 'person'

by his subjects. Participating in nursing tasks was considered to

aid acceptance. However, the degree of participation was limited by

the need to change roles each time an appliance change was being

performed. Thus the term 'semi-participant8 coined by Watson (1979)

is that which perhaps best describes the role adopted at this time.

In this study, the fact that the observer was a nurse, and the use

of a second role during non-recording periods spent on the wards, had

a positive effect on the observer role taken during the recording

periods and thus on the reliability of the data collected. The less

participant role taken during recording periods and a nurse as

observer had different effects on the risks associated with

observation. However when the two were combined, in a 'nurse observer-

as-participant' role, the increased risks of one were reduced by the

decreased risks of the other. This is illustrated in Table 1.



96.

TABLE 1 The Effect of the Nurse Observer during the Recording Periods

Risks associated with Effect of Effect of Net
observation nurse role taken effect

Msunderstanding \[/ * "f" I
'Going native' ^ ^ f ^
Observer effect 4, IT

* The direction of the arrows indicate increased or decreased risks.

Pearsall (1965) and Hall (1978) both comment on the benefits of

nurses observing some aspect of nursing. Having a background

knowledge in the subject area, the nurse has an understanding of the

situation being observed and may also be aware of aspects of care not

obvious to lay observers. Thus experience in surgical nursing,

particularly in caring for stoma patients, enabled the researcher to

follow the events during an appliance change more easily. This had

a positive effect on any misunderstanding associated with the less

participant role and on the general observer effect. There was less

need for a period of acculturation described by Eish (1966) as the

observer had recently worked as a surgical ward nurse. She was

familiar with the observation situation and this contributed to making

the nurses involved in the appliance change less conscious of being

observed.

However, this very aspect of familiarity with the situation being

observed which reduces the risks of misunderstanding and the observer
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effect put the nurse at greatest risk of becoming so involved as to

'go native' . There are a number of works in which the difficulty of

remaining detached is described as a particular problem for nurse

observers (Runeiman 1980, Jackson 1973> Byerly 1969» Davis 1968,

Poulos and McCabe i960): in the situations they describe, there is a

conflict between the observer role, with its need to maintain

objectivity and the nurse role which is associated with acting on

observation. This proved to be a very real risk particularly when the

nurse*s care differed from what the observer would have chosen to do.

Thus it was necessary to have the less participant role to reduce this

risk. The emphasis on observation without participation also allowed

the researcher to concentrate on recording the care. Diers (1979)

comments on the more reliable data obtained in this way.

Just as the positive and negative effects of the nurse observer

and the less participant role combined to provide the most favourable

effect on data collection, so the same outcome was achieved through

using a second, different, role during non-recording periods. This is

shown in Table 2.
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TABLE 2 The Effect of the Two Observer Roles

Risks associated with Effect of Effect of Net
observation role 1 * role 2 ** effect

Misunderstanding t It
'Going native' 1 H
Observer effect 1 t It

* Role 1 - semi -participant role during non-recording periods
** Role 2 - observer-as-participant role during recording periods.

The time spent and the greater participation during non-recording

periods resulted in the researcher coming to be viewed as less of an

outsider. The positive relationship which developed at this time

with the ward staff encouraged the flow of information about appliance

changes, those currently taking place and those missed while the

observer was away from the ward. With current appliance changes,

information relating to the context of the change helped reduce any

misunderstanding arising during the actual observation. Details of

what happened during missed changes also had the positive effect of

promoting understanding of the care given in the subsequent changes

which were observed. As the researcher became a familiar figure on

the wards, and the nurses became used to her presence, her relationship

with them came to be more that of a 'colleague1. This mutual

habituation and colleague relationship both helped reduce the observer

effect during the recording periods.
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Only the risk of 'going native' was increased with greater

participation. As this occurred only during periods when no data

was being collected, and it had the effect of encouraging a positive

relationship with ward staff which has already been shown to be

beneficial, then this was considered to be an acceptable risk.

Nevertheless, as a reminder to all concerned of the role being only

semi-participant, the researcher wore a white lab coat when on the

wards, rather than a nursing uniform. Jackson (1973) and Poulos and

McCabe (i960) have commented on the problems resulting from nurse

observers wearing their usual uniform. They point out that the

uniform reinforces the nurse's role, rather than the observer's role.

In this study, the lab coat permitted the researcher to participate in

some nursing tasks but also signalled that her function was not fully

nursing.

Thus the overall effects of the observer being a nurse and the

adoption of a different role during non-recording periods provided the

most positive outcome for data collection in terms of balancing the

risks associated with the observer role taken during recording of

appliance changes. This was borne out both in pilot work and in the

main study data collection. No changes were made to the roles

selected. Indeed the pilot work only served to reinforce the need for

two observer roles.

The Organisation of Data Collection

Had it been possible to confine the data collection to one patient

at a time and thus to one ward, then the researcher could have spent her
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recording periods when the observer-as-participant role was required

during observation. However, as the researcher undertook the study

single handedly, it was decided to collect data concurrently on several

patients to ensure that a sufficient number of appliance changes were

seen during the period allocated for the collection of data.

As each appliance change lasted only a relatively short period of

time, theoretically, it was possible to observe the appliance changes

of several patients in a day. Also the fact that each ward seemed to

have no time set for appliance changes favoured the inclusion of

several patients in the study at one time as the possibility of two

changes occurring at exactly the same time was fairly remote. However,

by including several patients concurrently observations had to be made

on more than one ward at a time. Thus a considerable amount of

organisation was required to carry out data collection.

Jbr the pilot study, the researcher began by trying to predict

when the appliance changes were most likely to occur. This was done

to maximise the time spent during data collection observing appliance

changes. Accordingly, the researcher sou^it the views of the Sisters

whose wards were included in the study. As the observations were to

be carried out on their wards, it was felt that their knowledge of the

usual routine for appliance management would indicate the best time

for the researcher to be present on the wards. As there was general

agreement among the Ward Sisters that the morning was the preferred

time for appliance changes, the researcher arranged to be present for

the full morning care period. As the wards included in the pilot
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between the wards to check on forthcoming appliance changes

throughout the morning.

However, the said occurrence of appliance changes during the

morning and the confidence of the Sister in being able to predict

whether an appliance change would be required was not borne out in

practice. What the researcher had failed to realise was that the

predictable appliance change in the morning was the Ward Sisters'

ideal. The reality was often very different. Appliances were found

to be changed at any time during the day or night. Whenever they

leaked they had to be changed and this was not predictable. Even if

the change was planned before leakage occurred, this still could be

done at any time. Appliance changing routines were found to differ on

different wards, with different nurses and for different patients.

In all, the pilot study clearly showed the unpredictable nature of

appliance changing. In view of this, attempts to predict the times

of appliance changes were abandoned. Instead, it was realised that,

in order to record sufficient data for the main study, more time would

have to be spent waiting for the appliance changes to occur. So for

the main study a 'waiting period' of twelve hours was created, from

8 a.m. until 8 p.m. The researcher was present in the hospital until

5 p.m. daily and could be called in from home after this. The limits

of the waiting period were set at twelve hours for the sake of both

the patient and the researcher. Observation of appliance changes late

at ni^it or early in the morning was felt to be inappropriate in terms

of the disruption to the patient. Also, any extension of the waiting
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Althou^i the creation of a lengthy 'waiting period' increased the

probability of observing appliance changes, it also increased the

difficulty of maintaining contact with all the wards and ascertaining

information about forthcoming appliance changes. As observations

could be ongoing on several wards at one time, it was necessary for the

researcher to have a central base in the hospital, rather than on a

particular ward. Each hospital in the study therefore provided a

room where the researcher could be reached by telephone. However, in

the first instance, the onus was on the researcher to enquire about

forthcoming appliance changes. A daily routine of checking the wards

was therefore developed.

Each morning, afternoon and prior to leaving the hospital each day,

the researcher visited the wards on which a stoma patient was being

observed. Their nursing notes were read for details of the care

received since the researcher last visited the ward. The staff were

asked about the patient, in particular the state of the appliance and if

it was going to be changed that morning/afternoon/evening. If an

appliance was about to be changed, the researcher remained on the ward

until the observation was made. If not, the staff were told where

the researcher could be contacted and were asked to telephone her if an

appliance change was going to take place before her next visit to the

ward. The staff of the wards were agreeable to contacting the

researcher and, in this way, constant enquiries about appliance changes

were avoided. A daily routine of checking the wards for new stoma

patients was also developed. Depending on how busy the researcher was,
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each day for new patients to include in the study.

Hie Content of Observation

This part deals with the checklist developed to record the

observations made during appliance changes. The development of the

content of the checklist is described first. This is followed by a

discussion of how the checklist was used to record the observations

made. Changes to the checklist as a result of pilot work are then

described.

Hie Development of the Checklist

Hie construction of a category system to be used as a checklist

is the most common method of recording observations (Polit and Hungler

1978). In doing this, Polit and Hungler (1978) suggest that

consideration has to be given to the units of behaviour used to classify

the observed event. They differentiate between two approaches to the

decision as to what is to be considered a unit of behaviour. They term

these the molar and the molecular approach. With the molar approach,

observation is of large units of behaviour. This is in contrast to

the molecular approach which uses small, highly specific units of

behaviour. They suggest the choice between these two approaches

should be made in consideration of the research requirements and the

preferences of the observer. However, whatever approach is used, the

items included in the checklist should be specified in terms of the

source from which they were derived. Ibx (1966) regards reference to
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the source of items as an important factor in the acceptance of the

list of categories. He suggests the list should be based on empirical

study in view of the difxiculty of just sitting down and writing a

complete list.

To meet the requirements of this study, the checklist developed

had to record two different aspects of care given during appliance

changes. In order to provide a detailed description of appliance

management techniques, a molecular approach to observation was required.

With the description of self-care preparation during the change, a molar

approach was more appropriate. Thus a checklist was required in which

the aspects of care involved could be observed in both molar and

molecular form.

The discussion of the patient*s requirements for the management of

the stoma (Chapter One) was organised in a ftamework of nine aspects of

care. Accordingly, these were selected as the first nine molar units

of care on which data was to be collected. These were preparation of

the equipment, preparation of the patient, removal of the old appliance,

skin care, skin protection, selection of the new appliance, preparation of the

new appliance, application and disposal. To complete the description

of nursing care it was considered necessary to include two further

units, on the nurse's approach to the care of the patient and on the

recording made by the nurse about the care she had given. The details

recorded also served as a check on the reliability of the observations

made. Self-care preparation was therefore observed in relation to

the patient's requirements for stoma appliance management, the nurse's

approach to care and in the recording made.
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To provide the detailed description of appliance management

techniques also used during the care observed, each of these molar

units then had to be broken down into a series of smaller, highly

specific items for observation. A variety of sources were investigated

in the development of these items for the checklist. Initially, it had

been thought that the use of classroom teaching material as used by

Hunt (1971) and Dast^ieib-Hosseini (1982) would serve as the sources of

molecular items. Accordingly a number of exploratory interviews were

conducted with nurse tutors and clinical teachers who regularly taught

stoma care to student and pupil nurses. These were informal

interviews during which they were asked about stoma care teaching in

general.

The interviews with the tutors revealed that they tended to

concentrate on the aspects of stoma care in which they were most

interested. There was no requirement to cover appliance management.

On the whole it was left to the clinical teachers to deal with the

practical aspects of teaching stoma care, on the wards with stoma

patients. The interviews with the clinical teachers confirmed this

but they also revealed that each clinical teacher had developed her own

technique of appliance management and it was not possible to develop

from their teaching a list of items that could be expected to be

observed.

The nexrt source of items tried were two of the specialist courses

on stoma care. These were the eight week training courses for stoma

care nurses based in St Bartholomew's Hospital, London and North Tees

General Hospital, Stockton-on-Tees. The researcher wrote to the
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tutors on these courses, explaining the study, and asking for their

assistance with the development of the checklist items. However again

this was an unfruitful source of items. These courses assume prior

knowledge of appliance management techniques and so do not cover this

in their teaching.

Finally the approach to checklist development from procedure

sheets, used by Howarth (1975) and Gasenelwe (1979) was also considered.

The Colleges of Nursing associated with the hospitals selected for the

study were asked for copies of their procedure sheets relating to stoma

care. However these were very general descriptions of appliance

management and lacked the detail necessary for developing the molecular

items of the checklist.

Thus much of the exploratory work involved ruling out unsuitable

sources of items for the checklist. The study had come full circle and

the researcher had to return to the literature which had been used as

the source of items for the molar units to develop the molecular units

also. It was found that a comprehensive list of items could be

derived for each of the molar units from the professional literature

on stoma care nursing and from the manufacturers' literature on the use

of stoma care products.

Thus the checklist developed to record the observations made

during the appliance changes had eleven sections. The molar units of

behaviour used to describe self-care preparation headed each section

which was then broken down into a series of molecular units which

provided the description of appliance management techniques. Next to

the checklist items a column was provided for ticking the behaviour
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observed and there was a section for additional comments. On the first

page of each checklist there was an identification heading. The details

included on this were the hospital, ward, patient, appliance change,

nurse, year of training/grade, time start and time finish. To maintain

anonymity, codes, rather than names, were used on this heading.

The checklist in this form was then presented to research students

in the Department of Nursing Studies and to the academic supervisor of

the researcher, for comments on content in the ligiit of their

experiences in caring for stoma patients. This method of content

validation, as Kerlinger (196J4) points out, is one essentially of

judgement. He suggests that this judgement of the representativeness

of the content may be made alone or with others. The comments received,

on the whole, related to an excess of detail included in the checklist

rather than any omissions. The checklist was refined taking the

comments received into account. The revised form was then presented to

two nurse specialists in stoma care. Abdellah and Levine (1965) S°

further than Kerlinger (196I4.) in their view of content validation by

judgement. They suggest the use of a body of independent expert

judges. Thus the two nurses who were asked to comment on the content

of the checklist were specialists in the field of stoma care nursing.

Their comments confirmed the revisions that had been made and declared

the items included as representative of the event to be described.

The Method of Recording

Having established the checklist items, consideration has also to

be given to the degree of inference required during their recording.
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Tbe simplest form of classification is one in which no inference is

required, but rather the behaviour is described as being present or

absent (Heyns and Lippitt 195U) • This is usually the case with

classification of molecular units of behaviour and this gives them a

greater reliability. Others require varying degrees of interpretation

of the behaviour observed. This is more likely to be the case with

molar units of behaviour (Polit and Eungler 1978) and this in turn has

an affect on reliability. The greater the degree of inference

required, the greater the risk to the reliability of the recording

(Kerlinger 1961+). To some extent the negative effect on reliability

of the degree of inference required in recording can be balanced by the

provision of operational definitions for each unit of behaviour to be

observed. Rating scales may be regarded as a special form of

inference. With these, rather than simply ascribing the observation

to an item on the checklist, the observer is required to rate the

phenomenon along a descriptive continuum.

Two levels of recording nursing care were necessary for the

observation of appliance changes, and each required a different degree

of inference. On the first, more superficial level, the molecular

units were used to record appliance management techniques; for example,

the use of soap for skin cleansing. On the whole this was a simple

classification of the behaviour as being present or not and required

little or no inference. Each behaviour present was simply ticked on

the checklist. Only with regard to classification of the condition of

the skin of the patient was any degree of rating required. On the

second, deeper level, the methods of self-care preparation observed



were recorded for each of the molar units; for example, removal of

the old appliance. However this required more than just a simple

classification of behaviour as being present or absent. The components

of the self-care theory (Orem 1980), which are described in Chapter Two

above, had to be made specific to the present study, in order to design

a system of classifying self-care preparation.

In Orem's (1980) terms, man has an innate ability to care for

himself. When this ability for self-care is no longer present then

the patient is said to have a self-care deficit. This is the point at

which nursing comes in. The self-care deficit can be compensated by

nursing through the use of helping methods. These are specified as

acting for another, teaching, guiding, supporting and providing a

developmental environment. The helping methods are chosen in such a

way as to increase the patient's self-care agency, thus reducing the

compensatory action of the nurse. Throu^i time this returns the

patient to self-care.

Making the components of the theory specific to the nursing care

during appliance changes, the patient's self-care ability is considered

in terms of elimination. After surgery the patient with a newly

created stoma is unable to fully care for himself with regard to

management of the stoma. Thus his self-care deficit can be expressed

in terms of his inability to manage the stoma and the appliance.

Nursing compensates for this inability by providing assistance in the

form of the helping methods. The effectiveness of this assistance is

indicated by increased self-care agency of the patient with regard to

the management of faecal elimination.



Thus helping methods are used to design a system of nursing

assistance which promotes self-care agency (Figure 9)-

FIGORE 9 Design of a Nursing System

HELPING METHODS

PURSING \ SELF-CARE AGENCY
SYSTEM

Willingness
Knowledge
Skills

Acting for another

Teaching

Guiding

Supporting

Providing a
developmental
environment

It was felt that these concepts could be used to provide a means of

describing self-care preparation. Instead of designing a nursing

system from the helping methods, as in Figure 9» the process was

considered in reverse, to create a classification system of the care

observed (Figure 10).
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FIGURE 10 A Classification System for Self-Care Preparation
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So self-care preparation was specified in terms of 0rem!s (1980)

theory. The helping methods were selected as the means of recording

the care observed in terms of self-care preparation. Each molar unit

of the physical care of the stoma was therefore categorised with a

helping method(s); acting for another, teaching, guiding or supporting.

The classification was written in the comments section of the checklist.

The fifth helping method, providing a developmental environment,

referred to the nurse's approach to care throu^aout the appliance

change and so was classified separately. The effectiveness of this

nursing assistance is reflected in the self-care agency of the patient.

The components described by Or em (1980) of willingness, knowledge and

skills were therefore the means of classifying this observation.

The use of both a molar and a molecular approach to observation,

with differing degrees of inference required by the observer, had both

a positive and a negative effect on the reliability of the checklist.

The molecular description of the nursing care during appliance changes,
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as it required little or no inference, was likely to be reliable.

However, the molar description of self-care preparation required a

considerable mount of interpretation of the behaviour observed. Thus

the provision of operational definitions became particularly important.

With the molecular units, definitions were provided only where

clarification was thought to be necessary. Clear definitions of the

relevant behaviour for each helping method and for self-care agency were

also required for the observation of self-care preparation in view of

the interpretation required. A list of definitions used is given in

Appendix A.

But the use of clear definitions alone was not sufficient to ensure

that the checklist was reliable. Thus a means of checking reliability

was sought. The most common method suggested is by agreement between

observers (Abdellah and Levine 1965? Kaplan 1961)., Kerlinger 196i+, Selltiz

et al 1959) • This requires having two observers record the same event

and check agreement between the two sets of recordings. However the

nature of the observation event in this study precluded the use of this

reliability check. The researcher considered it inappropriate to

request a patient to consent to the presence of a second observer during

the appliance change for the sole purpose of checking the recordings of

the first.

Neither was it possible to use a technique such as the test-retest

procedure for checking reliability (Giovannetti 1981, Abdellah and

Levine 1965). The observation of a second appliance change on

the same patient would not have been comparable with the first. The

time interval between the two changes would have meant that the patient
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would have moved on in his post operative course and so his care

also may have changed. The only check on reliability which did suit

the observation of an appliance change was that suggested by Selltis

et al (1959) of using interviews with the persons observed as the means

of checking the observations made. As it was already intended that

the nurses who were observed would be interviewed about their care

following each appliance change, it was possible to incorporate a number

of checks on the reliability of the observations into the interview

schedule.

Piloting the Checklist

The final refinement to the checklist, both in terms of the content

and methods of recording, was made after testing it on the study sample.

A pilot study provides the opportunity to try out procedures for data

collection and in so doing acquaints the researcher with problems that

can be corrected prior to the main study (Treece and Treece 1977).

So this description of piloting the checklist is confined to the

problems encountered and the changes made prior to the main study.

The content of the checklist is dealt with first, followed by the method

of recording.

The Checklist Content : The use of the checklist in observing appliance

changes during the pilot study was the ultimate test of the validity of

its content. The problems which were highlighted, for which changes

were considered to be required for the main study, were related to three

areas. These were the order of the sections of the checklist, the
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removal of items not required, and the addition of items which were

required.

Whilst the order in which the physical care of the stoma is

carried out may be varied to suit the needs of the patient when

changing an appliance, for the research purpose of ease of checking,

the nine sections relating to the physical care of the stoma had to be

arranged in the order most likely to be used. The order chosen for

the pilot study, suggested by one of the nurse specialists in stoma

care, was as follows: preparation of the equipment, preparation of

the patient, removal of the old appliance, selection of the new appliance,

preparation of the new appliance, skin care, skin protection, application

and disposal. Recording was placed at the end of these sections as

this is normally done after the care has been given. Tbe section on

the nurse's approach to care of the patient was placed at the end of

the checklist. As this occurred throughout the appliance change, it

was easier to make the recordings on the last page.

The observations during the pilot study showed that the nurses'

physical care of the stoma differed from the order on the checklist.

Tnis is summarised in Table 3-
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TABLE 3 The Checklist Order Corn-pared, with Care Observed

Order of checklisb 1 2 3 b 5 6 7 8 9

Order of care observed

Nurse 1 1 2 3 6 * b 5 8 9

Nurse 2 1 2 3 6 7 b 5 8 9

Nurse 3 1 2 3 6 b 5 7 8 9

Nurse 1| 1 2 3 6 b 7 5 8 9

Nurse 5 1 2 3 6 7 b 5 8 9

Nurse 6 1 2 3 6 7 b 5 8 9

* Ho preparation used

1 Preparation of the equipment
2 Preparation of the patient
3 Removal of the old appliance
4 Selection of the new appliance
5 Preparation of the new appliance
6 Shin care

7 Skin protection
8 Application
9 Disposal

In effect, sections six and seven, were transposed with sections

four and five. Although it had been possible to cope with the change

in order, to make observations in the main study easier, it was decided

to reorder the sections in the checklist. The order was then,

preparation of the equipment, preparation of the patient, removal of the old

appliance, skin care, skin protection, selection of the new appliance,

preparation of the new appliance, application and disposal. Of course,
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there was the possibility that the changed, order was 'correct' only for

the nurses in the pilot study. If this was the case, then the

checklist had already proven to be flexible enou^i to cope with an

altered order of care. The order was important only in terms of the

ease with which the checklist could be used during observation of an

appliance change.

The second section on changes in content relates to the removal of

items not required. This covers the removal of items from one section

to another, the reduction of a list of items to a single heading and

the complete removal of items from the checklist. For ease of checking,

the items under the heading 'preparation of agents' was moved from the

section on preparation of the new appliance to the section on skin

protection. The pilot study showed that the nurses prepared the skin

protectives separately from the main preparation of the appliance.

As with the comments received from those who had been asked to judge

the content validity of the checklist, the pilot study also revealed

that some aspects of care were more detailed than was necessary. Where

this was the case the items were reduced to a single general heading,

leaving any further details required to be recorded in the comments

section. In the section on removal of the old appliance, the list of

skin protective agents used under the appliance was reduced to the

single item 'protective agent' . The detailed list of methods of

preparing adhesive appliances was replaced by the item 'appliance

backing removed' . In selection of the new appliance the two items on

karaya agents incorporated in the appliance were reduced to a single

item 'integral karaya' . Finally, in application, two lists of items
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were replaced with a single general heading item. The various methods

of sealing the appliance became 'appliance sealed1 and the type of

appliance closures used became 'open end appliance closed' . In all

these cases the comments section could be used to record the specific

details of care observed.

In two of -the sections, items were completely removed from the

checklist. The first was the removal of the items on covering the

stoma from the end of the section on removal of the old appliance.

These items were taken out as a result of the change in order of the

checklist. As skin care followed immediately on from removal of the

old appliance there was no longer any need to cover the stoma. Second,

was the removal of two items, on examination of the skin and of the

stoma, from the section on skin care. The pilot work had shown that it

was impossible to decide ,by observation alone, whether or not the nurse

had examined the skin and the stoma. For the main study, instead, the

nurses' assessment of their condition was asked in the interview following

the appliance change.

The remainder of the changes involved adding items to the checklist

for the main study. First was the addition of two headings to improve

the clarity of the checklist. In the section on skin protection the

heading 'skin protective agents' was added; in selection of the new

appliance, 'selection of size' was added. There was also an addition of

three single items. These were necessary because over the period of

the pilot study and up until the main study, there was a great expansion

in the stoma product market. This resulted in an increase in the

number and types of products available. Consequently this had to be
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incorporated into the checklist. This resulted in the addition of

two items, 'hypoallergenie adhesive1 and 'make and size of appliance' ,

to the sections on removal of the old appliance and selection of the

new appliance. 'Opening of stoma appliance cut to size" was also

added to the section on preparation.

The Methods of Recording : Although the researcher was familiar with

the checklist, the opportunity was taken to use it in a 'trial run' ,

before the pilot study proper began. So following the advice of

Selltiz et al (1959)» wk° suggested that several exploratory observations

were required to try out categories, two pre-pilot observations were

made. These had the function of familiarising the researcher with the

technique of recording the observations. The researcher was able to

concentrate on developing a technique of recording the event as it took

place without concern about the content recorded at this time. After

the two trial recordings, the researcher felt she was able to record

the observations of the care on the checklist at the same pace as it

was being performed.

The pilot study observations followed on immediately from the pre-

pilot trials. The observations were made on six patients, each at a

different stage in his post operative course. The decision to include

different patients at different times in their post operative care was

deliberate. First, there was a need to try out the checklist in the

greatest variety of settings as possible. This was best achieved by

including patients from different wards. Second, the checklist had to

be suitable for the recording of self-care preparation throu^aout the
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post operative course. As the time available for pilot work was

limited, the best method for testing the recording cf self-care

preparation had to be found. It was decided that piloting the

checklist recording on different patients at different stages of self-

care was preferable to following perhaps only one or two throughout

their whole self-care preparation. Again the emphasis was on testing

the checklist in the greatest variety of settings.

No changes were required to be made to the methods of recording

the care on the checklist. The classification of the molecular units

of behaviour as being present or absent and classification of molar

units with a helping method(s) were used in the main study. The

detailed nature of the definitions provided with the checklist almost

certainly was the main reason for this. However, a problem did arise

with the use of the checklist at the beginning of the main study.

Of the nine aspects of the physical care of the stoma, it had been

recognised that two aspects of care, skin protection and preparation of

the new appliance, may not be carried out in all appliance changes due to

the type of appliance chosen. Thus an item 'none used' had been

included at the beginning of each of these sections. However, what

had not been anticipated, and did not arise during pilot work, was the

problem of a stoma appliance that incorporated a skin protective agent.

This created some confusion over the classification of the skin

protection section of the checklist. A nurse using this type of

appliance was protecting the skin but did not use a separate protective

agent. It was therefore necessary to define the section on skin

protection to refer only to the use of a skin protective agent separate



from the appliance. This left any skin protective agents incorporated

in the appliance to be classified in the section on selection of the new

applianc e.

So overall, no major problems were found with either the content

of the checklist or the methods used for recording. The changes

incorporated prior to the main study involved updating the checklist

because of the development of new stoma products or were changes in

presentation of the checklist. The altered order of the sections, the

transfer of items to other sections and the addition of headings for

clarity were all designed to make recording the care observed easier

during the main study. Reducing the lists of items made the actual

handling of the checklist easier, by shortening the length of the

sections. For the main study, it was also decided to make the overall

size of the checklist smaller by photoreduction. A copy of the

checklist is given in Appendix B.

SIPTIOH THREE ; INTERVIEtf METHODS

The interview, as a method of data collection, may be used for

three main purposes; as an exploratory device in the initial stages of

the research, as the main research tool, or as a supplement to other

methods (Kerlinger 1961*). In this latter role, Maccoby and Maccoby

(l95U) suggest that the interview can be used to clarify the findings

obtained using other techniques. This was the function served by the

interviews conducted in this study.

The requirements of the research were to provide a description of

the nursing care during appliance changes. However, this was to
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include not only what care was carried out, but also why the care was

given. Observation methods had been selected to provide the first

part of the required description, but as Selltiz et al (1959) point

out, they are less useful for giving information on beliefs,

motivations etc. For most types of data, Cannell and Kahn (1953)

suggest that the most direct and fruitful approach is to ask the

individuals themselves. Thus, it was necessary to interview those

involved in the study to obtain a description of the rationale for the

practice observed.

While the data obtained from interviewing the nurses about their

care supplemented the observational findings by completing the required

description of nursing care, this interview went only part of the way

towards actually clarifying the observation findings. What was also

required were the data on the patient involved in the appliance change,

on which the nurse had based her care. Thus an assessment of the

patient, with regard to appliance management, was also carried out.

Througi interviewing both the nurse and the patient, data were collected

which provided the context of the description of nursing care obtained.

So in this section the methods used in both the nurse interview and

the patient assessment interview are described separately. In each the

conduct of the interview and the organisation of data collection are

described first. This is followed by a description of the interview

schedules developed and the methods used for recording the data obtained.

Finally changes resulting from pilot work are described.



The Eurse Interview

The Conduct of the Interview

Different types of interview are suitable for obtaining

particular types of data. Denzin (1978) suggests that when the same

set of information is required from all respondents, the schedule

standardised interview is most appropriate. Maccoby and Maccoby (1954)

point out that this type of interview incorporates a basic principle of

measurement in that the information obtained is comparable from case to

case. This was particularly relevant for this study in that the

interview data were to be used to provide the rationale for the

practice which had been observed.

Each interview began with an initial period during which a

description of how the interview would be conducted was given. As the

interview took place after observation of the appliance change, the

customary introductions given at this time were not required, as the

nurse was already familiar with the researcher. Although the study had

already been explained prior to observation, it was considered necessary

to include an additional explanation at this time. This covered the

length of the interview, the respective roles of the nurse and the

researcher, the type, sequence and method of approaching the questions

and the confidential handling of the responses. This type of

explanation was given to promote the nurses8 understanding of their

role in the interview (Cannell and Kahn 1968). The instructions

included within the explanation also served to motivate the nurses'

performance and to provide more complete and accurate information

(Cannell et al 1981). The time spent during this initial period also
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provided an opportunity for both the nurse and the researcher to

become accustomed to the interview situation.

Apart from this initial explanation, which was tailored to the

needs of each nurse, all the interviews were conducted in the same way.

This is the essential feature of the standardised interview, the

structured approach taken to conducting the interview. The same

questions are asked, in the same manner, and in the same order in every

interview (Selltiz et al 1959> Maccoby and Maccoby 195k)* Although

this style of interviewing cannot be said to be totally free from bias,

the restrictions placed on the interview by virtue of the style of

questioning have the effect of reducing the bias associated with the

interview (Selltiz et al 1959)« This standard approach to questioning

prevents the interviewer from over-identifying with the respondent and

is therefore regarded as more reliable (Cicourel 196k)*

While the advantages of this method of interviewing were borne out

in the data obtained, its limitations were also revealed during the

actual interviews. The standardised style of questioning had a number

of drawbacks. Having to ask questions in a specified manner resulted

in a more formal type of interview. It was difficult to develop a

conversational style and at the same time follow the order of the

questions on the schedule. Although Henson et al (1976) report no

reduction in the accuracy of responses from a less interpersonal approach,

the interviewer was conscious that the somewhat stilted conversation may

have caused some nurses to be less forthcoming with their responses.

This was more true of the initial interviews, as the technique of

interviewing improved with experience.
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With the use of the standardised approach to questioning, the

assumption is made that uniform wording conveys the same meaning to all

those being interviewed (Denzin 1978). This was not found to be fully

borne out in practice. Even though the nurses who were interviewed

formed a 'homogeneous sample' (Denzin 1978), in which this

assumption may be best realised, there were some instances when the

interviewer felt the nurse did not fully understand the question. In

these circumstances it was frustrating not being able to offer an

explanation. However, with some nurses who gave a response which did

not answer the question, repetition seemed to clarify the question and

the nurse could proceed to 'reanswer' . Others were asked to elaborate

on their responses in the hope of them moving on to the type of response

desired.

Despite these problems, the standardised approach to interviewing

was still considered to be the most appropriate method of data

collection for this part of the study. Althou^i it would have been

interesting to follow up some of the responses given with additional

questions, it was more valuable to have interview data which could be

compared with the practice which had been observed. This therefore

required having an interview following each appliance change.

The Organisation of Data Collection

After each appliance change, the nurse who had been observed was

interviewed about the care she had given. The timing of when this

interview was to take place had a number of constraints placed upon it.

First, sufficient time had to elapse after the appliance change had been
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completed to allow the nurse the opportunity to make a recording about

the care she had given, as this was an aspect of care about which she

would be asked. Second, the time of the interview had to be suited to

the ward routine so that the nurse was £ree to be interviewed. Third,

too lengthy a period between observation and interview had also to be

avoided. Ibis was partly because the length of the recall period

increases errors of omission (Sudman and Bradburn 1971+)» "but also because

there was the possibility of the nurse being involved in another appliance

change and becoming confused as to which the interview referred.

A compromise between too long and too short an elapsed time between

observation and interview was achieved by timing the interview to follow

a change of shift. As the nursing notes were written up prior to each

shift change, the nurse had sufficient opportunity to make a recording

of her care before the interview was conducted. The demands of the

study were also spread over two different parts of the day and this was

more acceptable to the ward staff. Also, as the change of shift

brought more staff on duty, the nurse who had been involved in the

appliance change was less likely to be called upon to change another

appliance. Thus a routine was developed of following observation of

an appliance change during the morning with an interview in the

afternoon. With afternoon changes, the interviews were conducted

either in the evening or the following morning. In all cases, the

exact time of the interview within these periods was determined by the

nurse herself.
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The Interview Content

The same empirical event (a change of appliance) was the subject

of both observation and. interview. Thus much of the work involved in

selecting the study content which has already been described above, in

relation to observation, also applies to the interview content. The

aspects of appliance management selected for observation indicated the

topics for investigation in the interview. Therefore the questions

were arranged in sections according to the part of the checklist to

which they applied. The first nine sections referred to the physical

care of the stoma. The tenth was on the recording the nurse had made

about the care given during the appliance change. In the eleventh

section were the questions on the helping method, teaching. Finally,

three general questions on the nurse's care were included at the end

of the schedule.

Two types of question were included throughout the interview

schedule. The most frequent type were those which were intended to

provide the description of the rationale for the practice observed.

For each aspect of appliance management, the nurse was asked to provide

reasons for selecting the care she had been observed to give. For

example, when the nurse had cleansed the patient's peristomal skin with

soap and water, she was asked how she selected this method of cleansing.

On the whole, these were open questions. The decision to use this

form of questioning was made in view of the type of data required by

the study, the type of interview which was conducted and its effect on

the respondents.

Maccoby and Maccoby (195k) suggest the use of this form of
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questioning when a researcher is only beginning to explore the area,

as was the case with this study. Essentially the interview sou^it

to determine the nurse's knowledge (or lack of it) about appliance

management, thus the reasons which lay behind the observed care were

elicited from the nurses. In these circumstances, the use of open

questions is regarded as more suitable than closed questions

(Kerlinger I96I4.5 Payne 1951 )• P°r those who are knowledgeable on the

subject area, the open form of questioning offers the opportunity to

reply in the depth that reflects their understanding of the topic. At

the same time, a lack of knowledge is more readily seen with open

questions, which the alternatives offered when closed questions are used

may disguise. These may prompt a response from a respondent who would

otherwise have no knowledge of the topic.

The choice of open questions was also made in the best interests of

the respondents. As the more stilted approach of the standardised

interview may encourage the respondents to feel as if they are being

tested, Maccoby and Maccoby (195U) suggest that a compromise can be

achieved by using a structured schedule of open questions. This gives

the respondent the freedom to reply to the questions in his own words,

making the interchange with the interviewer more like an ordinary

conversation. This promotes the rapport required during interviewing

to ensure the continued co-operation of those being questioned.

In addition to the questions designed to obtain a description of

the rationale for the practice observed, a number of questions were

included which served the dual function of reliability checks and aids

to recall. As there were no other suitable ways of checking the
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reliability of the observations, a variation of the method suggested

by Selltiz et al (1959)» interviewing those observed, was used.

With some checks, the nurse was asked directly to describe what her care

had been. Ibr example, 'How did you remove the old appliance?' Her

response could then be checked against the observation recorded.

Other checks were involved in only part of the question. ibr example,

•Why did you choose that particular location?' (mention location).

The interviewer therefore gave the location she had observed the nurse

to have used and the nurse agreed (or could disagree) with the

observation before proceeding to answer. At the same time these were

also ways of reconstructing'the scene of the crime1 described by Treece

and Treece(l977) as assisting the respondent in recalling the event.

Cannell and Kahn (1968) comment on the value of this procedure.

Providing a context to the question increases the accessibility of the

required information.

The Method of Recording

The responses given by the 'nurses during the interview were recorded

on tape, rather than by note taking. Tape recording tends to be more

often associated with the intensive, unstructured style of

interviewing, rather than with the standardised form used in this study

(Gordon 1975) Bucher et al 1956). However, a number of factors

favoured the use of mechanical recording. The most important was the

time taken to conduct the interview. Stacey (1969) recommends the

optimal length of an interview as being twenty to thirty minutes. As

the nurse was interviewed while she was on duty, this was also
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considered to be the maximum time the researcher could ask for the

nurse to be freed from ward duties. So to maintain the interest and

co-operation of the nurse, and to avoid disruption to the ward from a

lengthy absence of one of the staff, recording the responses on tape

was the only way of covering all the interview questions in the given

time.

In terms of the data obtained and the effect on the conduct of the

interview, the use of the tape recorder was also considered to be

beneficial for the study. There was no loss of data, as the full

response given by the nurse could be recorded. This also had the

advantage of eliminating a major source of bias, the selective recording

of material by the interviewer (Bucher et al 1956). Tbe conduct of the

interview also benefited from the responses being tape recorded. As

the researcher was freed from note taking, full attention could be

devoted to developing rapport with the respondent. Further, the need

for quiet during recording resulted in the nurses' room or Sister's

room being offered as the most suitable location for the interview.

The privacy this afforded was also beneficial to the smooth running of

the interview.

Although the researcher had asked for the nurse's consent to

interview her about the care she gave, the issue of the method of

recording was not raised until the beginning of the interview itself.

Only then was it explained that it was simpler to use the tape recorder,

otherwise a more lengthy period would be required in order for the

researcher to write out the nurse's responses in full. Gordon (1975)

recommends this method of explaining why tape recording is used, rather
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than raising doubts about it by asking permission to use the machine.

He suggests that the interviewer should show by his manner that the

use of the tape recorder is routine.

Wnere possible, therefore, the tape recorder was set up and

tested before the nurse joined the researcher. A number of nurses

were apprehensive about its use, but were reassured by the knowledge

that only the researcher would be listening to the tapes. Only one

nurse refused to allow the interview to be tape recorded. She had no

objection to the interview as such, only to having her responses

recorded on tape. So in this case a written recording of the responses

given was made by the researcher during the interview. As far as

possible the responses were recorded verbatim.

Piloting the Interview Schedule

The interview schedule went through the same stages of content

validation as did the observation checklist. Revisions were made to

it after comments were received from colleagues and from the

researcher's academic supervisor in the Department of Nursing Studies.

The revised form was then piloted on the nurses who had been observed

during an appliance change. This was the ultimate test of the content.

A number of minor revisions to the schedule in preparation for the

main study data collection were found to be required. Three aspects

of the interview schedule had to be reconsidered. These were first,

the order in which the questions were asked; second, the wording of

the questions; and third, discrepancies between the care observed and

the questions asked.
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The order in which the questions were asked followed the

sequence of the appliance change. With the reordering of the

observation checklist following the pilot study, a corresponding change

in the interview schedule was also required. This ensured that the

order of topics was meaningful to the nurses being interviewed (Polit

and Hungler 1978, Cannell and Kahn 1953). However, as the interview

followed the sequence of the observation, the first question on the

schedule was therefore related to the first aspect of care observed, the

preparation of the equipment for the appliance change. Thus the

recommendation of having non-threatening early questions (Cannell and

Kahn 1953) or those which arouse interest and motivation to co-operate

(Polit and Hungler 1978) could not be followed.

In two sections of the schedule the questions in the main study

differed from those used in pilot work. The single question on skin

protection was found to be inadequate to fully explore the topic.

Two additional questions were therefore included in this section for the

main study, and a funnel approach to their ordering was used, i.e. there

was a movement from general to more specific questions (Cannell and

Kahn 1953)* As not all nurses recorded the care they had given, the

questions in the recording section also required to be reordered as

they did not apply to all the respondents. So a filter question was

introduced to exclude a respondent from a particular question sequence

(Oppenheim 1966). This enabled those who had recorded the care they

had given to be asked a different set of questions from those who had

not.

The value of pilot work was particularly clear with regard to the
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wording of the questions. The analysis of the responses obtained

showed that questions on three topics, privacy, removal of the old

appliance, and selection of the new appliance required rewording.

Payne (l95l) points out that the very asking of some questions is a form

of loading. This was the case with the questions on privacy. No

matter how they were worded, these appeared to be leading questions,

with the very mention of privacy possibly introducing the concept to

the nurse. So it was decided that, as there was no way of overcoming

the problem, the question 'Do you think privacy was ensured?' should

remain in the interview schedule. However, a second question 'In what

way?' was added, which required the nurse to explain how privacy was

provided.

In the third section of the schedule, on removal of the old

appliance, the responses to the question, 'Do you think that is the

most appropriate way?' showed that most nurses gave a 'Yes' or 'No'

response and then went on to elaborate on why they thought their method

of removal was the most appropriate. However, to ensure this

elaboration was obtained from everyone, the nurses were asked to give

a "Yes'/'No' response to the original question and then were asked to

elaborate with the addition of a question, "Why?" A slightly

different form of clarification was required in the section on

selection of the new appliance. The responses to the first question

on the appliance selected showed that it did not meet the requirement

of being clear and unambiguous (Polit and HungLer 1978, Kerlinger 196i|).

Some nurses gave an answer relating to the type of appliance selected,

others answered regarding the size of appliance used. Thus for the
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main study, the term 'type of appliance' was used to ensure no

misinterpretation.

The final amendment to the interview schedule was the addition

of a question on rinsing the skin following cleansing with a soap

solution. Only after piloting the observation checklist and the

interview schedule was it realised that although the nurses were

observed with regard to rinsing the skin of the patient, they were not

questioned about this aspect of care. This omission was corrected for

the main study as rinsing is an important aspect of skin care in

appliance management. A copy of the nurse interview schedule is given

in Appendix C.

The Patient Assessment Interview

The Conduct of the Interview

The patient assessment details were collected by interviewing both

the nurse and the patient involved in the appliance change. However,

these were not interviews in the sense of the standardised schedule

interview described above. Eather, the term is used to infer that it

was necessary to question both the nurse and the patient to obtain the

required information. Although these details tended to be generally

known to the ward staff, thqy were not always written down and so it was

not possible to rely on obtaining them by consulting the patient's

medical and nursing notes.

At the beginning of the interviews with the patients, they were

asked if they would mind answering a few questions about their general

physical condition. It was explained that this was to provide
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background information to the observation of their appliance changes.

As the interview covered only four areas, an informal approach to

questioning was considered bo be most appropriate. The researcher

introduced each aspect of the patient's physical condition in which

she was interested, and the patients were invited to describe any

problems they had experienced. Most patients proved to be very able

respondents, willing to provide the researcher with as much, if not

more, information than she needed. The specific details required by

the patient assessment form were then taken from their accounts.

The interview with the nurse, for the patient assessment details,

began with an explanation similar to that given to the patients, that

it was necessary to have some background information about the patient

on whom the appliance change had been observed. The same informal

approach to questioning was also used. The nurse was simply asked to

provide a number of details about the patient which related to the

care she had given during the appliance change.

The Organisation of Data Collection

Each patient was involved in a single assessment interview.

This was conducted some time after the immediate post operative period,

when the patient had recovered sufficiently to be able to provide the

required information. As the researcher was often on the wards for

lengthy periods waiting for appliance changes to take place, advantage

could be taken of this time to conduct the interview with the patient.

The assessment details were obtained from each nurse involved in an

appliance change. The timing of this interview depended on how busy
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the ward was, but on the whole, as it took only a few minutes to

complete the assessment form, most nurses provided the details required

immediately following completion of the appliance change.

The Assessment Content

The patient assessment interview was intended to provide data

about the patient which, by serving as a context to the appliance change,

would clarify the nursing care observed. However, although it is

recognised that the patient's care may vary throughout his post operative

course, nowhere in the literature, either on nursing assessment or on

appliance management, are the factors responsible for variations in care

brought together. So it was necessary to review the relevant

literature and from this develop a list of assessment areas relating to

appliance management.

Although Breckman (1977) advises that assessment areas should

include details of any condition which may cause problems with the care

of the stoma, a limit had to be imposed on the number of topics

covered by the assessment. In doing this it was decided to include

two types of data. The first was information about the patient which,

though affecting the choice of care given to the patient, remained

constant throughout the post operative period. These included details

about the patient's age, diagnosis, operation and physical condition.

The second was information on the patient's post operative condition

which varied throughout this period. These were details about the

patient's mobility, nutritional state, and the changing condition of

the stoma with regard to its length and type of drainage.
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As the topics covered by the assessment had been limited, it was

particularly important to have comments on its content. [Therefore,

as with the observation checklist, the patient assessment form was

presented to fellow students in the Department of Nursing Studies and

to the researcher's academic supervisor. [The comments they made on

the content were used to refine the schedule. The revised form was

then given for comment to the two stoma nurse specialists who had

advised on the observation checklist. They considered that the

assessment form covered all the major factors affecting the nursing

care during an appliance change.

The Method of Recording

The assessment form was organised according to the type of data

required. The interview with the patient covered the section on

physical condition, dealing with problems relating to eyesi^it, hearing,

manual deformity and skin condition. The information obtained was

written directly on to the assessment form in the comments section

provided. The remaining information came from the nurse. With this,

only the details in the section on diagnosis and operation were written

directly on to the form. With the sections on mobility, nutritional

state, type, site and length of stoma, and type of drainage, it was

possible to provide a number of alternative descriptions. For ease of

completing the form and to standardise the information obtained, the

nurse was asked to indicate which description related to the patient on

whom she had just changed an appliance. The appropriate item was then

ticked on the assessment form.
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While some parts of the assessment form were self explanatory,

such as the alternatives given to describe the type of stoma, it was

possible that others, such as type of drainage, could be misinterpreted.

Thus operational definitions were established for all the assessment

details required. The list of definitions used is given in Appendix D.

In addition to this, a combination of three sources, none of which

could individually provide all the required data, were used as a further

check on the reliability of the recordings made. The patient's

medical notes were used to verify the patient details obtained relating

to age, diagnosis, operation,type and site of stoma. For the information

on the patient's changing post operative condition, the nursing notes were

reviewed. Where these details were not recorded the data were checked by

observation.

Piloting the Assessment Form

The piloting of the assessment form resulted in few changes to

the content. In the section on the type of stoma formed, the term

'descending colostomy' was added to the list of descriptions as it was

found that the form failed to cater for this type of stoma. The

second change involved reducing the number of terms used to describe

the type of drainage from the stoma. The two descriptions 'liquid' or

' solid' remained. As each term was defined in relation to emptying the

appliance, the third description, 'semi-liquid', was superfluous and so

removed. The final change to the assessment form was in the section

on the length of the stoma. In the pilot study, measured lengths

had been used to describe the stoma, but "Unless a ruler was used the
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length could only be estimated. So for the main study, on the

suggestion of the researcher's supervisor, three defined terms,

'retracted', 'flush1 and'spout' were used instead as these described the

length of the stoma in sufficient detail. A copy of the assessment

form used is given in Appendix E.

SECTION TOUR : METHODS OF ANALYSIS

Each of the three tools yielded data which together furnished a

description of nursing care during appliance changes. Data from the

patient assessment interview described the sample of patients on whom

the appliance changes were performed. The observation checklist

provided the description of what care was given to these patients, both

the methods of self-care preparation and the appliance management

techniques used. Ekom the nurse interview the rationale for the

practice observed was described. All the data obtained were in a form

amenable to quantification. However, there were differences associated

with the three data collection techniques in terms of the amount of

preparation of data required, transfer of data to the computer, and

statistical analysis employed. Each process is described

separately.

Preparation of Data

Little preparation of the patient assessment and observational data

was required. Each of the forms on which data were collected was

checked to see that all the items had been completed. Thereafter, the

structured nature of both the patient assessment form and the
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observation checklist meant that the data required no further

categorisation. Following Selltiz et al (1959)> these data had been

pre-categorised at an earlier stage in the inquiry.

The nurse interview data required considerably more preparation.

As the information was all on cassette tape, these had to be

transcribed. This is a costly process whether it is done by hand by

the researcher (as in this case), or by an audiotypist (Gordon 1975>

Maccoby and Maccoby 195^). Even with the aid of a transcription

machine, the researcher had to spend a considerable period of time

listening to the tapes, writing out, and checking the responses.

Melia (1981) also comments on the time required for transcription.

However, there was one advantage resulting from this; the researcher

was familiar with the content of the interviews and this aided the

next stage of preparation, the classification of the responses.

As the interviews with the nurses consisted of mostly open ended

questions, the responses had to be converted into numerical form for

analysis. Silvey (1975) suggests that when the purpose of analysis

is descriptive rather than hypothesis testing, the data determine the

classifications used, as the study is concerned with discovering the

main varieties of opinions and behaviour. So, working from the

responses obtained, a set of categories was established for each

question together with rules for classification and these formed the

coding frame for the interview data.

The coding of responses to open questions is particularly subject

to error and bias. Checks were therefore applied to the process to

minimise these problems. As the coding frame was not developed until
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after all the interviews were completed, the risk of interviewer bias

from field coding did not arise. However, there was still the

problem of error in the interpretation of the responses (Denzin 1978).

Thus checks on the reliability of the researcher's coding were made.

Two nurses, one a specialist in stoma care, the other a nurse

tutor undertaking research for a hi^ier degree, agreed to code the

responses to the nurse interview. As Silvey (1975) suggests, they

worked independently, without knowledge of how the researcher had

coded the responses. As it is preferable to code each question for

all respondents, rather than all the questions for each respondent,

they were given the coding frame and the appropriate responses for

each question separately, rather than the transcription of the full

interview. Their coding of each question was checked against the

researcher's coding and the percentage of agreement between them was

then calculated. This ranged from 73% - 97% agreement.

Transfer of Data to the Computer

Hot all the data collected were transferred for computer analysis.

It was decided that the patient assessment data and self-care

preparation data could be analysed by hand. However, in view of the

amount of observational data on appliance management techniques and the

multiple responses in the interviews, it was decided that these data

should be analysed on the computer. However, the form of the

observation checklist was not suitable for direct transfer of data on

to the computer. So it was necessary to transfer the coded observations

as well as the coded responses to the interview questions on to
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separate coding sheets. Erom these, the raw data were then punched

on to magnetic tapes by the Data Preparation Department of the

University of Edinburgh*

As the transfer of data from the research instruments to the coding

sheets and from the coding sheets to the computer are two potential

sources of error, it was necessary to check the data transferred. The

first transfer, to the coding sheets was checked manually by the

researcher and a colleague. The second check was made using a

'verifying1 procedure (Oppehheim 1966). With this, the raw data are

punched twice on to the magnetic tapes, by two different operators and

the results are compared mechanically. If the two sets of coded

responses correspond then it may be assumed that the data have been

correctly processed.

Lulled into a sense of security by this checking procedure, the

researcher assumed that the data had been correctly processed and only a

few random checks were made. Only after statistical analysis was

underway did the errors come to light. As there had been a breakdown

during transfer on to magnetic tapes, one row of data was missed and

the next row repeated in its place. On verification, for some

unexplained reason, the error was overrun and so was missed. As a

consequence a considerable time had to be spent correcting the error

and redoing the analysis of the affected variables.

Statistical Analysis

The extent of the statistical analysis was restricted by a number

of factors. first, on the whole, the data collected were at the
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nominal level of measurement, with only a few variables at the ordinal

level. Second, non-random sampling techniques were used during the

data collection. Third, essentially two samples were obtained, both

of which were small. While the number of appliance changes observed

was sixty eight, the sample of patients in the study was only sixteen in

number.

In view of these limitations, the analysis of the data was confined

to frequency counts, cross-tabulations of relevant variables and the

application of non-parametric statistical tests, namely the Fisher exact

probability test and the Chi square test. These tests were suitable

for the study as they may be used with the restricted type and amount of

data obtained. They may be applied to nominal and ordinal level data

(Abdellah and Levine 1965); they may also be used when no assumption

can be made about the population from which the sample was drawn

(Williamson 198l), and they may also be applied when the sample size is

small (Siegel 1956).

The self-care data, obtained from the observation checklist, had

the most limited form of analysis and this was due to the form in which

the data were collected. Each patient was observed throughout their

series of appliance changes in the post operative period. During this

time, the methods by which they were prepared for self-care were

recorded for each aspect of the physical care of the stoma. Thus the

data were in the form of a helping method classification for each

aspect of care, throughout the series of changes ,and so were only

amenable to tabulation. Each table groups the self-care preparation

findings for all the patients in the study.
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The background, information on the patients in the study, provided

by the assessment interview, was organised in the form of frequency

counts for each of the variables. As these were nominal level data,

the measurement of central tendency used was the mode. Relevant

variables were also cross-tabulated and the Fisher exact probability

test applied. This test was used in preference to the Chi square

test for these data. As Maxwell (1961) points out, this is the only

safe method to employ when the sample size is less than about forty (in

this case N = 16) and one or more of the expected frequencies falls

below five.

Both the observational data on appliance management techniques and

the interview data had been transferred on to the computer and so a

package programme was used for analysis. The Statistical Package for

the Social Sciences (SPSS) is a system of computer programmes which

have been designed particularly for the analysis of social science data

(Hie et al 1975)* Using SPSS, frequency counts for all the variables

were run first. Relevant variables were then cross-tabulated. The

use of the computer for this part of the analysis was invaluable in

view of the amount of data which had to be handled. Not only did it

permit cross-tabulation of 'observation1 variables and of 'interview1

variables, but it also allowed cross-analysis between observational and

interview data. Where a measure of association was required, the Chi

square test for two independent samples was applied. However, if the

ejected frequency in one or more cells fell below five, then the

Fisher exact probability test was substituted.
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This chapter "begins the presentation of the results, with a

description of the study sample. Background information on the

hospitals, the wards, ana the nurses involved in the study is given

first. This is followed by a description of the patients on whom the

appliance changes were observed. These data are presented separately

as they are the patient assessment details obtained at each change of

appliance.

Background Information

Ihe Hospitals

Three general hospitals which admitted patients for bowel surgery

were included in the study. Three hospitals were chosen as this was

felt to be the maximum number the researcher could deal with single

handedly during the period of data collection. All three were

teaching hospitals and undertook training of student and pupil nurses.

The Wards

In each hospital the wards which normally admitted patients for

bowel surgery were ascertained and these formed the total population of

fifteen wards in the study. Eleven wards admitted patients for

general surgery. In addition there were four specialised wards; two

wards formed a gastro-intestinal unit to which both medical and

surgical cases were admitted; two wards specialised in gynaecology.

The sample consisted of those wards which admitted a stoma patient

during the data collection period and on which a change of appliance

was observed (Table !(.).
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TABLE U The Wards Included in the Study

Wards A
Hospital

B C Total

Observed 6 1 1+ 11

Not observed 1+ 0 0 h

Total 10 1 h 15

The description of the wards is confined to the aspects of ward

design which were considered to be relevant to a study of appliance

management. Only one ward was not of the Nightingale type, but was

made up of several separate rooms. All the ward beds could be

screened, to allow visual privacy during care or examinations. Not

all the wards had a separate room for dressings or treatments. Of

the six wards in Hospital A, four had a treatment room, the ward in

Hospital B had a treatment room, but none of the wards in Hospital C.

Each ward also had different toilet/bathroom facilities (Table 5) •
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TABLE 5 Toilet/Bathroom Facilities in the Sample

Facilities 1 2+ 3 1+ 5
Ward
6+ 7+ 8 9 10 11 Total

Bathroom 2* 1 1 l l 1 1 2 1 2 b* 17

Shower room 0 1 1 l 0 0 1 0 1 0 0 5

Toilet 2 3 3 3 2 3 2 2 2 b 3 29

Total 1+ 5 5 5 3 1+ 1+ b b 6 7 51

* Additional toilet within bathroom
+ These wards had one toilet which, because of its small size,

the Ward Sister felt was unsuitable for an appliance change.

All the bathrooms contained a washhand basin and sufficient room to

perform an appliance change, as did most of the toilets. All the

shower rooms were small and afforded little space for a change of

applianc e.
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The Norses

A total of forty five nurses, of varying grades, made up the

sample of nurses in the study (Table 6).

TABLE 6 The Nurses Included in the Study

Grade
No. of nurses

N = 1+5

Sister 1+

Staff nurse 20

Third year
student nurse 15

Second year
student nurse l

Second year
pupil nurse 2

First year
student nurse 3
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More than half of the nurses observed. (2l|) were trained members

of staff. [Drained staff were also involved in a greater number of

appliance changes (Table 7).

TABLE 7 The Number of Appliance Changes per Staff Grade

Grade
No.
1

of appliance changes
2 3 1+3 Total

Sister 2 1 0 0 1 b

Staff nurse 9 8 2 1 0 20

Third year
student nurse Ik 0 1 0 0 15

Second year
student nurse 1 0 0 0 0 l

Second year
pupil nurse 1 1 0 0 0 2

First year
student nurse 3 0 0 0 0 3

Total 30 10 3 1 1 1+5
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A total of sixty eight appliance changes were carried out "by the

nurses in the study. The length of time taken to change an appliance

ranged from seven minutes to forty five minutes. The mean length of

time taken was twenty minutes. In Table 8, the time taken has been

grouped into four time intervals.

TABLE 8 Time Taken for an Appliance Change

Minutes taken
No. of cases

N = 68 Perc ent

Less than 10 12 18

11 - 20 31 145

21 - 30 16 214

More than 30 9 13

In twelve cases the time taken for the appliance change was

extended. In six of these cases the nurse performed the appliance

change in conjunction with another treatment. This included the

removal of sutures (1| cases) and the removal of the rod supporting

the stoma (2 cases). In five of the appliance changes the nurse

also bathed the patient. The time taken for a further one appliance

change was extended by waiting for the arrival of the surgeon to

inspect the stoma.
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Patient Assessment Details

A total of sixteen patients were included in the study. The

number of appliance changes observed per patient ranged from two to

seven, depending on the length of time taken for the patient either

to achieve self management of the appliance, or to be discharged from

hospital (range 10 - 3I4 days). Only fifteen of the patients were

interviewed about eyesigdit, hearing, manual deformity and skin problems.

One patient died shortly after surgery and these details were not

obtained.

Age and Sex

The patients ranged in age from twenty eigjit to seventy nine years.

The mode was sixty nine years. Patients of both sexes were included

in the study. There were seven men and nine women in the sample.

Diagnosis

Ten patients were described as having some form of carcinoma. Of

these, one patient had carcinoma of undetermined origin due to its very

advanced state. The other nine patients had carcinoma of the large

bowel and/or rectum. Pour patients had colitis. There were two

patients with distal colitis, one with an associated proctitis. Two

patients had ulcerative colitis, one with toxic dilatation of the colon

and one with perforation. The remaining two patients had perforation

of the large bowel, one in association with diverticular disease, the

other had a stercoral perforation, with no associated pathology.
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In Table 3, the patients' ages have been grouped and the groups have

been compared in terms of diagnosis. A significant difference was

found between the age groups with regard to diagnosis. As might be

expected, a greater proportion of patients in the older age group had

a diagnosis of carcinoma.

TABLE 9 Comparison of Age Groups in terms of Diagnosis

Diagnosis
Age Carcinoma Eon-carcinoma Total

Less than 65 years 1 h 5

65 years plus 9 2 11

Total 10 6 16

Fisher exact probability test p = .03U

Operating Cases

Both elective and emergency cases were included in the study.

The majority (ll patients) were for elective surgery. The five

emergency cases were confined to one hospital (Table 10).

TABLE 10 Operating Cases in the Study

Operating cases

Ho spital
A B c Total

Elective 5 1 5 11

Emergency 5 0 0 5

Total 10 1 5 16



Operation

Although, the operation performed, also included the formation

a stoma, for the purposes of clarity, the type of stoma formed is

dealt with separately. Table 11 lists the operations performed.

TABLE 11 Operations Performed on the Patients in the Study

Operation
No. of cases

N = 16

Abdomino-perineal
resection of rectum 6

Hartmannss resection
of sigmoid colon 3

Total colectomy * 2

Sigmoid colectomy + 2

Laparotomy
(no resection) 2

Left hemi-colectomy+ 1

* Includes one patient with pan procto-colectomy
+ One patient also had colo-anal sleeve anastomosis.
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Type of Stoma

Seven patients had a sigmoid colostomy. This type of stoma

was formed in association with abdomino-perineal resection of the

rectum (1+ cases) and with resection of the sigmoid colon by Hartmann's

procedure (3 cases). Two patients had a descending colostomy, both

in association with abdomino-perineal resection of the rectum. A

colostomy was raised in the transverse colon on four patients. This

type of stoma was formed in association with sigmoid colecton^ (2

cases) and after laparotony had revealed no resection was possible

(2 cases). Three ileostomies were formed, in association with total

colectomy (2 cases) and with left hemi-colectomy (l case).

Formation of the Stoma

In this study, two forms of stoma were seen. These were an end

stoma (ll patients) and a loop stoma (5 patients). Of the eleven

patients with an end stoma, seven had sigmoid colostomies, two had

descending colostomies and two had ileostomies. Four of the loop

stomas were transverse colostomies, one was an ileostomy.

Site of the Stoma

The stomas were sited in four different areas of the abdomen.

[These were the left iliac fossa, the rigjrt hypochondriac region, the

rigfrt iliac fossa and the epigastric region. The number of stomas

in each region of the abdomen is given in Table 12.
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TABLE 12 The Abdominal Siting of the Stomas

No. of cases
Abdominal siting N = 16

Left iliac fossa 9

Eight hypochondriac region h

Right iliac fossa 2

Epigastric region 1

The stomas sited in the left iliac fossa were all colostomies formed

from either the sigmoid or the descending colon. The four transverse

colostomies were sited in either the right hypochondriac or the

epigastric regions. Two of the ileostomies were sited in the right

iliac fossa. The third ileostomy was sited in the right hypochondriac

region in order to avoid scars from previous surgery which made the

right iliac fossa an unsuitable site.

Length of the Stoma

In twelve patients the length of the stoma remained unchanged

throughout the observation period. In nine of these patients the

stoma extended beyond the skin surface. Of these nine patients, two

had a sigmoid colostomy, one had a descending colostomy, three had

transverse colostomies, and three were ileostomies. Three patients

had stomas which were flush with the skin, throughout the observation

period. All were sigmoid colostomies. In four patients the length
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of the stoma changed, during the post operative period. In all these

cases the stoma had extended beyond the skin surface in the early

post operative period. However as the post operative oedema reduced,

so did the length of the stoma and they became flush with the skin.

These were two sigmoid colostomies, one descending colostomy and a

transverse colostomy.

Eyesight

Thirteen patients could see their stoma without difficulty.

Seven of these could see the stoma without the aid of spectacles,

although three of this group did wear spectacles for reading. Six

patients could only see their stoma if they wore spectacles. The

eyesight of two of the patients was poor. They described their view

of the stoma as a blur, with or without spectacles. They were aware

where the stoma was but could not see it in focus.

Hearing

All patients could hear the instructions given by the nurse.

Three patients admitted to deafness in one ear but could, nevertheless,

hear conversation carried out in a normal tone of voice.

Manual Deformity

Ten patients had no manual deformity. Of these, nine could

manage to open and close the appliance clip with ease. One of the

ten patients could not manage the clip. Although there was no

abnormality of the hands, he did not have the strength to open and
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close it. Five patients had some form of manual deformity. This

included arthritis in three patients. Despite this, two were able to

manage the appliance clip and said they were able to manipulate fine

objects. The third patient had difficulty in gripping small objects

and was not able to manage the appliance clip. His inability to manage

the clip was compounded by poor eyesight which prevented him from

seeing the clip clearly. Two patients had deformed fingers. This

deformity had been present for five years in one case, and twelve

years in the other. Both patients had become used to the lack of

movement in the finger and were not handicapped by it, both patients

being able to open and close the appliance clip.

Skin Problems

Thirteen patients said they did not suffer from any skin problems,

such as irritations or allergies, and were able to wear elastoplast

and adhesive tapes. One patient did not know of any particular

allergies but he said he had problems with adhesive tape. Another

patient described himself as allergic to elastoplast and to various

adhesives. This was confirmed when he was patch tested by the ward

staff.

Post operative Condition

The patients' assessment details, in relation to mobility,

nutritional intake, and type of effluent from the stoma, changed

throu^iout their post operative course (Tables 13-15).
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TABLE 13 Mobility of the Patients

No. of cases

Mobility N = 68 Percent

Bedfast 13 19

Partially ambulant 25 37

Fully ambulant 30 14+

TABLE lit Nutritional Intake of the Patients in the Study

Intake
No. of cases

N = 68 Percent

Intravenous fluids 6 9

Oral fluids 13 19

Ligjit diet 13 19

Full diet 36 53



TABLE 15 The Effluent from the Stoma

No. of cases
Effluent •

N = 68 Percent

No drainage 8 12

Trainable b9 72

Hon drainable 11 16



CHAPTER FIVE

OBSERVATION FIEDINGS I

APPLIANCE MANAGEMENT



In this chapter of observation findings, the results in relation

to the nine aspects of stoma appliance management and in relation to

recording details about the appliance change are presented.

Througiout, the findings are presented first as frequencies, then

relevant variables are cross tabulated. The tables presented refer

only to those variables which showed statistical significance at or

beyond the .05 level.

Preparation of the Equipment

The equipment for the appliance change was prepared in all of

the sixty eight appliance changes observed. In sixty seven cases,

the nurse collected the equipment prior to commencing the appliance

change. However, in one case, the equipment was not collected by the

nurse who was changing the appliance. The nurse had decided to change

the appliance and began to prepare the patient for the change before

gathering the equipment required to do this. She relied on a second

nurse, who interrupted the change, to collect the equipment for her.



Method of Preparation

A variety of methods of gathering equipment were used (Table 16).

TABLE 16 Methods of Preparation

Method of preparation
No. of cases

N = 68 Percent

Trolley 37 5k

Equipment box^ 9 13

Tray 7 10

Bathroom shelf b 6

Carried by hand 3 5

Chair 3 5

Locker 2 3

Ward bed 2 3

Second nurse 1 l

(l) The equipment box was a plastic or cardboard container,
kept beside the patient's bed, in which the basic
equipment required for an appliance change was kept. This
included items such as appliances, measuring cards, skin
protective agents, deodorants and disposal bags.
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In Table 17, the methods of preparing equipment for an appliance

change are grouped and classified by the mobility of the patient post

operatively. A greater proportion of bedfast patients had the

equipment for their appliance change prepared on a trolley.

TABLE 17 Method of Preparation Classified by Mobility

Mobility
Method of preparation Bedfast Ambulant Total

Trolley 11 26 37

Others 2 29 31

Total 13 55 68

= 3.8J4 ldf p < .05

Items Forgotten

No record was made of the items gathered by the nurse during

preparation of equipment. However, any item collected by the nurse

after she had begun to prepare the patient for the appliance change

was considered a forgotten item and was noted. In twenty seven cases,

at least one item was forgotten and the nurse had to interrupt the

appliance change to collect it. The number of items forgotten in

each case ranged from one to three. Sixbeen nurses forgot a single

item (2k%), ten nurses forgot two items (15%) aJid one nurse forgot

three items. The items forgotten are listed below.
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TABLE 18 Items For (gotten during: Preparation of Equipment

Items forgotten
No. of items

N = 39

Material for skin care 9

Correct size of appliance 7

Mirror (to view stoma) 6

Measuring jug h

Appliance clip 2

Adhesive remover 2

Measuring card 2

Disposal bag 2

Skin protective agent 2

Deodorant 1

Stitch cutter 1

Draysin 1

The time taken for an appliance change had an effect on the

items forgotten. Items were less often forgotten during appliance

changes which lasted twenty minutes or less (Table 19)•
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TABLE 19 Items Forgotten Classified by Time Taken for the Change

Items forgotten

Time
20 minutes
or less

taken
More than
20 minutes Total

Yes 10 17 27

No 33 8 1+1

Total U3 25 68

yt= 13.33 id£ v < -oi

Items required during the appliance change were also more often

forgotten by trained members of staff (Table 20).

TABLE 20 Items Forgotten Classified by Grade of Nurse

Items forgotten
Grade of

Learner
nurse

Trained Total

Yes 1+ 23 27

No 20 21 1+1

Total 21+ 1+1+ 68

X^=8.li+ ldf p < .01
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Preparation of the Patient

Preparation of the patient for the appliance change is

in three parts. These are the location of the change, the

of the patient, and the timing of the appliance change.

Location

Three locations were used for appliance changes (Table 2l).

TABLE 21 The Locations of Appliance Changes

No. of cases
Location N = 68 Percent

Ward bed 1+9 72

Bathroom/toilet 15 22

(2)
Treatment roonr ' 1+ 6

presented

position

(2) This refers to a room set aside in each ward for use as an
examination area and where surgical dressings were usually
carried out. Not all wards in the study had a treatment room.
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In Table 22 the locations are grouped and classified by the

patient's mobility. As expected, all the patients confined to bed

had. their appliances changed there. However the greater number of

ambulant patients also had their appliances changed in the ward bed

area.

TABLE 22 Location Classified by Mobility

Mobility
Location Bedfast Ambulant Total

Ward bed 13 36 k9

Others 0 19 19

Total 13 55 68

Fisher exact probability test p = .008

When the locations were classified by the method of preparation

used in that location, it was found that of the nurses who used a

trolley, a greater proportion chose to change the appliance with the

patient in the ward bed (Table 23).
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TABLE 23 Location Classified "by the Use of a Trolley for Preparation

Location
Method of preparation
Trolley Others Total

Ward bed 33 16 1+9

Others 1+ 15 19

Total 37 31 68

7}= 11 .68 ldf p < .01

However, when the informal methods of preparing the equipment

(using the bathroom shelf, chair, locker, carried by hand) were used,

the bathroom was the location chosen by a greater proportion of

nurses (Table 21+).

TABLE 21+ Location Classified by Formal/informal Methods of Preparation

Location

Method of preparation

(3)
Tbrmal Informal Total

Bathroom 5 10 15

Others 1+8 5 53

Total 53 15 68

Fisher exact probability test p = .00002
(3) Trolley, tray and equipment box



Position of the Patient

Hie patients were prepared for the appliance change in either

the lying, sitting or standing position (Table 2£).

TABLE 25 The Position of the Patient during Appliance Changes

No. of cases
Position N = 68 Percent

Lying 1+2 62

Sitting 21 31

Standing 5 7

When the appliance change took place in the patient's ward bed,

greater proportion of nurses had the patient lying down (Table 26).

TABLE 26 Lying Position Classified by Location

Location
Position Ward bed Others Total

Lying 38 1+ 1+2

Others 11 15 26

Total 1+9 19 68

XZ= 18.32 ldf p<c .01
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A greater proportion of patients were sitting during the

appliance change when it was performed in areas other than the ward

bed area (Table 27).

TABLE 27 Sitting Position Classified by Location

Location
Position Ward bed Others Total

Sitting 11 10 21

Others 38 9 kl

Total k9 19 68

Xz= 5-lk ldf p < .05

In Table 28 the position of the patient is classified by the

grade of nurse involved in the appliance change. A greater

proportion of trained staff had patients lying down during appliance

changes.

TABLE 28 Position Classified by Grade of Nurse

Position
Grade

Learner
of nurse

Trained Total

Lying 11 31 142

Others 13 13 26

Total 21+ I4I4 68

Xl= 3.9b ldf p < .05
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Timing of the Appliance Change

Timing of the appliance change was considered in relation to the

time of day it was performed, meal times and bathing times.

Fifty six appliances (82%) were changed during the morning and

twelve (l8%) in the afternoon. Of the sixty ei^it changes observed,

nineteen were performed on patients who were not taking food by mouth.

The timing of the remaining changes in relation to meal times is given

in Table 29.

TABLE 29 The Timing of Appliance Changes following Meals

No. of cases

Timing N = k9

Up to 1 hour 3

1+ - 2 hours lb

2+ - 3 hours 17

More than 3 hours 15

The majority of appliance changes were done after the patient

had been bathed. Only three nurses (1+%) changed an appliance prior

to a patient's bath or shower. In the remaining sixty five cases,

the appliance was changed after the bath or bedbath.
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Removal of the Did Appliance

It was intended that the observation of an appliance change should

be carried out when the whole appliance was changed, not just emptied.

This entails the removal of the old appliance and its replacement with a

new one. This being so, it was inevitable that all nurses performed

this aspect of care.

The Old Appliance

The appliances removed are described in six parts; the type of

appliance, the method of adhesion, the number of parts to the appliance,

the protective agents involved, the make and size of appliance.

Each appliance was classified according to whether it was an open

((trainable) or closed (non (trainable) "type. Sixty one appliances were

of the open type (90%), and seven were of the closed type (10%).

Sixty seven appliances were adhesive (99%), one was a non adhesive

appliance. The adhesives were also classified according to type

(Table 30).

TABLE 30 Type of Old Appliance Adhesive

No. of cases

Type of adhesive N = 67 Percent

Microporous 36 5k

Hypoal1ergenie 25 37

Occlusive^ 6 9

(I4) Ron porous type of adhesive plaster.
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The appliances removed had either one or two pieces. Fifty eight

were one piece appliances (85%), ten were two piece appliances (15%).
Protective agents may "be incorporated into the appliance or may be

used in addition to the appliance. Of the sixty eight appliances

removed, fifty eight contained an integral karaya ring (85%) and ten

incorporated stomahesive (15%) • Additional protection, in the form of

stomahesive, was used in fifteen cases. In each of these cases the

stomahesive was used in conjunction with an appliance which had an

integral karaya ring.

Although a variety of types of appliance were removed, that is open

or closed appliances, adhesive or non adhesive, one or two piece, these

were manufactured by only two companies. These were Hollister (58

cases) and Squibb Surgicare Ltd (10 cases).

The size of the appliance removed ranged from 1.5*0 inches to

3.00 inches (Table 31)«

TABLE 31 Size of the Old Appliance

Size of appliance
No. of cases

N = 68 Percent

1.50 inches 17 25

1.75 13 19

2.00 22 32

2.25 2 3

2.50 9 13

3.00 1 1

Not known h 6
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The Method of Removal

Four methods of removing the appliance from the skin were

observed (Table 32).

TABLE 32 Methods of Appliance Removal

Method of removal
Ro. of cases

R = 68 Percent

Peeling 63 93

Soaked off with water 3 h

Solvent 1 1

Lifted^) 1 1

(5) Refers to removal of the non adhesive appliance.

The choice of removing an appliance when full, or after it had

been emptied, applied only to open appliances (R = 6l). In forty

cases (66%), open appliances were removed when full. Twenty one

appliances (3hYo) were emptied prior to removal. The re-use of the

clip was noted after removal of the appliance. In only twenty seven

cases was the clip kept for re-use (i|0%).
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Skin Care

The four aspects of care observed as skin care were the

cleansers used, rinsing of the skin, drying agents used, and the

condition of the skin.

Skin Cleanser

Having removed the old appliance from the skin, in all sixty

eight cases, the skin was then cleansed. A variety of cleansers

were used (Table 33) •

TARLE 33 Methods of Skin Cleansing

Skin cleanser
No. of cases

N = 68 Percent

Soap and water 35 51

Water only 19 28

Cetrimide 7 10

Savion b 6

Zoff 2 3

Sterile saline 1 l

Rinsing

The use of plain water to rinse the skin was applicable in forty

eight cases in which a soap or special solution was used to cleanse the

skin. Of these, thirty three rinsed the skin (69%), and fifteen did not

(31%). In Table 3b the observation of skin rinsing is classified by the

type of cleanser being rinsed off. The skin was rinsed more often when

soap and water were used to cleanse the skin than when the special

solutions were used.



176.

TABLE 3d Rinsing Classified by Cleansing Agents

Rinsing Soap
Cleanser
Special solutions^ Total

Yes 30 3 33

No 5 10 15

Total 35 13 U8

Fisher exact probability test p = .00008
(6) Special solutions - cetrimide, savlon and zoff.

Brying Agent

Five materials were used to dry the skin (Table 35)•

TABLE 35 Methods of Hrying the Skin

Brying agent
No. of cases

N = 68 Perc ent

Tissues 52 76

Gauze 9 13

Paper towels b 6

Towel 2 3

Cottonwool 1 1
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Skin Condition

After skin cleansing and drying, the condition of the skin was

classified by the observer, according to the definitions given in

Appendix A. Classification of the skin was possible in only sixty

four cases. In the other four cases, a skin protective agent had

been left in place and so it was not possible to assess the condition

of the skin -underneath (Table 36).

TABLE 36 The Condition of the Peristomal Skin

No. of cases
Skin condition N = 6J4 Percent

Intact 36 56
(7)

Damagedx ' 25 39

Broken^ ^ 3 5

7) Refers to skin assessed as pink or red
8) Refers to skin assessed as excoriated or weeping.
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Skin Protection

Skin protection refers to the use of an argent in addition to

the appliance itself, for the protection of the skin. In forty six

appliance changes (68%) no additional means of protection was used.

In thirteen of these cases the appliance itself incorporated a skin

protective agent (stomahesive) which was the sole means of adhering

the appliance to the skin. In eighteen cases an additional skin

protective agent was used (26%). In the remaining four cases the skin

protective agent from the previous appliance change was not removed and

was used as the protective agent for the appliance change observed.

In Table 37> the use of skin protective agents is classified by whether

or not the stoma had moved and effluent was present. Before the stoma

had begun to move, skin protective agents were less often used.

TABLE 37 The Use of Skin Protective Agents Classified by the
Presence of Stoma Effluent

Effluent
Protective agents Yes No Total

Yes ^ 3b 1 35

No 26 7 33

Total 60 8 68

Fisher exact probability test p = . 020
(9) Includes incorporated skin protective agent, stomahesive

and those not removed from previous change.
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Skin Protective Agents

When a new skin protective agent was used, that agent and its

method of preparation for application to the skin was noted. The

agent used most frequently was stomahesive. In fifteen of the

ei^iteen cases in which a skin protective agent was used, stomahesive

was the agent of choice. In two cases, skin gel was used to protect

the skin. In the remaining case the flange part of a two piece

Surgicare System 2 appliance was used.

Method of Preparation

Preparation of the skin protective agents refers only to the

preparation of stomahesive and the stomahesive flange, and not to

skin gel which is spread directly on to the skin from the tube.

Stomahesive is prepared for application by cutting it to fit around

the stoma. Three methods of doing this were observed. These were

guessing the size of the hole to be cut (13 cases), using a measuring

card to ensure that the correct size was cut (2 cases) and using the

information in the patient's notes as a guide to the size of hole to

be cut (l case).

Selection of the Mew Appliance

In each of the appliance changes observed a new appliance was

selected for application. This involved selecting both the type of

appliance to be used and one which was the correct size.
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The Mew Appliance

As with the old appliance, the new appliance is described in six

parts. These are the type of appliance, the method of adhesion, the

number of parts to the appliance, the protective agents incorporated,

the make and the size of appliance.

Fifty five appliances selected were of the open type (8l%) and

thirteen appliances were of the closed type (l9%)« A greater

proportion of open appliances were used on stomas which had not begun

to move or which had a drainable effluent (Table 38).

TABLE 38 Type of Appliance Classified by Stoma Effluent

Type of appliance
Effluent

Eon drainable Other Total

Open 2 53 55

Closed 9 k 13

Total 11 57 68

Fisher exact probability test p = .0000007

It may also be noted from this Table that although closed
appliances were used on a greater proportion of stomas
with non drainable effluent, there were two patients who
had open appliances used.
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Sixty five appliances were adhesive (96%), three were non

adhesive. The type of appliance adhesive was also classified

(Table 39J.

TABLE 39 Type of New Appliance Adhesive

Ho. of cases

Type of adhesive H = 65 Percent

Microporous lit 63

Hypoallergenie 16 25

Occlusive 8 12

Fifty four appliances were one piece (79%), fourteen had two

pieces (21%). Two types of protective agents were incorporated in

the appliances selected for use. Fifty three appliances (78%)

contained karaya; thirteen appliances incorporated stomahesive (19%).

The remaining two appliances had no integral protective agents.

A greater variety of makes of new appliance were selected

compared with those removed. These were Hollister (51 cases),

Squibb-Surgicare System 2 (13 cases), Searle Medical-Translet and

Topaz (2 cases), Salts-Kombo II (l case) and Cambmac-Dansac (l case).
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The size of the new appliance selected ranged from 1.25 inches

to 2.50 inches (Table kO).

TABLE Jj.0 Size of the New Appliance

Size of new appliance
No. of cases

N = 68

1.25 inches 1

1.50 22

1.75 lk

2.00 22

2.25 2

2.50 7

Hie size of the new appliance selected was compared with the size

of the appliance removed and was found to vary by between 0.25 and

1.00 inch (Table kl).

TABLE kl Size of Old Appliance Classified by Size of New Appliance

Change in size (inches)
* , _f_ ,

Size of old appliance No change -.25 -.50 -.75 ±1.00

1.50 inches 15 1 1 0 0

1-75 9 k 0 0 0

2.00 17 3 2 0 0

2.25 1 0 1 0 0

2.50 0 0 8 1 0

3-00 0 0 0 0 1

* Size of old appliance unknown in four cases, IT = 6k
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Selection of Size

Five methods were used to select the size of the new appliance

(Table lj2).

TABLE U2 Selection of Appliance Size

Selection of size
No. of cases

N = 68 Percent

Guess 50

Use of measuring card lb 21

Size recorded in notes/kardex 13 19

Stock kept in locker b 6

(ll)
By nurse in charge ^ ' 3 b

(10) A stock of one size of appliance was kept in the patient's
locker and the appliance was selected £rom this stock

(11) The nurse in change of the wand, not the nurse involved in
the appliance change decided the size of appliance to be
used, without seeing the patient's stoma.

A greater pnopontion of trained staff were found to select the

size of the appliance to be used by using a measuring cand (Table 43) •

TABLE lj.3 Selection of Size Classified by Grade of Nurse

Selection of size
Grade

Learner
of nurse

Trained Total

Measuring card 1 13 lb

Others 23 31 5b

Total 2b 44 68

Fisher exact probability test p = .010
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Preparation of the hew Appliance

In forty one of the appliance changes observed, the appliance

was prepared for application (6C$>). In the remaining twenty seven

cases (1+0%), no preparation took place as the backing paper was removed

from the adhesive and the appliance immediately sealed to the skin.

A variety of methods of preparing an appliance for application

were observed. The degree of preparation used depended on the type of

appliance chosen. Thus, not all methods were applicable to all

appliances. Further, some more complex appliances required more than

one method of preparation.

Of the forty one appliances which were prepared for application,

thirteen required to be cut to fit the stoma. To fit these thirteen

appliances, a measuring card was used to indicate the size required in

two cases; the other eleven guessed the size of the hole to be cut.

Twenty eigfrt of the appliances had a precut stoma aperture. For these,

preparation consisted of removing the adhesive backing paper, then one

or a combination of the preparations listed below.

TABLE hi; Additional Methods of Appliance Preparation

Additional preparation
No. of cases

N = 1+2

Air into the appliance 23

Deodorant into appliance 6

Vetting integral karaya 6

Assembling two piece appliance h

Preparation of flatus filter 2

nv-i mmi ng piThpfiivp rijubtp 1
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In Table 1+.5, the observation of allowing air into the appliance

is classified by the grade of nurse preparing the appliance. A

greater proportion of trained staff prepared the appliance by allowing

air into the bag.

TABLE 1+5 Preparation Classified by Grade of Nurse

Preparation of appliance
Grade

Learner
of nurse

Trained Total

Air allowed in b 19 23

No air allowed in 20 25 1+5

Total 21+ 1+1+ 68

Xz= 1+.85 ldf V < -05

Application

In describing the application of the new appliance, the factors

noted were the method of positioning the appliance over the stoma, the

method of sealing the appliance to the skin, the angle of application,

closure of the appliance and the accessories used.

Positioning the Appliance

The positioning of one and two piece appliances are described

separately due to the differences in the application techniques used.
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TABLE ii6 Application of One Piece Appliances

Method of application
(one piece appliances)

No. of cases
N = su Percent

Backing paper removed,
appliance sealed 28 (12) 52

Centred over stoma and
appliance sealed 26 U8

(l2) This number includes the twenty seven cases in which no
preparation of the appliance was performed and a further
one case which was prepared for application in relation
to the flatus filter used, not the adhesive backing paper.

When the methods of application were classified by the grade of

nurse involved in the application, it was found that learners more

often removed the backing paper and immediately sealed the appliance;

that is, used a method of application which had no prior

preparation (Table 1+7)•

TABLE hi Application Classified by Grade of Nurse

Application
Grade

Learner
of nurse

Trained Total

Backing paper removed,
appliance sealed 12 16 28

Centred over stoma and

appliance sealed k 22 26

Total 16 38 5k

= U.87 ldf p < .05
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TABLE Jj.8 Application of Two Piece Appliances

Method of application
(two piece appliances)

Wo. of cases
N = Ik

Two parts, flange first
then bag 10

One part, flange and
bag as a single unit h

Sealing the Appliance

After application, the seal of the appliance was noted. In

fifty five cases (8l%), the seal was intact. In the remaining ten

adhesive appliances the seal was undermined by the presence of

wrinkles. In three cases an appliance was used which had no adhesive

seal.

Angle of Application

Although an appliance may be put on at any angle, the applications

observed were classified in one of two ways. Eifty four appliances

were angled to drain downwards (79%), the remaining fourteen

appliances drained to the side (21%).

The angle of application chosen was affected by the patient's

mobility. A greater proportion of ambulant patients had their

appliances angled to drain downwards for easier emptying in the standing

position (Table b9)>
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TABLE k9 Angle of Application Classified by Mobility

Angle of application
Mobility

Bedfast Ambulant Total

Down 6 bQ 5k

Side 7 7 lb

Total 13 55 68

Fisher exact probability test p = .003

Closure of the Appliance

Closure of the appliance covers the timing of the closure, the

allowance of air into the appliance to promote drainage of the effluent,

and the method of closure used.

As thirteen appliances were of the closed type, they required

no additional closure. Of the remaining fifty five open appliances,

nine were closed prior to application (l6%) and forty six after

application (81jj6).

The allowance of air into the appliance during application was

observed in fifteen cases (22%). The addition of air to promote

drainage was considered with regard to the type of appliance used.

Air was introduced more often into open appliances (Table 50).
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TABLE 90 Type of Appliance Classified by the Addition of Air

Type of appliance
Air
Yes

added ^
No Total

Open 3b 21 55

Closed b 9 13

Total 38 30 68

/C= 1+.21 ldf p < .05
(13) This refers to "both before and after application.

The method of closing an open appliance was by use of a

plastic clip. In the fifty five open appliances used, thirty one

(56%) had the clip applied correctly, according to the manufacturer's

instructions. However, on twenty four appliances (i|l+%) the clip

was applied incorrectly. This was becau.se the clip was put on

upside down or because the bag was rolled around the clip several

times.



Accessories

live types of accessories were used (Table £l)

TABLE 5l Accessories to Application

Accessories
ho. of items

N = 18

Belt (for support) 7

Deodorant 6

Flatus filter 2

Appliance cover 2

Tape (for support) 1

(li+) Micropore tape was used to strengthen the seal of the
appliance adhesive.

Disposal

In all the appliance changes observed, the equipment used was

disposed of by the nurse who had changed the appliance. In addition

to this, four nurses checked and restocked the equipment box used

during the appliance change. A fifth nurse collected equipment

required and prepared an equipment box for future use.

At the end of the appliance change, forty nine patients (72%)

were made comfortable in their beds, seventeen patients were returned

to their bed area (25%) and two patients were left to find their own

way back.
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Recording

Details about fifty nine appliance changes were recorded.

Kiere was no written record of the other nine changes. In Table 52,

the recording of details of an appliance change is classified by the

grade of nurse involved in the care. A written recording was made in

a greater proportion of cases when trained staff changed the appliance.

TABLE 52 Recording Classified by Grade of Hurse

Recording
Grade

Learner
of nurse

Trained Total

Yes 18 ia 59

Ho 6 3 9

Total 21; 14+ 68

Fisher exact probability test p = .036

The recording was not always made by the nurse involved in the

appliance change. Only forty five nurses who changed the appliance

also recorded details about the change (66%). In the other fourteen

cases, the nurse in charge of the ward made the recording. When a

member of trained staff changed the appliance, the recording of the

details about the change was more often made by the nurse involved in

the care (Table 53).
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TABLE 53 Nurse Recording Care Classified "by Nurse Chazing the
Applianc e

Nurse recording care

Nurse changing appliance
Learner Trained Total

Nurse giving care 10 35 1+5

Nurse in charge 8 6 11+

Total 18 1+1 59

Fisher exact probability test p = .015

Tbe recording was made in the nursing kardex (i+3 cases), in the

kardex and the patient's care plan (1I4 cases) or in the care plan

alone (2 cases). The details recorded are listed in Table 51+.



TABLE 51+ Details Recorded about Appliance Changes

Details recorded frequency
Percent of cases

N = 59

(IB)
'Bag changed' v 50 85

TJype of stoma 1+2 71

Size of appliance 3-U 58

Tty-pe of appliance 33 56

Patient's response to care 26 kh

Reason for change lU 21+

Condition of stoma 13 22

Teaching done 13 22

Suggestions for future care 11 19

Skin condition 11 19

Protective agents used 10 17

Type of effluent 9 15

Accessories 5 8

Amount of effluent 5 8

Intact/leaking when changed l 2

(l5) Actual notation used in recording.
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The detail recorded most often was 'bag changed' , with no mention

of any other details about the appliance, the patient or the stoma.

The other details recorded are self explanatory. There was a

significant difference between whether or not the type of appliance was

recorded with regard to the grade of nurse involved in the care. The

type of appliance was recorded more often when trained staff changed the

appliance (Table 55).

TABLE 55 Recording of Type of Appliance Classified by Grade of Nurse

Recording of type of appliance
Grade

Learner
of nurse

Trained Total

Yes 6 27 33

No 12 11+ 26

Total 18 1+1 59

Xz= 5-1+5 ldf p C .05
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The size of the appliance was also recorded in a greater proportion

of cases when trained staff changed the appliance (Table 56).

TABLE 56 Recording of Size of Appliance Classified by Grade of Nurse

Recording of size of appliance
Grade

Learner
of nurse

Trained Total

Yes 6 28 3h

No 12 13 25

Total 18 1+1 59

6.3h ldf p .05

The type of appliance, the size of the appliance and the patient's

response to the appliance change were also more often recorded when the

nurse who changed the appliance also recorded details about the

appliance change (Tables 57 -59).

TABLE 57 Recording of the Type of Appliance Classified by Nurse
Recording Care

Recording of type of appliance
Nurse recording care

Nurse changing Nurse in
the appliance charge

Total

Yes 32 1 33

No 13 13 26

Total hS lb 59

XZ= 17-56 ldf p < .01
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TABLE 98 Recording of Size of Appliance Classified by Nurse
Recording Care

Recording of size of appliance
Nurse recording care

Nurse changing Nurse in
the appliance charge

Total

Yes 33 1 3b

No 12 13 25

Total bS lb 59

%l= 19-35 ldf P .01

TABLE 99 Recording of Patient's Response Classified by Nurse
Recording Care

Recording of patient's
response

Nurse recording care
Nurse changing Nurse in
the appliance charge

Total

Yes 2b 2 26

No 21 12 33

Total bS iu 59

X = 6.70 ldf p < .05



CHAPTER SIX

OBSERVATION FINDINGS II

SELF-CARE REPARATION
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In this second chapter on observation findings, the discussion

is focused on the self-care preparation of the patients in the study.

The findings are presented in two ways. First, the nursing care

provided as preparation for self management of the stoma is described.

This is followed by a discussion of the outcome of this nursing care in

terms of the self-care agency of the patient.

hursing Preparation for Self-Care

Presentation of Tables

The method of nursing care observed during appliance changes was

classified using Orem1 s (1980) five helping methods as defined in

Appendix A. These classifications are used in tabular form to present

the findings on the nursing preparation for self-care. Each aspect of

the management of the stoma is classified with a helping method;

(A) acting for another; (T) teaching; (G) guiding or (s) supporting.

The provision of a developmental environment is considered in relation

to the care during the whole appliance change, not just in relation to

one aspect of management,and is therefore classified separately.

The format of each of the tables is similar. For the twelve

patients whose care is described in the top part of each table, the

period of observation was complete, i.e. their care was observed

throughout the post operative period until self-care was achieved or they

were discharged from hospital, whichever occurred first. This figure

includes one patient whose wife joined him for appliance changes, as he

refused to learn self-care. During this time as many appliance changes

as possible were observed.



199-

Ebr the four patients whose care is described in the bottom

part of the tables, the observation period was incomplete. The

first patient entered the study when he was nearing the end of his post

operative stay in hospital and so the data obtained represent only the

end of his progression towards self-care. Observations on Patient 02

and Patient ll+ were stopped after the last appliance change noted on

the tables. Patient 02 was having difficulty accepting his stoma and,

under the circumstances, it was felt inappropriate to continue

observation. Patient li| entered the study near the end of data

collection. Although seven appliance changes were observed, he still

had not achieved self-care at the end of the data collection period and

so observations had to be discontinued. Patient l£ died two days

after the second observation took place.

Reading £rom left to right in each table indicates the patient's

progression towards self-care during the period they were observed.

With the exception of the last three patients in each table, the last

appliance change classified was the pre-self-care or pre-discharge

appliance change. This was the last appliance change in which the

nursing staff were involved.
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Preparation of the Equipment

tAPTP 60 Self-Care Classification for Preparation of the Equipment

Appliance changes
Patient 1 2 3 il 5 6 7

03 A A A A

ok A A A A A A

05 A A A A
06 A A A A

07 A A A A A
08 A, T A A A

09 A A A A
10 A A A
11 A A A A A A
12 A A A A A A

13 A A A A
16 A A A

01 A A
02 A A A A

Ik A A A A A A A
15 A A

A - Acting for another
T - Teaching

With one exception, the helping method used for preparation of

the equipment was acting for another. No nurse gave any opportunity

to practise this aspect of care. Indeed only one nurse did any

teaching.
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Preparation of the Patient

TABLE 61 Self-Pare Classification for Preparation of the Patient

Patient 1 2
Appliance changes
3 k 5 6 7

03 A A A A

0i| A A A A A A

05 A A A A
06 A A A A

07 A, T A A A A
08 A,T A, T S S

09 A A A,T A
10 A A A
11 A A A A A A
12 A A A A A A

13 A A G A
16 A A A

01 A A
02 A A A A

lb A A A A A A A

15 A A

A - Acting for another
T - Teaching
G - Guiding
S - Supporting

Preparation of the patient was undertaken in a similar fashion

to preparation of the equipment, with the nurse acting for the patient

in most cases. Only one patient (08) progressed towards self-care,

with the nurse "beginning by acting for the patient and teaching about

this aspect of care before progressing to supporting the patient while

he took over self-care.
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Removal of the Old Appliance

TABLE 62 Self-Care Classification for Removal of the Old Appliance

Appliance changes
Patient 1 2 3 b 5 6 7

03 A A G A

oh A A A A A A
05 A,T A A A
06 G A G S

07 A A A A, T A
08 A G G G

09 A A, T A, T G
10 A A, T G
11 A A, T A, T G G S
12 A A, T A A A A

13 A,T G A G
16 A A A

01 G S
02 A A A, T A

Ik A A A A A G G

15 A A

A - Acting for another
T - Teaching
G - Guiding
S - Supporting

With removal of the appliance there was a greater use of all four

helping methods. Eight patients progressed to participation in the

removal of the appliance by the end of their series of appliance changes.

However, of those for whom the observation period was complete, six did

not progress to participation. Neither did two of these patients

receive any instruction on removal of their stoma appliance.
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Skin Care

TABLE 63 Self-Care Classification for Skin Pare

Appliance changes
Patient 1 2 3 h 5 6 7

03 A A G A, T
Oh A A A A A, T A, T
05 A A A A, T
06 A A G S

07 A A A A, T A
08 A, T A, T G S

09 A A,T A,T G
10 A A, T G
11 A A, T A, T A, T G S
12 A A, T A, T A, T A A, T
13 A, T G A G
16 A, T A A

01 G G
02 A A, T A A

Ik A A A A A G A, T
15 A A, T

A - Acting for another
T - Teaching
G - Guiding
S - Supporting

In relation to skin care, seven patients progressed to performing

the care by the end of their observation period, four of them still

being guided by the nurse. Although the remaining nine patients did

not progress this far, each received teaching on skin care at some point

during the series of appliance changes observed. However this teaching

was not extended into the patient performing this aspect of care in

subsequent appliance changes.
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Skin Protection

TABLE 61+ Self-Care Classification for Skin Protection

Appliance changes
Patient 1 2 3 k 5 6 7

03
oU A A A, T A A, T A, T
05 - - - -

06 - — A -

07 - - - - -

08 A,T A, T - -

09 A - A, T -

10 - - -

11 - - - - — —

12 - - - — — -

13 - - G -

16 A,T A, T —

01 A
02 — — — —

ik - - - - - - A,T
15 A A, T

A - Acting for another
T - Teaching
G - Guiding

Skin protection was not used in all the appliance changes observed.

Tbr most patients it was used once or twice to treat a case of damaged

skin, so the nurse usually performed the care and taught the patient

about the use of skin protectives. There was only one patient who had

a skin protective agent applied at each change. Teaching took place on

three occasions for this patient, but he never progressed to performing

this aspect of care himself.
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Selection of the Hew Appliance

TABLE 65 Self-Care Classification for Selection of the New Appliance

Appliance changes
Patient 1 2 3 1+ 5 6 7

03 A A, T A, T A,T
04 A A A, T A A, T A

05 A A A A
06 A A A A

07 A, T A A A,T A
08 A,T A, T A A, T
09 A A, T A, T A, T
10 A A, T A
11 A,T A,T A,T A A,T A, T
12 A A A,T A A A

13 A A A, T A,T
16 A A, T A

01 A A
02 A A, T A, T A

lb A A, T A, T A A A A, T
15 A A

A - Acting for another
T - Teaching

With selection of the new appliance the most commonly used

helping method was acting for the patient. Twelve of the patients were

tau^it some aspect of the selection process "but no patient had the

opportunity to participate in the selection of either the size or the

type of appliance, even in the later appliance changes, just before

self-care.
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Preparation of the Hew Appliance

TABLE 66 Self-Care Classification for Preparation of the New Appliance

Patient l 2
Appliance changes
3 k 5 6 7

03 A,T A
Oil - - - - A, T -

05 - - - -

06 A - A A, T
07 A,T - - A, T A
08 A,T A, T - -

09 - A - -

10 - A,T G
11 - A,T A,T G A A, T
12 - A A A, T - A,T
13 A, T G A A
16 A, T A, T —

01 A, T A, T
02 A A, T A A

lil A — — — A G A, T
15 A A

A - Acting for another
T - Teaching
G - Guiding

Not all appliances were prepared for application on each occasion.

One patient never had his appliance prepared. Of the remainder, thirteen

patients had some aspect of preparation taught during the series of

appliance changes observed. However nine of these patients did not have

this teaching extended into performance of care. The other four patients

did go on to prepare the appliance under the guidance of the nurse hut

then three reverted back to non participation in the next appliance

change when the nurse again took the active role in the care.
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Application

TABLE 67 Self-Care Classification for Application

Patient 1 2
Appliance changes
3 1+5 6 7

03 A A, T A, T G

01+ A A A, T A *a.A,T
b. G

a.A,T
b. G

05 A,T A A A

06 A A G G

07 A,T A, T a.A,T
b. G A, T A

08 A, T a.A,T
b. G

G G

09 A a.A, T
b. G+

G G

10 A A, T G

11 A,T A, T A, T G G A,T

12 A, T A,T A a.A,T
b. G

a.A,T
b. G

a.A.T
b. G

13 a.A,T
b. G

G A, T a.A,T
b. G

16 A,T a.A,T
b. G

a.A,T
b. G

01
02
lb
15

A
A
A

A

A, T
A, T

A

A,T
A
A A, T

G

G

G

G

A - Acting for another
T - Teaching
G - Guiding

*a. Application of appliance
b. Application of appliance clip
+ Application of belt
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With application of the appliance, the patient became more

involved in the care of the stoma. Only three patients did not

participate in some aspect of application, and two of these patients

were not observed for the full period. In a number of cases the

application was undertaken in two parts and the nurse used different

methods of care for each. Application of the closure clip to the end

of an open appliance was the aspect of care most often performed by the

patients themselves, although they were under the guidance of the nurse.

The application of the appliance itself was less often accomplished by

the patient at the end of the series of appliance changes.
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Disposal

TABLE 68 Self-Care Classification for Disposal

Appliance changes
Patient 1 2 3 4 5 6 7

03 A A A,T A
0^ A A A A A A
05 A A A A
06 A A A A

07 A A A A A
08 A, T A A A

09 A A A A, T
10 A A A
11 A A A, T A A A, T
12 A A A A A A

13 A A A A
16 A A, T A

01 A A
02 A A A A

lb A A A A A A A,T
15 A A

A - Acting for another
T - Teaching

Again with this aspect of care the nurse acted for the patient.

Only six patients received any teaching and none were actively involved

in carrying out disposal of the equipment.



210.

Provision of a Developmental Environment

As there were four factors involved in the provision of a

developmental environment, the facial expression of the nurse, the

provision of privacy, the avoidance of gloves and the use of professional

terminology, it was necessary to score the nurse's care with regard to

each factor. A score of four therefore indicates that all the factors

were present (Table 69).

TABLE 69 Provision of a Developmental Environment

Appliance changes
Patient 1 2 3 b 5 6 7

03 3a f 3a _a
3

Oil 3a 2c f 2c 3a b
05 3a 2c 3o 3a
06 3a 3a 3a 3a
07 b 3a k 3a 3a
08 f 3a 3a 3a
09 it

c
b k b

10 3a 3a 3a
11 b 3a 3a 3a 2* b
12 3a 3a 3a 3a 3a 3a
13 3a 3a 3a 3a
16 b 3a 3a

01 2t 3a
02 2% b 3a 2*
111 b 3a _a

2
c

3a 3a 2t

15 3a 3a

a - failure to provide privacy
b - the use of gloves
c - unprofessional terminology used



During only eleven appliance changes were all the factors present

which were considered, to contribute to the developmental environment of

a patient undergoing an appliance change. The most common reason for

failing to provide a developmental environment was the lack of privacy

during the appliance changes (55 cases). In forty five of these

appliance changes the care was interrupted. In nineteen cases, the

patient was exposed beyond the peristomal area required for changing the

appliance, and in two cases the patient was not completely screened

during the appliance change.

Self-Care Agency

Presentation of Tables

Willingness, knowledge and skills, as defined in Appendix A,

were the three aspects of self-care agency observed at each appliance

change. As there were a number of factors involved in willingness, i.e.

talking about the stoma, looking at the stoma, and participating in its

care, the observations have been scored for the purpose of presenting

the findings. The format of this table is similar to those presented

above. The patient's knowledge (k), in terms of the instructions

received during appliance changes and the skills (s) of self management

observed are summarised in table form. The findings in the top part of

each table are for the twelve patients for whom the period of

observation was complete. Reading from left to ri^it for each patient

across the table indicates the knowledge or skills for each aspect of

appliance management.
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The patient's motivation during the appliance change was scored

between zero (no motivation) and six (fully motivated).

TABLE 70 Patient Motivation throughout the Appliance Changes

Appliance changes
Patient 1 2 3 k 5 6 7

03 3 3 6 6
Ob 0 2 3 3 6 6
05 0 3 2 3
06 6 3 6 6
07 0 0 6 3 2

08 3 6 6 6
09 2 6 5 6
10 2 3 6
11 0 3 3 6 6 6
12 1 3 3 6 6 6
13 6 6 6 6
16 3 6 6

01 6 6
02 0 1 1 0
11+ 0 3 3 2 3 6 6
15 2 3

0 - No motivation
1 - Talking about stoma
2 - Looking at stoma
3 - Talking about and looking at stoma
5 - Looking at stoma and participating in care
6 - Talking about stoma, looking at stoma and participating in care
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Twelve patients had become sufficiently motivated by the end of

the observation period that they were fully participating in the care of

the stoma. Although two patients were motivated to participate from

the beginning, the usual pattern was for motivation to increase over the

period in which the appliance changes took place. However, four

patients never became fully motivated. For two of these patients the

observation period was not complete. During the changes observed for

these patients, one never looked at the stoma and on only two occasions

talked about its care. The other progressed as far as looking at the

stoma but no further. For the other two patients, the observation

period was complete. One patient progressed to looking at the stoma.

The other had been motivated to participate by the middle of the

observation period but then returned to non participation in the final

appliance changes.

Knowledge

The patients' knowledge in relation to each aspect of stoma

management is presented in Appendix F. The table below is a summary

of these data.
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TA33LE 71 A Summary of the Patients' Knowledge of Appliance Management

Patient 1 2
Aspect of appliance management*

3 U 5 6 7 8 9

03 K K K K K K

oi+ - - - K K K K K -

05 ~ - K K - - - K -

06 — - K K - - K K -

07 K K K - K K K -

08 K K K K K K K K K

09 Z K K K K - K K
10 — - K K - K K K -

11 - - K K - K K K K
12 - - K K - K K K -

13 K K K K K K K -

16 — — — K K K K K K

01 K K K K
02 — — K K - K K - -

Ik — — K K K K K K K

15 - - K K - - K -

*1 Preparation of the equipment
2 Preparation of the patient
3 Removal of the old appliance
i+ Skin care
5 Skin protection
6 Selection of the new appliance
7 Preparation of the new appliance
8 Application
9 Disposal
K Knowledge

The aspects of care of which the patients had least knowledge were

preparation of the equipment, preparation of the patient and disposal.

Skin protection and preparation of the new appliance were not part of

every appliance change. However where they were, the patient had some

knowledge of these aspects of care. The patients had most knowledge of

the four remaining aspects of care; removal of the old appliance, skin

care, selection of the new appliance and application.
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Skills

Hie patients' skills in relation to each aspect of stoma management

are presented in Appendix G. Table 72 is a summary of these findings.

TABLE 72 A Summary of the Patients' Skills of Appliance Management

Aspect of appliance management*
123I4.56789
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.+

_+

„+
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*1 Preparation of the equipment
2 Preparation of the patient
3 Removal of the old appliance
I4 Skin care
5 Skin protection
6 Selection of the new appliance
7 Preparation of the new appliance
8 Application
9 Disposal

S+ Developing skill, under guidance of nurse
S Developed skill, supported by nurse
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The data presented fall into three groups. These are the aspects of

care in which skills were not developed, were developing, and were

developed. No skills were developed in relation to preparation of the

equipment, selection of the new appliance and disposal, for any of the

sixteen patients in the study. Although, no skills had fully developed

in relation to application,they could be considered as developing as

the patient participated in this aspect of care under the guidance of

the nurse. This was also the case with skin protection and preparation

of the new appliance, although these aspects of care were not carried

out for each patient in every appliance change. Only in relation to

preparation of the patient, removal of the old appliance and skin care

were skills developed. However, this was true for only four patients

out of the sixteen in the study.
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CHAPTER SEVEN

INTERVIEW FINDINGS

THE RATIONALE EDR IRACTICE



218.

The findings from the interviews with the nurses who had performed

the appliance changes describe the rationale for the practice which had

been observed. It should be noted that as the nurses differed in the

care they provided, so they had to be asked different questions about

the care. For example, those who used a skin protective agent were

asked the question on why they used one. Those who did not, were asked

the alternative question on why they did not use a skin protective agent.

In this way, it was felt that the principle of the standardised interview

was maintained. The same questions were asked, in the same order, of

nurses who provided similar care.

The responses obtained from the interviews are presented in similar

fashion to the observation findings on appliance management. The

responses to each question are presented first as frequency tables. As

multiple responses were obtained, each table gives the number of

responses and the number of nurses whose responses were categorised.

Die number of nurses who gave responses which were coded as not answering

the question is also given. Examples of responses from each category are

then discussed in the text. Next, for the purpose of discussion, the

responses are cross tabulated with data from the observation findings.

In this way, responses relating to particular aspects of care are

classified by the actual care given. They are also classified by the

grade of nurse giving the response. The tables presented refer only to

those variables which showed statistical significance at or beyond the

.05 level. The statistical test used and level of significance are given

with each table.
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Preparation of the Equipment

Question 1 : 'Why did you collect equipment on a tray/trolley ...?'

TABLE 73 Reasons given for Preparation of the Equipment

Response
No. of

responses
N = 80

Per cent of
responses

Per cent of
cases *

Convenience of nurse hk 55 70

Convenience of patient 19 2b 30

Related to care at home 9 11 lit

Other 8 10 13

* Sixty three nurses gave responses which were categorised.
Five nurses did not answer the question.

With the first question, all nurses were asked for an explanation

of the method used for preparation of the equipment for the appliance

change. The most common reason for the choice of method used was the

convenience of the nurse involved in the appliance change. Indeed this

was often the term used in the actual response, for example:

"Because it was convenient for me".

A number of nurses also mentioned that the method was the "quickest" or

"easiest" for them to use. In relation to the second and third response

categories in the table above, it is acknowledged that responses

categorised as 'related to care at home' may also be categorised as

'convenience of patient'. However as the responses categorised as

'convenience of patient' may not always be related to home care, both



categories had to be used. This difficulty can be illustrated using

two of the responses from the study. The response:

"To let the patient see all the equipment used
put together"

could only be put in the second category. Whereas the response:

"Well I personally think that if I take a tray or
a trolley into a toilet or bathroom with all the
necessary equipment on it, you're making a
procedure out of it and making her more on edge.
I think that if you take something and keep it as
simple as possible then it's less embarrassing and
it's less of an ordeal as well. Sort of keep to
the normal thing she would do at home really"

related both to the convenience of the patient and to home care.

Responses such as:

"Because that's what we're taugfrt to do"

came into the 'other' category.

Having established the reasons for the method of preparation used,

the responses were then classified by the method of preparation

observed (Table 74) •

TABLE 74 Reasons [given for Preparation of Equipment Classified by
Method of Preparation Used

Response
Method of preparation

Trolley Tray Equipment
box

Other Total

Convenience of nurse 27 5 9 3 44

Convenience of patient 9 1 4 5 19

Related to care at home 0 1 l 7 9

Other 4 2 l 1 8

Humber of respondents 35 7 9 12
*

63

* Figures given always refer to the number of valid responses to
each question.



Differences between those giving the responses classified and those who

did not were tested for significance with regard to the method of

preparation used. Of the nurses using the formal methods of preparing

equipment, i.e. the use of a tray, trolley or equipment box, a greater

proportion of nurses gave their own convenience as the reason for their

choice of method (Table 75)*

TABLE 75 Response Category 'Convenience of Purse' Classified by
Method of Preparation Used

Response
Method of preparation
Formal* Informal** Total

Convenience of nurse la 3 kh

Above response not given 10 9 19

Total 51 12 63

Fisher exact probability test p = .0005

* Use of a tray, trolley or equipment box
** 'Other* methods, e.g. use of a chair, shelf etc.

In Table 76 ,the responses to the question on preparation of the

equipment are classified by the grade of nurse giving the response.
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TABLE 76 Reasons given for Preparation, of the Equipment Classified
by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Convenience of nurse 20 21+ 1+1+

Convenience of patient 3 16 19

Related to care at home 1 8 9

Other 1 7 8

Number of respondents 23 1+0 63

Taking each of the response categories in turn, differences between

those giving the responses classified and those who did not were tested

for significance with regard to the grade of nurse responding.

Significantly more learners said that they chose a method of preparing

equipment for the appliance change that was convenient to them

(Table 77).

TABLE 77 Response Category 'Convenience of Nurse' Classified by
Grade of Nurse Responding

Grade of nurse

Response Learner Trained Total

Convenience of nurse -h"CM0CM 1+1+ '

Above response not given M01—1rr\ 19

Total 23 1+0 63

XZ= k.95 ldf PC .05
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A greater proportion of trained staff said they selected a method of

preparation of equipment that was convenient to the patient (Table 78).

TABLE 78 Response Category 'Convenience of Patient' Classified by
Grade of Nurse Responding

Grade of nurse

Response Learner Trained Total

Convenience of patient 3 16 19

Above response not given 20 2k kh

Total 23 J4O 63

X = b'9$ ldf p < .05

Preparation of the Patient

Question 2 : 'Why did you choose that particular location?'

TABLE 79 Reasons given for the Choice of Location

Response
No. of

responses
N = 89

Per cent of

responses

Per cent of
cases *

Consideration of patient 53 59 79

Consideration of ward
facilities 2k 27 36

Related to care at home 6 7 9

Other 6 7 9

* Sixty seven nurses gave responses which were categorised.
One nurse did not answer the question.
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The nurses who chose the location of the appliance change in

consideration of the patient related their choice to the post operative

condition of the patient:

"The patient was too ill to he anywhere else at
that particular time"

to the patient's mobility:

,rWell firstly, Mr X doesn't walk a great distance.
Going up to the treatment room would have
exhausted him slightly"

to his privacy:

"It's more private and I think that's the best
place to do it"

and to the patient's usual practice or preference:

"That's where he usually goes, also there's a
mirror there and a sink right next to it".

There were mostly negative influences on the choice of location

in consideration of ward facilities. For most nurses giving this

response it was a case of ruling out potential locations because of the

style of the ward and choosing what was left. For example, one nurse

said:

"Well in our ward we don't have a treatment room

as such and there's no privacy in the bathroom".

When the choice of location was related to care at home, the "normal"

use of the bathroom tended to be mentioned. The responses placed in

the'other'category included those by nurses who said that the choice of

location was determined by senior nursing staff or the medical staff.

One such response was:

"Because Sister said so".
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The responses to the question on location of the appliance change

were then classified by the locations used in the appliance changes

observed.

TABLE 80 Reasons given for the Choice of Location Classified by
Location Used

Response
Treatment

room

Location
Ward
bed

Toilet/
Bathroom Total

Consideration of patient b 39 10 53

Consideration of ward
facilities 1 17 6 2b

Related to care at home 0 1 5 6

Other 1 3 2 6

Number of respondents b I48 15 67

Differences between those giving the responses classified and those

who did not were then tested for significance with regard to the

location used. A greater proportion of those who used the toilet/

bathroom for the appliance changes related their choice of location to

the patient's care at home (Table 8l).

TABLE 8l Response Category 'Related to Care at Home' Classified by
Location Used

Response
Location

Toilet/Bathr0om Others Total

Related to care at home 5 1 6

Above response not given 10 51 61

Total 15 52 67

Fisher exact probability test p = .002
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Question 3 : '"Why did you choose that particular position?1

TABLE 82 Reasons given for the Choice of Position for the Patient

Response
Ho. of

responses
N = 90

Per cent of
responses

Per cent of
cases *

Consideration of patient hQ 53 72

Convenience of nurse ko 60

Other 2 2 3

* Sixty seven nurses gave responses which were categorised.
One nurse did not answer the question.

The responses to this question were similar to those given to the

second question. They suggested that the patient had been considered

in the choice of position for the appliance change, in that the responses

mentioned the patients' comfort/convenience, and their personal

preferences. These included responses such as:

"I think she finds it easier really when she's
sitting rather than standing for a long period"

and:

"Because she wouldn't do it any other way".

In addition consideration of the patient took a third form, as a number

of nurses mentioned that the position adopted was to enable easier

observation of the change by the patient. For example, one nurse said:
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"Standing, so that he could actually see his
stoma, because when he sits down he's got a
little bulge of his tummy. If he stands up
he can see".

The responses which were classified in the second category

indicated that the nurses were more concerned with choosing a position

in which the appliance change could be most easily performed and

explained. The need to have access to the stoma and the surrounding

skin was mentioned. Ibr example, one nurse said:

"It's so that you can get a flat skin surface,
you don't have any skin folds and you can ensure
the proper sticking of the bag".

Thus the patient was put in the position which was most convenient for

the nurse to change the appliance.

In Table 83, the responses to the question on position of the

patient during the appliance change are classified by the position used.

TABLE 83 Reasons given for the Choice of Position for the Patient
Classified by Position Used

Response Sitting
Position

Standing Lying Total

Consideration of patient 19 k 25 L8

Convenience of nurse 6 1 33 bO

Other 1 0 l 2

Number of respondents 20 5 b2 67
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Differences between those giving the responses classified and those who

did not were then tested for significance with regard to the position

used. A greater proportion of nurses choosing to have the patient in

the sitting position said they did so in consideration of the patient

(Table 81;).

TABLE 81+ Response Category 'Consideration of Patient' Classified
by Use of the Sitting Position

Position

Response Sitting Others Total

Consideration of patient 19 29 1+8

Above response not given 1 18 19

Total 20 kl 67

XZ"= 1.1k ldf p < .01

Of the nurses who placed the patient in the lying position, a greater

proportion said they chose that position for their own convenience

(Table 85).

TABLE 85 Response Category 'Convenience of Rurse1 Classified by
Use of the Lying Position

Position

Response Lying Others Total

Convenience of nurse 33 7 1+0

Above response not given 9 18 27

Total 1+2 25 67

Xz = 16.55 ldf P c.01
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Question li : 'Why did. you choose that particular time?'

TABLE 86 Reasons given for the Timing of the Appliance Change

Response
No. of

responses
N = 83

Per cent of

responses

Per cent of
cases *

Convenience of ward staff U6 53 69

Consideration of patient 16 19 2h

No choice 13 16 19

Other 8 10 12

* Sixty seven nurses gave responses which were categorised.
One nurse did not answer the question.

The choice of time for the appliance change was most often at the

convenience of the ward staff, both medical and nursing. Appliances

were changed when the nurse managed to fit the change into her morning

routine:

"It was convenient in the ward routine to do it
just now".

This "convenient" time more often than not was when the ward dressings

were being done, in the late morning, and stoma appliances were often

included at the end of the dressings list. As one nurse put it:

"That's when I got round to doing the dressing.
She was last on the dressings list and that's
why it was done so late".



230.

On a number of occasions the medical staff wished to inspect a stoma

and so the time of appliance changes coincided with their visits to

the wards:

"The medical staff were wanting to see the
patient8s stoma and it was a time suitable to the
nursing staff as well".

A number of nurses did consider the patient in the choice of

time for the change, but they tended to consider the ward routine as

well.- For example:

"Well, she8d had a bath like all the other
patients in the morning and she was having her
other dressings done as well. It would make her
feel comfortable for the day when she's up".

Thirteen responses were categorised as 'No choice1 . This related

either to the appliance leaking and so required to be changed

immediately, or the nurse had been told to change it at that time by

another member of staff. Responses categorised in this section

included:

"The bag had fallen off"

and

"Staff nurse told me to do it".

The responses placed in the 80ther8 category included a number of nurses

who said the time of the change was at the researcher's convenience.

Despite repeated attempts to assure the ward staff involved in the

study that appliances were not to be changed for this reason, four nurses

mentioned this as part of their response.
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Table 87 presents all the response categories to Question 1+

classified by the time of the appliance change in relation to bathing.

TABLE 87 Reasons given for the Timing of the Appliance Change
Classified by Timing of the Patient's Bath

Response
Bath timing *
Before After Total

Convenience of ward staff 0 1+6 1+6

Consideration of patient 1 15 16

No choice 1 12 13

Other 1 7 8

Number of respondents 3 61+ 67

* includes bedbath.

Taking each response category in turn, differences between those

giving the responses classified and those who did not were then tested

for significance with regard to bath timing. 'When the appliance

changes were performed after the patient's bath, a greater proportion

of nurses said that the time was convenient to them (Table 88).
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TABLE 88 Response Category 'Convenience of Ward Staff1 Classified
"by Timing of the Patient's Bath

Response
Bath timing

Before After Total

Convenience of ward staff 0 he he

Above response not given 3 18 21

Total 3 6h 67

RLsher exact probability test p = .03

In Table 89, the responses to the question on timing of the

appliance change are classified by the grade of nurse giving the

response.

TABLE 89 Reasons given for the Timing of the Appliance Change
Classified by Grade of Rurse Responding

Response
Grade

Learner
of nurse

Trained Total

Convenience of ward staff ih 32 he

Consideration of patient 3 13 16

No choice 8 5 13

Other h h 8

Number of respondents 2h h3 67

Differences between those giving the responses classified and those who

did not were tested for significance with regard to the grade of nurse

giving the response. A greater proportion of learners said they had

no choice in deciding on the time of the appliance change (Table 90).
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TABLE 90 Response Category 'No choice' Classified
by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

No choice 8 5 13

Above response not given 16 38 51+

Total 2I4 h3 67

a 2-
X, - U-5o ldf p < .05

Question 5 : ,Bo you think that you ensured privacy?1

Of the sixty eigfrt nurses responding to this question, sixty one

(90%) said they thou^it they had ensured privacy. The six nurses said

they had not and one nurse was unsure. The responses to this question

were then classified by the observation of interruptions during the

appliance changes. Of the forty five changes in which the care was

interrupted thirty eigfrt nurses said they had ensured privacy (Table 91 )•

TABLE 91 The Provision of Rrivacy Classified by Observation of
Interruptions

Interruptions
Response Yes No Total

Yes 38 23 61

No/unsure 7 0 7

Total hS 23 68
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Question 6 : 1In what way?8

TABLE 92 Methods of Providing Privacy

Response
No. of

responses
N =56

Per cent of

responses

Per cent of
cases *

Patient screened k3 7.7 77

Patient taken to a

separate room 13 23 23

The table above gives the responses of those who said they had ensured
privacy.
* Fifty six nurses gave responses which were categorised.

Five nurses did not answer the question.

Screening the patient was the way in which most nurses said that

they ensured privacy during the appliance change. In all cases the

screens were made from cotton material which only gave visual privacy,

yet nineteen nurses said this was their sole method of providing

privacy. A number of these nurses seemed surprised by the question

and this came throu^i their responses, for example:

"Well, drawing the screens is the only way you can".

A further fourteen said that they provided privacy by this method, but

added that they felt this was not always adequate. However, they

sou^it none of the other means to enhance privacy suggested by the

remaining ten nurses. Six of these felt that the privacy provided by

screening was enhanced when other ward staff were aware that the change

was being done. This knowledge helped prevent interruptions. One

nurse said that she ensured privacy:
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"By drawing the screens and "by trying to avoid
anyone coming to disturb it, by telling the
other people, the students, that I was going to
be there".

A further two nurses suggested that keeping the patient adequately

covered as well as screened gave enough privacy. Two nurses

acknowledged the need for auditory as well as visual privacy. Both

described screening the patient and talking in a low voice. For

example:

"I had the curtains round and everything. I try
not to talk too loudly because I know she doesn't
like other people hearing what's going on".

The other response was similar:

"Well just by drawing the screens to the bed,
speaking so that he can hear, but not the whole
ward".

Nurses who said that they ensured privacy by removing the patient to a

separate room preferred this method to just using screens. In this

way they were able to care for the patient, in privacy, away from the

rest of the ward and the requirements of visual, auditory and olfactory

privacy were more likely to be met.

Six nurses, in the previous question, said they had not ensured

privacy and one was unsure. Their responses to this question indicated their

difficulties in ensuring privacy on the ward, and their awareness that

visual privacy alone was not enough. The problem of overhearing

conversations was summed up by one nurse who said:

"Well in an open ward I'm sure everybody hears
what's going on".
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Removal of the Old Appliance

Question 7 : 'How did you remove the old appliance?'

This question was intended as a check on the method of removal

observed, and as a lead into the section of questions on removal of

the old appliance. The responses confirmed that, in all cases, the

correct observation had been recorded in relation to appliance removal.

Also, as the nurse had just described the method of removal used, it

was easier to ask the next question on why she chose that method.

Question 8 : 'Why did you remove it in that way?'

TABLE 93 Reasons given for the Choice of Method of Removal

Response
No. of

responses
N = 83

Per cent of

responses

Per cent of
cases *

Only way known 29 35 1+3

Consideration of patient 2h 29 36

Adhesive considered 17 21 25

Related to self-care 7 8 10

Other 6 7 9

* Sixty seven nurses gave responses which were categorised.
One nurse did not answer the question.

With removal of the old appliance, the most common reason for the

choice of method of removal was that it was the only method known to the

nurse and this was often how the response was phrased:
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"It's the only way I know".

Those who said they had considered the patient in choosing the method

of removal were concerned with avoiding discomfort for the patient or

damage to his skin:

"I peeled it off slowly so that you don't damage
the skin underneath ty just ripping it off".

The nurses who were aware of different methods of removal related their

choice to the type of adhesive on the appliance. One nurse chose her

method of removal:

"... because it was a micropore bag. There was
no skin gel or any adhesive holding it on, you
just peel it off".

Seven nurses related their method of removing the appliance to promoting

self—care by the patient. The nurse chose a method that the patient

would be able to manage himself at home. As one nurse said:

"Probably at home he mi^it not have things like
surgical spirit and zoff and these such lotions
there on hand so you want to do it the way he
will be doing it at home".

In Table the responses to the question on removal of the old

appliance are classified by the method of removal used.
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TABLE 9k Reasons given for the Choice of Method of Removal
Classified by Method of Removal Used

Response
Method of removal

Peeling Solvent Water Total

Only way known 29 0 0 29

Consideration of patient 21 1 2 2h

Adhesive considered 16 1 0 17

Related to self-care 5 0 2 7

Other 6 0 0 6

Number of respondents 63 1 3 67

Taking the response categories in turn, differences between those giving

the responses classified and those who did not were tested for

significance. When the peeling method of removal was used, a greater

proportion of nurses failed to relate the method of removal to self-

care by the patient (Table 95)*

TABLE 99 Response Category 'Related to Self-Care' Classified by
Method of Removal Used

Response
Method of removal

Peeling Others Total

Related to self-care 5 2 7

Above response not given 58 2 60

Total 63 h 67

Fisher exact probability test p = .05
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Question 9 : 'Do you think that is the most appropriate way?'

In response to this question, sixty four nurses (9h%) said, they

thought the method of removal used was appropriate, two nurses were unsure

and one said it was not appropriate. The response of one nurse was

unclear and could not be transcribed.

Question 10 : 'Why?'

TABLE 96 Reasons why the Method of Removal was Considered Appropriate

Response
No. of

responses
N = 55

Per cent of

responses

Per cent of
cases *

Only way known 23 h2 U7

Consideration of patient 19 3U 39

Adhesive considered 12 22 2l|

Related to self-care 1 2 2

* The table above gives the responses of those who answered positively
to Question 9« Forty nine nurses gave responses which were
categorised. Fifteen nurses did not answer the question.

This question was intended to probe the nurses' knowledge about

removal of appliances. With the exception of the 'other' category, the

responses were classified in the same manner as Question 8.

Three nurses who responded negatively to Question 9 were also asked

this question. Those who were unsure of the method of removal being

appropriate said this was because they had not seen any other method of

removal being used. The other nurse who said the method of removal was

inappropriate had supervised the patient who had removed the appliance.
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She disagreed with the method of removal used by the patient and

suggested the method she would have preferred.

"I would have moistened a tissue and taken it off
that way, so I wasn't pulling the skin so much".

Skin Care

Question 11 : 'How did you choose your method of skin cleansing?'

TABLE 97 Reasons given for the Choice of Skin Cleanser

Response
Ho. of

responses
N = 79

Per cent of

responses

Per cent of
cases *

Consideration of patient 25 32 37

'Best' method 19 2k 28

Related to self-care 15 19 22

Method shown/taught 9 11 13

Other 11 1U 16

* Sixty seven nurses gave responses which were categorised.
One nurse did not answer the question.
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The nurses who considered the patient in their choice of skin

cleanser were concerned with avoiding special solutions for cleansing.

Bot only were these solutions seen to be possible irritants to the skin

but also they were more likely to complicate an otherwise

strai^itforward task of cleansing. One nurse stressed the need to

keep things simple:

"You want something that's really very simple for
the patient, that takes little effort for the
patient to do and doesn't make them more aware
that they are doing something everyone else
doesn't have to do".

The 'best' cleanser was the one which most easily removed the karaya

gum left on the skin after removal of the old appliance. The nurses

giving this response were agreed that soap and water was the most

effective cleanser in these circumstances. The benefits of soap and

water also featured in the responses which were related to self-care:

"Because everybody has got soap and water in their
own homes and rather than using any expensive
cleaning agents, soap and water is probably as
good as any of them and she'd probably use it
herself at home".

There were eleven responses in the 'other' category. These included

the responses of nurses who had used cetrimide £rom a small dressing

pack to cleanse the skin. Their responses gave their reasons for

using a sterile dressing pack and were unrelated to any of the other

categories. One response was:

"I find that for the first couple of days you are
wanting to keep it fairly clean, its got sutures
in it, so I just used cetrimide".
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In Table 98, the response categories to the question on cleansing

are brou^it together with the cleansers used.

TABLE 98 Reasons for the Choice of Shin Cleanser Classified by
Cleanser Used

Response Soap and
water

Cleanser
Water only Special

solutions
Total

Consideration of patient 12 11 2 25

'Best* method 10 b 5 19

Related to self-care lb 1 0 15

Method shown/taught 8 1 0 9

Other 1 2 8 11

Eumber of respondents 35 19 13 67

Differences between those giving the responses classified and those who

did not were tested for significance, taking each of the response

categories in turn. A greater proportion of those using water only

for cleansing the skin gave consideration of the patient as the reason

for choosing the cleanser (Table 99)-
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TABLE 99 Response Category 'Consideration of Patient' Classified
"by Cleanser Used

Response
Cleanser

Water only Others Total

Consideration of patient 11 lb 23

Above response not given 8 3b 1+2

Total 19 b8 67

X£= 1+-78 ldf p .05

Of the nurses using soap and water to cleanse the skin, a greater

proportion related the choice of this cleansing agent to self-care by

the patient (Table 100).

TABLE 100 Response Category 'Related to Self-Care8 Classified by
Cleanser Used

Response
Cleanser

Soap and water Others Total

Related to self-care 11+ 1 13

Above response not given 21 31 32

Total 33 32 67

X2 = 13.23 ldf p .01
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In Table 101, the responses to the question on cleansing are

classified by the grade of nurse giving the response.

TABLE 101 Reasons for the Choice of Shin Cleanser Classified by
Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Consideration of patient 7 18 29

'Best' method 6 13 19

Related to care at home 6 9 15

Method shown/tau^it 6 3 9

Other 3 8 n

Number of respondents 2b b3 67

Differences between those giving the responses above and those who did

not were tested for significance. A greater proportion of learners

said the method of cleansing used was the one they had been shown or

taught to use (Table 102).

TABLE 102 Response Category 'Method Shown/Taught' Classified by
Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Method shown/taught 6 3 9

Above response not given 18 iiO 58

Total 2b 143 67

Eisher exact probability test p = .01+



Question 12 : 'Why did you rinse the skin?!

TABLE 103 Reasons given for Rinsing the Skin

Response
Ho. of

responses
N = 53

Per cent of

responses

Per cent of
cases *

To remove soap 25 1+7 81

To avoid irritation 15 28 1+8

To cleanse skin 11 21 36

Other 2 k 6

* Thirty three nurses were asked this question.
Thirty one nurses gave responses which were categorised.
Two nurses did not answer the question.

Thirty three nurses who were asked about rinsing the skin were

those who had used a solution other than water or saline on the skim amfl

who had been observed to rinse the skin. Most said they had rinsed the

skin to remove any soap they had used for cleansing. A number gave no

further explanation than this:

"Because there was soap on it, just to take
it off".

Others gave their reason for removing the soap. This was to prevent

irritation to the skin:

"Just to prevent the area around the stoma
breaking down because it's not very good to
leave soap on the skin. You normally rinse
soap off".
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Rinsing was also regarded as an additional part of cleansing as a

number of nurses rinsed the skin:

"... just to make sure it was properly clean".

Question 13 : rWhy did you not rinse the skin?'

TABLE 10U Reasons given for not Rinsing the Skin

Response
No. of

responses
N = 11

Per cent of

responses

Per cent of
cases *

Not required 5 U6 56

Didn't think about it b 36 bb

Other 2 18 22

* Fifteen nurses were asked this question.
Nine gave responses which were categorised.
Six nurses did not answer the question.

The fifteen nurses who were asked this question on rinsing were

those who had used a solution other than water or saline to cleanse the

skin and who were not observed to have rinsed off the solution. The

general opinion was that rinsing was not required or else they had not

thought about it at all. Most of those asked thought that rinsing was

not necessary. This was either because they had used cetrimide from a

dressing pack to cleanse the skin or, as one nurse said on two

occasions:

"I very rarely rinse the skin on men. I think
they're quite tougfr. anyway. But I don't think
his skin needed it".
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Ebur nurses admitted to not thinking about rinsing as part of the care

and could give no reason for not rinsing.

Question lU : 'How did you choose your method of drying the skin?'

TABLE 10$ Reasons given for the Method of Prying the Skin

Response
Ho. of

responses
N = 93

Per cent of
responses

Per cent of
cases *

Convenience of nurse b2 US 66

Consideration of patient 39 k2 61

Related to self-care 7 8 11

Other 5 5 8

* Sixty four nurses gave responses which were categorised.
Ebur nurses did not answer the question.

The majority of nurses chose a drying agent that was convenient

for them to use. The requirements of convenience were that the

agents were readily available on the ward, absorbent and disposable:

"I used what was there, because they are disposable
and they are easy to use and they dry well".

In consideration of the patient, the drying agent had also to be

acceptable to the patient. One nurse said she used the drying agent

the patient preferred:

"He'd told me beforehand that he preferred using
cottonwool balls".
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A number of nurses were able to find an agent that was convenient for

them to use but also took into consideration the tenderness of the

patient's skin:

"Just because I feel they are more gentle on the
skin and they are very absorbent these tissues and
you can make sure that you get all the moisture up".

Only a small number related their choice of agent to how the patient

would perform self-care. However, those who did, mentioned the need to

use what the patient would normally use at home.

"I just patted it dry with tissues because I didn't
want the patient to think it was a special procedure.
Tissues were quite adequate, the sort of thing the
patient can find in his own home".

In Table 106, the responses to the question on methods used for

drying the skin are classified by the drying agents used.

TABLE 106 Reasons given for the Method of Drying the Skin
Classified by Drying Agents Used

Response Paper
towel

Tissues
Drying agents
Cotton- Gauze
wool

Towel Total

Convenience of
nurse

2 32 0 7 1 1+2

Consideration
of patient

1 33 1 3 1 39

Related to
self-care

1 5 0 1 0 7

Other 1 2 0 1 1 5

Number of

respondents
h 1^8 1 9 2 61+
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Differences between those giving the responses classified and those

who did not were tested for significance in each of the response

categories. Significantly more nurses who used tissues to dry the

skin around the stoma said they had considered the patient in the choice

of drying agent used (Table 107).

TABLE 107 Response Category 'Consideration of Patient1 Classified
by Drying Agents Used

Drying agents
Response Tissues Others Total

Consideration of patient 33 6 39

Above response not given 13 10 25

Total 1+8 16 6b

X = I4.78 ldf p C .05

In Table 108, the responses to the question on drying methods

used are classified by the grade of nurse responding.

TABLE 108 Reasons given for the Method of Drying the Skin
Classified by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Convenience of nurse 13 27 1+2

Consideration of patient lb 25 39

Related to self-care 0 7 7

Other 3 2 5

Dumber of respondents 23 bl 6b
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Differences between those giving the responses classified and those who

did not were then tested for significance. When the appliance change

was performed by trained staff, a greater proportion of them related their

choice of drying agent to self care by the patient (Table 109).

TABLE 109 Response Category 'Related to Self- Care' Classified
by Grade of Purse Responding

Grade of nurse

Response Learner Trained Total

Related to self-care 0 7 7

Above response not given 23 3k 57

Total 23 Ul 61+

Eisher exact probability test p = .ok

Question 15 : 'What did you think of the condition of the skin
around the stoma?'

TABLE 110 Purses' Assessment of Peristomal Skin Condition

Po. of Per cent of Per cent of
Response responses responses cases *

P = 63

Intact 1+5 71 71

Damaged lii 22 22

Broken k 6 6

* Sixty three nurses gave responses which were categorised.
One nurse did not answer the question.
Another four nurses could not answer the question as they had not
removed the old protective agent from the skin and so could not
comment on its condition.
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This question was asked so that the researcher's observation of

the skin could be compared with the nurses' opinion of the skin

condition. As the question was open ended, a variety of subjective

responses were obtained. Nevertheless it was possible to classify

them into the categories in Table 110. "Good", "healthy" and "fine"

were classified as 'intact'. Descriptions of changes in the colour

of the skin such as "pink" or "red" described 'damaged' skin and

responses which mentioned excoriation were classified as 'broken'.

In Table 111, the nurses' description of the skin condition has been

classified by the researcher's observations made during the appliance

changes. There is agreement on skin condition in fifty one cases

(8l^). Where the researcher's observation and the nurse's statement

of skin condition are not the same, there is only one degree of

disagreement, i.e. between intact and damaged (9 cases) and between

damaged and broken (3 cases).

TABLE 111 Nurses' Assessment of Peristomal Skin Condition
Classified by Researcher's Assessment

Response Intact
Observation

Damaged Broken Total

Intact 36 9 0 1*5

Damaged 0 13 1 lb

Broken 0 2 2 b

Total 36 2b 3 63
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Skin Protection

Question 16 : 'Why did you choose not to use a skin protective agent?'

TARLE 112 Reasons given for not Using a Skin Protective Agent

Response
No. of

responses
N = 39

Per cent of

responses

Per cent of
cases *

Patient's skin
considered 18 ^6 55

Appliance considered 10 26 30

Not required k 10 12

Other 7 18 21

* Thirty three nurses who had the opportunity to use a skin protective
agent were asked this question and all gave responses which were
categorised.

The decision not to use a protective agent was most often made

in relation to the condition of the patient's skin. The nurses

either chose not to use one as the skin was healthy or they preferred

to wait and see how the skin was going to react to the appliance itself:

"He doesn't seem to need one at the moment.
He's got fairly tougji skin and it seems to he
coping with the appliance at the moment".

Also in relation to this, one nurse made a comment about allergy. She

said:

"Really because you're not going to know if they
are going to be allergic to the tape if you use
one. It's just as well to find out first".
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There were two ways in which the type of appliance being used affected

the decision on whether or not to use a protective agent. The

adhesive backing on the appliance and its effect on the skin was

considered:

"I cleaned and dried the area carefully and the
micropore bag ought to help the skin breathe
through it so I didn't think I really needed it".

The fit of the appliance around the stoma was also mentioned:

"As it was, the bag was fitting well and there
was no leakage anyway so she didn't really need
any protection from any liquid that would be
coming into the bag".

Pour nurses said a protective agent was not required but gave no

reason for this. The responses in the 'other' section included those

nurses who had not used a protective agent as there had not been one

used with the appliance they had just removed, or they did not know

which to use and so had chosen not to use any.

The responses to the question on why a skin protective agent was

not used were classified by the nurses' assessment of the patient's

skin condition. Although in the majority of cases where a skin

protective agent was not used the patient had intact skin, there were

nine patients who did not. Their damaged, and in one case broken,

skin was not protected in any way and none of the responses given

indicated why the nurse had chosen not to treat the condition

(Table 113).
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TABLE 113 Reasons given for not Using a Skin Protective Agent
Classified toy Nurses' Assessment of Skin Condition

Response Intact
Skin condition

Damaged Broken Total

Patient's skin considered Ik 3 1 18

Appliance considered 7 3 0 10

Not required 2 2 0 k

Other 5 2 0 7

Number of respondents 2k 8 1 33

In Table 111}., the responses to the question on why a skin

protective agent was not used are classified by the grade of nurse

responding.

TABLE lib Reasons given for not Using a Skin Protective Agent
Classified by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Patient's skin considered 3 15 18

Appliance considered 3 7 10

Not required 2 2 k

Other 5 2 7

Number of respondents 11 22 33
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Differences between those giving the responses classified and those

who did not were tested for significance. A greater proportion of

trained staff who chose not to use a skin protective agent also said

this was in consideration of the patient's skin condition (Table ll5)«

TARLE 115 Response Category 'Patient's Skin Considered' Classified
by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Patient's skin considered 3 15 18

Above response not given 8 7 15

Total 11 22 33

Fisher exact probability test p = .027

Question 17 : 'Why did you choose to use a skin protective agent?'

TABLE 116 Reasons given for Using a Skin Protective Agent

No. of Per cent of Per cent of

Response responses responses cases *
N = 18

Patient's skin considered 16 89 89

Other 2 11 11

* Ei^ateen nurses who used a skin protective agent were asked this
question and all gave a single response which was categorised.
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Hie condition of the patient's skin dictated the use of a

protective agent in the majority of cases. It was used both to treat

skin which had been damaged:

"The skin was a bit red",

and to protect undamaged skin from reacting to the appliance:

"Well his skin is in good condition now and you want
to protect it all the time, not just wait till
there's a break in the skin before you start using
a protective agent".

Question 18 : 'How did you select the type of agent you used?'

TABLE 117 Reasons given for the Choice of Skin Protective Agent

Response
Ho. of

responses
H = 19

Per cent of
responses

Per cent of
cases *

Available on ward 9 1+7 50

'Best' type 5 26 28

'fype on before 3 16 17

Other 2 11 11

* Eighteen nurses were asked this question and all gave responses
which were categorised.

The responses to this question indicated that little consideration

of the needs of the patient had been taken with the selection of the

type of skin protective agent used. Indeed the type used was most

often that which was available on the ward at the time of the change:
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"Well, it's what we've got on the ward, the only
thing we've got".

Five nurses described the protective agent chosen as the 'best' type,

but only three related this description to its usefulness in

preventing rashes. A further three nurses had replaced what had

previously been on:

"Stomahesive appeared to be effective so I just
used the same thing again".

Question 19 : 'How did you ensure that the skin protective agent fitted
the stoma?'

TABLE 118 Methods of Fitting the Skin Protective Agents

Response
No. of

responses
N = 16

Per cent of
responses

Per cent of
cases *

Judged 8 50 50

Measured 6 38 38

Other 2 12 12

* Sixteen nurses were asked this question.
All gave responses which were categorised.
Two nurses who used the skin protective agent, skingel, were not
asked this question as the gel is spread on to the skin and requires
no fitting.

The majority of nurses guessed the size of hole to be cut in the

protective agent even though they found this difficult:

"That I find is the most difficult part. It's
more the guesswork, just to try and judge it
as best as you can".
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Others described the use of a measuring card to ensure a correct fit:

"Well I measured the stoma with that gauge, then
put the gauge on the stomahesive and just cut
it round roughly".

Selection of the Mew Appliance

Question 20 : 'How did you decide on which type of appliance to use?'

Question 21 : 'How did you decide that type was appropriate for
that patient?'

TABLE 119 Reasons given for the Type of Appliance Selected

Response
Ho. of

responses
N = 117

Per cent of

responses

Per cent of
cases *

Available on ward kl UO 69

Patient and appliance
considered 35 30 52

Choice made elsewhere 18 15 27

Patient considered 15 13 22

Other 2 2 3

*Sixty eigfrt nurses gave responses which were categorised.

The two questions on selection of the type of stoma appliance

have been analysed together. The pilot study showed that some nurses

responded to the first question by relating the appliance chosen to the

needs of the patient. Others gave a more general first response such

as:
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"It's the appliance we use on the ward".

However on probing with the second question the nurse went on to

relate the features of the appliance to the patient's needs. Thus

as the aim of these questions was to find out if the nurse did

select an appliance suited to the needs of the patient, the two

questions were asked but the responses were treated as one multiple

response.

The type of appliance used was most often that which was available

on the ward. There was often little to choose between, due to some

wards having only one brand of appliance in stock. One nurse

described the situation in her ward:

"This is actually policy on the ward in this case.
We had one of the stoma care agents round and up
until a few months ago we actually had a large
stock of various types of appliances going back
I'm sure for the last twenty years or so. All
our stock was thrown out, apart from this, the
microporous type. That's the type we prefer on
this ward. We've discussed this with the stoma
care agent".

Other wards had a standard type of appliance used post operatively on

all stoma patients:

"Well we feel here that the Hollister type, the
one that I used, is best at this precise time
because it's just straight after operation, they
don't have to have it off and on very often when
the stoma is new".

Some nurses limited their choice not only to what was available but

also to what had been chosen for the patient already:

"I just used the same one as she'd had on before
and that one seemed to suit her alright".
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Consideration of the patient featured in two categories of

responses to this question. Just over half of the nurses suited

aspects of the appliance to the needs of the patient. A number of

aspects were mentioned, most frequently the need for a clear (trainable

appliance early in the post operative period both to cope with the

liquid effluent discharged from the stoma and to allow observation of

the stoma. Other aspects of the appliance featuring in responses

included incorporated agents to protect the skin, flexibility to cope

with the contour of the abdomen and simplicity of design which made the

appliance suitable for the elderly to manage. An example of this is

as follows:

"I decided that it would be a clear (trainable bag
because the patient was just two days post
operative so the colostomy needs close
observation and this wouldn't be possible through
an opaque bag. I decided that it would be a
(trainable one to cope with any discharge from it
and I decided to use stomahesive because I feel
that it doesn't do the skin any harm".

A smaller number of nurses considered the patient in their choice but

did not mention details of the appliance . The appliance chosen

was one that was acceptable to the patient or was of the patient's own

choosing:

"Well, when the patient expresses an interest in
that particular appliance you've got to let them
try and see if it really is the appliance they
are looking for".

In several cases, the choice of appliance to be used had been made

by someone other than the nurse involved in the appliance change.

These included the ward Sister and senior ward staff:
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"That was decided by Sister".

Furthermore, the appliance was used even if the nurse disagreed with

the choice. One nurse said:

"I used the appliance Sister has thought best".

When asked the second question on whether she thought the appliance

was appropriate for the patient, she replied:

"No I didn't. If it was me that was going to
choose an appliance then I'd choose one that didn't
empty. The stool is quite well formed and it
would be nicer for her to have an intact bag, a
smaller intact bag that she could just ...
Personally I think they look rather ugly and off-
putting for the patient, when you've got that long
(trainable bag on. It's more clumsy and gets
heavier. I think she'd be better with a smaller

bag that was intact that she could change now that
she's getting on quite well herself at changing it".

Not only were senior ward nursing staff selecting the appliances for

individual appliance changes, but so too were the medical staff and

the theatre staff:

"Well the appliance was chosen for us in theatre.
They come back with the bag on. It's really the
Sister in theatre and the doctors who decide which

type of appliance is going to be used. It's
really just the size we assess".

On several occasions the type and size of appliance to be used was

recorded in the nursing kardex or care plan and the nurse changing the

appliance referred to this when selecting, the type of appliance to use.

The responses to the questions on type of appliance chosen were

classified by the type of appliance (open or closed) used by the nurse

responding.
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TABLE 120 Reasons given for the Type of Appliance Selected
Classified, by the Type of Appliance Used.

Response
Type of appliance
Open Closed Total

Available on ward kk 3 hi

Patient and appliance
considered 27 8 35

Choice made elsewhere 13 5 18

Patient considered 9 6 15

Other 2 0 2

Number of respondents 55 13 68

Taking each of the response categories in turn, differences between

those giving the responses classified above and those who did not were

tested for significance with regard to the type of appliance used.

When a closed appliance was used, a greater proportion of nurses said

they had considered the patient when selecting the type of appliance

used (Table 121).

TABLE 121 Response Category 'Patient considered' Classified by
the Type of Appliance Used

Response
I^pe of appliance
Open Closed Total

Patient considered 9 6 15

Above response not given 46 7 53

Total 55 13 68

Ihsher exact probability test p = .021+

A
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When an open/drainable appliance was used, a greater proportion of the

nurses said it was selected because it was the type available on the

ward (Table 122).

TABLE 122 Response Category 'Available on Ward' Classified by
the Type of Appliance Used

Response
Type of appliance
Open Closed Total

Available on ward 3 1+7

Above response not given 11 10 21

Total 55 13 68

Eisher exact probability test p = .0002

In Table 123, the responses to the questions on selection of the

type of appliance are classified by the use of a karaya appliance.

TABLE 123 Reasons given for the Type of Appliance Selected
Classified by the Use of a Karaya Appliance

Response
Integral karaya appliance

Yes No Total

Available on ward Uo 7 1+7

Patient and appliance
considered 28 7 35

Choice made elsewhere 12 6 18

Patient considered 10 5 15

Other 2 0 2

Number of respondents 53 15 68
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Differences between those giving the responses categorised and those

who did not were then tested for significance with regard to the use

of a karaya appliance. Significantly more nurses using a karaya

appliance said it was selected as it was the type available on the

ward (Table 12b).

TABLE 12b Response Category 'Available on Ward1 Classified by the
Use of a Karaya Appliance

Response
Integral karaya appliance

Yes No Total

Available on ward i+o 7 1+7

Above response not given 13 8 21

Total 33 15 68

Fisher exact probability test p = .03

The responses to the questions on type of appliance selected

were also classified by the grade of nurse responding.

TABLE 123 Reasons given for the Type of Appliance Selected
Classified by Grade of Purse Responding

Response
Grade

Learner
of nurse

Trained Total

Available on ward 16 31 1+7

Patient and appliance
considered 7 28 35

Choice made elsewhere 11 7 18

Patient considered 7 8 15

Other 1 1 2

Number of respondents 21+ W+ 68
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Taking each of the response categories in turn, differences between those

giving the responses categorised and those who did not were tested for

significance. A greater proportion of trained staff said they had

selected an appliance because it suited the needs of the patient

(Table 126).

TABLE 126 Response Category 'Patient and appliance considered'
Classified by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Patient and appliance
considered 7 28 35

Above response not given 17 16 33

Total 21+ 14+ 68

XZ=7.5l lclf p <.01

When the appliance change was performed by learners, a greater

proportion of nurses said the selection of the appliance was made by

someone other than themselves (Table 127).

TABLE 127 Response Category 'Choice made Elsewhere1 Classified by
Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Choice made elsewhere 11 7 18

Above response not given 13 37 50

Total 24 kh 68

X = 6.98 ldf p < .01
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Question 22 : rHow did you decide that it was the correct size?'

TABLE 128 Reasons given for the Size of Appliance Selected

Response
No. of

responses
N = 65

Per cent of

responses

Per cent of
cases *

Same size as before 23 35 37

Judged 17 26 27

Measured 16 25 26

Decided elsewhere 6 9 10

Written in notes/kardex 2 3 3

Other 1 2 2

* Sixty two nurses gave responses which were categorised.
Six nurses did not answer the question.

The size of the new appliance was most often taken from the size

of the appliance that had just been removed:

"Well again it was the same size as before and
it had been alright before so I just used the same
size".

This practice of using the size that had been put on previously was

taken to the extreme in the case of one patient. She had a colostomy

and had been to theatre to have the stoma put back and the continuity

of her colon restored. To rest the anastomosis a temporary ileostomy

had been raised on the rigjit side of her abdomen. Thus she had a stoma

before and after surgery but they were different types and sizes of

stoma. However, when the nurse who changed the appliance post



operatively was asked about the selection of the correct size of

appliance she said:

"It was the kind she'd been using before so I
presumed that it was (the correct size)".

The fact that the patient had a completely different stoma had been

missed.

A number of nurses felt they were able to judge the correct size

by just looking at the stoma:

"I brought a selection of sizes to see which would
fit best just by looking at it. The one and a half
inches would have been just too tight and the two
inches was just rigjrt".

Others relied on the use of a measuring card:

"You have a card which has a number of cut outs on

it which will fit over colostomies. The cut outs
can tell you the correct size of bag to place on it".

Just as the type of appliance was decided by those other than the nurse

involved in the appliance change, so was the size, and on two occasions

the size was taken from that written in the kardex or care plan.

However unlike the type of appliance, only the ward Sister was mentioned

as the person who selected the size of appliance to be used.
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Preparation of the Hew Appliance

Question 23 : !How did you ensure that the appliance fitted?'

TABLE 129 Methods used to Fit the Appliance

No. of Per cent of Per cent of
Response responses responses cases *

N = 13

Cut to fit by guess 9 69 75

Measured b 31 33

*Thirteen nurses were asked this question.
Twelve gave responses which were categorised.

Thirteen nurses who selected to use an appliance which had to "be

cut to fit the stoma were asked this question. Most described how they

cut the appliance to fit the stoma, often placing the appliance over the

stoma to help them judge the size to be cut:

"By cutting round it. By holding it over the
stoma and trying to judge, then by cutting round
it"

and

"I cut it out and sort of gauged, held it over, and
then I put it on".

Others used a measuring card to help them fit the appliance.
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Application

Question 2li : 'How did you decide on the method of application?'

TABLE 130 Reasons given for Method of Application Used

Response
No. of

responses
N = 77

Per cent of

responses

Per cent of
cases *

Rreferred method 28 36 kk

Related to technique of
application 2k 31 38

Related to self-care ik 18 22

Consideration of patient 9 12 ik

Other 2 3 3

* Sixty three nurses gave responses which were categorised.
Five nurses did not answer the question.

The majority of nurses said that their method of application was

one they normally used, their preferred method. This was either the

method they found easiest, most strai^itforward or the one they had been

taught to use:

"Because that's the way I've always done it.
That' s the way I was shown how to put on a
colostomy bag".

Nearly as many were concerned with the technique of application. The

general aim was to achieve the best seal. Specifically the avoidance

of wrinkles in the adhesive backing was often mentioned:

"I try to make sure that I don't get any wrinkles
in it so I hold it quite taut when I'm doing it,
then I stick it on".
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Also, allowing air into the appliance enabled the nurse to see what

she was doing in fitting the appliance around the stoma and

facilitated drainage into the bag:

,rYou've got to see what you are doing and you
can't see if the stoma is going into the hole unless
you've already pulled it away to let air in. Letting
air in makes it easier for faecal matter to go into
the bag rather than have it stuck together".

A number of nurses involved the patient in the application and

they said the methods of application they used were intended to promote

self-care. Par some patients it was their first attempt at

application and the nurse suggested the method they could try:

"I gave her two choices. I said that she could
either stick the flange on then put the bag on
afterwards. I suggested to her that it would be
easier if she stuck the bag on to the flange before
she put the appliance on to the skin. She was
agreeable to that and that seemed to work".

Other patients who had attempted application before went ahead and did

the application themselves. Either way there was a need for continuity

in method. One nurse described how she accomplished this:

"We sort of went through it together. I tried to
get him to remember what I had done the previous
time, and tried to keep it as similar as possible.
It was straightforward. There was no reason for
putting on the appliance differently".

The method of application of one particular appliance gave rise

to responses in which the nurses were concerned with the discomfort the

patient would experience by its application. The Surgicare System Two

appliance may be applied in two different ways; either by fitting the
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assembling the flange and bag prior to application then fitting the

appliance to the skin as a single unit. The former method of

application, although it allows a clear view of the stoma, may give

rise to discomfort when attaching the bag to the flange. This was

taken into account by those who chose their method of application in

consideration of the patient:

"Well with that kind of unit I find that if you
put the flange on first then the bag on top, that
often hurts the patient when you are trying to push
it on. So I like to put the bag on first and then
just apply it all at once".

Question 25 : 'How did you decide on the angle of application?'

TABLE 131 Reasons given for the Angle of Application Used

Response
No. of

responses
N = 76

Per cent of
responses

Per cent of
cases *

Consideration of patient 28 37 U2

Patient condition and

drainage considered 27 36 bo

Brainage only considered 13 17 19

Other 8 10 12

* Sixty seven nurses gave responses which were categorised.
One nurse did not answer the question.
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The three categories of responses to this question are closely

linked. In deciding on the angle of application of the appliance,

the nurses considered two factors, the patient and the drainage from

the stoma. Some nurses considered just the patient (Category l), some

just the drainage (Category 3) and some both the patient and the

drainage (Category 2). Consideration of the patient entered into the

responses of 82^o of the nurses answering this question with

approximately half of these considering the patient's condition in

relation to draining the appliance and the other half considering the

patient in more general terms. Mobility was the aspect of the patient's

condition that concerned nurses in deciding on the angle of application

of the appliance. If the patient was mobile the appliance was angled

downwards to facilitate drainage and emptying:

"It seemed the best way for it to drain when she
was walking around"

and:

"We had it draining downwards because he's mobile
now and he can empty the bag himself".

When the patient was on bedrest or spent the greater part of the day in

bed, the appliance was angled to the side to allow easier emptying while

the patient was lying down:

"Because it's more convenient when the patient is
more in bed than out of bed, so should the stoma
start working it's more easily (trainable that way".

Those who considered the patient in deciding the angle of

application, but who did not relate it to drainage of the appliance, gave

a variety of reasons for their choice. These included the patient's

comfort:
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"I feel that if it's going across the way and it
fills up, it is going to fall forwards, so it
seemed more comfortable for him if he has got it
just going down"

the angle which avoided the patient's wound or drains:

"Because he has a penrose drain directly under
the colostomy and that bag was pointing down,
vertically. Ideally this time, now that the
colostomy is draining more I'd have preferred it
to be pointing down the way, but as it is, because
of the drain, it's lying across him"

and the most convenient angle so the appliance was not seen under? clothes:

"I think that if it was sideways the whole thing
would collapse and be bulky whereas straight down
at least it is more in line with the body when she's
got her clothes on".

Those who considered the drainage from the stoma justified their choice

of the downwards angle by mentioning the force of gravity. As fluids

drain downwards by gravity they felt this indicated their chosen angle

was the correct one.

Question 26 : 'How did you decide which accessories to use?'

TABLE 132 Reasons given for the Choice of Accessories Used

Ho. of Per cent of Per cent of
Response responses responses cases *

CMH11s

Consideration of patient 10 83 83

Unrelated to patient 2 17 17

* Twelve nurses were asked this question and all gave responses
which were categorised.



The responses to this question were directly related to the

accessories used. These included deodorants, belts, appliance covers,

micropore tape and flatus patches. Nevertheless, regardless of what

was chosen, it was possible to distinguish between those nurses who

considered the individual patient in the choice of accessory and those

who did not. The majority of nurses chose an accessory that they

thought would benefit the patient in some way. Those choosing to add

a belt or micropore tape made the appliance more secure, whereas the

deodorant, appliance cover and flatus patch helped the patient cope with

the contents of the appliance:

"Because she didn't want to see the contents of her
bag yesterday and I said we'd give her an opaque
bag and also an appliance cover, so that she wouldn!t
see. Although the opaque bag, she can't see what's
in it, she feels a bit happier to that extent".

Two nurses used accessories for reasons which seemed not to be directly

related to the patient they were dealing with. One used a flatus

patch because the Sister of the ward had handed it to her and told her

to use it, the other used a deodorant as she was in the habit of using

one for all stoma patients with whom she dealt.

Recording

Question 27 : 'Have you recorded any details of the appliance change?'

Of the sixty eight nurses giving responses to this question, forty

six (68%) said they had recorded details about the appliance change which

they had performed. Twenty two nurses said they had made no recording.

The responses were then classified by the grade of nurse responding. A

greater proportion of learners failed to make a written recording of

details about the appliance change (Table 133)*

* This differs from the observation of recording in forty five cases.
No recording was found in one case though the nurse said she had made a
recording.
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TABLE 133 The Provision of a Written Recording Classified by
Grade of Nurse Responding

Grade of nurse

Response Learner Trained Total

Yes 11 35 1+6

No 13 9 22

Total 21+ 14+ 68

%l= 7-95 ldf p<.01

Question 28 : ''Which details did you record?'

TABLE 13l+ Recording Details

Response
Bo. of

responses
B =107

Per cent of

responses

Per cent of
cases *

'Bag changed8 20 19 1+1+

Type of bag 18 17 i+o

Size of bag 15 11+ 33

Patient response to stoma/change 10 9 22

Patient participation in care 9 8 20

Faecal discharge from stoma 8 8 18

Teaching covered 6 6 13

Skin protectives used 5 5 11

Condition of stoma 1+ 1+ 9

Condition of skin 3 3 7

Suggestions/requests for
future care 3 2 7

Accessories used 2 2 b

Reason for change 2 2 b

Other 2 2 1+

Forty six nurses who responded positively to Question 27 were asked
this question. Forty five nurses gave responses which were categorised.
One nurse did not answer the question.
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In response to this question the nurses listed the details

covered in their recording. These details were then categorised

using the headings from the recording section of the checklist. The

majority of these are self explanatory. The detail recorded most

often was 'Bag changed', just that the appliance had been changed.

This was how the nurses described it in their responses and how it was

actually recorded in the kardex. The patient's response to the

stoma/appliance change and his participation during the change were

categorised separately. The former refers to the patient's reaction

on seeing the stoma while the latter is concerned with describing the

patient's attempts at self-care.

Question 29 : 'Where are they recorded?'

TABLE 136 The Place of Recording

Response
No. of

responses
N = 1+6

Per cent of

responses

Per cent of
cases *

Kardex 33 72 72

Kardex and care plan 9 20 20

Care plan 2 b b

Fluid balance chart 2 b b

* Forty six nurses were asked this question and all gave a single
response.



277.

Question 30 : 'Why did you choose to record those particular details?1

TABLE 136 Reasons given for the Recording Made

Response
Ho. of

responses
H = 52

Per cent of

responses

Per cent of
cases *

Communication of information

About the appliance change 29 56 66

About the condition of the

patient and his stoma 11 21 25

Generally passing on
information 10 19 23

Other 2 h 5

* Forty four nurses gave responses which were categorised.
Two nurses did not answer the question.

The overall reason for recording details of the appliance change

was the communication of information about the patient. However, the

content of the communication fell into three groups; the first was

concerned with information about the patient in relation to appliance

changing, the second dealt with more general details of the condition

of the patient and his stoma, and in the third the information

communicated was not specified.

The general feeling was that it was important to know when the

appliance had last been changed and what happened during the change.

These details were seen to be relevant to future changes so that the

equipment used, the teaching covered, and the progress the patient was
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making in relation to self-care was known. Such details were

required because it was recognised that several nurses were likely

to be involved in the patient's series of appliance changes. The

recording of these details would thus enable the nurse to continue

and extend the care already provided. One nurse summed it up thus:

"Basically because we're now at the stage where
we're trying to teach Mr ... to cope with his
stoma and as it's being done by more than one
nurse it's helpful to the next nurse who comes
along if she knows exactly what's been done, what
size of bag has been on and how he's reacted to
the last teaching session".

A number of nurses chose to communicate more general information about

the patient in their recording of details of the appliance change.

Hie condition of the stoma and whether flatus, fluid, or faeces had

been passed were seen to be important details to record:

"It's important to know that the bowel is moving
again after surgery. And also to see that there's
no abnormalities, any blood coming out, they'd want
to know why and how much".

The difference between the first two categories of responses can

be determined by looking at whom the communication of information was

intended. In the first, details were recorded by one nurse with the

purpose of helping the next nurse who would be changing the appliance.

However in the second, the details were those the medical staff wanted

to know:

"The doctors would want to take a note of how
much was draining from it"

and

"The colour is important from the doctors' point
of view".
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Hie responses in the third category did not specify what information

was to be passed on but it did appear to be intended for nurses:

"So that if I haven't passed on the information
verbally to a nurse, any nurse can come on to
the ward and just read it".

In Table 137, the responses to the question on recording details

about the appliance change are classified by the grade of nurse

responding.

TABLE 137 Reasons .given for the Recording Made Classified by
Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Communicating information
about the appliance change 2 27 29

Communicating information
about the condition of the

patient and his stoma 3 8 11

Generally passing on
information 5 5 10

Other 1 1 2

Number of respondents 10 3h hb

Differences between those giving the responses above and those who did

not were tested for significance. A greater proportion of trained

staff made a written recording with the purpose of communicating

information about the patient in relation to the appliance change

(Table 138).
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T'A'RT.T^ 138 Response Category 'Communicating Information about the
Appliance change' Classified by Grade of Kurse Responding

Response
Grade

Learner
of nurse

Trained Total

Communicating information
about the appliance change 2 27 29

Above response net given 8 7 15

Total 10 3k kk

Fisher exact probability test p = .001

In contrast, when learners recorded details about the appliance change,

a greater proportion said they were generally passing on information

(Table 139).

TABLE 139 Response Category ' Generally Passing on Information1
Classified by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Generally passing on
information 5 5 10

Above response not given 5 29 3k

Total 10 3b 1+1+

Fisher exact probability test p = .03
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Question J1 ' ''Why not?' (record details of the appliance change)

TABLE lkO Reasons given for not Making a Written Recording

Response
No. of

responses
N = 28

Per cent of

responses

Per cent of
cases *

Nurse in charge
recorded details 13 U6 59

Verbal report to nurse
in charge 9 32 ia

Recording not required 5 18 23

Other 1 h 5

* Twenty two nurses who responded negatively to Question 27 were
asked this question.
All nurses gave responses which were categorised.

The reason given most often for not recording details of the

appliance change was that it had been recorded by the nurse in charge

of the ward. One nurse explained this routine:

"We don't write the kardex as we do things.
Whoever is in charge of the ward would have noted
in the kardex that it had been done. It's just
the policy of the ward, every ward is different.
The policy of the ward is the person who is in
charge of the ward writes each patient's kardex".

To enable the nurse in charge to do this, a number of nurses gave a

verbal report about the appliance change:

"I told Sister and she was writing the kardex
at the time".
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Five nurses felt that it was not necessary to record any details

about the appliance change. They said that if the stoma was

healtny and the routine care had not changed then there was no need

to record anything.

Question 32 : 'What do you see as the purpose of recording details
of an appliance change?'

TABLE lli-1 The Purpose of Recording Details of an Appliance Change

Response
No. of

responses
N = 70

Per cent of
responses

Per cent of
cases *

Communication of
information 50 72 79

Provision of a written
record 17 2b 27

Only required if changes
occur 3 b 5

* Sixty three nurses gave responses which were categorised.
Five nurses did not answer the question.

The majority of the nurses agreed that the purpose of recording

details about an appliance change was to communicate information about

the change itself. This would provide ward staff, particularly those

who mi^at be involved in caring for the patient during subsequent

changes, with details about the appliance change. As one nurse said,

the purpose was:
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"... to ensure that all the staff are aware of
what is happening to the patient so that there
is continuity in their care. It's no use if
I'm going to do it that way and someone else is
going to come along with something else".

A number of nurses described the purpose of recording as communicating

information about the patient, but took it further and commented on

the usefulness of having a permanent written record:

"So that an accurate record can be kept in order
that progress can be estimated and any problems
can be identified and traced from the beginning".

As with Question JO, three nurses felt there was no purpose in recording

anything about the appliance change unless there was a change in the

patient's care or the patient developed problems.

Question 33 : 'Do you expect to find anything recorded to help you
with the appliance change?'

Forty one nurses (7h%) said they expected to find something

recorded to help them with the appliance change, twelve (22%) said they

did not expect anything and two said they would have liked more

information. The responses of thirteen nurses were not classified as

they did not answer the question asked, but suggested what they thought

should be recorded. Those who gave a positive response to this question

were then asked what they expected to find and the details are listed in

Table 11+2. This is similar in content to the table describing the

details recorded by the nurses themselves.
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TABLE lij.2 Details of the Appliance Change Expected, to be Recorded

Response
No. of

responses
N = 7U

Per cent of

responses

Per cent of
cases *

Size of bag 20 27 h9

Itype of bag 15 20 37

Patient's response 7 9 17

Patient's participation 6 8 15

Discharge from stoma 5 7 12

Condition of stoma 5 7 12

Condition of skin 5 7 12

Length of time appliance on 5 7 12

Skin protectives used 3 k 7

Accessories 2 3 5

Teaching covered 1 l 2

*Forty one nurses gave responses which were categorised.

From the table it can be seen that the nurses said they expected to find

a considerable amount of detail relating to the appliance change.

Indeed, the amount of detail expected was greater than that which they

provided themselves. In Table 11+3, the details the nurses expected to

be provided are listed together with the number of nurses who expected

to find these details and, of those, the number who provided a recording

of these details.
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TABLE 1L3 Details of the Appliance Change Expected and. Recorded

Appliance change details
No. expecting
detail recorded

No. expecting
detail recorded

and recorded themselves

Size of bag 20

Type of bag 15 5

Patientss response 7 1

Patient's participation 6 3

Discharge from stoma 5 3

Condition of stoma 5 l

Condition of skin 5 0

Length of time
appliance on 5 0

Skin protectives used 3 1

Accessories 2 1

Teaching covered 1 0

The nurses who themselves did not record any details of the

appliance change nevertheless expected to find something recorded

(Table lkk).



Tapt.re 1 )|)i Details of the Appliance Change Expected by Kurses
who made no Written Kecord

Details expected No. of nurses

Patient response h

Itype of hag 3

Size of hag 3

Discharge fkom stoma 2

Condition of skin 2

Condition of stoma 2

Patient participation 1

Length of time appliance on 1

Skin protectives used 1

Teaching

Question 3U : 'Which areas do yon think yon explained or gave
instruction on?'
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TABLE 1U5 Areas of Care Explained

No. of Per cent of Per cent of

Response responses responses cases *
N = 103

Application 22 21 31+

Shin care 17 17 26

Removal of old appliance 10 10 15

Preparation of patient 3 3 5

Skin protection 3 3 5

Selection of new appliance 3 3 5

Disposal 2 2 3

Preparation of new appliance 1 1 l

Unspecified explanation 28 27 1+3

No explanation given 11 11 17

Other 3 3 5

* Sixty five nurses gave responses which were categorised.
Three nurses did not answer the question.

The nurses responded to this question by listing the aspects of

care they had tau^it. It was possible to consider the list of topics

in the same way as the actual care had been described and use the

guideline headings to describe the teaching areas covered. A number

of nurses did not specify the exact explanation they gave. This

was because the explanation had either been just a brief introduction

to the stoma and its care, usually in the early post operative period:
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"We did explain to him ever so briefly but then,
being day two post operatively he's still very
tired. He!s not really aware of what's going on"

or because they had given a general explanation througiout, of the

steps in the care they had given:

"I just talked through what I was doing,
whether he actually took in anything at the
time, I don't think so".

Question 3$ : 'How did you decide which areas should be explained?'

TABLE llj.6 Reasons ishven for the Choice of Explanation

Response
No. of

responses
N = 62

Per cent of

responses

Per cent of
cases *

Based on patient
involvement 2k 39 k5

Condition of patient 11 18 21

Related to self-care 7 11 13

As care given 7 11 13

Planned approach to focus
on one aspect 5 8 9

"Unrelated to patient 3 8 9

Other 3 5 6

* Fifty three nurses gave responses which were categorised.
Fifteen nurses did not answer the question.
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This question sought to discover on what basis the decision to

include instruction was made. For the most part this decision was

made in consideration of the patient in some way. The majority

related their explanation to the patient's concerns with the appliance

change. Where a patient expressed an interest in an aspect of care or

was having problems with anything, then that aspect of care tended to be

explained:

"I talked to her a lot beforehand so I knew what
she didn't understand, what worried her and what
problems she'd like to overcome, and at what
stage she was able to understand".

The condition of the patient also affected the explanation given. The

patients often received a reduced input if they were unwell,

particularly in the early post operative period, when the patient is

beginning to adjust to the stoma:

"Because she's still quite ill and I don't think
she really could accept it yet. I think it's
too soon"

and:

"As yet I was explaining very little to him
because it's very traumatic for him, he's just
had very major surgery".

With patients who were nearing the end of the post operative

stay in hospital, the explanation related to self-care at home. It

was recognised that the patient had to manage self-care when discharged:

"On the basis that it's important that he should
be able to look after his colostomy when he
goes home. And start from the beginning,
knowing particularly skin cleansing and that the
bag should fit. Those were the main points I
was trying to make".
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In the fourth and fifth categories it was implicit that the

patient was considered in the choice of instruction hut they differed

with regard to the timing of the decision on what to include. A

few nurses had a planned approach:

"I knew what I'd said to her on previous occasions
and the other staff nurse had explained to me
what she'd said. I tried to carry on from there,
reinforcing what already had been said, explaining
each step as I did it. Taking her a step further
and getting her to participate".

More often the decision was made 'on the spot', during the course of

the appliance change:

"Just as you were going along"

or:

"It just happened as we went on with the
procedure".

The responses from five nurses suggested that their explanation,

although related to a change of appliance, was unrelated to the

individual on whom the change was being done. That is the 'standard'

areas to be covered were explained rather than the aspects of care on

which the patient needed instruction:

"I just reinforced the general teaching programme
of putting the appliance on".

In Table 11+7> the responses to the question on how the decision

to explain aspects of care was made are classified by the grade of

nurse responding.
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TABLE 11+7 Reasons given for the Choice of Explanation
Classified by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Based on patient
involvement 8 16 2b

Condition of patient 1 10 11

Related to self-care k 3 7

As care given 3 b 7

Planned approach to focus
on one aspect 0 5 5

Unrelated to patient 1 k 5

Other 3 0 3

Number of respondents 19 3b 53

Differences between those giving the responses classified and those

who did not were then tested for significance. The explanation

given to the patient during the appliance changes was based on the

condition of the patient in a greater proportion of appliance changes

performed by trained staff (Table II48).

TABLE II4.8 Response Category 'Condition of Patient' Classified
by Grade of Nurse Responding

Response
Grade of

Learner
nurse

Trained Total

Condition of patient 1 10 11

Above response not given 18 2b b2

Total 19 3b 53

Fisher exact probability test p = .03
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Question 36 : 'Why was the appliance changed?'

TABLE li-t-9 Reasons for the Appliance being Changed

No. of Per cent of Per cent of

Response responses responses cases *
N = 103

Planned change 15 13 22

To check stoma 13 13 19

Comfort for the patient 9 9 13

To change type of appliance 7 7 10

Practice for the patient 5 5 7

Appliance full/dirty 13 13 19

Appliance leaking 12 12 18

Karaya on appliance melted 8 8 12

Reason unrelated to appliance 7 7 10

Change requested 6 6 9

No particular reason h h 6

Other h h 6

* Sixty eight nurses gave responses which were categorised.

The responses in Table ll+9> most of which are self explanatory,

have been divided into those in which the nurse had some control over

the choice of changing the appliance and those in which she had not.

Changes were planned as the appliance had been on for a number of days

and the nurse wanted to avoid the risk of it leaking:



"It had been in situ for three or four days and
we felt that to be on the safe side that it
should be changed".

Where the nurses chose to change the appliance to check the stoma, to

change the type of bag used, to allow the patient to practice self

care, and for the comfort of the patient, she was in control of the

change.

In the second half of the table, however, the responses suggested

that the nurse had little choice in the matter of changing the appliance

Where the appliance was leaking, full/dirty or the karaya had melted,

the nurse had to change the appliance immediately. Less pressing yet

still outwith her control were the number of appliance changes which

were requested by senior nursing staff or by the medical staff. Also

included in this group are the changes which were performed for reasons

other than those related to the appliance itself. These include the

removal of sutures or supporting rods from the stoma. In order to

accomplish their removal the appliance had to be removed and thus a

change of appliance took place:

"Because there were five sutures which had to be
removed from the stoma and needed to be removed
today".

In Table 150 the responses to the question on why the appliance

was changed are classified by the grade of nurse.
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TABLE 1^0 Reasons for the Appliance being Changed Classified
by Grade of Nurse Responding

Grade of nurse

Response Learner Trained Total

Planned change 5 10 13

To check the stoma 5 8 13

Comfort for the patient 1 8 9

To change type of appliance 3 k 7

Practice for the patient 2 3 5

Appliance full/dirty 3 10 13

Appliance was leaking 8 k 12

Earaya on appliance melted 2 6 8

Reason unrelated to appliance 0 7 7

Change requested 3 3 6

No particular reason 1 3 k

Other 1 3 k

Number of respondents 2k kk 68

Talcing each of the response categories in turn, differences between

those giving the responses categorised and those who did not were

tested for significance. A greater proportion of learners changed

appliances because they were leaking (Table l£l).
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TABLE 191 Response Category 'Appliance was Leaking1' Classified
"by Grade of Nurse Responding

Response
Grade

Learner
of nurse

Trained Total

Appliance was leaking 8 b 12

Above response not given 16 bo 56

Total 2b bb 68

Fisher exact probability test p = .01

Question 37 : 'Lid you feel your care was satisfactory?'

Sixty eight nurses gave responses to this question. Fifty

three (78%) said they felt their care was satisfactory, twelve (l8%)

were unsure, and three said their care was unsatisfactory.

Question 38 : '"Why?'

This question was asked of all nurses regardless of their

response to the previous question. It was not possible to categorise

the great variety of responses obtained, except by considering if the

nurses expressed their satisfaction about the change in terms of their

performance or its effect on the patient. However, even this was

inconclusive as most responses fell into both categories.

Those who were unsure about their care said that it was difficult

to judge if it was satisfactory because they had little experience to

compare it with:

"I don't know if I'm giving the proper nursing care
because I haven't had much experience of
colostomies or caring for one patient with a
colostomy full-time".
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Others felt that their care could only be judged by the reaction of

the patient in the next appliance change:

"I think that it's too soon to say. I won't
feel that it's satisfactory till I see her change
it the next time. I think; that's when I'll know
whether or not I've been successful".

Ihree nurses stated that their care was not satisfactory. One

said she hadn't cared for a patient with a stoma for over a year and

had felt nervous because of this. The other two said their care was

disorganised, one because she could not find the proper appliance to

use, the other:

"Because the ward was busy. There was a lack of
senior staff on and there was the extra things like
cutting the stitches and waiting and trying to get
hold of the medical staff to see the stoma once it
was ready for them. It was rather disorganised as
I had to leave the patient several times to collect
extra bits of material to use".



CHAPTER EI(ST

CONCLUSION
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In this chapter, the major conclusions which are drawn

from the findings are discussed in relation to each of the

questions which initiated the research. In addition, the

implications for nursing practice are considered and finally

recommendations for further research are made.

The Research Conclusions

How do stoma patients fare, in terms of the nursing care they receive?

In relation to this question on the care provided for stoma

patients, the first part of the observation findings together with the

interview findings provide a detailed description both of the care given

and the rationale for the observed practice. There are three major

issues which arise from these findings. First, the way in which the

appliance changes were conducted. Second, the nature of the care

given. Third, communication about the care provided.

(a) The Conduct of Appliance Changes; Althou^i an appliance change

is an event with a definable beginning and end, at the same time it

is also one in a series of changes performed throughout the post

operative period, during which the patient moves from dependence to

independence in the management of elimination. Yet in this study,

an appliance change appeared to be viewed much more as a single event,

as a routine procedure, rather than a planned step in the process of

preparing the patient for self management.

The nurses often set about the appliance change as they would a
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manifestations of it appear to conflict with the recommendations

for care which are discussed in Chapter One. dae favoured technique

of the nurses in the study, the one described by them as most

convenient, was to set a dressings trolley with the equipment

required and change the appliance with the patient lying in bed, even

with patients who were able to walk to the bathroom. In a number of

cases a sterile dressing pack was also used for the change. die

change of appliance took place most often in the morning; the timing

was, most often, at the convenience of the ward staff, specifically at

the end of the dressings list (again associating an appliance change

with a dirty dressing) or to coincide with the medical ward round so

that the surgeon could inspect the stoma. Even the nurses who said

they considered the patient in the timing of the appliance change also

tended to consider the ward routine as well. On the whole an appliance

change was included as part of the routine morning care of the ward.

(b) die Nature of the Care Provided: On this issue, the general

conclusion which can be drawn from the findings is that only some of

the aspects of appliance management appeared to be conducted

consistently with the recommended practice. These were the care

provided in relation to Removal of the old appliance, Application and

Disposal. As was pointed out in the previous section, the aspects of

care relating to preparation of both the equipment and the patient for

the appliance change, were not always done in accordance with the

practice described in Chapter One. This was also true of the remaining
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aspects of care, but of Selection of the new appliance and Skin

protection, more so than of Skin care and Preparation of the new

applianc e.

With regard to the selection of the size of the new appliance,

in only a minority of changes was the selection made by measuring the

stoma. This was most often the case when trained staff changed the

appliance. The majority of nurses either guessed the size or

replaced the appliance with the same size as before. In addition,

the size of several appliances was not chosen by the nurse changing

the appliance, but by the Ward Sister. The interview results also

show that in a number of changes, especially those performed by

learners, the selection of the type of appliance used was dictated

by someone other than the nurse changing the appliance: indeed in

one case, the nurse performing the appliance change continued to use

an appliance selected by the Ward Sister, although she regarded it as

inappropriate for the patient. It may be, however, that the findings

on the selection of the type of appliance are less conclusive than

those on the selection of size, in that the choice made was of a

standard appliance for use in the immediate post operative period.

There is no evidence in the findings to confirm or deny this.

Skin protection may not always be an aspect of care required

during every appliance change, particularly where the peristomal skin

is healthy. In fact, this was the most commonly given reason for not

using a skin protective agent. However, in the study, there were a

number of cases where the nurses themselves had assessed the skin

condition of the patient as being damaged or broken, but they used no
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protective agents on the skin. Where they were used, there was

no indication of the needs of the patient being considered in the

choice of agent. It was more often the case that the skin protective

agent used was the one available on the ward at the time of the

appliance change. In addition, where the skin protective agent had

to be cut to fit the stoma, in only a minority of cases was a

measuring card used to ensure the correct fit.

With Skin care and Preparation of the new appliance, there were

fewer instances of the care provided deviating from the recommended

practice. For skin cleansing, soap and water or just plain water was

used in the majority of cases. However, there were a number of nurses

who used a special solution (cetrimide, savlon or zoff) to cleanse the skin.

Moreover, when these were used, they were also less often rinsed from

the skin. With Preparation of the new appliance, a number of appliances

had to be cut to fit the stoma. As with Skin protection, more

appliances were prepared by guessing the correct fit than were prepared

using a measuring card.

(c) Communication about the Care Provided: An important factor in

determining the care received by the patient was the communication of

information between the staff involved. The means by which this was

achieved was by recording details about the appliance change in the

nursing kardex and/or care plan. Although the nurses in the study

regarded the purpose of recording details about an appliance change as

the communication of information about the patient, a further conclusion

of this study is that full information about the appliance change was
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not always recorded.

In a number of cases no record was made of the appliance change.

Where a recording was made, the detail most commonly recorded was

•bag changed8, no more than an acknowledgement that an appliance

change had been carried out. In the same way as renewal of a

surgical dressing is noted, so was the change of appliance. In some

cases no further information about the care given was recorded, in

others only the basic details of the size and type of appliance was

given. Where trained staff were involved in recording the care they

gave, these details were more often recorded. Although many nurses

recorded only a minimum amount of information they listed a

considerable number of details they expected to find recorded to help

them with the change of appliance. Indeed they expected to find more

written information about the patient's progress than they were

prepared to provide themselves.

Not only were few details often recorded, but also the nurse

making the recording was net always the nurse who had performed the

care. In a number of cases, the nurse in charge of the ward made the

recording about the change, although she herself had not been involved

in the care. Some, but not all, had received a verbal report from

the nurse who had changed the appliance on which they based the

recording made. This was more often the case when the nurse changing

the appliance was a learner. Where the nurse making the recording was

also the nurse who had performed the appliance change, details of size

and type of appliance and of the patient's progress were more often

recorded.
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Are general nurses able to -prepare stoma patients adequately for
discharge from hospital?

In relation to this question, the observation findings in

Chapter Six give an account both of the methods by which patients

were prepared for self management and the outcome of that care in

terms of the self-care agency of the patient. All twelve patients

in the study, for whom the observation period was complete, were

described as self-caring by the ward nursing staff or were discharged

after the last recorded observation. However, neither the nursing

preparation observed in terms of the helping methods used, nor the

assessment of self-care agency, as willingness, knowledge and skills,

suggested that the patients were ready for self-care or for discharge

from hospital.

With regard to the nursing preparation observed, the helping

method used most often during the appliance changes was acting far

another, that is, the nurse providing the care for the patient.

Even in the later appliance changes when the patients had been taught

some aspects of self management, many nurses continued to perform the

care. In addition, for most patients, the environment in which this

care was carried out was not, to use Orem1 s (1980) term, fully

developmental, as frequently there was a lack of privacy provided for

the patients. Although most nurses thought that privacy had been

ensured, the observation findings show that in a large number of cases

the care had been interrupted.

There was an increased amount of instruction provided as the

patient progressed through their post operative course. However the

aspects of care taught were often decided as the care was being carried
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out. Pew nurses said they had a planned approach to teaching and

only during the later appliance changes was teaching self-care seen

to he important. This may account for the finding of a greater

amount of teaching being given in some aspects of care and little in

others. There was also a reluctance on behalf of the nurses to

extend teaching into providing guidance and support while the patient

undertook the physical care of the stoma. Only in relation to

Removal of the old appliance, Skin care and Application did a number

of patients have the opportunity to practise self-care under

supervision.

The outcome of the care provided, in terms of the self-care

agency of the patient, showed that, on the whole, the patient's

motivation for self-care increased over the post operative period.

Pew patients were receptive to teaching in the early appliance changes

but became more involved in the care during the later changes. As a

consequence of the instruction provided, patients had some knowledge

of most aspects of appliance management. However this was not the

case with the patients' self-care skills. Only in relation to three

aspects of care, namely Removal of the old appliance, Skin care and

Application did the majority of patients demonstrate skills in self-

care.

Implications for Ifersing Practice

Thus far, the conclusions drawn about the nursing care of stoma

patients during appliance changes have referred only to the nurses in

the study sample. It is also necessary to consider the extent to

which these conclusions apply in general to nurses involved in the care
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of stoma patients and to look at what the consequences for nursing

might be. Although the research was conducted in major teaching

hospitals and every attempt was made to obtain data which reflected

the reality of practice, there remained a difficulty with

generalisation of the findings because of the small sample size used

and the non-probability sampling methods employed in the study.

Nevertheless, it is contended that the conclusions drawn raise the

possibility of similar care being provided elsewhere. This ought

perhaps to alert other nurses to consider the quality of the care they

provide.

This gave rise to the question of how care provided by general

nurses might he improved. What appeared to be lacking in their care

was a means of organising and co-ordinating the nursing care provided.

One possible way of improving the care might be to introduce nurses

to the application of the self-care theory which had been used to

investigate appliance management. As the study had sought to describe

the care provided for stoma patients in the context of Orem's (1980)

self-care theory, it was thought possible that the same theory could be

used in a prescriptive and practical sense as a means of organising and

co-ordinating nursing care. To that end, the idea arose of

developing a self-care preparation plan.

While the possibility of devising a plan to co-ordinate self-care

preparation was being considered, the opportunity arose to test the

idea. A new Sister had been appointed to one of the wards which had

been included in the study. She was concerned about the way in which

stoma patients were being prepared for self-care and was interested in
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working on a method of improving the care. The Divisional Eursing

Officer therefore was approached for permission to carry out

further research in the hospital and she agreed that it could go

ahead.

The self-care preparation plan was developed directly from the

framework of the original research, using the guidelines for appliance

management and 0rem!s (1980) helping methods. The plan was

organised in two parts; the first dealt with methods of self-care

preparation used, the second was concerned with patient details and

the content of care provided.

The first part of the self-care plan is shown in Eigure 11.

Each row represents an aspect of appliance management, which the

patient has to accomplish to be self-caring. Each column is a

helping method, the means by which the nurse prepares the patient for

self-care. The home/self-care column was included to encourage the

nurse to make sure the patient would manage self-care at home as well

as in hospital. The developmental environment was specified

essentially as a reminder as to what it referred. The last column

is for the date of the appliance change.
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To complete this part of the plan, the nurse writes the date

of the appliance change in the last column, then uses the appliance

change number to fill in the helping methods used in relation to

each aspect of care. For example, if the nurse had performed the

second appliance change and had acted for the patient in all aspects

of care and had provided teaching about removal of the old appliance,

then she would mark the number two in the acting column for each

aspect of care and also in the teaching column for removal of the old

appliance. So by the end of the post operative stay, the care provided

for the patient should have moved from acting through, the other helping

methods to self-care, in relation to each aspect of appliance

management.

On the reverse side of the plan there are two sections (Figure 12).

The first column is for information about the patient relevant to

appliance management which has to be filled in at the initial appliance

change. The section to the right again has the framework of the nine

aspects of stoma appliance management. There are also headings in

which the details of care for each guideline can be written in. For

example, Location - 'ward bed' would be written in if used together

with the appliance change number, i.e. ward bed 1. If this location

continued to be used then only the appliance change number needs to be

written in, i.e. ward bed 1. 2. If, however, the location changes to

the bathroom then the changed location is also written in, i.e.

ward bed 1. 2. bathroom 3«
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FIGURE 12

Side Two of Self-Care Preparation Plan
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Thus what has been developed is essentially a summary sheet.

It is not intended that it should replace a record of the change

in the kardex or care plan, but rather they should complement each

other. The objective of the plan is to provide a summary of previous

care for the nurse about to change the appliance so that she may

effectively plan her care to further the self-care preparation of the

patient. Besides providing co-ordination in care, the plan was seen

also as a means of emphasising that the appliance change could be a

planned event. In the original study, many appliances were changed

because they had leaked or the bag had fallen off. It was felt that

an organised plan, where the patient*s progress could be assessed

quickly, mi^it encourage planned changes.

There were several constraints on the physical appearance of

the plan. As much as it might have been useful to include more

information, have a larger form and so on, it was felt that in

practice anything more complicated would not be used. Furthermore,

it was felt that everything had to go on a single sheet. Several

sheets get lost, are cumbersome and are less likely to be filled in.

The sheet is Ah size and fits into the patient1s notes and type of

kardex used on the ward.



Having devised the self-care preparation plan, it was

necessary to introduce the nurses to its framework and to teach

them how to use it. The initial teaching session, therefore, was

conducted by the researcher and the Ward Sister. The staff nurses

were taught about the guidelines for appliance management and were

given a summary of the core concepts of the self-care theory. They

were then shown the self-care preparation plan and its use was

explained. As the nurses were to be responsible for the subsequent

teaching of nurses on the ward, an account of the development of the

plan and its use were left on the ward as a source of reference.

After this the responsibility for the self-care preparation plan

was taken over by the Ward Sister and staff nurses. The plan was used

for each new stoma patient admitted to the ward. After an initial

period of becoming accustomed to using the plan, the comments received

from the ward staff were favourable. They found it easy to use and

felt that it aided co-ordination of care. After it had been used for

the post operative care of sixteen patients (the number of patients

in the original study) it was decided to review the results on self-

care preparation.
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In Table 15>2, the self-care preparation results are summarised

for each patient. The letters within the table represent the hi^iest

level of self-care achieved by each patient for each aspect of care.

Each row represents the level of self-care achieved by each patient,

the columns referring to one aspect of appliance management. Overall,

it can be seen that most patients had participated in the care of the

stoma at least to the guiding level. A number had advanced as far as

performing the care themselves, only with the support of the nurse and

there were others who were totally self-caring. However, there were

two patients who never performed any aspect of appliance management.

One had only a short post operative course before returning to theatre

for closure of the colostomy. With the other patient, self-care

preparation was attempted but she was unable to carry out the care

herself.



TABLE1^.2SummaryofSelf-CarePreparationResultB
Guideline

Patient

Preparation of equipment
Preparation of patient

Removal

Skin care

Skin protection
Selection
Preparation
Application
Disposal

1

S

G

S

G

G

S

S

S

S

2

SG

SG

SC

SC

SC

SC

SC

SC

SC

3

SC

SO

SC

SC

SC

SC

SC

SC

SC

h

AT

AT

AT

AT

AT

A

A

A

A

5

A

A

A

A

A

A

A

A

A

6

SC

SC

SC

SC

SC

SC

SC

SC

SC

7

G

AT

G

G

G

AT

AT

G

G

8

S

S

S

S

AT

S

G

S

S

9

S

S

S

S

S

s

S

G

S

10

AT

G

G

G

G

AT

G

G

G

11

SG

SG

SC

S

S

SC

SG

SC

SC

12

S

G

G

G

G

AT

G

G

G

13

G

G

G

G

G

G

G

G

G

lU

S

G

G

G

G

AT

G

G

G

15

SO

SC

SG

SG

SG

SG

SC

SC

SC

16

S

S

S

S

S

S

S

S

S

A=Actingforanother T=Teaching G=Guiding S=Supporting
SO=Self-Caring
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These results are only part of the initial exploratory work

on the implementation of the self-care preparation plan. Further

work is needed to refine parts of the plan and more data will have

to be collected before any firm conclusions can be drawn about its

utility. Nevertheless the initial results suggest that it may be

useful in co-ordinating nursing care to enable patients to have the

opportunity to practise self-care under supervision before discharge

from hospital. Thus the implications of this study go beyond the

findings themselves. The self-care theory has been developed to be

applicable to appliance management and as such its capacity as

prescriptive theory has been demonstrated. This is theory at the

highest level, that described by Dickoff and James (1968) as being

required in a practice discipline such as nursing.

Recommendations for Further Research

To conclude this dissertation, a number of recommendations for

further research may now be made. These are as follows:

1. The present research has concentrated on the nursing care

provided for stoma patients by non-specialist nurses. It

would be useful to repeat the study in hospitals where

specialist care is available. Where stoma care nurses are

in post, the ward nurses are still responsible for day-to-day

appliance management and this could be investigated in the same

way as in the present study. However, the care provided is

co-ordinated by the stoma care nurse and thus any difference

this makes to the nursing preparation of the patients could be

evaluated.
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2. The need for further work on the self-care preparation plan

described above has already been mentioned. In view of the

initial favourable findings, a full scale study is required to

evaluate properly its effects. In addition, further attention

needs to be paid to developing a teaching package to be used with

the self-care preparation plan.

3. In addition to continuing work on stoma appliance management, it

is necessary also to extend the research into other aspects of

stoma care. During the course of this study, the psychological

care of the patient, in terms of the developmental environment

provided by the nurse, has received limited attention as the

physical care of the stoma was the focus of the research.

However, patients are known to have problems in accepting their

stoma, indeed this was the reason for observations being

discontinued on one patient in the present study. Further

research into the psychological care of the patient mi^it

contribute to the better management of these patients.

k' Finally, further research using Orem's (1980) self-care theory

is recommended. Other aspects of nursing practice where

patients are learning new self-care skills, for example, the

preparation of diabetics for self-injection, might usefully be

investigated in a similar fashion to the present study. The

value of theories such as Orem's, which are specific to nursing,

is only beginning to be recognised in this country. If their

usefulness for nursing practice can be demonstrated through

research then this may aid their acceptance and promote their

use.
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APPENDIX A

CHECKLIST DEFINITIONS

APPLIANCE MANAGEMENT ITEMS

Preparation of the Equipment

All equipment on trolley/tray : All equipment required by the
nurse to perform an appliance change gathered on a trolley
or a tray

Basic equipment in bedside locker : Basic equipment selected for
the patient that can be stored in the bedside locker or in
a container in the locker

Additional items on trolley/tray : Equipment required in addition
to basic equipment already in locker

Items forgotten : Nurse has to interrupt care to collect an item
she has forgotten that is required for the appliance change

Removal of Old Appliance

Occlusive adhesive : Non-porous type of adhesive plaster

Hypo allergenic adhesive : Description given by manufacturer

Microporous adhesive : Description given by manufacturer

Integral karaya : Karaya forms part of the appliance

Integral stomahesive : Stomahesive forms part of the appliance

Rrotective agent : Additional protective agent used

Appliance lifted off : Refers to removal of nonr-adhesive appliance

Appliance pulled off : Refers to adhesive appliance being peeled from
the skin

Skin Care

Skin condition
Intact : Skin around the stoma is similar in appearance to surrounding

abdominal skin

Pink : Pixikness of part or whole of the area of skin under the appliance
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Red : Redness of part or whole of the area of skin under the
applianc e

Excoriated : Marked redness with raw areas

Weeping : Marked redness with vesiculation and oozing

Skin Protection (separate from appliance)

Exposure to air for a few minutes : After cleansing, the skin
surrounding the stoma is exposed for several minutes

Preparation of agents
Using cutting guide : Stoma measured with guide. Guide placed

on protective agent to indicate size to be cut

Using information in notes/kardex : Stoma not measured.
Measurement recorded in notes/kardex taken as correct and
a hole that size cut in protective agent

By estimation/guess : Stoma not measured,nor notes/kardex
referred to. Size to be cut guessed

Stomahesive frilled : Radial slits cut around circumference of
hole in stomahesive

Selection of New Appliance

Selection of size
Stoma measuring guide used : Stoma measured with guide, and an

appliance of the size indicated by the guide selected

Information in notes/kardex : Stoma not measured.
Measurement recorded in notes/kardex taken as correct and
an appliance of that size selected

By estimation/guess : Stoma not measured, nor notes/kardex
referred to. Appliance size selected by guess

Occlusive adhesive : Ron-porous type of adhesive plaster

Hypo allergenic adhesive : Description given by manufacturer

Microporous adhesive : Description given by manufacturer

Integral karaya : Karaya forms part of the appliance

Integral stomahesive : Stomahesive forms part of the appliance
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Preparation of Appliance

Opening of stoma appliance cut to size
Using guide : Stoma measured with guide. Guide placed on

appliance to indicate size to be cut

Using information in notes/kardex : Stoma not measured.
Measurement recorded in notes/kardex taken as correct and
a hole that size cut in appliance

By estimation/guess : Stoma not measured,nor notes/kardex
referred to. Size to be cut guessed

Stomahesive flange frilled : Radial slits cut around circumference
of hole in stomahesive flange

Two piece appliance put together : Bag attached to flange of two
piece appliance prior to application

Appliance backing removed : Backing removed prior to further
preparation of the appliance

Appliance prepared with
Adhesive disc : Backing from one side of adhesive disc removed.

Adhesive disc secured to appliance. Backing from other side
of adhesive disc removed

Adhesive spray : Adhesive sprayed on to backing of appliance

Cement : Layer of cement painted on to backing of appliance and
allowed to dry

Application

Flange and bag applied as one unit : Refers to application of a
previously prepared two piece appliance

Flange applied first ) Two steps in application of two piece
Bag fixed to flange ) appliance, where flange and bag are

applied separately

Angle of application
Suited to standing position : Appliance angled for easy emptying

with patient in the standing position

Suited to lying position : Appliance angled for easy emptying
with patient in the lying position
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SELF-CARE HIEPARATIOH

Helping Methods

Orem's (1980) five helping methods were used to classify
the methods of nursing care observed during each appliance change.
These were acting for another (A), teaching (T), guiding (G),
supporting (S) and providing a developmental environment (D/E).
The operational definitions for each of the helping methods were
developed from Orem's (1980) explanation of the terms and adapted
for the present study of appliance management.

(A) Acting for another : The nurse performs the physical care of
the stoma for the patient

(T) Teaching : This is done in conjunction with acting for another,
and refers to the nurse teaching about an aspect of appliance
management. This is more than just explaining what is about to
be done, but instructs how it is done

(G) Guiding : This refers to the patient taking over responsibility
for the physical care of the stoma with the nurse providing
instruction on how to do it

(S) Supporting : This refers to the patient performing the physical
care of the stoma without any instruction from the nurse, only
psychological support

(d/E) : Providing a developmental environment : The provision of a
developmental environment is composed of both physical and
psychological factors. The arrangement of the physical
environment refers to the provision of privacy. Three aspects
of privacy were considered. These were separation of the patient
from the rest of the ward, the provision of uninterrupted care and
the exposure of the stoma and peristomal area only, during the
appliance change. There were three factors in the provision of a
psychological environment. These were the facial expression of
the nurse, the avoidance of the use of gloves and the use of
professional terminology when referring to the stoma and its care

Self-Care Agency

The three components of self-care agency,willingness, knowledge and
skills described by Or em (1980), were used to describe the outcome of
the self-care preparation provided by the nurses. Operational
definitions for each aspect of self-care agency were developed for the
present study.
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Willingness : Hie patient's willingness with regard to appliance
management was considered in terms of talking about the stoma,
looking at the stoma and participating in care. These were
considered to represent increasing levels of motivation

Knowledge : The instruction given to the patient, through teaching
and guidance was considered to be a reflection of the knowledge
he had in relation to appliance management. It is acknowledged
that instruction does not always result in learning. However,
in the present study, it was not possible to assess knowledge
retained by the patient, but rather that which he received. It
is acknowledged that this may be greater than knowledge retained

Skill : The participation of the patient in the care of his stoma,
with the guidance and support of the nurse, was considered to be a
reflection of the skills acquired by the patient. When the nurse
uses the guiding and supporting helping methods, the patient has
responsibility for the physical care of the stoma
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APPENDIX B

CHECKLIST

HOSPITAL | |
WARD

PATIENT

NORSE

APPLIANCE CHANGE [
LATE ' ' T

YEAR OP TRAINING

TIME START

TIME FINISH

1. PREPARATION OF THE EQHIPMENT

All equipment on trolley

All equipment on tray

Basic equipment in bedside locker

Additional items on trolley

Additional items on tray

Items forgotten

Other

PREPARATION OF THE PATIENT

Explanation to the patient

Location

Treatment room

Ward bed

Bathroom

Other

Position

Standing

Sitting

Lying down

Timing

Before meal

After meal

No. of hours after meal

Before bath

After bath
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Privacy

Doors of treatment room closed

Screens drawn round bed

Bathroom door closed

Uninterrupted care

No. of interruptions

Exposure of stoma area only

REIOYAL OP OLD APPLIANCE

Explanation to the patient

Type of old appliance

Adhesive

Non adhesive

One piece

Two piece

Open ended

Closed ended

Occlusive adhesive

Hypo allergenic adhesive

Microporous adhesive

Integral karaya

Integral stomahesive

Protective agent

Make and size of appliance

Spray deodorant

Appliance lifted off

Appliance pulled off

Appliance removed using solvent

Appliance removed using water

Other

Appliance removed full

Appliance emptied first

Clip kept for re use

Used appliance into disposal bag
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k. SKIN CARE

Explanation to the patient

»

Cleansing

Water only

Soan and water

Savlon

Hibitane

Ether

Other

Rinse skin

Drying

Paper towels

Tissues

Cotton wool

Gauze

Other

Skin condition

Intact

Pink

Red

Excoriated

Weeping

SKIN IROTECTION

Explanation to the patient

None used

Skin protective agents

Stomahesive square

Karaya powder

Karava rings

Karaya sheets

Karaya paste

Skin gel

Tincture of benzoin

Barrier cream

Exposure to air for a few minutes

Other
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Preparation of agents

Using cutting guide

Using information in notes/kardex

By estimation/guess
Stomahesive frilled

Other

SELECTION OP NEW APPLIANCE

Explanation to the patient

Selection of size

Stoma measuring1 guide used

Information in notes/kardex

By estimation/guess

Type of appliance

Adhesive

Non adhesive

One piece

Two piece

Open ended

Closed ended

Occlusive adhesive

Hypo allergenic adhesive

Microporous adhesive

Integral karaya

Integral stomahesive

Make and size of appliance

PREPARATION OF APPLIANCE

Explanation to the patient

No preparation

Opening of stoma appliance cut to size

Using guide

Using information in notes/kardex

By estjnation/guess
Stomahesive flange frilled

Two piece appliance put together

Appliance hacking removed
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Appliance prepared with

Adhesive disc

Adhesive spray

C ement

Cotton wool and barrier cream prepared

Strips of tape cut

Deodorant placed in closed appliance

Other

APPLICATION

Explanation to the patient

Appliance centred over stoma

Appliance sealed

Backing removed and appliance sealed

Flange and bag applied as one unit

Flange applied first

Space between stoma and flange filled

Bag fixed to flange

Wrinkle free

Wrinkles in seal

Support from belt

Support from tape

Angle of application

Suited to standing position

Suited to lying position

Deodorant placed in appliance

Air allowed into appliance before closing

Open ended appliance closed

Appliance cover used

DISPOSAL

Explanation to the patient

Patient returned to bed

Patient settled in bed

Disposable equipment placed in bag

Trolley/tray cleared and cleaned

Stock in locker checked and restocked
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10. RECORDING

Details recorded in kardex

Details recorded in notes

Verbal report to nurse in charge

Details

Type of stoma

Condition of stoma

Type of effluent

Amount of effluent

Skin condition

Type of appliance

Size of appliance

Protective agents used

Appliance intact/leaking when changed

Reason for the change

Teaching areas covered

Patient's response

explanation/teaching

Diet

Care at home

Other

Approach

Professional use of terms

Care given in silence

Conversation related to appliance change

Change in facial expression

Encouraged patient to look at stoma

to talk about stoma

to participate in care

to ask questions

Patient looked at stoma

talked about stoma

participated in care

asked questions

Nurse able to answer questions
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APPENDIX C

NURSE INTERl/TEW SCHEDULE

1. Preparation of the equipment

Why did yon collect equipment on a tray/trolley ...

2. Preparation of the patient

Why did you choose that particular location (mention location)

Why did you choose that particular position (mention position)

Why did you choose that particular time (mention time)

Do you think that you ensured privacy

In what way

3. Removal of old appliance

How did you remove the old appliance

Why did you remove it in that way

Do you think that is the most appropriate way

Why

ij.. Skin care

How did you choose your method of skin cleansing (mention cleanser)

Why did (didn't) you rinse the skin

How did you choose your method of drying the skin (mention material
used)

What did you think of the condition of the skin around the stoma
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5. Skin -protection

Why did you choose to use (not to use) a skin protective agent

How did you select the type of agent you used

How did you ensure that the skin protective agent fitted the
stoma

6. Selection of new appliance

How did you decide on which type of appliance to use

How did you decide that type was appropriate for that patient

How did you decide that it was the correct size

7. Preparation of appliance

How did you ensure that the appliance fitted (does not apply to
pre-cut appliances)

8. Application

How did you decide on the method of application (mention method)

How did you decide on the angle of application (mention angle)

How did you decide which accessories to use (deodorant, appliance
cover ...)

9. Disposal

No questions
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10. Recording

Have you recorded any details of the appliance change

If yes, Which details did you record

Where are they recorded

Why did you choose to record those particular details

If no, Why not

What do you see as the purpose of recording details of an
appliance change

Do you expect to find anything recorded to help you with the
appliance change . If yes, which details

11. Teaching/Explanation

Which areas do you think you explained or gave instruction on

How did you decide which areas should be explained

Why was the appliance changed

Did you feel your care was satisfactory

Why
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APPENDIX D

PATIENT ASSESSMENT DEFINITIONS

Diagnosis : Diagnosis for which surgery is being performed

Operation : Refers to large or small bowel surgery

Post operative day : Day of operation = Day 0
First post operative day = Day 1 and so on

Emergency surgery : Immediate operation with time only for
minimal preparation

Elective surgery : Planned operation allowing for preparation

Bedfast : Remains in bed completely or may be up to sit for
periods of less than one hour. Does not walk

Partially ambulant : Period up out of bed is less than period
spent in bed during day

Fully ambulant : Patient up all day as desired

i/v fluids : Parenteral feeding by intravenous route

Oral fluids : Liquids only by mouth. May be given along with
i/v fluids or alone

Light diet : As defined by hospital

Normal diet : As defined by hospital

Dype of stoma : As defined by surgeon performing operation

Site of stoma : As defined by surgeon performing operation and
relating to an area of the abdomen

Dype of drainage : Defined in relation to emptying of the
stoma bag, i.e. liquid = free flowing from
stoma bag; solid = does not flow from stoma bag

Length of stoma : retracted = below skin level
flush = level with skin

spout = extended beyond skin level

Eyesight
Hearing : Length of time of handicap; degree of handicap
Manual deformity : in these four areas affecting learning of self
Skin problems : management
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APPENDIX E

PATIENT ASSESSMENT FORM

PATIENT j

APPLIANCE CHANGE | ]

Date of "birth

Diagnosis

Operation

Date of operation

Post operative day

Emergency/elective

POST OPERATIVE CONDITION

Bedfast

Partially ambulant

Fully ambulant

I/V fluids

Oral fluids

Ligfrt diet

Normal diet

TYPE OP STOMA

Ileostomy

Ascending colostomy

Transverse colostomy

Descending colostomy

Sigmoid colostomy

End

Loop

Double barrel

HOSPITAL □
WARD

DATE
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SITE OF STOMA

Left iliac fossa

Midline

Right iliac fossa

Other

TYPE OP DRAINAGE

Liauid

Solid

LENGTH OF STOMA

Retracted

Flush

Spout

PHYSICAL CONDITION

Eyesight

Hearing;

Manual deformity

Skin problems



APPENDIX F

Hie Patients5 Knowledge in Relation to Each
Aspect of Stoma Management

Preparation of the Equipment

TABLE 11 Knowledge of Preparation of the Equipment

Appliance changes
Patient 1 2 3 1+567

03
01+ - - - - - -

05 - - - -

06 - - - -

07 — - — — -

08 K - - -

09 - - - -

10 - - -

11 - — - — - -

12 - - - - - -

13 - - -

16

01
02 - — - —

11+ - — _____

15 - -

K - Knowledge



Preparation of the Patient

TA'RT.'R F2 Knowledge of Preparation of the Patient

Appliance changes
Patient l 2 3 4 5 6 7

03 . . _ _

04 — — _ _ _ -

05 - - - -

06 — - - _

07 K - _ _ _

08 K K - -

09 - - K
10 - - -

11 — - - — - -

12 - - - - - -

13 — - K
16 "

01
02 — — — —

14 — - - - - - -

15 - -

K - Knowledge
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Removal of the Old Appliance

TABLE F3 Knowledge of Removal of the Old Appliance

Appliance changes
Patient l 2 3 h 5 6 7

03 K
Oil - - - - - -

05 K - - -

06 K - K -

07 - - - K -

08 — K K K
09 - K K K
10 - K K
11 — K K K K -

12 — K - - - -

13 K K - K
16 """

01 K
02 — — K —

Ik — — — — - K K

15 - -

K - Knowledge



Sk-in Care

TABLE FU Knowledge of Skin Care

Patient l 2
Appliance changes

3 1+5 6 7

03 _ . K K
Ob — — — — K K
05 - - — K
06 - - K -

07 - - - K -

08 K K K —

09 - K K K
10 — K K
11 - K K K K -

12 — K K K — K
13 K K — K
16 K "" "■

01 K K
02 — K — —

lb — — - - - K K
15 - K

K - Knowledge



Skin Protection

TABLE F5 Knowledge of Skin Protection

Appliance changes
Patient 1 2 3 h 5 6 7

03 _ _

0U — — K - K K
05 - - - -

06 - — - -

07 - - - - -

08 K K - -

09 - - K -

10 - - -

11 - - - — - -

12 — - - - - -

13 - - K -

16 K K

01
02 — — — —

lh — - - - - K

15 - K

K - Knowledge
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Selection of the New Appliance

TA'RTi'E F6 Knowledge of Selection of the Hew Appliance

Patient l 2
Appliance changes

3 k 5 6 7

03 . K K K
Oil — - K — K —

05 - - - -

06 — — — —

07 K - - K -

08 K K - K
09 - K K K
10 — K -

11 K K K - K K
12 - - K - - -

13 - - K K
16 ■ K

01
02 — K K —

Ik — K K - - - K
15 ~ -

K - Knowledge
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Preparation of the New Appliance

TABLE F7 Knowledge of Preparation of the Lew Appliance

K
K

Appliance changes
2 " 3 b 3

K

K

K

K

K

7

K
K

K
K

Z
Z

Z
Z Z

Z
Z
Z

Z
Z

Z

Z

Z

Z - Knowledge



Application

TA'RT.'E! pfi Knowledge of Application

Patient 1 2
Appliance changes

3 1+5 6 7

03 . K K K

01+ — — K — K K
05 K — - -

06 - — K K

07 K K K K -

08 K K K K

09 - K K K
10 — K K
11 K K K K K K
12 K K - K K K
13 K K K K
16 K K K

01 K K
02 — — — -

11+ — K K — K K K

15 - K

K - Knowledge
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Disposal

TABLE F9 Knowledge of Disposal

Appliance changes
Patient l 2 3 4 5 6 7

03 _ K _

04 - - - - - -

05 - - - -

06 - - - -

07 - - - - -

08 K - - -

09 - - - K
10 - - -

11 — - K - - K
12 - - - - - -

13 - - - -

16 ' K

01
02 — - - -

14 - - - - - - K

15 - -

K - Knowledge



APPENDIX G

The Patients' Skills in Relation to
Each Aspect of Stoma Management

Preparation of the Equipment

TABLE G1 Skills in Preparation of the Equipment

Appliance changes
Patient l 2 3 U 5 6 7

03
Ob — — — — — —

03 - - - -

06 - - - -

07 -----
08 - — — —

09 - - - -

10 - - -

11 — — — — — —

12 ------

13 - - - -

16 . . _

01
02 — — — —

lb - — — — - — —

15 -



Preparation of the Patient

TABLE G2 Skills in Preparation of the Patient

Appliance changes
Patient 1 2 3 h 5 6 7

03
0i+ — — — — — —

05 - — — —

06 - — - —

07 — - - — -

08 - s s

09 - - - -

10 - - -

11 — — — — — —

12 - — — — — —

13 - s+ -

16

01
02 — — - _

Ik — — — — — — —

15

S+ - Developing skill, under guidance of nurse
S - Developed skill, supported by nurse



Removal of the Old Appliance

TABLE G3 Skills in Removal of the Old Appliance

Appliance changes
Patient 1 2 3 1+ 5 6 7

03 S+

01+ — - - — - —

05 - - - -

06 S+ - S+ 3
07 - - - - -

08 — S+ s+ S+

09 - - - S+
10 - - s+
11 — — — s+ s+ s
12 — — — — * -

13 — s+ — s+
16 """

01 s+ s
02 — — — —

11+ — — — _ — s+ s+
15 - -

S+ - Developing skill, under guidance of nurse
S - Developed skill, supported by nurse



Skin Care

TABLE Gb Skills in Skin Care

Appliance changes
Patient 1 2 3 h 5 6 7

03 S+

Oh — — - — — —

05 - - — -

06 — — S+ s

07 — - - — —

08 — - S+ s

09 — - - s+
10 - - s+
11 — — - — s+ S
12 - — - — - -

13 — S+ - s+
16

01 s+ s+
02 — — — —

li+ — — - — — s+ —

15 - -

S+ - Developing skill, under guidance of nurse
S - Developed skill, supported by nurse



Skin Protection

TABLE G5 Skills in Skin Protection

Appliance changes
Patient 12 3 1+5 6 7

03 - . .

oi+ — — - — — —

05 — — — —

06 — — — —

07 - - - - -

08 — — — —

09 -

10 — — —

11 - - - - - -

12 - — - — — -

13 s+
16 . . .

01
02 — — — —

11+ - — — — — - -

15 -

S+ - Developing skill, under guidance of nurse
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Selection of the New Appliance

TABLE G6 Skills in Selection of the New Appliance

Appliance changes
Patient 1 2 3 k 5 6 7

03
01+ — — — — — —

05 - - - -

06 — — — —

07 - - - - -

08 — — — —

09 - - - —

10 — — —

11 — — — — — —

12 — — — — — —

13 — — — —

16 — — —

01
02 — — — —

11+ — — — — — — —

15 - -



Preparation of the New Appliance

TABLE G7 Skills in Preparation of the Hew Applianc

Appliance changes
Patient 1 2 3 k 5 6 7

03
oh — — — — — —

05 - — — -

06 — — — —

07 - — — — —

08 — — — —

09 - - - -

10 — — s+
11 — — — s+
12 — — - — - —

13 s+ - -

16

01
02 — — — —

iu — — — s+
15 -

Sh— Developing skill, under guidance of nurse



Application

TABLE G8 Skills in Application

Appliance changes
Patient l 2 3 1+ 5 6 7

03 _ s+
01+ — — — — s+
05 - - - -

06 - - S+ s+
07 - - s+ - -

08 — S+ s+ s+
09 — s+ s+ s+
10 — - s+
11 — - - s+ s+ -

12 - - - s+ s+ s+

13 s+ s+ - s+
16 """ s+ s+

01 s+ s+
02 — — - -

11+ - - - - - s+ s+

15 - -

S+ - Developing skill, -under guidance of nurse



;ie:

03
01+
05
06
07
08
09
10
11
12
13
16

01
02
11+
15

Skills in Disposal

Appliance changes
2 3 1+5
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