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A b st r a c t

Within the discipline of Ear Nose Throat (ENT) there is very little known about the 

tapestry that constitutes ENT nursing. Irish healthcare policy has as its core values 

efficiency, effectiveness and economics which dictate service delivery. If we do not 

know the unique role of ENT nursing it is difficult to establish their distinctive 

contribution within the service. This study sought to describe the practice of ENT 

nursing by establishing the knower, knowing and the known by answering three 

simple questions. ‘Who’ are the ENT Nurses? ‘What’ are they doing? ‘How’ are they 

doing it?

Justification for the study: This involved exploring National and International 

Policy to compare and contrast health care delivery, nurse education, roles and 

responsibilities and professional development. Internationally, the delivery of health 

care services established that the role of the ENT nurse was being developed through 

nurse led services. However, within the literature there was an acknowledgement that 

there was no framework to standardise these role developments. In the main, role 

development was based on in-house educational programmes designed to meet 

service need that were not universally recognised. Within Ireland the National 

Council for Nursing and Midwifery (NCNM) has subsumed the responsibility of 

standardising development for clinical nurse specialists’ (CNS) and advanced nurse 

practitioners’ (ANP) roles. These guidelines are limited to the professional 

development of specialist roles and do not provide for roles and responsibilities of 

nurses specialising in areas of practice. Establishing ‘who’ the ENT nurses are, and 

‘what’ and ‘how’ they practise within the discipline of ENT, sought to create a 

framework that identifies the contribution of nurses specialising in this area of 

practice.

Methodology: The theoretical approach within this study is interpretive, employing 

ethnographical tools within a qualitative paradigm. This comprises of three differing 

levels of interpretation. Firstly, the meta-ethnography uses descriptive interpretation 

to label the practice of ENT nursing. Secondly, the first phase data analysis was 

organised from an analytical perspective that moved beyond description to categorise 

the extent to which with nurses identified and engaged with the domains of practice.



Finally, the second phase data analysis used an interpretive approach to create 

meaning from the observation of ENT nurses and perceptions of their practice. The 

study participants were registered general nurses working in designated ENT units in 

the country. Second phase data collection was obtained over forty observational 

sessions and primarily involved senior ENT nurses as key informants.

A dearth of empirical research into the practice of ENT nursing necessitated the 

undertaking of a meta-ethnography. The only ENT nursing textbooks available were 

synthesised to construct concepts of ENT nursing practice. Using Spradley’s domain 

analysis four principal ‘domains’ of practice were identified. These were assessment 

and monitoring, patient empowerment and self-care, health promotion and the 

practical skills. These domains were developed from the practices identified within 

the literature.

The methodological tools utilised within this study were a modification of Spradley’s 

developmental research sequence. Firstly, this encompassed mass survey methods in 

the form of a descriptive questionnaire that took a wide angled lens approach to 

provide an overview of the identified domains of ENT nursing. Secondly, non

participant observation and informal discussions with ENT nurses narrowed the 

focus of inquiry to the nurse’s perspective of working in ENT departments.

Results: A model of ENT nursing practice was developed that yielded insights into 

the practice of ENT nursing. First phase data highlighted that nurses working in ENT 

departments readily identified with the practices within the domains. There were; 

however, discernible aspects of ENT nursing practice that ENT nurses would less 

regularly engage in. These particularly refer to nursing practices requiring detailed 

knowledge of ENT anatomy and physiology or the use of highly technical skills and 

equipment. Second phase data revealed the essence of ENT nursing practice is 

divided into the core role of the ENT nurse and factors that affect its efficacy. The 

core role of the ENT nurse emerged as two themes ‘assessing’ and the ‘practical 

roles’ that nurses undertake in their day to day activities. Mitigating causes affecting 

the efficacy of the core role were divided into two themes of ‘neutralising’ and 

‘facilitating’ ENT nursing practice.



Discussion involved the unification of the findings to explain the emerging model of 

ENT nursing practice. The core role of the ENT nurse is dependent upon senior 

nurses with the requisite knowledge and experience being focused on assessing, 

monitoring, advocating and empowering the ENT patient to care for themselves. 

Caring for the non-ENT patient, lack of recognition for the ENT nurses’ specialised 

contribution and non-nursing duties were found to neutralise the contribution of ENT 

nursing within service delivery.

Conclusion; A model of ENT nursing practice that depicts the deliberate and 

intentional practices of the ENT nurse in service delivery in Ireland was developed 

from the data. In the main the ENT nursing role was the province of senior nurses 

who by employing their knowledge and experience provided care designed to 

facilitate the ENT patient in gaining greater control of their ENT health and 

functional wellbeing. The model of ENT nursing practice developed within this 

study also highlights the extraneous influences that affect the ENT nurses role in 

service delivery.

Implications; Illuminating the practice of ENT nursing has highlighted that hospitals 

with designated ENT units need to have dedicated ENT nurses. The nurses working 

within these units need to have appropriate knowledge and experience of patients 

with ENT conditions to ensure that patient specific care is being provided.
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Chapter 1 Setting the scene: Rationale for the study

1.1 Introduction

This study is designed as an exploration of the speciality specific practice of Ear, 

Nose and Throat (ENT) or Otorhinolaryngology (ORL) nursing, as experienced by 

nurses working in the Republic of Ireland. One might reasonably ask, why examine 

this and what is to be gained fi'om such an exploration? The answer to these 

questions may lie in reviewing developments that are not necessarily occurring 

within the discipline, but by giving due consideration to those that are taking place 

within the profession and the wider dimensions of social and political change. The 

idea that global market forces are impacting on national and international health 

services has now become a reality. An informed and involved general public exert 

pressure on a Health Service to provide efficient and effective facilities within 

economic constraints. Greater accountability and transparency within this service 

brings to the fore issues of professional debate on changing role boundaries, 

boundaries that impact on the discipline of nursing and how the service is delivered 

to the public.

McGibbon (1996) refers to radical changes within the United Kingdom’s (UK) 

National Health Service (NHS) as having resulted in reforms that see nurses’ 

expanding their practice to incorporate roles that formerly would have been 

undertaken by another discipline. While acknowledging that this role expansion 

benefits both the patient and the profession, he is guarded about how and why some 

developments should take place. Specifically referring to Ear, Nose and Throat 

(ENT) nursing he suggests that this role expansion should be developed in 

partnership, stressing the importance of having proper structures, supports and 

clearly defined responsibilities in place. When one considers ENT nursing practice 

and expertise, as with any other discipline, one must look beyond the obvious of 

what and how, to the context and wider dimensions of whom, where and when. 

Higgs and Andresen (2001) in reviewing the knower, knowing and the known 

conceptualise an interrelationship between these three aspects of a profession using 

the metaphor of a tapestry. There is a substrate, tools, skills and ability which, when 

brought into harmony by individuals, allows for the creative development of a
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multidimensional product that weaves different stories in different contexts for 

different people.

In attempting to relate this metaphor to the discipline of ENT nursing practice, it 

becomes apparent after searching various databases that very little research has been 

conducted into the knower, knowing or the known of this discipline. As access to 

accurate information is unavailable, one is persuaded, albeit in the absence of reliable 

data, to accept the suggestions by Milford and Rowlands (1999) that between 10% - 

20% of General Practitioners’ contact with all patients relate to ENT disorders and 

that ENT patients account for 9% of all referrals to hospitals (Comhairle na 

nOspideal 2005). It could be inferred from this premise that there is a substrate, 

where a considerable number of people require speciality specific knowledge, skills 

and abilities by individuals to be exercised in the provision of nursing care.

To unearth the knowledge of knowing and the known that is embedded in ENT 

nursing practice consideration must be given to ‘knowing that’, ‘knowing how’ and 

‘knowledge o f  the individual discipline (Higgs and Andresen 2001:12). Higgs et al 

(2001) claim that the development of the ‘individual knower’ within a profession 

very much depends on three factors - propositional, professional craft and personal 

knowledge - and how an individual will transform this understanding into expertise 

within a context of care. Higgs and Andresen (2001) claim that in order to unearth 

the theory of knowledge being generated within a specific practice domain may 

require a ‘blending’ of research paradigms. More than one approach is often essential 

in attempting to answer complex professional practice questions. The idea that one 

reality exists as evidence, often neglects the context, interdependent and 

interconnected nature of a particular practice which in time informs, develops, 

modifies and enriches the emerging tapestry (Higgs and Andresen 2001). Atkinson et 

al (2001) would suggest that one of the most fundamental ways of disclosing this 

type of information is by conducting a cultural review in the form of ethnography.

1.2 The impact of policy on how the nursing service is delivered

Health and social policy documents within the Irish Health Care setting refer to the 

need for, efficiency, effectiveness and economics (the three Es) being incorporated 

into a system that is fair and equitable for all (Department of Health 1994 (DoH);
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Department of Health and Children 2001b (DoHC); DoHC and Hanly 2001). These 

strategic documents outline processes that recommend integrated work practices 

amongst the multidisciplinary team in an effort to provide the most effective care for 

all with the resources available. This drive to develop the health service in line with 

social policy and political responsibilities places the emphasis on cohesion amongst 

the team players, resulting in nationally funded reports and documents (DoHC 

2001a; 2001b, 2001c, 2002; DoHC et al 2002; DoHC and Hanly 2003; DoHC et al 

2003). Concepts such as standards, accountability, responsibility, quality of care and 

excellence resonate from these pages. They are primarily designed to set out 

programmes that encourage consistency within the system; however, a common 

thread is a pathway for the development of a skill-mix in the delivery of the service.

The cornerstone of these policies is service development, provided by competent 

practitioners using best practice guidance (DoH 1994; DoHC 2001a; DoHC and 

Hanly 2003). The Report of the National Task Force on Medical Staffing 

commissioned by the Department of Health and Children (2003) stresses the 

importance of the nursing contribution to service delivery, advocating the need for all 

services to capitalise on this omnipresent resource. This document highlights how the 

discipline of nursing is already responding to service demands by attempting to 

ensure that safe standards of care are maintained through the updating and publishing 

of “TTze code o f professional conduct fo r  each nurse and midwife"' (An Bord 

Altranais 2000a), “77ze review o f scope o f  practice fo r  nursing and midwifery, the 

final report” (An Bord Altranais 2000b) and “the effective utilisation o f  the skills o f  

nurses and midwives"(J)oRC 2001a). These documents address competent, 

accountable nursing practice. Another essential element for service development is 

the integration of skill mix health care assistants (DoHC and Hanly 2003).

The Commission on Nursing (1998) recommends greater collaboration within the 

service, with some nurses taking on greater clinical responsibility in their day to day 

activities. Within defined parameters some nurses expand their roles to satisfy a 

service need and to enhance the care being delivered to the patient. Evidence of this 

is provided by the recognition of many Clinical Nurse/Midwife Specialist (CN/MS) 

roles and the introduction and legitimising of Advanced Nurse/Midwife Practitioners 

(AN/MP) positions for certain services. The numbers of nurses and midwives
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working in advanced practice in Ireland are outlined in a report for the Organisation 

of Economic Cooperation and Development (OECD) and based on figures obtained 

from the National Council for Nursing and Midwifery (NCNM) 2009 where 2066 

CNS/CMSs and 121 ANP/AMPs are acknowledged to be working in advanced 

practice (Delamaire and Lafortune 2010). Recognising advanced practice roles is 

important but when attempting to explore a specific discipline such as ENT nursing, 

one may need to begin by addressing the wider debate of the emerging role of the 

nurse within today’s Health Service.

1.3 Advancing nursing and/or the service

The concept of advancing professional nursing and its ensuing responsibilities are 

purported by some as fundamental to maintaining the service at a satisfactory level, 

advocating indeed that they be supported by appropriate university-based clinical 

education programmes (Commission on Nursing 1998; Emerson and Records 2005). 

The setting up of a statutory body, the National Council for the Professional 

Development of Nursing and Midwifery (NCNM) to ‘‘‘‘monitor, advise, guide, assist, 

liaise and accredit professional developments’’' was one of the recommendations that 

followed the final report of the Commission on Nursing in Ireland (Commission on 

Nursing 1998; 101).

It is widely recognised that the role of the staff nurse contributes to service delivery 

(DoHC and Hanly 2003). It has been suggested, however, that the development of 

clinical roles, such as those of the CNS and ANP allows for greater visibility of what 

nurses are doing at the coalface (Commission on Nursing 1998; DoHC and Hanly 

2003). Conversely, While (2005) would argue that these developmental roles play a 

less significant part in patient care, rather she argues it is the constant contact and 

interactions of the generic nurse that impact to a greater extent upon the patients’ 

perception of the service and result in positive outcomes. Measuring or evaluating 

what nurses do is problematic, as within various specialities and locations the actual 

service being delivered may vary widely (Beattie and Calpin-Davies 1999). 

Spilsbury and Meyer (2001) reviewed the literature on the nurse’s contribution to 

patient outcomes with the introduction of skill mix and changing roles. There is an 

acknowledgement that outcomes measure specifics, within clearly defined 

parameters whereas, in reality, nursing is about a much more multifarious dynamic.
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Therefore, an outcome that is devoid of a context does little to explain the invisible 

and often complex organisational structure that impacts upon what one is attempting 

to measure, thus leading to the conclusion that more qualitative research needs to be 

done (Spilsbury and Meyer 2001).

1.4 Questions of evaluation, and the nurse’s role in service delivery

Wright and Hill (2003), writing on Clinical Governance, claim that to achieve 

fairness and equity within healthcare, a process by which all of the team players can 

be evaluated is mandatory. However, fundamental effective execution of a process 

such as ^'Clinical Governance" is achieved by ensuring that everyone, and not just 

selected individuals, are being exposed to on-going education and professional 

development as an integral part of its structure (Freshwater 2004). If we have not 

established what our specialist practice is, how can we then differentiate between it 

and generic nursing practice or how the practice should develop? This becomes more 

relevant when we attempt to define an outcome for a specific patient profile that is to 

be evaluated within this current climate, which has efficiency, effectiveness and 

quality at its core (Wright and Hill 2003).

Beattie and Calpin-Davies (1999) recognise the social context of caring within a 

market economy, suggesting that professional recognition is secondary to the safe 

and effective delivery of a service. While most nurses acknowledge the need for cost 

containment within a system, some, they claim, may not fully understand the health 

policy that is driving the strategy forward. To illustrate this point, these authors 

highlight one of the most cost-absorbing areas of Intensive Care. The abundant use 

of technical equipment and the need for highly experienced staff to maintain 

standards is seen as fundamental to the care being delivered. However, within these 

units, there is no consistency across the country, and the numbers or levels of 

experience in staff within these units differ greatly. Some units have technicians to 

carry out specified technical tasks while others, even within the same trusts, have 

nurses carrying out the same function.

Warner et al (1998) similarly acknowledge inconsistencies in the approach to 

healthcare provision, intimating that the distinct roles of nursing and medicine may 

in the future disappear with the emergence of a multi-skilled worker competent to
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carry out a range of procedures for a specific patient group. In 1998, this was mooted 

as a possibility, but the reality now exists in the form of a completely new role of 

Assistant Practitioner”, heralded as an innovative project to recruit 2000 people into 

the workforce in order to meet the service need (Benson 2004). The National Health 

Service (2004) Agenda for Change programme within the UK has currently set 

''National Profiles fo r  Healthcare Science’’’ where job descriptions within a career 

framework have been outlined for 9 levels of healthcare worker. This begins with 

entry stage 1, Healthcare Support Worker to stage 9 Healthcare 

Scientist/Consultant/Director (Skills for Health 2009). The idea that the profession of 

nursing is about developing models of nursing that value man, health, environment 

and nursing is viewed in some respects as idealistic (While 2005). Expectations of 

the service going forward within this market economy are of a flexible workforce 

that is cost efficient, with issues of supply and demand possibly being the more 

significant driving forces (Yam 2004; While 2005).

In acknowledging changes in healthcare at a policy level, Freshwater (2004) refers to 

the need for skills development that must incorporate practice but also research. 

Evidence-based practice underpins clinical governance but consideration must be 

given as to how competent nurses are at reflecting in and on practice and on their 

ability to evaluate and critique the research that is directing practice. Failure to 

develop appropriate research skills places nurses at risk of incorporating research 

into their practice that is not quite credible, but also more importantly it risks being 

reviewed by others who are less knowledgeable about what it is that nurses are trying 

to achieve (Freshwater 2004). Holliday (1995) would suggest that the United 

Kingdom’s NHS reforms of the early 1980’s and, in particular, the re-grading of 

nurses in line with their levels of autonomy, was in fact the first insight that the NHS 

management had into the practice of nursing. There is a need for the individual nurse 

to be able to integrate, critique, evaluate and conduct research as part of their daily 

practice in order to contribute actively to meaningful service development. Possibly 

more significant are changes in health care policy and the developments in the role of 

the nurse, suggesting that managers and nurses must be aware of the resources that 

are necessary for the education and training needs of the competent practitioner 

(Freshwater 2004). One must recognise that nursing is not static, and the interface at 

a managerial, practical, educational and research level is in a constant state of flux, as
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McKenna (2004; vii) aptly claims “in the future nursing will not be taught or 

practised the way it has hitherto"'. While demands of the service must be considered, 

one must be cautious of how and why such role expansion is being proposed and 

developed.

1.5 Changes in nurse education

Robins (2000) reviewed nursing and midwifery in Ireland in the twentieth century 

and concluded that the profession has been evolving in line with social and political 

change. Meerabeau (2001) provides a succinct overview of the development of nurse 

education within the United Kingdom during the 1980s in light of on-going reforms. 

Concurrent with the reorganisation of managerial structures and the internal market 

forces on the delivery of the health service, was the on-going debate about the 

structure and development of pre and post registration education for nurses. The 

United Kingdom Central Council (UKCC), the Royal College of Nursing (RCN) and 

the English National Boards (ENB), advocated for the standardisation of nurse 

education programmes that could be validated and carried out within institutions of 

higher education. These were promoted as important steps that needed to be taken in 

order to deliver an effective nursing service (Meerabeau 2001: 92). However, during 

the early 1980s the costs to the Exchequer and the loss of the critical body of 

students from the workforce and/or their replacement were factors that encouraged 

health service providers to continue with the prevailing apprenticeship model. This 

approach to preparing individuals for the profession of nursing resulted in 

certification rather than a higher academic award. Some universities offered degrees 

in nursing but the constant lobbying of the government by the UKCC, ENB and the 

RCN, resulted in the limited introduction of nurse education in third level 

institutions, at diploma level, in the form of Project 2000 in the mid-1990s 

(Meerabeau 2001).

In 1998, the UKCC Education Commission requisitioned a report by the Welsh 

Institute for Health and Social Care into the pre-registration practice needs of nursing 

and midwifery within the United Kingdom (UK), by Professor Morton Warner 

(Warner et al. 1998). Essentially, this report was designed to examine the changing 

health care needs of society and assess how it would impact on the pre-registration 

needs of nursing and midwifery. Much of this text moves beyond the concept of
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nursing and professional issues, to changes that are occurring on a global stage and 

the impact this has on individual societies and cultures. Clear reference is made to 

the global village where one cannot just examine the environmental, political and 

economical landscape of one’s own country but due consideration must be given to 

the migration of people, trade and employment and how international variations will 

impact on the health service needs of the future. Warner et al (1998) would suggest 

that the burden of care is and will continue to shift towards greater flexibility as it 

attempts to meet the needs of an aging population, chronic disability, diseases of 

excess or shortage, disintegration of family units, and a more informed general 

public. The needs and demands on the service will be greater with more emphasis on 

efficiency and effectiveness.

Similarly, in Ireland the Department of Health’s (1980) working party report on 

general nursing, sought to examine the concept of nursing in relation to the 

professional nursing needs of the health service. Where this report differs from that 

chronicled by Meerabeau (2001) is, the Department of Health made the 

recommendation that there should be a development of a clinical career structure that 

could be supported by education for nurses and delivered at both a regional and 

national level. However, in Ireland little changed in the following fourteen years and 

the continuing education framework document published by An Bord Altranais 

(1994) strongly recommended that all career pathways (education, clinical, 

management and research) should be underpinned by academic qualifications. In a 

consultative document ‘T/je future o f  nurse education in Ireland"', (An Bord 

Altranais 1991) recommended that schools of nursing should foster links with third 

level institutions to enhance nurse education.

Despite the previous recommendations, the catalyst for change in Ireland was the 

report of the Commission on Nursing (1998) and the ensuing industrial action taken 

by nurses in 1999. The recommendations of the Commission on Nursing (1998) were 

accepted in full by the Government and resulted in, among other iimovations, pre

registration and post-registration educational programmes for nurses being placed 

within the domain of third level institutions. As a consequence, nurses (since 2002) 

and midwives (since 2006) are now undertaking a degree programme as standard for 

pre-registration education, and higher diplomas for on-going professional



development. While university-based education is recognised as being beneficial to 

the professionalisation of nursing (Ford and Walsh 1994) some would caution the 

general body of nursing to look at what it is trying to achieve (Davies 1995; Mackay 

1996; Peelo and Soothill 1996).

1.6 A professional nursing service and the workforce debate

Davies (1995) closely examined the development of nursing and its pursuit of 

professional recognition. The points being made are argued from a feminist 

perspective. It articulates nursing as a predominantly female role, which values 

nurturing and caring for the whole person. This is contrasted with the male medical 

role that reduces people into component parts that are easier to manage and control. 

The workforce debate in this text centres on the predominance of women in nursing, 

its impact on the delivery of the service and professional development. The transient 

nature of the nursing workforce has led to a label of “A/g/z recruitment/high waste,'' 

which out of necessity places greater emphasis on the service rather than on any 

professional development of nursing (Davies 1995: 117). There is an implicit 

recommendation within this book that nurses should desist from attempting to adopt 

the professional model of recognition utilised by others such as the medical 

profession. In preference, nurses are advised to highlight their unique contribution, 

by producing credible research that reflects the complexity of the care they provide 

to patients (Davies 1995).

McCarthy (2000) provides a potted history of both the national and international 

changes in societies, that have contributed to the emerging role of the nurse within 

Ireland. Specific changes within general nursing have been strongly influenced by 

the gender of nursing. In the main, general nurses in Ireland consisted of a large 

group of single females, who frequently worked in institutions that were religiously 

operated. Organisations often imposed military type discipline on nurses working 

within their services (Ryan 2000). General nursing in Ireland throughout the 1950s, 

1960s and 1970s was regularly referred to as a vocation. Nurses working within this 

prevailing system were expected to be compliant with demands of the service despite 

the restrictive pay and conditions from within their organisation. In reality, this could 

mean authoritarian work content, long hours, adherence to implicit rules and 

regulations and observance of the social mores o f their position. During this period a
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marriage bar existed within the public sector, where women who married were 

expected to resign their permanent position (Ryan 2000).

Ryan (2000) highlights two significant factors as influencing the development of 

general nursing in Ireland during the late 1970s and early 1980s. One was the 

introduction of the Employment Equality Act of 1977 and the other, the emergence 

of a Faculty of Nursing (FN) within the Royal College of Surgeons Ireland (RCSI) in 

the mid 1970s. The introduction of this equality legislation resulted in female nurses, 

who married, being no longer forced to resign their permanent positions. Also for the 

first time women were to achieve equal pay with their male counterparts. As nurses 

are and were, at that time, predominately female, a comparable salary with men was 

a nebulous consideration. However, of greater significance was the fact that nurses 

could now remain within the workforce, which resulted in the service retaining 

experienced practitioners. Significant weight is placed within this text, on the 

development of short post-registration modular courses conducted by the Faculty of 

Nursing (RCSI). These educational programmes were being delivered both centrally 

and regionally and provided nurses with knowledge, skills and abilities in a myriad 

of areas designed to enhance practice. It is implied that this accessible form of on

going education for nurses facilitated a shift in focus for nurses, to perceive their role 

in health care from that of a job, to the development of one’s career (Ryan 2000). It 

is noted that there are resultant difficulties, from a manpower perspective, in a 

predominantly female workforce such as nursing, where women attempt to manage 

both a career and family commitments (Robins 2000).

As a consequence of increased medical specialisation there is a greater expectation 

that nurses will continue with professional development. A note of warning, 

however, is given to some nurses, in this evolving Irish health care system, that in 

order to be recognised as professionals, one must be responsible and accountable for 

independent practice. Concerns are expressed about nurses who wish to be treated as 

professionals yet still lack academic preparation and are unwilling to take the 

additional responsibility to be so considered (McCarthy 2000). Benner (2001) on the 

other hand, would suggest that a nurse’s trajectory from novice to expert is 

dependent on the individual’s ability to engage with their environment and the
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degree of commitment one has to their professional role. This brings to the fore 

issues of turnover rates in nursing.

1.7 Turnover rates in nursing

Until the 1990s nursing shortages and turnover rates in Ireland were noted to be 

considerably lower than in other countries (DOHC et al 2002). Studying and 

estimating turnover rates is a difficult process due to the need to include so many 

contributing factors or variables that may influence the outcome of any study. In an 

attempt to circumvent some of the identified problems, (DoHC et al 2002) conducted 

a tri-phased, descriptive, cross-sectional, nationwide study into turnover rates in 

nursing and midwifery in Ireland. This study was funded by the Health Research 

Board and was designed to establish the rate of turnover, to provide reasons for 

nurses leaving their jobs, and to ascertain the intentions behind nurses staying or 

leaving their jobs. First phase participation involved a nationwide survey of each 

organisation within the health service. This was to be completed by managers, in 

January 2000 and 2001 and to include data of turnover rates in the preceding 

calendar year. The second phase of the study, involved a structured questionnaire 

administered to a purposeful sample of participants who were leaving their 

organisations. The questionnaire employed for this phase was constructed and 

justified from the allied literature. The final phase involved Band 1 hospitals, where 

the greatest turnover rates were noted, and participants within these hospitals 

completed a questionnaire about their intention to stay or leave their respective 

organisations. The study commenced in 2000 and was completed in 2001, and 

response rates were noted for all phases as 55%, 54% and 100% respectively.

The main findings fi'om this study suggest that a mean turnover rate of 12% was 

recorded amongst nursing staff in Ireland. This is viewed as lower than previous 

studies conducted in Ireland and international trends. However, the larger Band 1 

hospitals recorded higher than the national average of leavers from the service. The 

profile of leavers suggests that 11% of nurses were actually leaving nursing because 

they were unhappy. However, many of the nurses who participated in the study and 

particularly those who were questioned suggested they were leaving because of 

personal issues such as, quality of life, relocation and professional development. 

Specific negative issues were raised within open questions and these items were
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categorised as pressures of worlc, for example, staff shortages, increased 

specialisation, lack of support, or negative work issues, such as; deteriorating 

standards, bullying, contractual issues, lack of flexibility, of long term temporary 

posts and/or an inability to job share. The final phase of this study sought to examine 

nurses’ intention to stay or leave amongst the Band 1 hospitals with the highest 

turnover rates and, following statistical analysis of the data, established that one’s 

intention to stay is strongly linked with job satisfaction and kinship.

To be definitive is difficult when trying to identify why nurses should stay and not 

develop or leave the profession, as nurses are not a homogenous group (Peelo and 

Soothill 1996). The interplay between whether they perceive nursing as a vocation, a 

job or a career is very much dependent upon factors such as their social 

circumstances, age, marital status, promotional prospects, pay and conditions (Peelo 

and Soothill 1996; DoHC et al 2002). Walsh (2001; 10) cites a report (Coopers and 

Lybrand 1996), where advanced practice has led to improved standards of care but 

also greater job satisfaction and commitment amongst nurses carrying out those 

roles. This improvement in job satisfaction should be viewed as a positive for the 

retention of nurses within the profession (Walsh 2001). The changing face of 

healthcare and the expansion of professional boundaries, may see nurses and doctors 

perceive their independent roles and functions differently but with respect (Mackay 

1996).

1.8 Changing role boundaries

Reveley and Crumbie (2001) suggest that much of the junior doctor’s role could be 

carried out by a nurse who may better serve the patients’ interest. The nurse’s role 

expansion has, in the main, been driven by a service need. A shortfall in the number 

of specialty specific doctors and a reduction in the hours doctors are working have 

resulted in nursing staff developing skills and competencies that historically would 

have been within the domain of the doctor (Hickey et al. 1996). International nursing 

developments see nurses expand their scope of practice to include roles that formerly 

would have been the responsibility of another discipline. Holyoake (1998), in 

addressing the issue of advanced practice in mental health nursing, outlines the 

importance of differentiating the roles and fimctions of the generalist within a 

speciality in order to acknowledge the skills and benefits of advanced practice. An
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Bord Altranais (2000b) in their review of scope of practice document and the 

development of the advanced practice roles as recommended by the Commission on 

Nursing, seeks to formalise these practices in order to enhance holistic patient care. 

However, for some disciplines what is considered advanced practice has yet to be 

decided (Hickey et al. 1996; Commission on Nursing 1998; An Bord Altranais 

2000c).

While demands of the service must be considered, one must be cautious of how and 

why role expansion is being proposed and developed. A diminution of nursing at the 

expense of a technical skill may in the long term do little to promote professional 

development (Conway 1996). Masterson (2002) reviews the impact of social and 

political change on the NHS and concludes that the driving forces within the health 

service are no longer professional recognition or the professionalisation of any 

particular group but rather economics coupled with an assurance of competence 

within the service. Such blurring of professional boundaries means that hierarchical 

structures are being eroded and replaced by inter-professional working, where few 

practices are now legally restricted to one discipline. This, she claims, has 

implications for the future training of nurses, where roles previously the domain of 

others, have now become commonplace in nursing practice (Masterson 2002).

Knowing that and knowing how, is dependent upon the wider social context of health 

care. Nursing today is changing. Professional boundaries are shifting in an attempt to 

keep pace with social trends, technical advancement and increased specialisation 

(Benner and Wrubel 1989; Holliday 1995; McGibbon 1996). Benner (2001) 

acknowledges that while on the one hand, this can be scary for both the new and 

experienced nurse on the other, it offers the profession of nursing the opportunity to 

grow and expand. However, we are advised that this progression must be structured 

in such a way, as to capture both the content and the context of the development. 

Benner (2001) commends nurses for adapting to the ever changing demands of 

service provision by being innovators. Many of these skills she feels are developed 

through trial and error learning, with little reflection on the varying levels of 

expertise needed to carry them out. This is not a criticism, but rather a way of 

highlighting the need to explore so much more of what nurses within a clinical 

speciality do, and what others take for granted (Benner 2001). McGibbon (1996:
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101) concurs with this idea, strongly discouraging the practice o f ‘see one, do one, 

teach one'' when expanding practice in Otorhinolaryngology Head and Neck nursing. 

The nurse’s knowledge, skills and attitudes should be nurtured, through reflective 

practice and supportive supervision, with appropriate structures being in place within 

the organisation.

The argument for a clinical career structure for nurses pivots on whether one 

considers this professional development to be '‘‘'specialisation o f  nursing or 

specialisation in nursing" (Castledine 1998; 3). The suggestion being that the former 

position is medically and socially dictated, whereas the latter is directed by nurses 

and the concept of nursing. He concludes by acknowledging that in the context of 

nursing development, there is, in fact, a marriage of the two. Reveley and Carruthers 

(2001) acknowledge that governmental responsibilities and factors such as these, are 

the impetus for the development of advanced practice.

The Report of the Forum on Medical Manpower (2001) makes reference to 

developments in Healthcare, as placing additional pressures on the service and on 

medical manpower. International trends in the training of doctors and service 

provision have resulted in the need for a more integrated team approach to service 

delivery, in order to maintain a standard of service. This report acknowledges 

changes within the nursing profession and recommends “a working together" to 

provide a holistic service for patients. The Health Strategy from the Department of 

Health and Children (2001b) also recognises the need for a more integrated approach 

to the delivery of the service. It recommends the development of the clinical career 

pathway for nurses with additional Nurse Specialist and Advanced Nurse 

Practitioners posts. In such circumstances Reveley and Carruthers (2001) urge 

management to be proactive. They should avoid potential problems by addressing 

what they refer to as ‘enabling factors’. These specifically are, the credibility of the 

nurse involved in the service development and how they interact with the team. It is 

recommended that the individual should be highly experienced within the specialty, 

and competent, together with an established professional credibility and expertise 

within their area of practice. Similar advice is proffered by the Commission on 

Nursing (1998) for the development of these posts; however, they also strongly 

advise academic preparation.
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1.9 Expertise in nursing

Expertise is defined by the Illustrated Oxford Dictionary (1998: 278) as someone 

being knowledgeable and skilful in something. In exploring the unique role of the 

nurse in a clinical setting, expertise as an operational definition may be a pertinent 

starting point. Conway (1996) is reticent about defining expertise as an entity. In 

preference the idea of a ‘process’ is put forward where knowledge, skills and abilities 

are considered in the context of a dynamic, interactive and reflective environment 

between the person, the profession and politics. Fulbrook (2003) addresses the issue 

of best practice in critical care nursing, acknowledging that the humanistic nature of 

nursing requires the individual to draw on eclectic sources, such as the person, 

environment, experience, and research (both quantitative and qualitative) in order to 

provide expert care.

Benner et al (1996) similarly view expertise as an interaction, where the most 

appropriate degree of engagement and involvement takes place between a patient, the 

family and the environment. Professional nursing interactions, they claim, are 

dependent upon the individual’s ability to reflect morally and ethically, referring to 

this as a form of existentialism. These views on expertise are shared by Peden- 

McAlpine (1999) where the appropriate development of expert knowledge, skill and 

attitudes in nursing practice, is recognised as time-consuming and therefore an 

expensive commodity. In a society that seeks to promote best practice, the idea that 

the transference of expert knowledge may be slow and costly, are factors that must 

be considered when one is attempting to plan for the fiature and contain costs.

Benner et al (1996) and Peden-McAlpine (1999) both explicate the virtues of 

expertise using narratives, to clarify and understand why, an expert nurse thinks and 

works at a higher level. Candidly documenting interviews with expert nurses, 

employing rigorous phenomenological techniques, these authors attempt to facilitate 

an element of understanding about how expert nurses acquire knowledge and 

practice at such a level (Benner et al. 1996; Peden-McAlpine 1999). Conversely, 

Nelson and McGillion (2004) express concerns about the unquestioning uptake of 

narratives as an approach to validate expertise. In particular, they examine the work 

of Benner, where the use of narrative to convey expertise is questioned, on the 

grounds of it being somewhat orchestrated and subjective, highlighting particular
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situations rather than being representative of sustained expert practice. One could 

further question the use of narratives following consideration of Kruger and 

Dunning’s (1999:1121) study, which examines one’s ability to evaluate competence 

in oneself and others, and concludes that those who lack knowledge may also lack an 

ability to evaluate competence accurately, in themselves and in others who may be 

more competent. To illustrate this point they cite Charles Darwin "^Ignorance more 

frequently begets confidence than does knowledge'". Nelson and McGillion (2004), 

while not criticising the actual narrative or indeed the validity of its construction, do 

express concerns about the universal adoption of a process that claims to depict 

expertise.

Although not specifically designed to test Benner’s work, Meretoja et al (2002) 

conducted a quantitative, descriptive study into the competent level of clinical 

nursing practice in order to develop indicators for practice. Using Benner’s seven 

practice domains as a framework, (Benner 1984; Benner et al. 1996) this two phased 

study employed purposeful samples and objective tools, of a semi-structured and 

structured questionnaire, respectively. This was designed to elicit practices that were 

considered descriptive of competent nursing practice (Meretoja et al. 2002). A total 

of 1308 descriptions were noted, categorised and subjected to statistical analysis in 

order to allow for the structured development of indicators that were representative 

of competent clinical practice for each domain. The second phase of the study was 

designed to assess the validity of the constructed tool from the indicators identified 

during the first phase, by employing a ranking system. The conclusions drawn from 

this study were that 23 indicators were viewed as generic across all disciplines. The 

ranking of domains for competent practice identified that the organisation and work 

role competencies were graded, most highly, and the helping role of the nurse was 

placed last. The results from this study provide an insight into work content, at a 

competent level of nursing practice, and add weight to the wider use of Benner’s 

domains. The authors do, however, acknowledge that their findings may have limited 

applicability within the wider nursing community, when one considers the use of 

purposeful samples and an inability to define an ambiguous term such as competence 

(Meretoja et al. 2002).
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Arbon (2004) studied the impact of experience on clinical practice amongst a group 

of ten nurses each having at least ten years’ experience. A hermeneutical, 

phenomenological approach was employed, using repeated semi-structured 

interviews. He claims that expertise in nursing is much more about the individual, 

than the practice setting. That life experiences may contribute to their practical 

development, more than is currently acknowledged, where one may “pause, reflect 

and re-interprer a situation on an on-going basis, due to a broader concept of their 

experience (Arbon 2004: 153). This reflects Higgs et a /’s (2001) view of expertise, 

as stated earlier, where an individual can transform knowledge, gleaned from 

proposition, craft and experience and can employ this acquired knowledge in the 

delivery of care.

An Bord Altranais (2000c) defines competence in line with Benner (2001) as an 

evolving process, that incorporates an individual’s knowledge, skills and attitude, to 

reflect, critically analyse, and to learn from a situation. This is acknowledged by both 

as needing to occur within a supportive, constructive environment. While not 

explicitly stated by Benner (2001:36) the old adage ‘Not to throw the baby out with 

the bath water’ leaps to mind when she states “When experts can describe clinical 

situations where their interventions make a difference, some o f  the knowledge 

embedded in their practice becomes visible”.

The Modernisation o f  the National Health Service in the United Kingdom 2000 

(Department of Health (UK) 2000) charges each clinical speciality with the 

responsibility of examining the way in which the service is provided to patients. 

Action on ENT Good Practice Guide looks specifically at the delivery of the ENT 

service (Department of Health (UK) 2002). Chapter 8 of this document deals with 

nursing and how the nurse’s role has been expanded. This, they claim, is to enhance 

the experience and delivery of service to the patient. The development of skills and 

training for nurses to expand their role has been in the main acquired through locally 

developed programmes, designed on an ad-hoc basis, to meet the service need 

(Department of Health (UK) 2002: 65-8). Such as, the ENT Advanced Nurse 

Practitioner services, the Royal Gwent Newport Wales, Senior Staff Nurses out of 

hour’s emergency ENT service, Monklands General Hospital, Airdrie, Scotland. 

Hamric and Hanson (2000) would be quite definite that for proper role expansion the
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concept of nursing must be at the core of any development. In order for a 

professional development to be recognised and accredited, both locally and 

nationally, there must be an educational programme and competencies identified, 

that can be evaluated by the organisation and the profession, (Hamric 2000; 

Department of Health (UK) 2002) as evidenced by, the Rotherham Ear Care Diploma 

course in the United Kingdom.

1.10 Conclusions

Smart (2001) succinctly illustrates that for any professional change to take place the 

patient, profession, service and government, must be working together, to create the 

circumstances that will allow it to occur. Medical manpower problems, issues of 

retention of nursing staff in the clinical area, greater expectations from a more 

informed general public, and a commitment by the government to provide a fair and 

equitable service for all, suggests that the foundations for bringing about change in 

nursing in Ireland are currently being laid (DoHC Commission on Nursing 1998; 

2001b). The Task Force on Medical Staffing (DoHC and Hanly2003) would posit 

that practice and service development within nursing is not limited to CNS and ANP 

roles, rather it challenges all nurses to be inventive in the provision of care. What is 

important however, is to differentiate the roles, functions and responsibilities of the 

nurse working in the speciality, with those working in advanced practice within a 

speciality (Hamric et al. 2000; NCNM 2005; 2007a). While social and political 

pressures are significant driving forces, nurses who take on additional responsibilities 

must be both confident and competent within their scope of practice (Reveley et al. 

2001).

Many nursing textbooks on ENT acknowledge the multifaceted and complex nature 

of the care that is required by patients with related medical and surgical ENT 

conditions (Innes and Gates 1985; Serra et al. 1986; Riley 1987; Sigler and Schuring 

1993; SOHN 1994a; Harris et al. 1998; Hahn and Jones 1999; Feber 2000; Harris et 

al. 2008). Apart from these texts explicating the practice of otorhinolaryngology 

head and neck nursing, it becomes apparent that credible, empirical research into 

ENT nursing practice is limited. What is the essence of ENT nursing practice? What 

levels of practice and clinical expertise exist within this speciality? How clinically 

confident are nurses working within a specific speciality to address the proposed
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changes of role expansion? What steps do we need to take to ensure that the service 

is delivered as propounded by these policy documents? It is difficult to answer many 

of these questions posed about professional development within the discipline of 

ENT Nursing, as access to courses is limited. Within Ireland two programmes exist, 

one is a Higher Diploma, which is a fulltime course of a year’s duration, conducted 

primarily in one hospital, with places limited to four per year. The second course is a 

two year generic M.Sc. programme, with the second year dedicated to ENT nursing. 

However, in order for a candidate to proceed to this programme, they must have 

completed the former, the Higher Diploma in ENT (Royal College of Surgeons 

Ireland 2007). Searching the internet for ENT or ORLHN nursing courses within the 

UK, reveals that apart from reference to short (1-2 days) intensive skills training 

programmes carried out within hospitals the only reference to a university based 

ENT nursing programme was a degree module, ^Advancing ENT Nursing Practice’ 

from the Robert Gordon University in Edinburgh (Robert Gordon University 2012).

The most obvious reason for any practice development is to ensure that the highest 

standard of care is provided to the patient and their family. Harris et al (1998) in 

developing the ‘‘‘’Core Curriculum fo r  Otolaryngology Head and Neck Nursing” 

acknowledge that each nurse is responsible for being competent in basic nursing 

skills. An Bord Altranais’s (2000a) code of professional conduct places an onus on 

the individual nurse to be competent and where necessary, to expand that level of 

competence. Similarly, Harris et al (1998) recommend that in expanding the role of 

the nurse to encompass a clinical speciality, one must be cognisant of the nurse’s 

scope of practice within that speciality (An Bord Altranais 2000c). This poses other 

questions. What is or should be the practice of nursing within that specific discipline 

and how and when should it be advanced? One must look beyond the policy 

documents to what is actually happening on the ground, so that, in terms of actual 

human resource potential or levels of expertise within a system, one can capitalise on 

these resources to make it a fair and equitable system for all, not only in terms of 

service delivery, but also in relation to professional development.

The questions posed at the beginning of this script were, why examine ENT nursing 

and what is to be gained by such an exploration? If 9% to 11% of all patient referrals 

to hospitals are for specialised care within the discipline of ENT (Milford and
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Rowlands 1999; Comhairle na nOspideal 2005), one must ask what provision is 

being made to enhance the professional development of nurses in order to promote 

quality ENT nursing care? It is difficult to answer many of the questions posed 

throughout, as little or no empirical research exists into the practice of ENT nursing. 

The ENT nurse’s contributions to service delivery, issues of expertise, and levels of 

speciality specific practice within ENT nursing has yet to be revealed.

Clinical governance is a system designed to ensure the effective and continuous 

delivery of a professionally evolving health service. This is a difficult objective to 

achieve in relation to the ENT nurse as most of the speciality knowledge remains 

hidden. An exploration in the form of ethnography into otorhinolaryngology, head 

and neck nursing (ORLHN) is planned to provide some awareness of the reality of 

ENT nursing practice in Ireland. This process will attempt to illuminate and explain 

the nurse’s contribution and contextualise the care being provided to the ENT 

patient. This insight and understanding about the practice of ENT nursing is 

essentially trying to capture distinct knowledge, which will include behaviours and 

expertise of the discipline. Establishing relational links between the knower, 

knowing and the known, for this group, will contextualise the propositional, 

professional and personal knowledge that informs the individual nurse and the 

specific discipline in providing a service. To achieve a more realistic depiction of 

actual practice, the blending of research paradigms is essential (Higgs et al. 2001).

The information gleaned from this proposed study using ethnographical techniques 

can be used to structure the development of the professional craft of ENT nursing 

into the future. The generation of reliable data, based on a practical reality, can be 

utilised to develop curricula to meet the appropriate clinical needs of nurses working 

within the discipline. In due course, this knowledge can be employed by service 

providers to develop an ENT nursing service that is in keeping with the 

recommendations of the Commission on Nursing (Commission on Nursing 1998) 

and The National Council for the Professional Development of Nursing and 

Midwifery (NCNM 2003).

Therefore the question being answered within this piece of research is “what is the 

reality of ENT nursing practice in Ireland?” The approach utilised within this study
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draws on a combination of methodological tools designed to provide for structuring 

and direction (Crotty 1998) to answer the question being posed (Polit and Hungler 

1997; Tashakkori and Teddhe 1998).

1.10.1 Aim

To develop a model of Ear, Nose and Throat (ENT) nursing practice in 

Ireland that will facilitate the effective delivery of an ENT nursing service 

and inform developments within the speciality

1.10.2 Objectives

To identify generic practices of ENT nursing

To specify the practices of ENT nursing in h-eland, by descriptive means.

To establish the extent to which ENT nursing practices identified from within 

the ENT nursing literature are being practised in wards where ENT patients 

are being cared for.

To observe levels of expertise within ENT nursing practice in Ireland or 

alternatively to ascertain why differing levels of expertise do not exist.

The results of this study can be used by institutions of care and education to establish 

a recognised framework of professional practice that will provide for the structured 

development of ENT nursing practice. In addition, the study will help to address the 

practice development needs of nurses in line with nationally recognised clinical 

career pathways.

1.11 Precis of the study

The following precis provides a sketch of the critical points in the construction of 

this thesis on Ear Nose and Throat nurses at work: A descriptive review of ENT 

nursing in Ireland using ethnographical techniques.

Chapter 1 uses policy documents to highlight what nurses can contribute to service 

delivery and the need for a review of ENT nursing to establish its unique 

contribution to ENT care. Chapter 2 begins by highlighting the dearth of empirical 

research into the practice of ENT nursing. A qualitative ethnographical process in the 

form of a meta-ethnography (Noblit and Hare 1988) was used. The available ENT
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nursing text-books were read and explored for trends and patterns to the indentified 

practices. This approach essentially employed interpretive processes to provide an 

alternative descriptive account of the practice of ENT nursing to that which was 

written. This occurred without changing or altering the essence of the original text. In 

conclusion four domians of ENT nursing practice were identified. The credibility of 

the identified domains was to be tested within the context of this study by surveying 

all nurses working within ENT units in Ireland.

Chapter 3 serves to situate the study within the philosophical perspective undertaken 

and explains the different philosophical perspectives guiding data collection. While 

the positivistic and the qualitative paradigms are discussed and debated within this 

chapter the conclusions drawn are that this study was positioned within a qualitative 

framework. The blending of interpretative processes within an ethnographical 

paradigm sought to answer the question of “What is the reality of ENT nursing 

practice.”

Chapter 4 outlines the ethnographical methodology utilised within this thesis and 

illustrates logically how first and second phases were employed to achieve the stated 

aims and objectives. This chapter also provides a rationale for the methods used the 

ethical implications for the study and, where necessary, any modifications or 

adaptations that were made to recognised research techniques were acknowledged.

Chapter 5 details the results from the first phase, involving a descriptive survey of 

the identified ENT nursing practices. The copious data collected during this phase of 

the study are presented using figures, tables and graphs. The frequency distributions 

are reviewed by looking for patterns within the data and by comparing the results 

with descriptive probability terms modified from safety and risk management data 

(Department of Defence 2000; Maguire 2006). To a lessor or greater extent the ENT 

nurses were engaging in the identified practices and within this chapter these data are 

presented as they were found.

Chapters 6, 7 and 8 refer to results from the second non-participant observational 

phase of the study. This part of the thesis situates the practice of ENT nursing in a 

virtual ENT ward in a fictional general hospital within the country (chapter 6). While
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chapter 7 exclusively deals with illuminating the essence of the practice of ENT 

nursing that was reflected within the data and found to be the domain of the senior 

nurse. Chapter 8 highlights the factors that affect the efficacy of ENT nursing 

practice in service delivery. The findings from both phases of this study allowed for 

the structured development of a model of ENT nursing that reflects the reality of 

ENT nursing practice in Ireland.

Chapter 9, the discussion chapter, integrates the findings of this study into a situation 

specific theory of nursing (Im and Meleis 1999; Meleis 2007) in the form of a new 

“model of ENT nursing” to focus the concerns of this discipline. The objectives of 

the study were used to structure the discussion. This process was facilitated by 

discussing the findings from the synthesis of the literature, the descriptive 

questionnaire and the non-participant observation in terms of the world literature.

Chapter 10 concludes the study by summarising the findings and launching the 

model of ENT nursing that emerged from within this study. The strengths and 

weaknesses of the study and recommendations for the profession, practice and 

further research have been identified.
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Chapter 2 Meta-ethnography of Ear Nose and Throat nursing

2.1 Introduction

The question ‘what is Otorhinolaryngology Head and Neck or Ear Nose and Throat 

(ENT) Head and Neck (ENTHN) nursing practice?’ is one that remains largely 

unanswered. While text books exist that detail what the practice should or ought to 

be, little or no research has been conducted into what it is in reality. If one carries out 

a literature search using search terms such as “ear, nose and throat nursing practice" 

or otolaryngology head and neck’' or "‘ENT head and neck nursing practice'' in 

CrNHAL, 460 articles are identified, which in the main relate to the activities of the 

‘'^Society o f  otolaryngology head and neck nurses". These articles describe the 

practices being carried out, mainly in America, and provide guidance on the current 

management of ENT problems or refer to notable procedures that are being carried 

out within the discipline; however, these are not research-based papers. Two hundred 

references emerge when searching the British Nursing Index. Once again these 

pieces of literature describe specific conditions and their management, with a limited 

number being associated with the primary care setting. The Royal College of Nursing 

(RCN)’s ‘ENT Maxillofacial nursing forum’ newsletters provide short publications 

that relate to their activities and how practice development initiatives have been 

created to meet healthcare policy targets.

Despite detailed searches in CINHAL, MEDLINE and The British Nursing Index, 

little was revealed by way of deductive or inductive research into the practices of 

ENT head and neck nursing. Using the Trinity College Dublin online catalogue and 

the Amazon internet bookstore, textbooks of ENT nursing were located; however, 

only twelve books were accessible on this subject, some being out of print or no 

longer in stock, while others were in a state of disrepair and access was denied. 

Therefore the twelve available books form the basis of this meta-ethnography 

(Vlasto 1951; Rotter 1956; Marshall 1962; Pracy et al. 1977; Downie 1984; Stalker 

1984; Innes and Gates 1985; Serra et al. 1986; Riley 1987; Sigler and Schuring 1993; 

SOHN 1994a; Harris et al. 1998) (Appendix 1). To facilitate ease of reading and 

avoid duplication, henceforth these texts will be referenced numerically as outlined 

within the following reference Table 2.1.
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Table 2.1 Numeric references for texts used in the Meta-ethnography

Number Book reference______________________________________________________
1 Vlasto M. (1951) The nose, ear and throat for nurses and dressers. Faber and 

Faber, London
2 Rotter K. (1956) The Ear, Nose and Throat for Nurses. Faber & Faber: London.
3 Marshall S. (1962) Aids to ear, nose, and throat nursing. Bailliere, Tindall, and 

Cox, London
4 Pracy R., Stell P. and Rogers J. (1977) Ear, nose, and throat: surgery and 

nursing. Wiley, New York.
5 Stalker A.E. (1984) Ear, nose and throat nursing. Bailliere Tindall, London.
6 Downie P.A. (1984) Ear, nose and throat nursing. Penguin, London
7 Innes A.J. and Gates N. (1985) ENT surgery and disorders : with notes on nursing 

care and clinical management. Faber and Faber, London; Boston.
8 Serra A.M., Bailey C.M. and Jackson P. (1986) Ear, nose, and throat nursing. 

Blackwell Scientific Publications ; Boston.
9 Riley M.A.K. (1987) Nursing care o f the client with ear, nose and throat 

disorders. Springer Pub. Co., New York.
10 Sigler B.A. and Schuring L.T. (1993) Ear, nose, and throat disorders. Mosby, St. 

Louis.
11 SOHN (1994a) Guidelines for otorhinolaryngology : head and neck nursing 

practice. Society of Otorhinolaryngology and Head-Neck Nurses, New Smyrna 
Beach, FL.

12 Harris L.L., Huntoon M.B., Society of Otorhinolaryngology and Head-Neck N. 
(1998) Core curriculum for otorhinolaryngology and head-neck nursing. Society

_________of Otorhinolaryngology and Head-Neck Nurses, New Smyrna Beach, Fla._______

Whilst this literature relating to the practice o f ENT nursing in the main refers to 

descriptive accounts, it should be acknowledged that these are by no means 

insignificant pieces o f work and provide a much needed resource in the nurse’s quest 

to care for patients with ENT Head and Neck problems. The reality or the extent to 

which these guidelines are being utilised in practice is not evident from within these 

articles or texts. This review o f the literature proposes to use an interpretative 

approach in the form o f a meta-ethnography to synthesise the available textbooks on 

Ear, Nose and Throat Nursing practice.

2.2 A meta-ethnography or synthesis of ENT nursing literature

The Oxford Dictionary o f Current English (Allen 1985; 763) refers to a synthesis as 

‘‘'‘combining o f  elements into a whole”. In relation to research a synthesis is about 

‘‘"putting together studies that are about similar things'" (Noblit and Hare 1988; 38). 

How one interprets and constructs the information being generated from the studies 

that are being reviewed is o f importance here. Walker and Avant (2005; 40) suggest 

exploring '‘‘‘similarities or discrepancies" about a phenomenon or by identifying links 

not previously described to add a new dimension or perspective about a concept
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under review. Noblit and Hare (1988) similarly advise one to clarify how the 

information generated within studies is linked, whether there is agreement or 

disagreement, and does it establish something different or build upon a previously 

identified theory.

Reviewing the literature on the subject of ENT nursing is particularly relevant when 

exposure to empirical research is restricted and the reality of practice has not been 

established. Irrespective of the outcome, a concept that is or has been devoid of any

practical or critical scrutiny, which is then subjected to review, may do much to raise

awareness about the concept being investigated, even without carrying out a detailed 

analysis (Meleis 1997). One is advised to be creative when restricted in terms of 

research on a subject, and to synthesise rather than analyse. This process is a very 

good starting point for a review of a phenomenon that may exist but is limited in 

terms of understanding. This type of exploration provides a new insight into the 

phenomenon when there is a need to clarify what one is seeing, thinking or doing 

(Walker and Avant 2005).

Reviewing the twelve accessible ENT nursing practice texts, in this manner, is to 

provide a credible basis for the examination of the acknowledged practice, and 

phenomena identified within these textbooks. This exercise is necessary to establish 

whether or not a phenomenon is worthy of more critical evaluation (Meleis 1997). 

Yet when discussing a concept such as the practice of ENT nursing, ambiguity 

emerges almost immediately, as a multiplicity of terms are being used in common 

discourse to describe the practice e.g.

1. Ear, Nose and Throat (ENT),

2. Ear, Nose and Throat and Head and Neck (ENT H&N),

3. Head and Neck (H&N),

4. Otorhinolaryngology (ORL),

5. Otorhinolaryngology Head and Neck (ORLHN),

6. Otolaryngology nursing practice.

All of these terms may refer to the same thing or may have slightly different 

meanings depending upon one’s practice area. This does, however, highlight the
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importance of integrating a context into the concept under review. Ear, Nose and 

Throat and Head and Neck Nursing practice (ENT H&N) will be referred to hereafter 

collectively in the abbreviated form of Ear, Nose and Throat (ENT) nursing.

The theoretical aspects of ENT nursing outlined within these textbooks and their 

relationship with practice is the main focus for this meta-ethnography. The date of 

the books reviewed also assists us in placing the practice of ENT nursing within a 

social context of time (1951-1998). As advised by Noblit and Hare (1988) using 

metaphor provides a context to illustrate new meaning about the identified practices, 

whilst not changing the essence o f what is written, the aim is to translate the 

established viewpoint into a credible alternative perspective. This is not designed to 

be an end, rather a means to generate information that can be utilised in the 

development of a framework for further critical discussion and professional debate 

about ENT nursing practice.

Meleis (1997: 203) claims that nursing can develop just from asking the question 

""What is nursingT’. If one just accepts a concept without questioning the true value 

or meaning of it, then the ability to expand and develop can never be realised. 

McKenna (1997) and Meleis (1997) in reviewing the theory of knowledge in nursing, 

recognise that employing an analytical approach provides a structure from which any 

theory can be built. This unpacking of a concept to define its attributes, allows for 

appropriate naming and facilitates discourse using identified linguistic terms (Jasper 

1994; Goldberg 1998; Unsworth 2000).

An important consideration when conducting a synthesis or meta-ethnography is to 

establish how the information that is being reviewed is conceptualised. Establishing 

whether the concept is being critically evaluated as an entity or as a dispositional 

process, essentially determines how one may perceive its philosophical 

underpinnings (Rodgers 1989). The more abstract the concept, the more complex the 

process of unearthing a conceptual meaning becomes (Cronin and Rawlings- 

Anderson 2004), carrying with it a greater risk of misinterpretation (Rodgers 1989; 

Paley 1996). The idea that an entity can be reduced to an ascribed set of 

circumstances and so labelled is refuted by Rogers (1989) and Paley (1996) who 

would be proponents of the dispositional view of a concept. Their approach looks

28



less to the reductionist perspective of a label and more to the contextual perspective 

that incorporates multiple realities (Rodgers 1989; Paley 1996). The practice of ENT 

nursing has not been defined or labelled within the literature. Therefore, on reading 

and reviewing these texts it becomes apparent that a process that incorporates 

multiple realities is necessary to unearth additional meaning from these texts.

Outlining what can be achieved by a synthesis, Goldberg (1998) in exploring 

spirituality and Colling (2000) in understanding the passive behaviours of people 

with dementia, assert that the advantages of a concept synthesis are threefold. Firstly, 

educational, the description and naming of concepts assists students in understanding 

complex patient care issues. A note of caution is added by Paley (1996), who holds 

that when defining and labelling attributes care must be taken to explain how' one has 

arrived at such a definition. Secondly, clinical, it encourages practitioners to take a 

fresh look at their practice, yet Rogers (1989) and Paley (1996) both agree that 

concepts are not an end but a process, as even when named or labelled they may 

often mean different things in different circumstances. Thirdly, from a research 

perspective, the generation of new concepts induces the need for more critical 

analysis and research (Paley 1996; Walker and Avant 2005). Walker and Avant 

(2005) acknowledge that there are some drawbacks with a concept synthesis as it can 

be both time consuming and unsettling when one attempts to create a credible 

construct from available information. The ultimate outcome is very much dependent 

upon the theorist’s ability to be innovative with the raw data, scientific and objective 

in their approach and confident in the production of the concept (Walker and Avant 

2005). Appendix 2 is an example of how Spradley’s domain analysis was used to 

unearth new meaning for the practices identified within Vlasto’s (1951) text “77?e 

nose, ear and throat fo r  nurses and dressers

Accepting the three advantages propounded by Goldberg (1998) and Colling (2000), 

unpacking a concept to identify attributes previously less evident, allows for greater 

professional debate about a subject under review. Applying these essential elements 

to the practice of ENT nursing, the aims of the synthesis then became: -
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• To develop a framework for categorising generic ENT nursing practice that 

may not have been so readily identified from reading the established 

textbooks on the subject.

• To categorise and translate the practice of ENT nursing as outlined within the 

text books to facilitate the appropriate naming of the practice.

• To utilise this framework of ENT nursing practice as a platform for further, 

much needed, professional and academic debate about the practice.

2.3 Meta-ethnography of ENT nursing practice

The first question being asked within this study is “What is the practice of ENT 

nursing in Ireland?” As a consequence of the dearth of empirical study regarding the 

practice of ENT nursing, a meta-ethnography of ENT nursing textbooks was 

undertaken to provide for additional meaning from the practices identified within 

these texts. Technically, a meta-ethnography refers to synthesising qualitative 

studies. However, employing a ‘‘lines o f  argument” strategy as proffered by Noblit 

and Hare (1988; 62-75) facilitated translating the identified practices by inference, 

thus cataloguing the textual information (Walker and Avant 2005), suggesting a 

collective context for the identified ENT nursing practices and adding new meaning. 

Table 2.2 to 2.4 provide a precis of the steps utilised in the construction of the meta

ethnography.
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Table 2.2 A precis of the meta-ethnography is as follows

Steps in the meta-ethnography Examples o f  the process 
Initial steps This involved reading and re-reading the 12 available 

ENT nursing textbooks to identify the ENT Nursing 

practices contained therein. Recurring practices for the 

ear, nose and throat in each book were noted by hand 

and subsequently transferred into an excel spreadsheet. 

This process generated 185 pages o f data.

These initial steps sought to establish a focus o f interest 

which was "What is ENT nursing practice

Deciding what is relevant to the 

initial interest

Defining ENT nursing and adding new meaning to the 

particular practices o f ENT nursing which were written 

within these texts'.

Reading The process o f reading allows for the honing o f ideas, 

similarities, differences and the emergence o f a wider 

context for the particular practices o f ENT nursing.

Determining how the literature 

is related

Within each o f the texts particular ENT nursing 

practices were identified but the emergence o f other 

links that were occurring nationally and internationally 

Sociological changes 

Changes within the nursing profession 

Nursing developments

These links allowed for associations to be drawn with 

the identified sociological changes within ENT nursing 

and as a service.
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Table 2.3 A precis of the meta-ethnography (Continued)

Steps m the meta-ethnography 
Translating the literature

Examples o f the process
This involved looking at the individual practices

generated from each textbook then comparing and

contrasting the practices identified within each for

similarities and differences. This process protected the

particular practices o f Ear, Nose and Throat nursing

acknowledged within each text whilst allowing for

additional context for the practice through

interpretation ^^Appendix 2, Figure 2 .1 / Eight

domains were identified at this stage in the process:

Assessment

Monitoring

Self-care

Empowerment

Skills

Health Education 

Prevention strategies 

Head and Neck Cancer

The process o f synthesising seeks to construct a whole 

by integrating the parts. Looking at the individual 

practices within the domains allowed for further 

similarities to be identified within domains.

Having reviewed, identified, translated, distilled and 

constructed the practices o f the ENT nurse from the 12 

ENT nursing textbooks the original eight domains 

were modified to reflect four domains ofpractice. 

Assessment and monitoring 

Self-care and patient empowerment 

Health education and prevention strategies and the 

Clinical skills o f the ENT nurse.

Synthesising the translations
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Table 2.4 A precis of the meta-ethnography (Continued)

Steps in the meta-ethnography Examples o f  the process

Expressing the synthesis The primary focus o f this synthesis was to provide 

additional meaning to the practice o f ENT nursing. 

Following these steps o f meta-ethnography enables 

others to view the meaning as it has been illuminated 

within the process. These texts were not 

ethnographical studies but textbooks; while 

similarities and differences were apparent a “lines o f  

argument’ synthesis was used to allow for  

interpretation o f  the practices o f  ENT as a whole and 

not the individual parts. The provision o f  new meaning 

to the practical and technical aspects o f ENT nursing 

was not an end but a means to open the debate by 

discussing and relating the domains to the allied 

literature.

Noblit and Hare (1988) essentially advocate an interpretive grounded theory 

approach to generate new meaning within meta-ethnography. As a consequence o f  

using textbooks as opposed to qualitative studies within this aspect of the study a 

symbolic interactionism approach was taken to analyse the data (Spradley 1980). 

This was to facilitate labelling the extractions from the text by linking and 

categorising the text within the domains o f  practice whilst remaining close to the 

descriptions within the text (Wolcott 2009).

To add credibility and guard against possible bias to the judgement being made 

within the translation process, illuminating the substantive issue is important. The 

primary function of this process was to examine the practice o f  ENT to establish an 

alternative context for the practice of ENT nursing identified within the literature. 

Meta-ethnographies facilitate the formulation o f  comparisons, contrary opinions or 

assert a position i.e. “lines o f  argument"' about the studies under review (Noblit and 

Hare 1988: 62).

There were only twelve accessible ENT nursing text-books found (Vlasto 1951; 

Rotter 1956; Marshall 1962; Pracy et al. 1977; Downie 1984; Stalker 1984; Innes
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and Gates 1985; Serra et al. 1986; Riley 1987; Sigler and Schuring 1993; SOHN 

1994a; Harris et al. 1998). Reading and re-reading of the books was undertaken to 

explore commonalities within these texts as to their advocated approach to ENT 

nursing care. The shared characteristics were categorised into practice domains using 

metaphor to construct the domain (Polit and Beck 2010). The translation o f ENT 

nursing practice sought to reproduce ENT nursing practice by redefining the 

activities outlined within texts and placing them within a context (Silverman 1998). 

This process can be viewed as reductive where the practice o f ENT nursing within 

these text were distilled into categories but designed to induce a different perspective 

without losing the essence o f the text (Noblit and Hare 1988; Polit and Beck 2010).

A list o f  ENT nursing practices within each book was drawn up by hand concurrent 

with reading the text (Ryan-W enger 1992), and entered into an excel spread-sheet. 

The lists were re-examined for comparable practices and categorised using 

Spradley’s (1980) domain analysis to identify patterns and underlying meanings. 

When the nursing textbooks referred to similar practices these actual practices were 

described as ‘folk term s’. Shared practices from within these text-books allowed for 

further categorisation o f the practices into ‘d o tn a im ' that facilitates more meaningful 

labelling o f the identified practices o f ENT nursing (Spradley 1980; 89-90). The 

repetition o f identified practices within a context for the individual texts increased 

the validity o f categorising those particular practices within a domain (Ryan-W enger 

1992). For the purpose o f this study labelling the context for the identified practices 

was the goal.

2.3.1 An overview of the textbooks reviewed

Identifying the inclusion criteria is important first step for a synthesis. The material 

to be analysed needs to be; "authentic, credible, representative and m eaningful” 

(Bryman 2004: 381). The particular subject o f interest for this process was the 

instruction or advice within these texts that was being advocated for nurses, working 

in ENT. The underlying purpose o f this synthesis was to generate a new perspective 

from that which is already written about the practice o f ENT nursing. The books 

reviewed were practical texts, so issues o f compatibility or mixing o f theoretical and 

methodological paradigms when reviewing studies (Pope et al. 2007) was not a 

necessary consideration for this part in the process. Notes were made on the authors.
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i.e. whether they were medical or nursing and if  nursing were they working in the 

area o f  ENT practice or writing generically on the practice o f  ENT. The year o f  

publication was included to place the text in a social context o f  time. The 

presentation and layout for many o f  the textbooks were similar. Each o f  the books 

were divided into section or chapters on the ear, nose and throat. All the textbooks 

used illustrations for anatomical structures and for the instruments used for particular 

procedures, whereas the more modern textbooks used photographic material. To a 

lesser or greater extent the anatomy, physiology and pathology o f  various ENT 

diseases are addressed by all o f  the texts. Some o f  the texts presented the nursing 

care separately to the pathology and treatment o f  various conditions, while others 

integrated the nursing care into the general body o f  the text (Appendix 1).

2.3.1.1 Identifying key assumptions from  the texts reviewed

From reading and rereading the texts I was able to identify key assumptions. Many o f  

the textbooks were referring to similar practices, yet few o f  them referred to a wider 

social context or situated these practices within a framework. Identifying the key 

assumptions permits the reduction o f  the data without losing the textual meaning that 

facilitates inference (Noblit and Hare 1988). The practice o f  EN T nursing within 

these texts were comparable, the pooling o f  the extracted information facilitated the 

translation o f  the data into categories o f  m eaning for the identified practices. An 

important consideration in terms o f  credibility is to clarify personal influences on the 

review (Holloway and Wheeler 1996). As an ENT nurse working within the 

discipline for over twenty years I was familiar with many o f  the identified practices 

and their rationale for use, I was; however, trying to look beyond what was written to 

a more meaningful contribution for the practice o f  ENT nursing. The practices were 

translated into categories using a semantic relationship to facilitate an alternate 

meaning being attributed to these identified practices (Appendix 2, Figure 2.1). The 

initial database o f  practices acknowledged eight domains.

To ensure reliability for the designated classifications the database was reviewed and 

discussed with ENT colleagues who were not participating in the study (W alker and 

Avant 2005). The domains of; assessment and monitoring, patient empowerm ent and 

self-care, health education and prevention practices and head and neck cancer 

domain within the database were viewed as overlapping within the individual ear.
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nose and throat sections. This can be referred to as com peting translation that needs 

further translation (N oblit and Hare 1988). F ollow in g  contribution from colleagues, 

the database w as d istilled dow n into four dom ains; assessm ent and m onitoring, se lf-  

care and patient em pow erm ent, health prom otion, and clinical skills.

Figure 2.1 An example of how the domain of ‘ear prevention’ that emerged from the 
initial translations of ENT nursing textbooks

• Screening programmes 
•Prevention of hearing loss 
•Communication rehabilitation 
•Educational needs 
•Vocational rehabilitation 
•Hearing loss
•Tinnitus awareness 
•Social interaction
• Infection risk 
•Allergies
• Injury/insult/trauma
• Ear protection 
•Hygiene practices
• Eustachian tube function
• Sneezing
•Prolonged exposure to loud 
noises

•Appropriate cleaning 
techniques 

•Clinical Screening 
•Referrals to allied health 

professional
•Social and Environmental 

issues
•Drug advice in ear disease 
•Hearing aid use and 
maintenance

•Blood pressure fluctuation and 
hearing

•Address health and safety 
issues

• Screening for tumours 
•Compliance with exercise
programmes

/ '■ " X

Raw Data

Domain

Is a kind o f  'Ear 
Prevention'

•Is an attribute o f 
"Health Promotion '

■ Classification
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2.4 Ear, Nose and Throat nursing practice
I

In essence, a qualitative synthesis is an interpretative process that translates 

collective information about a concept that has been gathered from various sources 

and reproduces it in a more coherent form. It is not about facts and figures that can 

be generalised, yet Noblit and Hare (1988) would suggest that the abstraction, if 

soundly constructed from credible translation, will have greater generalisability. All 

designs will have fundamental flaws; what is important, however, is the provision of 

a concrete rationale for reviewing the topic, outlining the steps taken to generate the 

information and acknowledging the limitations within the process (Noblit and Hare 

1988; Walker and Avant 2005). Using a recognised systematic approach such as the 

concept synthesis outlined by Walker and Avant (2005) provides for the structured 

development of a phenomenon. Similarly Noblit and Hare (1988) advocate an 

organised methodical approach when synthesising qualitative studies that will add 

credibility to the information being generated.

We all synthesise, we “'thinl^\ "'categorise'', and “laher  everyday activities while 

interacting with our environments in an effort to learn (Walker and Avant 2005: 39- 

51). The process begins by gathering data through quantitative and qualitative means 

or by reviewing the available literature and creating a database from the information 

gathered. Data once collected needs to be inspected and classified or categorised by 

observing patterns. This allows for the identification of hierarchies within the 

clusters, which can be condensed, to identify critical attributes and to facilitate the 

appropriate naming of the concepts. Once named or labelled the concepts should be 

empirically tested and verified (Walker and Avant 2005). The approach favoured by 

Noblit and Hare (1988: 26-29) in creating a meta-ethnography outlines seven phases: 

- (1) Initial steps, (2) Deciding what is relevant to the initial interest, (3) Reading, (4) 

Determining how the literature is related, (5) Translating the literature, (6) 

Synthesising the translations, (7) Expressing the synthesis.

In strict terms the use of a meta-ethnography is limited to the synthesis of qualitative 

studies (Noblit and Hare 1988). However, using the tools of meta-ethnography 

advocated by Noblit and Hare (1988) such as analogy and allegory in association 

with the ENT nursing textbooks allows one to translate and interpret this information 

to provide a more meaningful understanding of the practice being described within
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these texts. Nobht and Hare (1988), learning from their past experiences, suggest that 

one should be clear on the intellectual approach being taking by reading all 

appropriate material especially qualitative accounts. Despite the fact that the 

identified ENT nursing textbooks are not qualitative accounts, by integrating 

Spradley’s (1980) domain analysis to analyse this information, it is possible to 

provide a rich source of meaningftil information not just about the practice but also a 

context for the care that needs to be provided.

2.4.1 Initial steps

This involved reading and re-reading the twelve accessible ENT nursing textbooks to 

identify practices that were identified, from the collective literature, as being unique 

to the ENT nurse. This process o f reviewing the literature allowed for the generation 

of 185 pages of data. It is this database that forms the derivation of categorisation 

and translation of the literature on ENT nursing practice. Being familiar with, and 

systematically reading and reviewing this literature, is essential to understanding the 

information and allows one to look beyond the text for greater meaning (Noblit and 

Hare 1988; Walker and Avant 2005).

2.4.2 Deciding what is relevant to the initial interest

In attempting to define ‘ENT’ as a speciality Comhairle na nOspideal (2005) refers 

to ear, nose and throat surgery, acknowledging that currently using the reference Ear, 

Nose and Throat (ENT) is limited to anatomical areas, whereas in reality, more 

modem ENT departments now include a much wider scope of practice incorporating 

both medical and surgical approaches to care for the individual with an ENT 

condition. It is for this reason the term otolaryngology head and neck is being used 

within the report into Otolaryngology services in Ireland (Comhairle na nOspideal 

2005: 8). To be more specific, this report actually employs the Stedman’s medical 

dictionary definition of otolaryngology as:

“The combined specialities o f  diseases o f  the ear and larynx often are 

including the upper respiratory tract and many diseases o f the head and 

neck, tracheobronchial tree and oesophagus
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The Irish Institute of Otolaryngology Head and Neck Surgery (IIOHNS), the 

consultant body within Ireland, prefer to have the tag of ‘surgery’. Missing from the 

llOHNS’s preferred definition is a specific reference to rhinoiogy or the management 

of nasal conditions. In an attempt to encompass the entire concept, Nursing Spectrum 

(2004) describes an ENT Nurse as one who:

“... cares for patients with diverse medical and surgical problems 

relating to disorders of the ear, nose, throat, and other structures o f the 

head, and neck

Approximately 10% of all patients attending hospitals for specialist management 

have disorders of the ENT systems (Milford and Rowlands 1999; Comhairle na 

nOspideal 2005). A rider to this is that many of these patients will require nurses to 

be skilled in caring for people with an ENT disorder. ENT nursing practice as a 

speciality includes the anatomy, physiology and treatment of disease processes that 

affect the ear, the nose, the throat and the surrounding area of the head and neck. 

Proficiency in this area of practice needs to be sensitive to caring for an individual 

with medical, surgical and cosmetic reconstruction following trauma or removal of 

tumours or physical defects. '• It is recommended that nurses specialising in ENT 

nursing have an in-depth knowledge of the normal functioning of these systems in 

order to understand how deviations or developing conditions will "Hmpact on the 

patient’s alteration in function, form or feelings'" (Harris et at. 1998 :1). The 

inference being that nurses working in this speciality are moving beyond the 

knowledge they have acquired through preliminary or basic nurse education to an 

enhanced level of knowledge that equips them with the ^'expertise'' needed to provide 

the most appropriate care to the person.'^

2.4.3 Reading and determining how the literature is related

Attempting to understand how the ENT nursing literature is related requires 

reviewing the socialisation processes of ENT nursing practice. A significant 

relationship to be explored is the influence of time and how the identified ENT 

nursing practices emerge within the domain of ENT nursing. Some of the sentiments 

expressed within the older text books are examined in association with the historical
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developments of nursing, in order to assist with situating ENT practice and its 

development in a social context.

2.4.3.1 Sociological changes 1951-1998

Edgecombe (2001), in reviewing the concept of public health nursing within Europe 

concisely depicts how some sociological changes have impacted on the delivery of 

care. Within this review the public’s health is noted as passing through three distinct 

phases: ''’the age o f  environment (1875-1930), the age o f medicine (1930-1950) and 

the age o f  lifestyle (1950-1990)” (Edgecombe 2001 : 1). Distilling these periods of 

great change into a simplistic message is not easy, suffice it to say, public health 

policy was designed to improve living standards and working conditions during the 

age of the environment. The period noted as the age o f medicine primarily focuses on 

developments within medical science, whilst the age of lifestyles addresses issues of 

health promotion and choice with the emergence of self-care and patient 

empowerment (Edgecombe 2001).

2.4.3.2 National and international changes in the nursing profession from 1951- 
1998

The ENT textbooks reviewed span a time frame of 47 years (1951-1998), and 

changes evidenced within the texts can be contextualised by highlighting changes 

that were occurring simultaneously on a national and international level. 

Comparable, socially based, historical phases portrayed by Edgecombe (2001) are 

discussed in the supporting documentation prepared for the ‘̂‘Report o f the 

Commission on Nursing” (1998). These documents aimed to address national and 

international changes within nursing (Condell 1998; Savage 1998). Irrespective of 

the nurse’s desire or willingness to revolutionise their practice, recognition is given, 

within these documents, to the fact that changes in population demographics, 

technology, consumerism, healthcare policy and legislation were, and continue to be, 

powerful driving forces that wittingly or unwittingly impacted on the developing role 

of the nurse in society (Basford 1995; Condell 1998; Savage 1998).

International differences are visible in the aforementioned documentation, in relation 

to the periods in time, when these professional nursing developments occurred. 

Savage (1998) documents the emerging international trends within the profession
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that commenced during the 1950s. North America, in particular, witnessed a 

movement away from a biomedical model of care that focused on disease and its 

treatment, towards the development of bio-psychosocial models, advocating a patient 

centred approach to nursing care. This was accredited, amongst other reasons, to the 

fact that nurse education was being carried out in institutions of higher education 

(Arets and Slevin 1995).

2.4.3.3 Nursing developments in Ireland 1951-1998

Nursing developments within Ireland are somewhat different, according to Condell 

(1998), where during the 1980s nursing remained steadfast to an apprenticeship style 

model of training. This approach focused on practical skills, to meet a service need. 

Condell (1998) asserts that nurse training, rather than education, promotes 

subservience, and added to this, the Irish healthcare system was strongly influenced 

by religious obedience and adherence to instruction which, in the main, was 

medically dominated. Changes in the role of the nurse in the United Kingdom were 

acknowledged to have occurred within the early 1980s, coinciding with the 

development of third level educational programmes for nurses in some universities 

(Arets and Slevin 1995). In Ireland during the 1990s there was also a gradual move 

towards the introduction of a bio-psychosocial model of nursing practice concurrent 

with pre and post registration nurse education programmes being developed in third 

level institutions (Condell 1998).

2.4.3.4 A sociological context o f  ENT nursing 1951-1998

Vlasto (1951: v) in “The Nose, Ear and Throat fo r  Nurses and Dressers" makes 

reference to “knowledge, womanly virtues and patience as pre-requisites for a 

nursing vocation within a nose, ear and throat department. The principles o f good 

ENT nursing practice within this text were based on a nurse having knowledge of 

anatomy and physiology, an awareness of common diseases of the ENT system, a 

good understanding of the principles of aseptic technique and infection control, 

organisational skills and an ability to anticipate the needs of the doctor. In contrast, 

the dawning of a new millennium casts a different light on the views expressed by 

Vlasto, issues of gender equality, professionalising and developing standards of 

nurse education as opposed to training, places these sentiments out of context by 

today’s standards. Yet, prior to the 1850s and within the ages of environment and

41



medicine, in particular, the provision of nursing care was largely considered 

women’s work, where family and possibly unskilled carers provided for the sick 

(Nightingale 1969; Dingwall et al. 1988; Savage 1998).

Vlasto’s (1951) reference to ‘dressers’ assists with contextualising the provision of 

care, within a social context. This reference infers that an individual, other than a 

nurse, was delivering a particular service or body of work within an ENT 

department. This text fails to identify the specific contribution of this person or 

whether they are medical students, surgeons’ assistants or solely employed within a 

department as a ‘dresser’ of wounds, hi 1861, the Military Hospital of North 

Carolina referred to “dressers’’̂  as medical students who worked under the tutelage of 

a surgeon, physician or an apothecary to develop the skills of a doctor (McKim and 

Smith 1999).

Outlined within the older scripts are the signs and symptoms of communicable 

diseases and the latent manifestations of infections'; references to such issues are less 

obvious within the more recent ENT nursing texts.’®’" ’'  ̂ It should be recognised that 

these older texts refer to a period in time that preceded the introduction of disease 

surveillance by official reporting mechanisms, or screening and immunisation 

programmes, to counteract any such diseases within vulnerable groups (Stucke 

1993). As Florence Nightingale’s ‘Notes on Nursing’ (1859) espouse the same 

values that Vlasto (1951) makes reference to within his book, it could be inferred that 

the philosophy of ENT nursing had not changed much in almost 100 years.

In 1951, tasks such as ensuring adequate ventilation, applying appropriate infection 

control measures, being organised within the ward, following the doctors’ 

instructions and being obedient were specific aspects of the doctor’s advice to the 

ENT n u r s e . Ro t t e r  places greater emphasis within his book on equipment and the 

nurse’s role in preparing or assisting the doctor in their use. Applying Edgecombe’s 

(2001) time frames to these text books is not an exact science, as dates and ideals do 

not concur with either the age of the environment or indeed the age of medicine. 

According to Arets and Slevin, (1995) before the development of theoretical nursing 

models in the 1980s, the virtues of nursing championed by Florence Nightingale 

were the only guiding principles of nurse training in the United Kingdom. One could
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reasonably conclude, especially within Ireland, that this was nursing of a particular 

period in time, mainly a service industry, dominated and instructed by a male 

medical profession (Condell 1998).

However, when one reviews texts on ENT nursing practice primarily written by, or 

in association with, nurses the importance of the medical aspects of the disease 

process for ENT conditions is acknowledged. However, the focus shifts from one of 

‘ill health’ to that of the '^person" where bio-psychosocial factors begin to have more 

significance.^’̂ ’̂ ’*’̂ ’'®’” ’’̂  In particular, the American nursing authors stress the 

importance of the nurse’s role in educating patients and empowering them to take 

control of their health and wellbeing, through information and health promotional 

programmes, and they focus on the skills required of nurses in caring for the ENT 

patient.^’*®’" ’’̂  These aspects of care are noted to be in keeping with the age of the 

lifestyles (1950-1990) (Edgecombe 2001).

All of the aforementioned authors acknowledge, on a greater societal level, the bio- 

psycho-social aspect of nursing care provided to the individual. However, differing 

emphasis is placed on the unique nursing contributions within the various texts. The 

early literature identifies issues such as nutrition and infection control as key to 

caring for the ENT p a t i e n t . T h e  greater inclusion of the nursing process into 

practice during the 1960s and 1970s (Arets and Morle 1995) is recognised with 

reference to appropriate assessment, monitoring, communication, and skills 

development, which are seen as essential to the provision of nursing care.^’̂ ’̂ ’̂ ’̂ ’'®’' ' ’'  ̂

The development of a consumer-led health service with the addition of patient 

empowerment, health education, and promotional strategies, are noted by some 

authors as the essence of effective delivery of an ENT nursing service.^’*'’’" ’*̂

2.4.3.5 ENT nursing as a service

Is the ENT nurse different from other disciplines or do they have lesser or greater 

control over how their practice is developed? In the past, nurses have been viewed as 

a largely female, disposable workforce, costly to produce and difficult to retain. 

Therefore, any further investment in their development may be considered as money 

not well spent. Studies designed to review manpower issues in nursing took a mainly 

deductive approach (Davies 1995). This reliance on facts and figures without
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exploring the context of why nurses entered the profession and, more importantly, 

why they were leaving, was perceived by Davies (1995) as a meaningless exercise in 

statistics. Employing such a limited perspective on the one hand, has done little to 

address the core issues at the heart of the problem, while on the other, it fails to 

promote the core ideals of nursing (Davies 1995). Basford (1995) and Davies (1995), 

arguing from a sociological perspective, claim that the existence of gender 

differences and power imbalances in health care is not limited to male, medical 

domination, and that a predominance o f men in organisational hierarchies has also 

stifled the development of nursing.

The current climate of blurring role boundaries and role expansion presupposes that 

there are many patients attending ENT departments who do not require the skills of a 

doctor. The emphasis being that nurses with the requisite experience, who are 

knowledgeable and competent in caring for persons with an ENT condition, can do 

much to deliver and enhance the service. Obviously apposite legal and professional 

issues such as one’s scope of practice need to be addressed prior to the 

implementation of any expanded roles (Department of Health (UK) 2002). What is 

not addressed within this evolving system is the educational requirement that is 

necessary for nurses developing ENT practice. Action on ENT (Department of 

Health (UK) 2002: 66) proposes in-house competency-based training, supervised by 

the consultant Otolaryngologist.

One of the more implicit findings of a descriptive survey conducted by ENT medical 

staff in the United Kingdom into the extended role of the ENT nurse practitioner is 

that no register or list exists as to who they are and where they work (Duvvi et al. 

2006). This fact limited the distribution of their questiormaire and findings to a 

convenience sample of 184 ENT nurse practitioners who were attending regional and 

national ENT/Maxillofacial courses. They claim, however, that a response rate of 

93.4% allows for some generalisability of their findings to the wider ENT nurse 

practitioner population. The conclusions from this study suggest that ambiguity 

exists with titles, grades, roles, fianctions, experience and educational preparation for 

these positions. There is no nationally recognised or agreed standard of education, 

within the survey population. Thirty-five nurses were educated to diploma level, 

whereas 39 have been awarded a degree. It is unclear from the report as to whether
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the exact courses that were undertaken by the ENT nurses were speciahty specific or 

generic programmes. Apart from Enghsh National Board (ENB) courses the authors 

could only find limited evidence supporting educational developments in ENT 

nursing practice. Searching the internet for ENT or ENT nursing courses revealed 

three recognised programmes, two generic (DipHE Health Care Practice and B.Sc. 

Hon, specialist practice nursing, with one specific BA (Hon) specialist practice Ear 

Nose and Throat nursing www.nursingnetuk.com (NursingNetUK 2007)(accessed 

16/04/07). Duvvi et al (2006) acknowledge the valuable contribution nurses are 

making to service delivery. However, issues of audit, accountability and professional 

fitness need to be addressed as a matter of concern. They further suggest that 

educational programmes should be standardised and regulated in order to protect the 

patient, the profession and the service (Duvvi et al. 2006).

This is all a far cry from the instructional documents written by Vlasto (1951) and 

Rotter (1956). Yet in exploring their texts further, one can identify an inherent 

acknowledgment of other contributions that nurses make to the care of the ENT 

patient that may be less evident on first reading. Nurses in the 1950s were being 

encouraged to develop skills of assessment and monitoring by becoming more 

proficient in the use of equipment such as head mirrors, nasal specula and the use of 

ear syringes. Yet it is stressed that the final assessment and confirmation of a 

problem or otherwise is the role of the doctor: ‘"Direct inspection o f the meatus by the 

surgeon is the only method o f ascertaining that the cerumen has been completely 

removed” (Vlasto 1951: 98). The importance of the role of the nurse in patient 

education, while not explicitly stated in terms of self-care or patient empowerment, is 

being made within these texts. There is an expectation that the nurse will instruct the 

patient on the instillation of drops or the use of inhalations, ensuring that the patient 

is aware of the need to adhere to infection control measures and how to initiate the 

first aid management of an epistaxis. While the terms ‘health promotion’ or ‘health 

education’ are not specifically mentioned, the need for constitutional wellness, in 

terms of fresh air, good ventilation and a nutritious diet in children from the poorer 

classes is alluded to throughout these books.

Vlasto penned the fourth edition of ‘‘The Nose, Ear and Throat fo r  Nurses and 

Dressers'” in 1951*'\ with the first edition being published some quarter of a century
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earlier in 1926. Much has moved on within health care and is reflected in the 

practices highlighted within Harris et al (1998) ’’'Core curriculum fo r ENT and Head 

and Neck nursing". A sociological review of ENT nursing practice poses more 

questions than answers, and one is led to query where is the practice coming from or 

going to? What are the driving forces and expectations of nursing practice? The 

database generated from reading and re-reading the ENT Nursing texts identified 

practices unique to the discipline. The categorising of these practices through 

translation and synthesis is the next step in identifying and interpreting what 

constitutes specialist domains of ENT nursing practice.

2.4.4 Translating the literature, synthesising the translations and expressing the 
synthesis

2.4.4.1 The role o f  the ENT nurse in practice

As in any other service, due consideration must be given to the needs of that service, 

the beneficiary of that service and the knowledge and understanding of the person 

delivering the service (Bjork 1999). In particular the discipline of ENT nursing needs 

to be aware of what it is attempting to achieve, in terms of outcomes and limitations. 

The Society of ENT Head and Neck Nurses in defining the scope o f practice states:

“  'ORL and head and neck nursing practice  ’ is defined as the care o f  

patien ts who have known or p red ic ted  physio logical alterations with 

emphasis on ORL disorders. Identifiable subspecialties include but, are 

not lim ited to, otology, neurotology, paedia tric  ENT, facia l, p la stic  and 

reconstructive surgery, head and neck oncology. The ORL nurse is a 

registered nurse M’ho is practisin g  in one or more o f  these subspecialties  ’

(SOHN 1994b: 3)

The purpose of this scope of practice is described as being to;

•  ‘Define ORL nursing practice

•  P rovide a fram ew ork f o r  professional growth and developm ent

•  Outline the responsibility and accountability o f  the ORL nurse ’(SOHN 1994b: 3)
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In developing their standards and scope o f practice, documentation set out the 

limitations o f what would be considered the minimal accepted levels o f competence 

for nurses caring for individuals with ENT disorders. Differentiations are made 

between two levels o f nursing practice within the speciality. ' '

“The ORL generalist” or the “ORL specialist nurse”: The ORL 

generalist nurse is one with: A baccalaureate degree in nursing and is 

competent in the observations, conceptualisation, diagnosis and analysis 

o f basic clinical and non-clinical ORL patient care". The specialist 

nurse: however, must be competent in the aforementioned at a complex 

clinical and non-clinical level but also have a “graduate degi'ee in 

advanced practice nursing and who is expert in ORL nursing care”

(SOHN 1994b:3-4).

These standards and scope o f practice broadly delineate two aspects o f practice, one, 

^'Standards o f  care" and two, '̂‘Standards o f  professional performance’’'. The Society 

by incorporating the process o f nursing, seeks to ensure that each person providing 

care to an individual, with an ENT condition, knows how to care for that individual 

and that a professional standard of care is maintained ' '  (Appendix 3).

The development o f these standards and the scope o f practice document assist ORL 

nurses in recognising their role and responsibilities within an evolving health care 

system that has clinical effectiveness and professional accountability at its core 

(SOHN 1986, 1994b).

Differentiating between what is considered the role o f the nurse practising within the 

speciality o f ENT nursing and the nurse practising as an ENT specialist or expert is 

difficult when essentially the actual practice has not been explicated. Riley considers 

the impetus for writing the book ‘‘̂ Nursing care o f  the client with ear nose and throat 

disorders'" as the need to provide a comprehensive text to enhance the knowledge o f 

nurses caring for patients with ENT conditions. The suggestion within this text 

being, that despite scientific and technological developments in treatment and the 

management o f disease, some nursing specialities are considered lower order and 

lacking direction, which will ultimately affect the care being delivered to the patient.
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In order to redress these perceived inadequacies this nursing text approaches this 

from a position of holism incorporating self-care practices of the ENT nurse.^

In the main, information pertaining to the anatomy, physiology, pathology and 

treatment options of ENT conditions is included in all the textbooks reviewed. More 

detailed information on the medical aspects of ENT disease can be provided by 

purely medical texts (Gray et al. 1992; Drake-Lee 1996; Corbridge and Hellier 1998; 

Milford and Rowlands 1999; Jafek and Murrow 2001; Roland et al. 2001; Gleeson 

and Scott-Brown 2008). To a lesser or greater extent all of the ENT nursing texts 

address the unique roles of the nurse in relation to four domains: assessment and 

monitoring, patient empowerment and self-care, health promotion and the clinical 

skills of the ENT

2.4.5 The domain of the assessment and monitoring role of the ENT Nurse

The impact and limitations that ENT conditions can impose on the sensory system, 

where deprivation and disability on an individual’s health and wellbeing, need to be 

sensitively addressed when caring for a patient with an ENT condition^. The ENT 

nurse’s professional craft needs to begin with an accurate assessment of the ENT 

system when attempting to provide appropriate care.'° Nurses need to take account 

of the patient’s general health and social history when conducting a systems review 

inclusive of the head and neck area and conduct a sensory assessment. Information 

pertaining to a patient’s ability to see, hear, smell, taste and touch, may provide vital 

information that can impact on an individual’s physical and psychological wellbeing 

and quality of life. Assessment information can also provide essential information
19that may consequently impact on their treatment options. Assessing and monitoring 

changes in a patient’s clinical status is considered the customary practice of nurses 

working in the acute care setting (Moser 2002; O'Neill and Le Grove 2003; Ryan et 

al. 2004). The importance of the role of the ENT nurse in assessment and on-going 

monitoring of the ENT patient in the provision of care is outlined by many.^’'°’̂ ^

2.4.5.1 Assessment
Welch (2000), Trim (2004) and Johnson (2004) view using appropriate, reliable 

assessment and monitoring tools as fundamental to the progression of a patient’s 

care. Obtaining baseline information provides a benchmark from which
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improvements and/or deteriorations in the person’s wellbeing can be assessed 

(O'Neill and Le Grove 2003). O f prime importance is an intimate understanding of 

anatomy and physiology and how changes in the individual’s physical health status 

can impact on their outcome (Trim 2004). Gilmour (2005) echoes these sentiments 

where it is advocated that nurses assessing and recording a patient’s sexual history 

need to be capable o f sensitive communication, within the context o f a confidential 

environment. This requires the nurse to have an in-depth knowledge o f sexually 

transmitted diseases and their treatment.

Stalker (1984) introducing their ENT nursing text outline the importance o f knowing 

the anatomical structure and its effective functioning. The significance o f a 

comprehensive knowledge o f the anatomy and physiological workings o f the ENT 

system results in awareness to the obstruction and loss o f function in the event of 

disease or damage to, the interconnected but confined ENT system. Furthermore, 

reference is made to the associated pain, swelling, and/or discharge affecting the 

individual’s ability to maintain vital functioning o f the upper-aerodigestive tract in 

order to breath, to eat and communicate. Welch (2000) advises that a comprehensive 

patient assessment encompassing both subjective and objective information is crucial 

to optimise patient outcomes. However, it has been highlighted that some 

organisational structures in terms of time and work systems may negate appropriate 

assessment and monitoring. This coupled with a lack o f knowledge and 

understanding as to the need for early referral to specialised care, has resulted in 

negative patient outcomes in terms o f the individual’s morbidity and mortality 

(Garrard and Young 1998; McQuillan et al. 1998; Goldhill et al. 1999).

The Oxford Advanced Learner’s Dictionary defines assessment as, ‘an opinion or 

judgement about somebody or something that has been thought about very 

carefully’’’ Monitoring is described as; ‘to watch and check something over a period  

o f  time in order to see how it develops, so that you can make any necessary 

changes'(llom hy  2010: 77, 991). One may argue what is the benefit o f conducting 

such an assessment when as nurses our primary purpose is to make a nursing 

diagnosis on which to base our care and the labelling o f medical diagnosis is 

primarily the domain o f the doctor who prescribes the treatment (Herdman 2008; 

Cashin et al. 2010). Historically, nurses have not been responsible for making
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medical diagnoses (Herdman 2008) but with the advent of changing role boundaries, 

nurses specialising and nurse prescribing has resulted in this added responsibility 

(Cashin et al. 2010).

Others would argue that it is fundamental to providing appropriate ENT care that the 

nurse would have specific knowledge, both theoretical and practical, to assess the 

ENT patient appropriately to be able to plan their care (Riley 1987; Selby 2011). 

These sentiments are echoed by Gregory (2000), a psychotherapist in relation to the 

subject of sexuality and sexual functioning. This article highlights the need for nurses 

to be able to carry out a comprehensive patient assessment in terms of sexuality, 

apart from time and appropriate training; the nurse must also be knowledgeable of 

the factors that will impact on the patient’s sexual functioning such as their 

condition, treatment options and psychological wellbeing (Gregory 2000). In 

developing standards of practice the Society of ENT Head and Neck Nurses in 1986 

claimed that the provision of holistic, individualised care for patients with ENT 

conditions is dependent upon obtaining an individual’s relevant health data and 

ensuring that the information acquired is accurate and complete (SOHN 1986).

The initial health assessment forms the basis of care provided to the patient. 

However, it is the systematic, on-going assessment and monitoring of the person that 

allows the nurse to gather data for the provision of continuous care. 

Recommendation as to the regularity or the extent to which comprehensive 

monitoring of ENT conditions or treatments should occur is not documented in the 

literature. Information pertaining to changes in the person’s ENT disorders 

throughout the trajectory of care must be modified, adapted and based on new 

information obtained. This allows for appropriate nursing diagnoses to be made, it 

facilitates patient care planning and permits their outcomes to be evaluated and 

measured (SOHN 1986, 1994b). The ENT nurse is responsible and accountable for 

individual practice, ensuring competency in "‘‘observation, conceptualization, 

diagnosis and analysis o f  basic clinical and nan-clinical ORL patient care" (SOHN 

1994b:3).

All of the text books reviewed, in relation to references to assessment, acknowledges 

the need to assess the patient systemically. '>2 3 ,4,5,6,7,8.9.10.11.12 emphasis within
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these texts is on obtaining specific information that relates to disorders of the 

person’s ENT system. Vlasto, Rotter, Pracy et al and Innes and Gates, refer to these 

initial assessments of the patient being the domain of the doctor. Pracy et al (1977: 

vi) make the claim that nurses lack an ‘‘"extensive background in anatomy” and 

therefore concentrate on the '"sympathy and commonsense aspects’'’’ of the patient’s 

care and management. “/« all hospitals the nurse is called upon to prepare the trolley 

with the available instruments and in a few  hospitals she may even be asked to carry 

out some simple procedures'^ (Pracy et al. 1977:10).

Sigler and Schuring, SOHN, and Harris et al all specify that the ENT nurse needs to 

conduct an initial assessment of the patient in order to care for the patient 

appropriately. Some of the ENT nursing texts presuppose that nurses working in this 

area of practice have attained general nursing education and are competent to 

conduct a comprehensive nursing assessment.’® An essential responsibility o f the 

ENT Nurse is to take an all-inclusive history, identifying risk factors and conducting 

a physical assessment of the ENT system.

2.4.5.2 Health History

Taking a comprehensive health history can be time-consuming (Gregory 2000; 

Welch 2000; Botti et al. 2001; Ahem and Philpot 2002) and organisational structures 

need to be in position to allow nurses to take the appropriate time to review their 

patient (Zeitz 2005). A significant advantage of conducting an initial assessment is to 

obtain baseline information prior to medical intervention where any improvements or 

deteriorations in the person’s condition can be identified (Ahem and Philpot 2002; 

Trim 2004). Apart from establishing the person’s reference data, the merits of taking 

a detailed health history give the nurse the opportunity to interact with the patient, 

identify key and interrelated problems, and allows for the appropriate diagnosis and 

care planning.'® In the main, history taking should include demographic details, 

presenting ENT complaints, coexisting ENT illness, past medical, surgical, 

pharmacological, family, psychosocial and cultural history. Essentially, this means a 

systematic review of body systems.'®

The earlier texts refer less to reviewing body systems but emphasise the need to take 

a sexual h i s t o r y ' d u e  to the secondary or tertiary manifestations of syphilis
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within the nose and throat. These older texts also refer to the inclusion of infections 

that an individual may be exposed to, in particular diphtheria. This is reflective of a 

time when there was partial uptake of immunisation programmes and the emergence 

of differing strains of disease (Vitek and Wharton 1998). The inclusion of a person’s 

immunisation programme is also recommended as that reflects differing international 

trends to immunisation and endemic diseases."^’̂ ’*®’̂ '’'  ̂ Sigler and Schuring, SOHN, 

and Harris et al add that developmental and environmental risk factors need to be 

included in general history taking, in order that the nurse will be cognisant of the 

potential disorders, disability and defects that may impact on an individual’s 

physical, psychological and social wellbeing.

In order to avoid confusion and/or conflicting information being given on the 

admission of the ENT patient, Innes and Gates (1985: 10) advise nurses to refer 

patient’s concerns regarding their presenting complaint to the "^doctor or a senior 

nurse”. On the other hand, Sigler and Schuring (1993) claim that all nursing staff 

assessing and caring for ENT patients should be capable and knowledgeable of 

dealing with their patients’ expressed concerns. The suggestion is made that with the 

advent of changing role boundaries and responsibilities within health care, nurses 

should be providing more direct care to patients rather than solely being responsible 

for the coordination of that care (Harris et al 1998, Action on ENT 2002). The 

stipulation being that the provision of relevant care is dependent upon those caring 

for patients having the requisite knowledge to understand the significance, interpret 

the findings and make the necessary referrals (McQuillan et al. 1998; Botti et 

al. 2001; Ahem and Philpot 2002; Trim 2004).

2.4.S.3 Physical examination

Prior to making a nursing diagnosis, the ENT nurse should be proficient in 

conducting a thorough physical examination of the patient’s head and neck area, 

identifying the normal and documenting abnormal f i n d i n g s . A l l  of the literature 

that comprises the database of ENT Nursing practice acknowledges the need for a 

comprehensive initial assessment of the patient. However, four texts 

specifically state that this initial assessment is within the ENT nurse’s scope of 

practice. Any physical examination requires the ENT nurse to prepare the 

environment ensuring quietness, confidentiality, appropriate lighting, and that the
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nurse is proficient in the use o f necessary equipment, which is readily to hand.'°’'  ̂

The physical examination o f patients’ ENT head and neck system is described in 

detail in Sigler and Schuring and Harris et al.

While assessing patients and collecting data pertaining to their on-going 

physiological wellbeing is now a recognised nursing responsibility (Moser 2002; 

Hughes 2004; Trim 2004), one may be excused for perceiving Pracy et aVs (1977) 

statement above as limiting the role of the nurse to assisting the doctor in this regard. 

Zeitz and McCutcheon (2003) attempted to trace the emergence o f ‘collecting vital 

signs’ as a nursing responsibility and refer to Nightingale’s 1860 notes on nursing 

where ^'observations o f  the sick" (Nightingale 1969: 105) in the main are seen as 

supply o f subjective patient information rather than objective findings. It is suggested 

that reference to nurse’s recording the patient’s temperature, pulse, respiration and 

blood pressure as standard practice did not appear in nursing textbooks until the 

1950s and 1960s (Zeitz and McCutcheon 2003). Mr Macbeth, in the forward to the 

book '"Aids to Ear Nose and Throat Nursing" in 1962 advises nurses o f the changes 

that were occurring in otolaryngology medical practice. Such changes were resulting 

in more detailed investigations, were allowing for greater surgical accuracy and were 

modifying the way in which patients were being managed within the speciality. As a 

consequence, he suggests that the focus o f nursing attention will necessarily require 

the nurse to take on greater responsibilities in the assessment and monitoring o f 

patients (Marshall 1962: vii-viii). Once a person’s baseline information has been 

collated, these data provide the benchmark from which changes can be evaluated 

(Sigler and Schuring 1993, Ahem and Philpot 2002, Trim 2004).

2.4.5.4 Monitoring

In reviewing the ENT nursing texts on monitoring, the ‘what’ and the ‘who’ appear 

to be addressed; however, little mention is made o f the ‘when’. Continuous 

monitoring is pivotal to the practice o f surgical nursing (Hughes 2004; Zeitz 2005). 

Systematic reviews o f the literature into the subject o f ‘vital signs’ acknowledge that 

this topic has exercised the minds o f many, while highlighting that empirical research 

into what, when and how people are being monitored, observed or assessed remains 

scarce (Evans et al. 2001; Lockwood et al. 2004). There is ambiguity as to what 

constitutes individualised patient care and best practice. Differing levels o f nursing
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practice, the skill mix and competence in the actual measuring techniques, can 

impact on the overall outcome for the patient (Evans et al. 2001; Lockwood et al. 

2004). However, it is suggested that educational programmes on skills development 

will do much to circumvent this problem (Zeitz 2005). Further research is 

recommended into what should be observed, the rationale for carrying out such 

observations, and the frequency with which they are recorded (Evans et al. 2001; 

Lockwood et al. 2004). Interestingly, Florence Nightingale (1860) detailed how a 

man tutored his son for a month in the skill of accurate observation. The child, 

following the rapid passing of a toy shop window, was expected to write down what 

he observed, succeeding beyond expectations during each attempt. This skill, Miss 

Nightingale felt, should be taught to all nurses, although the use of a pencil she 

thought may dull rather than sharpen the mind. The ability to observe a patient, she 

claimed, is a defining nursing skill and this point is illustrated in the following text:

“But ifyou  cannot get the habit o f  observation one way or other, you had 

better give up being a nurse, fo r  it is not your calling, however kind and 

anxious you be" (Nightingale 1969: 113).

It is accepted that the monitoring of the ENT patient’s physiological wellbeing in 

generic terms of their vital signs, i.e. blood pressure, pulse, oxygen levels, respiratory 

rate and temperature (Hughes 2004), are the responsibility of the ENT 

n u r s e . A  survey into nursing observations of 1,873 patients 

conducted on 82 wards within four trusts found that nursing observations on 229 

critically ill patients were deficient (Chellel et al. 2002). The authors acknowledge 

that this survey measures just a ‘moment in time’ and that the findings would have 

limited generalisability. Comparisons, however, are drawn with the McQuillan et al 

(1998) confidential inquiry, into the management of airway, breathing, and 

circulation monitoring of critically ill patients on general wards prior to intensive 

care admission, where the monitoring of these patients was found to be suboptimal.

From the established database of ENT Nursing Practice texts, the signs and 

symptoms referred to by Vlasto were employed as the seminal text and a baseline of 

what should be observed when caring for the ENT patient in relation to the ear, nose
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and throat.’ The signs and symptoms referred to in this text are not definitive and do 

not specifically state that the recording of such observations is the responsibility of 

the nurse. However, this information is being used to establish the degree to which 

the other texts concur or differ with what should or could be monitored when caring 

for a patient with an ENT disorder.

In relation to ear disease, five texts'’̂ ’'*’̂ ’̂  all agree that monitoring and observing the 

patient for pain, swelling, discharge and sensorineural functioning will indicate 

deterioration or improvement in a patient’s overall ear condition. It is advised that in 

addition to the signs and symptoms already referred to, patients with certain balance 

disorders such as Vertigo or Meniere’s disease require the nurse to observe the 

effects of specific head positions adopted by the patient and how their dietary intake 

(especially salt) and output will impact on their wellbeing. Many authors stress the 

importance of monitoring gustatory functioning for patients with middle ear
5 7 8  10 11 12disease. ’ ’ ’ ’ ’ The chorda Tympani, a sensory branch of the VII cranial nerve 

(facial), whose natural course is through the middle ear, to supply the lateral anterior 

two thirds of the tongue for taste of sweet, sour and salt, is at risk of damage during 

episodes of acute and chronic middle ear disease or following surgery. As a 

consequence, the monitoring of taste disturbances becomes an important ENT 

nursing responsibility. All of the aforementioned observations are included by some 

authors but acknowledge that changes in the investigation and treatment of a person 

with ear conditions charges the nurse with the responsibility of monitoring patients 

who require detailed audiological investigations such as electrocochleography, 

electronystagmography, rotary chair, platform posturography and automatic 

brainstem response.’®’” ’'  ̂ While nurses may not be responsible for conducting such 

tests, they may be responsible for pre and post procedural ear and clinical hearing 

evaluation together with the person’s gaze and gait responses prior to discharge. An 

understanding of why these tests are being done and how they will affect the patient 

under their care is essential for nurses working in ENT departments where such tests 

are being carried out.

In relation to caring for a person with nasal disorder issues of pain, swelling, 

discharge (in particular bleeding), respiratory, deglutition and sensorineural function 

as noted by Vlasto (1951) can be identified within all of the ENT texts. Six
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in particular refer to the need for nurses to monitor fluid balance and 

swallowing, as significant fluid loss can result from nasal discharge and drainage, 

passing posteriorly over the pharynx and being swallowed."^’̂ ’̂ ’̂ ’*’̂  In terms of 

sensorineural functioning anosmia can be a corollary to disturbance of the cribriform 

plate that houses the olfactory bulb; this can occur during episodes of trauma, disease 

and surgery. Identifying and monitoring alterations in a person’s sense of smell is 

primarily to facilitate the recognition of complications but also impacts on the care 

delivered to the individual. This patient may fail to recognise malodours associated 

with personal hygiene, decaying food and noxious gases, which can impact on an 

individual’s health and safety. The patient may need alternative instructions on how 

to circumvent these problems such as the instillation of smoke alarms, the 

highlighting of the need to review sell by dates and the instruction of personal 

hygiene regimes. A patient’s care can be modified dependent upon observations 

recorded.^’̂ -̂ ’̂ ’''̂ ’'®’*'’’̂

Due to the close proximity of the brain to the ENT systems, in particular the nose and 

sinuses, which are merely separated by thin bone, cerebral complications can be 

associated with nasal disease and its treatment. These complications can be 

recognised by monitoring the patient’s levels of consciousness, lethargy, irritability, 

headaches, seizures, anorexia and vomiting."*’̂ ’̂ ’’’*’̂ ’’'’’" ’'  ̂Anatomically, the opening 

of the eustachian tube is posterior to the turbinates within the nasopharynx. 

Obstruction as a consequence of nasal packing, swelling and/or discharge can 

interfere with its normal functioning. Therefore, monitoring of the eustachian tube 

function, to identify and or prevent auditory complications, is standard.'*’̂ ’̂ ’’’̂ ’̂ ’'®’" ’'  ̂

Nasal evaluation and monitoring in cases of allergy may require the nurse to monitor 

the degree of obstruction using rhinomanometery, skin testing and nasal 

cytology.''’’” ’'  ̂ An important monitoring function of the ENT nurse is the 

appropriate use of equipment to review nasal functioning, such as a light source and 

mirror or an endoscope. By directly visualising the area the nurse will be able to 

identify problems, improvements and/or compliance with treatment options.

The Oro-pharyngo-laryngeal observations for an ENT patient as suggested by Vlasto 

(1951) pivot on their airway, breathing, circulation (ABC) and the patient’s 

neuromuscular functioning. Disease, trauma and treatment can often result in pain.
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swelling and obstruction with ensuing difficulties in breathing, swallowing 

(increased or decreased), bleeding, shock, delayed wound healing, disfigurement and 

altered c o m m u n i c a t i o n . S o m e  authors'*’̂ ’’’'®’” ’*̂  outline the 

significance of reviewing neck and shoulder function in caring for patients who have 

major ENT disease, involving head and neck surgery and/or radiotherapy. In certain 

cases, and out of necessity, the sacrificing of the accessory nerve may be necessary 

to eradicate disease process; as a consequence, the functions of the trapezius and 

sternocleidomastoid muscles will be reduced and the person may have limited head, 

neck and shoulder movements.

The value of monitoring the difficulties a person may have in shrugging their 

shoulders and turning their head allows the ENT nurse to make timely and 

appropriate referrals to maximise the care delivered to the patient. Similarly 

reference is made to the need for regular review of wounds and skin integrity, in 

particular following interference with the major vessels of the external carotid and 

the jugular vein where large skin flaps are displaced and used to repair defective 

areas. In these cases, the blood supply to the tissues is compromised with any 

additional tension and/or fiiction on the skin surface posing a greater potential for 

wound breakdown. The monitoring of colour, temperature and blanching of the 

tissues are crucial indicators as to the integrity of the tissues and the early recognition 

of any deviation fi'om the normal, permits intervention and a more positive outcome 

for the patient.'*’*’̂ ’*'̂ ’'*’'  ̂ Some would caution the ENT nurse to be vigilant to 

medication sensitivities, as the patient with oropharynlaryngeal conditions and 

treatment are already exposed to the potential dangers of airway obstruction, 

bleeding and shock due to the disease process and/or their treatment.*’̂ ’*̂ ’” ’'  ̂

Observing the patient for repetitive swallowing may be an early indication of 

bleeding.^’"

The muscles of mastication temporalis, masseter, lateral and medial pterygoid and 

the temporomandibular joint (TMJ) function, facilitate mouth opening.^’'  ̂ Trismus 

and TMJ dysfunction may occur from maxillary to mandibular malocclusion and, 

over time, this can cause weakness, tenderness and pain within the muscles of 

mastication and the joint itself^ However, acute oropharyngeal conditions such as 

peritonsillar abcesses'*’*’̂ ’*'̂ ’” ’'  ̂ head and neck tumours and their treatment can
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similarly impact upon the muscles of mastication and the TMJ causing pain, 

difficulty in swallowing and muscle weakness.^’'  ̂ Monitoring the function of the 

TMJ in cases where it has been identified as a contributing factor, is considered a 

responsibility of the ENT nurse.^’'^

References are made to the need for nurses caring for all ENT disorders to monitor 

compliance with prescribed treatment, as in doing so, one is also monitoring the 

individual’s understanding of their condition, their coping skills and their readiness 

to learn about s e l f - c a r e . D e s p i t e  the fact that all of the authors refer to 

monitoring and observations being the responsibility of the ENT nurse, no author 

stipulates precisely the frequency with which the patient should be observed. Botti et 

al (2001) studied the incidence and occurrence of femoral artery bleeding in 55 

patients within the first six hours following coronary angiography. While routine 

vital signs were being recorded half hourly as per protocol, in 59.4% of patients the 

bleeding was detected by direct observation of the puncture site by the nurse and in 

40.6%, the patient noticed the bleeding. It is proffered that the ritualistic recording of 

vital signs contributes less to the early detection of femoral artery bleeding following 

coronary angiography than communicating and physically observing the person. This 

study emphasises the importance of understanding the context for physical 

assessment and monitoring as it relates to the patient and to one’s own areas of 

practice (Botti et al. 2001).

ENT nursing practice is no different from other areas of practice; the process starts 

with the assessment and monitoring of patients to ensure appropriate care is 

delivered (Riley 1987). In an attempt to understand what one needs to assess and 

monitor the 12 texts studied revealed that ENT nurses need to have a fundamental 

understanding of the ENT system. Gregory (2000), in relation to addressing sexual 

health issues of care, claims that nurses need to be aware of normal functioning, how 

disorders impact on the individual’s wellbeing and physical activity, be able to 

recognise deviations and improvements within the context of the care provided and 

to take appropriate actions based on the information received and documented. 

Transposing this ideology to the practice of ENT nursing, stark similarities can be 

identified within the standard of professional practice outlined by SOHN (1994a). 

That states that nurses need to practise from a sound knowledge base, be responsible
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for collecting patient health data, they need to analyse this information, diagnose and 

identify patient outcomes that allow for appropriate planning to care for a person 

with ENT disorders.' '

2.4.6 The domain of patient empowerment and self-care practices in ENT 
nursing

The dictionary definition asserts that empowerment is to give power to authorise 

(Oxford dictionary of Current English (Allen 1985: 240). The central tenets of 

empowerment according to Barker et al (2000) are autonomy, improvement, 

collaboration, participation and a focus on strengths as opposed to problems. 

Empowerment is difficult to define but pivotal to explaining its purpose is the 

context in which “power”, the ability to influence others (Ashley 1973), is being used 

and whether the context of that power is one of investment or divestment (Ellis-Stoll 

and Popkess-Vawter 1998). Organisational empowerment is a process of giving 

others greater control over their work lives, devolving responsibility and encouraging 

accountability within one’s area of authority (Shaw 2002). In taking these sentiments 

and relating them to an individual within the social context of healthcare it becomes 

apparent that elementary to the process of empowerment is knowledge, a deep 

understanding of oneself and an ability to participate (Gibson 1991; Shaw 2002).

2.4.6.1 Empowerment

Gibson’s (1991) concept analysis of empowerment identified important antecedents 

whereby an individual needs to have ownership and responsibility for their health, 

there needs to be respect for a person’s autonomy, patient participation should be 

encouraged and the locus of control established or transferred to the province of the 

person. While it is acknowledged that patients empower themselves, nurses can 

support and facilitate this development in others. However, mutual respect and trust 

are crucial qualifications for the process of empowerment. Autonomy is an 

antecedent to empowerment. Ellis-Stoll and Popkess-Vawter (1998) suggests that 

when one is attempting to empower an individual to bring about a behavioural 

change, the person must be able to identify their difficulty and be motivated to 

change whilst being capable of problem solving and interpreting the significance of 

the choices they make. Education is a critical factor to the process of empowering a 

patient to comply with treatment (Gethin 2002). While acknowledging that some
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patients do not have the capacity to participate or are reluctant collaborators in their 

care (Waterworth and Luker 1990), others may decide against any proposed 

treatment (Gibson 1991).

Employing a grounded theory approach Waterworth and Luker (1990) conducted 12 

informal interviews with medical patients in an attempt to describe their perceived 

involvement in the decision making process about their care. The findings from this 

study are acknowledged as limited but do serve to illustrate that some patients do not 

actively seek, and are reluctant, to participate in their care. Within their study, a 

patient refers to the fact that health care professionals had specific knowledge about 

their condition and were in fact qualified to make what would be considered essential 

decisions about patient care (Waterworth and Luker 1990). Hewitt-Taylor (2004) 

claims that this is the perpetuation of paternalism and that the nurse who is capable 

of differentiating between the person who wishes to defer to the doctor and the one 

who requires additional knowledge to be empowered, is an example of an expert 

nurse. Tmobranski (1994), in a discussion document, argues that current consumer 

orientated healthcare has collaboration at its core but realistically patient choice and 

empowerment needs to include the wider social and organisational structures of 

healthcare. Irrespective of the degree to which the person desires participation and 

the extent to which the nurse can facilitate empowerment, differing health care 

settings, hierarchies, politics and competing resources can place limitations on the 

process (Tmobranski 1994; Hewitt-Taylor 2004).

2.4.6.2 Self-care

Orem et al (1995: 95) defines self-care as ‘‘‘'the voluntary regulation o f one’s own 

human functioning and the development that is necessary fo r  individual’s to maintain 

life, health, and wellbeing”. The individual’s capacity to self-care is multifaceted. 

The person, their age and development, the environment where they are currently 

residing, their health, in particular where they are presently placed on the continuum 

between independent and dependant living all play their part. Within the self-care 

deficit theory as described by Orem et al (1995: 7), nursing is considered as:
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“ an art practiced by ‘‘doing f o r ” the person with the disability, by

"helping him to do for himself’ and or by “helping him to learn how to 

do for himself’. Nursing is also practiced by helping a capable person 

from the patient’s family or a friend o f the patient to learn how “to do 

for ” the patient ” .

The context o f  nursing care within the Orem et al (1995: 5) self-care deficit model is 

where the nurse or another person m ay take on the self-care agency for the person in 

order to “act or do for, guide or direct, provide physical and psychological support, 

maintain personal development and teach ” address as appropriate the person’s 

identified self-care deficit needs. In abstract terms, nursing is referred to as the action 

or information needed to provide for change when one is unable to provide it for 

oneself This situation is predicated on ensuring the identification o f  the “proper 

object” o f  the care being provided. In essence, this m eans one m ust be able to 

describe the “object” in terms o f what and why but the context o f  “proper” being the 

specialised knowledge or practice that is needed to deliver the care required (Orem et 

al. 1995: 8). A study conducted by Toljam o and Hentinen (2001) exemplifies the 

core concepts o f  self-care. It describes the impact o f  diabetes mellitus on one’s bio

psychosocial functioning and the behavioural changes that are required o f an 

individual following diagnosis to m aintain health and what the ensuing 

responsibilities for the patient and his or her fam ily actually are. This was a 

quantitative study into adherence to self-care and gylcaemic control among 213 

people with insulin dependent diabetes mellitus. The questionnaire employed, while 

not a previously validated tool, was designed in part from interviews on adherence to 

diabetes self-care regim es in 11 patients. The findings reveal that patients for the 

m ost part adhered to prescribed m edication, while other aspects o f  their self-care 

such as urine testing, evaluation o f  diet, exercise, foot care and adjustm ents to self- 

care based on fear o f  hypoglycaemia, were deem ed flexible by 91 study participants 

with only 32 adhering to prescribed self-care routines. The conclusion from this 

study was that non-adherence to self-care is liable to result in poor m etabolic control.

In attempting to unpack both the idea o f  self-care and patient em powerm ent in ENT 

nursing practice it can be seen that certain information contained within the domains 

o f  patient em powerm ent and self-care are sim ilar and, in the main, overlap. For an
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individual to be in control and to have ownership of their health and wellbeing, 

requires a spirit of participation and mutual respect. This also integrates the concept 

of ‘agency’, where a person is encouraged to take control over their life that is based 

on an understanding of one’s capabilities and that a person can act intentionally 

(Bandura 1997). The person’s ability to choose the best possible option may be 

dependent upon the nurse’s ability to provide relevant guidance, and support. 

Teaching within a specific setting may allow for the patient’s self-actualisation and 

personal development. To facilitate description, the term self-care will be used; 

however, where the databases differ, specific reference will be made to 

empowerment.

2.4.63 The ENT nurses role in patient empowerment and self-care 

The idea that nurses can facilitate a patient’s development in the area of ENT nursing 

to a lesser or greater extent can be extracted from within the 12 nursing texts referred 

t o  1,2,3,4,5,6,7,8,9,010,11,12 ggggj^tial for any nurse to promote the concept of self-care and 

patient empowerment is that one is operating from experience and a sound 

knowledge base.^’'°’” ’'^

2.4.6.3.1 Earcare

The older texts make little reference to self-care or patient empowerment; however, 

when addressing ear care, allusion to the idea of self-care is in terms of guiding and 

teaching the patient to cope with tinnitus, hearing loss, head positioning and 

movement following acute episodes o f Meniere’s, disease or ear surgery.'’̂  As a 

consequence of instruction by nursing staff, further links with self-care can be 

acknowledged, with patients being encouraged to take responsibilities for outer ear 

dressings, ear hygiene and eustachian tube function in an effort to minimise and 

prevent infection. While references to self-care are not stated in language that could 

readily be recognised as empowering, none the less, the design of the information 

given to the patient is to increase the person or carer’s awareness of the actual 

problems that impact on their health and wellbeing, and is aimed towards developing 

skills in coping with limitations.^’"*’̂ ’̂ ’’’*

Various authors actively address the issue of self-care and patient empowerment as it 

pertains to patients who have ear disease.^’'®’' O n c e  the patient has been rigorously
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assessed by the nurse and identified as having a problem with their auditory system, 

treatment options, potentials for improvement, risks and consequences associated 

with potential treatment options need to be discussed in a spirit of participation. The 

patient, parent or carer should be guided, taught or supported toward the 

development of techniques and alerted to potential risks that are necessary to care for 

them once a particular condition has been identified. In the main, these relate to the 

management of pain, discharge, deafness, dizziness, eustachian tube function, ear 

hygiene, ear protection and the proper application of aural medication.

Surgical intervention for external and middle ear disease poses risks of infection, 

wound grafts or prosthetic devices that can be vulnerable to breakdown and 

displacement during episodes of sneezing, coughing, nose blowing and the adoption 

of certain head positions. This information needs to be explained to patients in terms 

that relate to their specific condition and that can be understood, as this may 

ultimately, impact on their ability to hear, or could be potentially disabling. The need 

to educate the patient, parent and carer to the potential risks and management of 

problems associated with ear conditions and their treatment, in particular cerebral 

complications and facial paresis, are identified throughout these texts as significant 

nursing responsibilities. For conditions such as Meniere’s disease and balance 

disorders where the person’s diet, exercise, head movement and positioning may be 

contributing factors to their state of wellbeing, guidance and teaching on nutrition is 

vital information that needs to be explained to the patient or carer. Loss of hearing 

and tinnitus may occur as a result of chronic ear conditions and require significant 

adaptation on the part of the individual to cope with this recognised disability (WHO 

2001). Advice on hearing aids and noise generators respectively are aimed at 

addressing significant perceptual and sensory difficulties, offering patients 

information and assessing their understanding is an attempt at facilitating control 

over their health and wellbeing.^’*®’' ' ’’̂

2.4.63.2 Nasal care

Patient problems relating to nasal and sinus disease (nasosinus) in the earlier text are 

described as pain (facial and nasal), discharge (mucous, watery, purulent or blood), 

swelling, nasal airway obstruction, anosmia, sneezing and mouth breathing. 

Treatment for patient’s problems are referred to as supportive in the form of medical
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or surgical management, which is designed to restore the function of the nasal 

passages and sinuses in an attempt to eradicate or control these

12 3The establishment of self-care as a process is not recognised by some authors ’ ’ yet 

during episodes of nasal bleeding, discharge, obstruction, sneezing and mouth 

breathing, reference is made within these texts to patients being advised and taught to 

apply digital pressure to the nose to arrest haemorrhage. When nasal packs have been 

inserted as an emergency measure or as a consequence of surgical treatment, the 

patient is encouraged to maintain an upright position and to mouth breath to prevent 

any additional airway obstruction. These are viewed as essential measures to prevent 

harm. Nasal obstruction, as a consequence of the person’s disease or its management, 

requires the person to mouth breath, therefore adherence to strict oral hygiene 

practices is also advised to prevent drying of oral mucosa, infection and further 

discomfort. Nasal and sinus mucosa that is swollen, painful, irritated and discharging 

due to insult or injury, is prone to drying; this requires the patient to drink 

sufficiently, instigate humidification practices in the form of nasal douches to 

moisten the area and to use a nasal lubricant to prevent crusting and bleeding.

Patients with problems of sneezing and discharge are instructed to ensure they 

employ appropriate ventilation measures within their homes to limit exposure to 

dust. The initiation of infection control measures to minimise droplet infection and 

avoid the contamination of others is viewed as vitally important. Basically the 

methods referred to are: avoiding overcrowded areas, reducing others’ exposure by 

isolating oneself until infective period has passed, covering one’s mouth and nose 

during episodes of sneezing and coughing when droplet contamination is greatest, 

and cleaning and disposing of materials that have been exposed to the offending 

o r g a n i s m . A l l  of these practices are alluded to in these texts but not as self-care or 

patient empowerment methods.

Others" ’̂̂ ’̂ ’’’̂ ’̂  concur with these views but are slightly more explicit in their 

reference to self-care and nasosinus conditions. Patient awareness of their condition 

and its treatment is deemed to be essential knowledge for the patient to have in order 

to ensure treatment compliance. However, no reference is specifically made to



patient empowerment. Procedures such as the instillation o f  nasal drops requires the 

nurse to teach the patient the im portance o f  nasal hygiene and instruction on 

appropriate technique needs to be explained to ensure the person receives maximum 

benefit from the medication. Identifying allergies and desensitising patients to known 

allergens requires further advice on avoidance techniques, diet and exercise, 

m edication to m inim ise the impact o f  disease and possible surgical 

intervention.'*’̂ ’®’̂ ’*’̂  Two authors advocate the use o f  an allergy diary^’̂  where the 

patient is instructed to record on a daily basis places, activities, diet and exposure to 

pollutants noting any allergic response they m ay have.

Three texts'^’” ’'^ refer to all o f  the aforem entioned instruction, teaching and patient 

awareness o f  nasosinus disease as being designed to facilitate coping with 

limitations. Additional reference is m ade to cases where anosm ia is present and self- 

care is proactively addressed as it impacts on the individual’s social functioning and 

personal safety. O ne’s sense o f  smell provokes a gustatory response and provides a 

level o f  motivation for eating; therefore the absence o f this m ay lead to weight loss. 

Lack o f  awareness to pungent body odours may impact on the person’s ability to 

interact socially and could have a negative effect on an individual’s health and 

safety. These texts refer to patient education program m es for diet, hygiene and 

personal health and safety to restore an elem ent o f  control over their wellbeing. 

Nasal deform ities either congenital or acquired can result in any or all o f  the nasal 

symptoms referred to (pain, discharge, swelling, nasal airway obstruction, anosmia, 

sneezing and m outh breathing) but also can have an impact on one’s body image and 

ability to adjust psychologically. These authors, in preference, refer to self-care in 

terms o f  guidance, education and support for a patient or their carer who have 

problem s relating to nasosinus disorders. Em phasis within these texts is placed on 

identifying the individual’s particular problem  and encouraging patient participation 

in the provision o f  a solution.''’’” ’’^

2.4.6.3.3 Oropharyngeal and laryngotracheal care

Diseases o f  the oral cavity, larynx, pharynx and trachea (oropharyngeal 

laryngotracheal), in the main, result in patients experiencing pain sometimes referred 

to as a “sore throa t”, swelling, foreign body-sensation, dysphagia, reflux, 

hoarseness, dysarthria and obstruction o f  the airway. >’2 3 ,4,5,6,7,8,9, 10, 11,12 again
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12 3obfuscating references to the matter of self-care are made by some ’ ’ with hygiene 

practices in the form of infection control being similar to those referred to for 

nasosinus disorders, minimising droplet infection and preventing the contamination 

of others.

Instructions on self-care and infection control measures for oropharyngeal and 

laryngotracheal disorders are all the more relevant in these texts due to the 

prevalence of diphtheria in the 1950s and 1960s.’’̂ ’̂  Pain, swelling and difficulties in 

swallowing highlight the need for the patient to be advised on medication 

compliance with inferences made of the need for appropriate intake and output to 

avoid possible renal complications associated with bacterial throat infections. The 

need for the patient to be advised on appropriate rest during the systemic 

manifestations associated with the on-going disease processes is alluded to. In cases 

involving children, the mother should be properly instructed on how to manage the 

child while ill with this condition. If an individual has difficulty in swallowing, the 

instigation of dietary limitations, with the patient being directed as to what they can 

and cannot eat, is deemed necessary.

It is recommended that patients with oropharyngeal, laryngotracheal conditions are 

required to carry out regular mouth care to limit exposure to infection and to keep the 

mouth from harbouring bacteria. The altered airway, in cases requiring both 

temporary and permanent tracheostomy, is referred to in terms of the patient caring 

for their tracheostomy tube, labouring on the issue of infection control and care of 

the equipment. It is acknowledged that the patient will need to instigate some form of 

humidification to prevent the drying up of tracheal secretions; however, apart from 

reference to communication difficulties, where the person will require pen and paper 

and the reinstating of nutrition may be problematic, sometimes necessitating 

nasogastric feeding, little other mention is made to the person caring for themselves. 

In realistic terms, many of the patient care problems associated with an individual 

who has a disorder of the oropharyngeal laryngotracheal area have been addressed 

within these texts. While the rationale for the care may be explained for the readers’ 

benefit, there is however, no evidence within these texts to suggest that this
12 3information is being transferred to the patient or carer. ’ ’
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Knowledge about one’s condition, its complications and limitations and an 

understanding o f the systemic and local manifestations of the disease are considered 

important prerequisites to self-care.'^’̂ ’̂ ’̂ ’*’̂  These authors are similar to others, 

referring to patient problems associated with oropharyngeal and laryngotracheal 

conditions such as pain, swelling, foreign body-sensation, dysphagia, reflux, 

hoarseness and respiratory difficulties. Self-care practices such as medication, 

appropriate intake and output, rest, dietary limitations, mouth care, humidification, 

infection control measures, maintenance and care of equipment, hygiene practices, 

airway management, communication, and nutrition are also discussed (although
1 ^  ■j

mdirectly) by three texts. ’ ’ These issues are addressed more explicitly by others. 

4 ,5 ,6,7 ,8,9 approach adopted by these authors is not referred to as ‘empowering’ 

but seeks to provide the person or carer with more detailed information and a 

rationale for carrying out the practice as it applies to the individual.

The complexity o f oropharyngeal and laryngotracheal head and neck conditions and 

surgeries often results in life altering circumstances and adjustments to everyday 

living patterns in order to ensure the person’s health and safety. By and large this 

relates to the individual’s airway, speech, nutrition, body image and psychological 

wellbeing. authors’*’’’' ’'^ concur with all o f the aforementioned

issues pertaining to self-care and disorders o f the oro-laryngo-pharyngo-tracheal but 

add that the importance o f the person’s condition and wellbeing are affected by their 

response to pain, swelling, foreign body-sensation, dysphagia, reflux, hoarseness and 

respiratory difficulties and that these may pose difficulties when making informed 

decisions about their care (Bandura 1997). Disfunctionality or altered function of the 

anatomical structures and physiological workings o f the oro-pharyngeal-laryngo- 

tracheal area, as a consequence o f benign or malignant conditions, result in 

significant difficulty in swallowing, speaking, breathing, social functioning and place 

a negative effect on the person’s health and safety.

In order to facilitate a person in taking control over their ENT health, the ENT nurse 

must be able to invest time and have an essential understanding o f the patient’s 

concerns and possible outcomes. This necessitates the nurse being cognisant of the 

individual’s problems and being accomplished in identifying and informing the 

patient o f potential risks associated with their ENT disease and its treatment. This
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attempts to facilitate an element of control for the individual or their carer.

Health and safety teaching is essential when addressing issues of self-care and in the 

main these texts related this to patients with an altered aerodigestive tract, 

communication methods and body image.

Self-care in relation to the altered airway requires not only an understanding of the 

condition but also of the impact of maintaining adequate nutrition and fluid balance. 

The patient needs to be informed of the impact of systemic dehydration on the 

trachea causing dryness and thickened secretions. Tracheal humidification is another 

essential element of maintaining liquid secretions within the airway thus preventing 

mucous plugs blocking it. The patient or carer need to be taught and advised of such 

information along with coughing techniques and suctioning skills to ensure that the 

airway is always patent. Self-care and patient empowerment practices relating to 

communication and nutrition are addressed in great detail within the guidelines 

issued by the Society of Otorhinolaryngology Head and Neck Nurses."

Altered speech in terms of self-care addresses voice rest and exercises being 

encouraged to improve voice quality. The significance of maintaining oral hygiene 

practices and identifying and advising the patient on exposure to environmental 

pollutants such as dust and tobacco is considered important information for the 

person to have. Illuminating the impact of benign and malignant oro-pharyngo- 

laryngo-tracheal conditions on an individual’s ability to communicate together with 

difficulties in swallowing and the dietary constraints, are viewed within the remit of 

nursing, in terms of promoting self-care (ibid). Following assessment, the patient or 

carer is advised and instructed appropriately to address the patient’s specific need. In 

cases where there is a risk of aspiration, the appropriate management may be to stop 

or restrict oral intake and initiate alternative nutritional support. Alternatively, in 

cases where the pharynx is inflamed due to infection or local surgery and there is no 

aspiration risk, the self-care support may be to address the issue of compliance with 

pain management and encouraging the patient to swallow.

Within these texts the importance of assessing the individual’s and/or carer’s 

readiness to learn and their level of understanding allows the nurse to give 

information in clear unambiguous terms so that the patient can manage, control and
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take ownership o f their health and wellbeing (Bandura 1997). Support and guidance 

from someone who has the necessary skills is essential for the person to

develop confidence and competence in the skills that will be required to maintain and 

improve their wellbeing while also contributing to their personal development (Orem 

1995). Some texts propose that ENT nurses design self-care programmes for 

identified problems that are individualised to specific patient’s needs.

While reviewing the database on self-care and patient empowerment practices for 

ENT conditions the requirements o f self-care relate to problems identified and 

associated with abnormalities in the individual’s ENT anatomy and physiology. The 

impact o f pain, swelling and discharge within the ENT system can affect the 

individual’s ability to provide self-cai'e in the pre and post treatment periods. 

Clarification o f misconceptions in relation to sensory or perceptual difficulties, 

facilitating treatment compliance and coping with limitations are viewed as essential 

nursing contributions in supporting an individual’s patient in terms o f their ENT 

health. What is significant, however, is whether the condition is acute or chronic 

and/or the person’s care requires adaptation to short or long term life changing 

behaviours is dependent upon the nurse having the requisite knowledge to address 

the patient’s concerns. ^ .6,7,8,9, 10, 11,12

Throughout some texts nurses were being encouraged to use their knowledge and 

understanding o f the disease processes and possible treatment options to care for the 

individual ENT patient. Transferring information to the patient or carers is dependent 

upon establishing the individual’s readiness to learn and their ability to adopt self- 

care b e h a v i o u r s . W h i l s t  this transfer o f knowledge, as an attribute towards 

patient empowerment, is viewed by some authors as the doctor’s responsibility'*’̂  

others view it as the domain of a knowledgeable n u r s e . T o  encourage active 

participation in the decision making process about their treatment the ENT patients 

need realistic, objective information about their condition in language that can be 

understood.

2.4.7 The domain of the health promotional role of the ENT Nurse

Health education and disease prevention are interlinking parts o f the concept of 

health promotion (Tones and Tilford 2001). hi discussing health promotion one
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attempts to begin with a definition of health as a starting point; however, as health 

essentially means different things to different people in different circumstances 

(Ewles and Simnett 1995), one is forced to take up a fall-back position. The World 

Health Organisation (WHO 1948:1) refers to health in its constitution as: “a state o f  

complete physical, mental and social wellbeing, not merely the absence o f  disease 

and infirmity”. While this definition has been criticised by many writers on health 

promotion and is viewed as being somewhat of an aspiration, they do, however, 

recognise that health is an elusive concept that is not readily amenable to a single 

definition (Dines and Cribb 1993; Ewles and Simnett 1995; Simnett 1995; Downie et 

al. 1996; Naidoo and Wills 2000; Seedhouse 2004). The various influences on a 

person’s health relate to their physical, psychological and social wellbeing but one 

must also be aware of the influences of the environment at a policy level (Naidoo and 

Wills 2000). Two distinct approaches exert different pressures; the behavioural 

approach focuses one’s attention on the individual, while the structural approach 

addresses the issues of socio-economic and political conditions for health (WHO 

1986; Naidoo and Wills 2000; WHO 2009).

In tracing the history of health promotion, it has been suggested that as a concept 

health promotion is a more recent development, spanning approximately the last 

thirty years. However, if one was to draw associations with public health without the 

tag of health promotion, the late 19th century heralded change (Berridge 2005). The 

discovery of bacteria and knowledge about the spread of disease was the impetus for 

legislation. Factors such as education, housing, sanitation and water supply were 

designed to stem the spread of disease by improving the wellbeing of society at large. 

Tentative references to these issues can be seen in some of the older t e x t s . T h e  

shifting patterns of health promotion were predicated on changes within the 

environment, public health and social policy and a move towards encouraging 

personal prevention strategies (Tones and Tilford 2001; Berridge 2005).

The distinction in health promotional models between education, prevention and 

empowerment strategies are argued on the grounds of socioeconomic, political and 

personal imbalances of power. It has been suggested that current health promotional 

models do not consider the individual, they are dominated by the medical model that 

focuses on ill-health, materially driven, and victimises the person for their health
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status. Considering these imbalances the educational approaches are designed to 

provide information and teach the patient but can be criticised for paternalistic 

attitudes that can be questioned ethically because ill-health can often be outside the 

control of the individual (Seedhouse 2004). Prevention strategies focus on disease 

and are strongly aligned to the medical model that centres on the individual and cure 

this at times neglects to consider the contribution of the aforementioned extraneous 

circumstances. Employing empowerment as a method of health promotion is 

designed to raise consciousness but is dependent upon the individual’s capacity to 

engage with the process. It also has been criticised in that it can disregard personal 

factors that inhibit the patient’s active engagement (Tones and Tilford 2001).

The prevention strategies approach differentiates between the self-care and patient 

empowerment category that utilised education and teaching about the ENT problem. 

The latter focuses on the patient’s ENT condition and how it is managed within the 

available services (Downie et al. 1996), whereas prevention strategies at primary, 

secondary and tertiary level (Tones and Tilford 2001) seek to address the issue of 

personal choice and the raising of awareness of ENT health. The primary prevention 

strategy is to promote ENT health in the absence of any disease process. The 

secondary prevention strategy is to minimise the impact of ENT conditions and 

prevent recurrence of particular problems. The tertiary prevention strategy is to 

lessen the impact and explore quality of life issues for chronic or terminal ENT 

conditions (Tones and Tilford 2001).

2.4.7.1 Primary prevention strategies

Vlasto (1951), the earliest text, does not specifically address disease prevention but 

references are made to issues of public health and the spread of disease with ENT 

conditions. While not mentioned in primary health prevention terms, awareness 

about ENT conditions is noted within this text by reference to the spread of diseases 

and the associated environmental problems of hygiene, ventilation, droplet 

contamination and infection control.' Similarly the texts of Rotter and Marshall 

tackle awareness to the social and environmental issues associated with ENT health. 

Although not explicitly stated by these authors as a nursing responsibility, the issue 

of health prevention is mentioned indirectly. Primary prevention measures are 

explicitly stated in the introductions as a professional nursing responsibility in the
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more recent texts. In particular, the suggestion is that nurses must raise awareness to 

personal and environmental risks to ENT health and wellbeing not only for the 

individual but also at a societal level to various communities who are potentially at 

risk to ENT disease. Some of the texts advocate that time and resources, together 

with nurses who have requisite skills, need to be allocated to programmes that 

address such issues of primary disease prevention.'®’'^

2.4.7.2 Secondary prevention strategies

Secondary health prevention strategies, whilst not explicitly stated in each textbook, 

are outlined as a knowledge and understanding of the ENT system. With the benefit 

of hindsight, tentative links could be established to secondary health prevention 

where anatomical sections of the ear, nose and throat, for the purposes of the meta

ethnography, are referred to as ‘a kind o f ,  (Spradley 1980) secondary health 

prevention. Information is provided in each textbook, designed to improve the 

nurse’s awareness of how conditions affecting the patient’s ENT system may impact 

on their wellbeing.

These seminal texts provide information for nurses to care appropriately for the 

ENT patient. Similarly, five texts concur with the much of the information

provided in relation to ear and nasal conditions. However, with regard to health 

prevention for the altered airway, the person with a tracheostomy is provided with 

additional information on certain environmental issues relating to protection of the 

airway against pollutants, heat, dust, water hazards, noxious fiames and gases. In 

terms of head and neck disease, prevention is highlighted by these authors addressing 

social and environmental factors, designed to minimise risk to the patient and to 

others with reference to alcohol, tobacco and diet. The idea of screening programmes 

for identified health and safety risks and adherence to immunisation programmes is 

mentioned, whereas educational programmes to protect the ear, nasal and oro- 

pharyngo-laryngo-tracheal areas when dealing with identified problems and 

compliance with treatment are viewed as essential. Whilst referred to in these texts 

they are not clearly defined as a nursing responsibility.

In the main, four texts provide indications for secondary prevention strategies

and were contained within each section of these texts. There are guidelines and



teaching strategies for nurses in deahng with conditions o f the ear, nose and throat 

designed to minimise the impact o f the illness and promote wellness for patients with 

ENT conditions (Tones and Tilford 2001). Moreover, these texts clearly refer to 

these roles and responsibilities as being within the domain o f the ENT nurse when 

caring for patients with the particular ENT condition.

2.4.7.3 Tertiary prevention

With reference to tertiary health prevention strategies all o f the nursing texts to a 

lesser or greater extent refer to prevention strategies designed to minimise the impact 

o f chronic ENT conditions or head and neck disease. The older texts refer to 

prevention strategies as limiting exposure to infection and coping with the limitations 

o f breathing, communications, swallowing, hearing, balance and bleeding 

difficulties. These texts do not necessarily refer to health education for patients but 

highlight the need for nurses to take measures to address these concerns during 

treatment to limit the patient’s risk o f developing further complications. Other

texts whilst addressing these issues include some reference to teaching strategies to 

deal with some o f the chronic ENT conditions, to enable the patient to take control of 

their condition and to comply with treatment plans. The more recent textbooks, 

however, proactively address tertiary prevention for patients with chronic ENT 

conditions and benign and malignant head and neck disease. Within these texts there 

is the inclusion of teaching strategies, designed to address any knowledge deficit of 

such conditions. There is an emphasis within these texts that it is the nurse’s 

responsibility to promote individualised care, facilitate patient participation, to offer 

choice and control over their ENT health and wellbeing. The latter texts,

while still based on the management o f disease and ill-health, do strive to shift the 

focus on promoting wellness and the locus o f control from the health professional to 

the patient (Tones and Tilford 2001).

2.4.8 The domain of the clinical skills of the ENT nurse

As a practical discipline, clinical skills are considered the mainstay o f efficient and 

effective delivery o f the nursing service (Peate 2005a). Within the context o f their 

daily activities, nurses manage, provide direct care, educate and support patients in a 

variety o f circumstances ranging from minor to complex conditions utilising nursing 

skills. Contemporary nursing philosophy is said to be based on the Nightingale
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tradition where assessment, caring, counselling and comforting skills are at the core 

(Hilton 2004e; Sibson 2005; Timby 2009). While traditional practical roles and 

responsibilities remain constant in terms of helping patients with activities that they 

are unable to perform themselves, it must be recognised that we are working within 

an evolving health care setting where roles and boundaries are blurring and 

responsibilities changing (Bjork 1999; Quinlivan 2005). As nurses we are advised to 

look beyond the basic psychomotor skills to the potential opportunities to interact 

with the patient on multiple nursing levels (Bjork 1999). A literature review 

chronicling the perceived value of practical nursing skills concluded that patient’s 

and nurse’s opinions were at variance in relation to what was considered valuable 

skills (Bjork 1995). Essentially, this review spanned three decades, 1950 to 1970. 

Initially opinions being sought were solely those from nurses (Shields 1952); 

however, the integration of patients’ views in subsequent studies (Gorham 1962; 

White 1972), saw the emergence of a dichotomy in the views held by both groups 

(Bjork 1995: 6-7). The widely held beliefs amongst patients were that good nursing 

ensured the patient’s 'comfort, hygiene and contribution to medical treatment, ’ 

remained steadfast throughout the 1950s, 1960s and 1970s. Nurses on the other hand 

perceived their contribution as retaining a medically-based focus but in addition they 

needed to concentrate their efforts on the patient’s psychosocial wellbeing (Bjork 

1995: 6; 1999).

Nursing as a service discipline needs a common understanding of what can be 

expected from the service, both from the perspective of the patient and nursing. 

Nursing’s practical skills as outlined by Bjork (1999) as opposed to the psychomotor 

action or procedures, needs to consider three essential elements. The ‘performance’ 

which includes the required behavioural abilities, the ‘intention’, that takes into 

account knowledge and an understanding of outcomes, and the ‘disciplined 

understanding’, that incorporates the belief system of the particular discipline. This 

approach takes less of a reductionist perspective of an isolated skill dependent upon 

motor activity and draws on the personal and procedural knowledge of the nurse to 

decide the timing, tempo and the meaning attributed to the activity and the impact on 

the patient (Bjork 1999).
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The activities o f daily living, one o f the most widely used models o f nursing in 

Europe (Hilton 2004d) is being utilised to identify and categorise the ‘nursing 

practical skills’ o f ENT. The process o f providing appropriate nursing care involves; 

assessment, planning, implementation and evaluation. Conducting a comprehensive 

assessment requires the nurse to be skilled in observation, capable of logical thinking 

and knowledgeable about the patient’s condition (Hilton 2004e; Sibson 2005; Smith 

et al. 2008). The assessment and monitoring role of the ENT nurse within these texts 

has been addressed earlier but suffice to say the older texts refer to the role of 

assessing the patient as the doctor’s responsibility, whereas modem healthcare 

requires nurses to assess patients under their care, to ensure that appropriate nursing 

care is delivered (Smith et al. 2008).

2.4.8.1 Maintaining a safe environment

The skills for ‘maintaining a safe environment’ for the ENT patient are designed to 

minimise hazard or threat (Migliozzi 2005) to the ENT patient’s health. Many o f the 

skills of ENT nursing, while affecting other activities o f daily living will also fall 

within this category as they relate to maintaining safety o f the individual in relation 

to their health but will also include the context o f the ENT nursing environment 

where the care is being provided (Foster and Hilton 2004). Maintaining a safe 

environment relates to the individual ENT patient’s needs to incorporate the 

individual’s age, in terms o f dependence, where the old or the very young may be 

more dependent on the nurse to maintain a safe environment for the patient or their 

carer. The person’s cognitive ability where sensory deprivation, levels of 

communication, mobility, awareness o f risks and their emotional state may impact on 

their ability to manage risks within their environment (Migliozzi 2005). Factors 

within the ENT nursing environment include the physical location, the equipment 

used, infection control measures and administration o f treatment protocols (Foster 

and Hilton 2004).

Within the earlier texts references to such aspects as nursing skills required to

‘maintain a safe environment’ are implied rather than explicitly stated as a risk to the 

individual and are seen as the responsibility o f the ENT nurse to address. Recent 

texts, in terms o f the patient’s ENT condition, refer to the skills o f the ENT

nurses as designed to address actively the patient’s cognitive, sensorineural,
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communication systems, and airway disturbances, conditions that all impact on the 

their mobility and dependency levels. Furthermore, these texts identify the nurse’s 

responsibility to the patients in regard to appropriate clinical assessment and on

going monitoring o f the ENT system, together with informing the patients about 

limitations and lifestyle modifications in short, medium and long term aspects of 

their conditions and care.

All of the ENT nursing texts address the physical ENT environment and the nurse’s 

responsibility in preparing the environment where patient care is being carried out. 

All of the texts refer to the need for adherence to infection control measures, in 

particular, with regard to for the equipment being used and the risks o f contamination 

from endemic infections o f the ENT system. The older texts specific

sections within the books on the nurse’s responsibilities in preparing the environment 

and the equipment, primarily for the doctor and limiting exposure to cross-infection. 

The more modem texts make reference to similar skills but rationalise the nurse’s 

responsibilities as minimising risk to staff and ultimately the patient’s protection. 

Many o f the skills referred to in these texts are referred to as limiting cross

contamination, incorporating references to policies in regard to hand washing, waste 

disposal, environmental cleaning, decontamination and adherence to treatment 

protocols in terms o f medication administration and no touch techniques (Foster and 

Hilton 2004; Migliozzi 2005).

2.4.8.2 Communication
When considering the skills o f ‘communication’ in relation to the activities o f daily 

living, nurses are advised to consider the person’s physical ability, psychological 

wellbeing, socio-cultural limitations, environmental, and economic factors (Hilton 

and Taylor 2004). All o f these factors are o f importance in relation to dealing with 

the ENT patient. Conditions o f the oto-oro-rhino-pharyno-laryngo-tracheal area 

places a patient at greater risk o f communication difficulties and the responsibility to 

address these needs proactively, identified within some o f these texts, are within 

domain o f the ENT nurse. The physical manifestations o f the mechanical 

alterations and/or sensory disabilities associated with acute or chronic ENT disease 

affects the patient’s ability to communicate. Additional factors can impact on the 

lexical and non-lexical content o f a message within the patient’s environment that
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can result in loss o f content or misinterpreting the message (Briggs 2005 124). These

physical difficulties o f the ENT patient are compounded by psychological factors

such as fear and anxiety. Additionally, these can be affected by socio-cultural

influences where different ethnic groups, customs and jargon can reduce their

understanding within a healthcare environment. Further consideration of

environmental factors such as noise, lighting, temperature and the person’s ability to
12work or use assistive devices whilst ill may impact on their health or wellbeing.

All o f the ENT nursing texts reviewed acknowledge the communication difficulties 

that are associated with the mechanical alteration and sensory difficulties o f acute or 

chronic ENT disease processes and how they place the ENT patient at a distinct 

disadvantage. There are differences as to how the nursing skills required to manage 

such problems are reviewed within the various texts. The seminal texts address 

communication issues superficially. Others address communication difficulties 

and the nurses’ need to manage such problems, but tend to focus on hearing 

rehabilitation, with nurses needing to be aware o f what was available to help the 

patient. Nurses are further advised to be aware o f limitations and disabilities 

impacting on the patient’s ability to communicate, with occasional references being 

made to rehabilitation and the difficulties associated with vocational abilities. All of 

the textbooks identify skills o f the ENT nurse that are designed to address patient 

deficits in the activity o f daily living relating to communication. The early texts tend 

to refer to medical conditions that alter communication. Later texts refer to the skills 

o f the ENT nurses that are designed to manage the communication needs o f the 

patient from the perspectives of psychological, socio-cultural, environmental and 

economic difficulties that the patient may be required to deal with as a result of their 

ENT condition.

2.4.8.3 Breathing

Breathing is an essential element of living and an activity o f daily living that can be 

dramatically affected by disorders o f the nose or throat. Swelling and discharge from 

the structures o f the oro-rhino-pharyngo-laryngeal area can result in varying levels of 

obstruction and discharge that can impact on the patient’s ability to breathe 

effectively (Hilton 2004a). Many o f the skills o f nursing involves accurate 

assessment and awareness o f airway obstruction (Gault 2005). The ENT nursing
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skills noted by five of the more recent texts*’̂ ’'°’'^’'  ̂ involves being aware of the 

potential to differing levels of obstruction within the airway as a result of disease 

process and the established treatment protocols for such conditions. The skills of the 

ENT nurse require the nurse to be knowledgeable about changes to the patient’s 

breathing pattern and an awareness of increasing levels of obstruction marked by the 

onset of noisy breathing and/or the development of stridor or snoring. It also requires 

the nurse to be able to manage effectively and improve airway clearance. In 

identifying the onset of possible complications, the ENT nurse needs to be aware of 

any discharge including its quantity, consistency, colour and odour.'®

All of the ENT nursing texts include skills of being able to manage potential airway 

emergencies and being capable of educating and supporting the patient on the short 

and long term management of the altered airway. Further references are made to the 

ENT nurse’s role in managing the fear and anxieties associated with a compromised 

airway and the treatment of ENT conditions involving the upper airway. Some of the 

more modem texts encourage nurses to engage in education actively, both for the 

patient and their carers, on the potential risk factors associated with environmental 

pollutants and social habits such as smoking and alcohol consumption.^’'®’" ’'  ̂ Some 

authors address the issues of the nurse monitoring and managing the airway but 

place less emphasis on patient teaching and on the psychological aspects of care. 

The older texts also address the importance of airway management and the skills 

of the ENT nurse in terms of observing, monitoring, executing and affecting airway 

clearance, and infection control measures with the responsibility for decision making 

in regard to management of the patient’s airway being the doctors.

2.4.8.4 Eating and Drinking

Many ENT conditions greatly impact on the activity of daily living related to the 

physical act of ‘eating and drinking’.'® The patient’s inability to swallow can be 

affected by the mechanical, neuromuscular and sensory activities associated with 

problems of the ENT system and treatment of conditions as can an inability to 

maintain their nutritional intake in the short or medium term or conditions resulting 

in an altered means of maintaining nutrition. Physical factors affecting the ENT 

patient’s ability to eat and drink include disorders to the oro-rhino-pharyngeal area 

where, chewing, the patient’s appetite, nasal obstruction, salivary gland dysfunction.
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pain, aspiration, medications, balance disorders, or factors causing diminished 

olfaction and gustatory response can impact on swallowing and altered nutritional 

intake. The ENT patient may encounter further difficulties with excessive fluid loss 

as a result o f infections, pyrexia, bleeding or altered airway, which can result in 

significant dehydration for the ENT patient. Further concerns affecting the ENT 

patient’s ability to eat and drink can be related to stress and anxiety associated with 

their condition, their altered body image, a lack o f understanding together with 

cultural and dietary restrictions in terms of the types o f food a patient can eat. These 

are all significant nursing concerns (Waskett 2004; Say 2005).

Many o f the ENT nursing skills noted by latter texts seek actively to address

the nurse’s responsibility to manage the patient’s ability to eat and drink. Sections of 

these texts address the nurses’ assessment and monitoring role, in regard to intake 

and output not only for fluids but in regard to the patient’s diet. The physical and 

psychological aspects o f the ENT nursing role in relation to promoting healthy 

nutrition include providing a conducive environment, assisting the patient as 

necessary, education, maximising the patient’s potential, oral and prosthetics care to 

facilitate structural defects, dietary supplements, oropharyngeal exercises, and 

referrals to appropriate allied health professionals, are all mentioned in these texts.

Five texts address the skills of the ENT nurse in relation to maintaining

nutrition and fluids. These texts tend to concentrate on providing information for the 

nurse on the medical reasons for the patient being malnourished or dehydrated and 

the complications o f poor diet and low fluid intake rather than promoting nutrition
9 Ifor health. The early authors’ ’ make minimal reference to the nurse’s role m 

maintaining or promoting nutrition preferring to concentrate on conditions and 

procedures affecting the oropharynx that are the responsibility of the doctor to 

diagnose and treat. There is however, reference to the nurse encouraging the patient 

to swallow following oropharyngeal surgery, to exercise the muscles within the 

pharynx and reduce the risk o f complications.

2.4.8.5 Personal cleansing and dressing

The ENT nurse’s skills that address the activity o f daily living that relates to the issue 

o f  personal ‘cleansing and dressing’ is limited in all o f the ENT nursing texts,
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because the patient is encouraged to self-care for the most part in regard to personal 

hygiene. Other than assessing the patient’s physical ability to carry out routine 

ablutions and dressing, these activities are not normally affected by the person’s ENT 

conditions. While some would argue that assisting the patient with daily activities of 

washing and dressing can offer the nurse the opportunity appropriately to assess the 

patient’s physical and psychological wellbeing, these are considered generic nursing 

roles (Hoyles et al. 2004; Hemming 2005). The more recent texts^ ’̂ ’ are seen to 

address aspects of personal cleansing and dressing as they relate to the ENT system 

where patients may need education and support for oral, aural, nasal and medication 

administration. Further reference is made to educational sessions being incorporated 

to support the patient or carer when dealing with specific personal hygiene measures. 

Such measures are required when the patient is coping with the limitations of chronic 

ENT disorders and head and neck cancer that result in altered body image.

Some authors make reference to the nurse’s responsibility in maintaining oral, 

aural and nasal hygiene. Others make reference to aural care being the

responsibility of the doctor. The early texts refer to situations where the patient 

may be exposed to cerebral irritation following ENT infections or surgery where the 

patient is confined to bed rest for prolonged period and may need the assistance of 

the nurse in maintaining personal hygiene to reduce excitability.

2.4.8.6 Mobility

Mobility or the patient’s ability to move is associated with the physiological 

activities of the neuromuscular and skeletal systems. Conditions or treatment 

impacting on these systems will result in immobility (Athom and Hilton 2004a; 

Peate 2005c). For the most part ENT nursing texts do not labour on the activity of 

daily living in relation to mobility. All texts do refer to the need to rest; pre and post- 

operatively, following significant blood and fluid loss, inner ear conditions that 

impact on the patient’s balance or where there is intracranial complications to the 

patient’s ENT condition or treatment may result in the patient requiring assistance. 

Within the context of the ENT patient being immobile, all of the texts make 

reference to the generic role of the ENT nurse, albeit implied, to assessing and 

managing the patient’s respiratory, urinary, gastrointestinal, cardiovascular and skin 

care whilst immobile (Athom and Hilton 2004a; Peate 2005c).
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2.4.8.7 Elimination

Elimination is a fundamental bodily function that needs to be considered when caring 

for any patient. The physical processes o f elimination involves the respiratory, 

urinary, gastrointestinal and skin in clearing the body o f waste products (Pollard and 

Levy 2004; Nair 2005). The more recent ENT nursing texts (Jq not consider

elimination in isolation but make reference to elimination within the care planning 

process utilised within each of the books. Concerns about hypovolaemia following 

blood loss, pyrexia associated with infections o f the ENT system, drooling associated 

with ENT conditions where there is an inability to swallow, the patient with an 

altered airway requiring stool softening agents due to an inability to fix the 

diaphragm during defecation or that medications may need to be prescribed in some 

case where the patient’s ability to eliminate waste is impaired. Within all the texts the 

skills o f the ENT nurse include monitoring and taking remedial action when the ENT 

patient’s condition is complicated by an alteration in their ability to eliminate waste.

2.4.8.8 Control o f body temperature

Alterations in the patient’s ability to ‘control their body temperature’ have great 

clinical significance to the patient’s wellbeing. Awareness to the factors that 

influence changes in the patient’s temperature, such as the time o f day, exercise, 

stress, aging, infection inflammation, post anaesthesia, is a essential nursing 

responsibility (Lees and Hilton 2004; Lancaster 2005). All of the ENT nursing texts 

refer to the ENT nurse’s need to monitor the patient’s temperature and to be aware of 

the potentials risks to alterations in the ENT patient’s condition that may cause the 

core or superficial temperature to change. Using appropriate tools to monitor and 

being aware o f variations in core and superficial temperature recordings is important. 

Tympanic thermometers are widely used in all hospitals (Lancaster 2005). One needs 

to be cautious using them in an ENT department as patients who have hearing 

difficulties, pain or infections within the ear canal may not provide the most accurate 

recording and the patient may find it uncomfortable (Lees and Hilton 2004; 

Lancaster 2005).

2.4.8.9 Work and Play

The generic role o f the nurse in addressing a patient’s ability to ‘work and play’ is 

based on a myriad o f issues such as the person’s physical and mental ability, their

81



socio-cultural, environmental and economic situation, all come in to play. Issues 

including their age, gender, personal circumstances, employment status, and financial 

security can affect the patient’s ability to engage in both work and leisure activities. 

These issues can materially affect the person’s health and wellbeing, yet they are not 

always proactively addressed within the context of providing care (Athom and Hilton 

2004b; Hulse 2005). The sensorineural and physical manifestations of acute and 

chronic disease within the ENT system can impact on the patient’s ability to engage 

with vocational and recreational activities. The ENT nursing texts, however, only 

allude to these concerns rather than suggesting educational or supportive strategies to 

address them.

"Economically, deafness is a severe handicap. Educating a deaf child is 

a much slower process than that o f  a normal child and as a rule the 

higher standards necessary fo r  professional or business careers are not 

attained” (Rotter 1956:150-151).

The environmental factors impacting on the social activities of the ENT patient are 

addressed within some texts. Providing education and support for patients with 

allergic ENT conditions, promoting disengagement with social activities associated 

with excessive alcohol and/or smoking or using substances that may be chewed or 

snorted that can irritate the mucosal lining of the ENT system, are viewed as health 

promotional activities of the ENT nurse within the more modem texts.

2.4.8.10 Sleep and rest

Accurately assessing the patient’s ‘sleeping’ needs, patterns and routines in order to 

promote restive and restorative sleep in all settings is the function of every nurse. 

Patients whose sleep is continuously being disrupted by physical, psychological, 

social and environmental factors will seriously affect their health and wellbeing 

(Hilton 2004f; Davies 2005). All o f the ENT nursing texts address the nurse’s 

responsibility in assessing and promoting a safe and restful environment. Two 

texts’*’*̂  address the ENT nurse’s responsibility in the assessment and management 

of the ENT patient with obstructive sleep apnoea. Following a diagnosis and 

prescribed treatment, the ENT nurse has a responsibility to educate the patient on 

their condition and treatment plans. These plans are inclusive of appropriate
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positioning o f the patient and proper sleep routines. They address psychological 

factors such as concerns and anxieties associated with their condition. Additionally, 

environmental factors, within the hospital and the home setting are reviewed. All of 

the nursing interventions are designed to promote a less disruptive sleep pattern and 

are conducive to more restful sleep.

2.4.8.11 Dying and sexuality

‘Dying and sexualit)'’ are two activities o f daily living that nurses find difficult to 

address and tend to avoid (Hilton 2004c). As death is a certainty for everyone it is an 

aspect of nursing care that all nurses, when providing holistic management, are 

expected to address. Patient participation or preparedness to discuss their healthcare 

needs in relation to death should be appropriately assessed prior to providing care 

(Hilton 2004b; Greeno 2005). Essential care is thought to address the patient’s right 

to make decisions and to address physical, psychological, spiritual and cultural needs 

(Greeno 2005). All of the ENT nursing textbooks reviewed mention that certain ENT 

conditions can result in death but there is no reference to care o f the dying patient.

The manifestations o f sexually transmitted diseases within the ENT system and the 

treatment o f the disease is noted in some t e x t b o o k s . W h i l e  not specifically 

mentioning sexually transmitted diseases Harris et al note that the ENT nurse needs 

to be aware o f the sequelae o f the Human Immunodeficiency Virus (HIV) and 

Acquired Immunodeficiency Syndrome (AIDS) on the ENT system, and the nursing 

care required needs to include education and support for the patient and family.' 

Sexuality as an activity o f daily living, that addresses the wider context of the 

person’s normal physical, psychological and social ability to engage sexually (Hilton 

2004c; Peate 2005b) is not explicitly addressed in any o f the ENT nursing texts.

The historical overview o f the perceived benefits o f nursing skills from the 1950s, 

1960s and 1970s (Bjork 1995) serves to situate the changes in the approach to ENT 

nursing skills reflected in the textbooks. The nurse’s clinical skills as reflected in the 

older textbooks’’̂ ’̂ ’"̂ refer to nursing skills that include patient’s hygiene, comfort and 

compliance with medical treatment. These are viewed as generic skills in the more 

current ENT nursing t e x t s . W h i l s t  not neglecting these skills, these texts place 

greater emphasis on patient centred care, (Field and Smith 2008) they adopt a
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problem solving approach, where self-care and patient educational activities are 

crucial, practical, nursing skills for the discipline of ENT. Fundamental to efficient 

and effective delivery of care is a system of organising the process of care (Sibson 

2005).

2.5 Conclusion

This meta-ethnography did not seek to examine the generic role of the nurse but to 

focus on the role required of an ENT nurse to deliver an efficient and effective 

nursing service within the speciality of ENT. Determining how the literature was 

related and placing the ENT nursing texts within an historical context of passing 

through the ages of the environment, medicine and lifestyles (Edgecombe 2001) 

highlights that, like every discipline of nursing, ENT does not remain static but is 

evolving in line with the social demands of the service delivery. Exploring the texts 

for similarities and discrepancies allowed for the translation of the identified 

practices into domains peculiar to ENT nursing. They served to generate a different 

dimension to that which was already written about ENT nursing without altering the 

original meaning. Linking these practices to the allied literature serves to add 

credibility to the translation and the construction of a framework that was not 

necessarily evident from the initial reading of the textbooks.

This framework for the role of the ENT nurse can be divided into the four categories 

or domains of practice identified within this chapter. These relate to: assessing and 

monitoring, patient empowerment and self-care practices, health promotion, and the 

clinical skills of the ENT nurse. In the main, the ENT patient’s care is concentrated 

on informing and involving the patient in managing the structural damage and 

sensory motor dysfunction to the oto-oro-rhino-pharyngo-laryngo-tracheal anatomy 

and physiology that occurs as a result of conditions and/or treatment of this 

anatomical area. The impact of these conditions and/or their treatment extends 

beyond these physical structures to affect the bio-psychosocial being that is dealing 

with these conditions as part of their everyday lives. Placing the skills of the ENT 

nurse within the activities of daily living sought to place the ‘performance’, 

‘intentions’ and ‘disciplined understanding’ (Bjork 1999) of the identified skills, 

within a framework of ENT nursing. The extent to which this framework is credible
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and relevant to nurses working within the speciality of ENT is to be tested within the 

context of this study.
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Chapter 3 Philosophy

3.1 Introduction

Finding an appropriate lens to fit the study

“There are no data independent o f  theory no observations not made from 

a perspective. Data alone do not tell us anything; they do not speak, but 

are interpreted by people "(Gilligan 1993: 210) .

This quotation by Gilligan (1993) em phasises the importance o f  establishing the 

theoretical position that is being adopted w ithin any piece o f  research. To ensure 

credibility in answering the question ''"what is the reality o f  ENT nursing practice in 

Ireland?", so that the findings are robust and can stand up to academ ic scrutiny 

(Lazar 2004), the philosophical position that is being taken to explain this 

phenomenon needs to be m ade clear a philosophical framework assists in focusing 

the mind, establishing how this particular perspective o f reality and the theory 

underpinning the research was generated. Establishing the degree to which the 

intrinsic value, or the extrinsic values o r beliefs o f  the research, participants or 

culture influence the study, serves to reinforce the underlying position that is being 

taken (Fetterman 1998).

The position being adopted for this piece o f  work is linked to m y personal values and 

belief systems about ENT nursing practice. I have worked within the discipline o f 

ENT nursing for m any years o f working from  an underlying prem ise that there exists 

a lack o f  understanding and knowledge about the practices o f  ENT nursing. 

Therefore, the philosophical fram ework to be utilised for this work needs to 

encompass, in as far as is possible, a reality perspective. This factor very much 

depends upon the extent to which the philosophical lens through which I address the 

problem  answers the question being asked (Speziale and Carpenter 2007). I am less 

concerned about the m ajor philosophies that guide the various schools o f  thought; in 

preference, this chapter is about ensuring the research is structurally sound, 

trustworthy, and so answers the question posed (Film er et al. 2004)

87



3.2 The materialisation of one particular philosophical position to guide this 
study

When undertaking a major inquiry into social processes such as an exploration of 

ENT nursing practice in Ireland one is advised to locate it in a wider theoretical 

context of social organisation (Volante 2008). Therefore, in an attempt to identify the 

most fitting method to adopt within this piece of work, an appropriate understanding 

of the various philosophical positions and their strategies is necessary. The 

conceptual divide between qualitative and quantitative research is predicated on what 

should be studied, how the research should be done and the results interpreted 

(Cohen 2002; Bryman 2004). This argument at its most basic level here pivots on the 

idea that within quantitative research, one has a theory which is either proved or 

disproved. In qualitative research one uses observations and findings about a 

phenomenon to build a theory (Bryman 2004). Advocates of the former suggest that 

research should be factual, objective, analytical and verifiable. This world of 

research is scientific; truth and meaning are wrapped up in the object, devoid of 

context, it can be quantified and measured or not as the case may be. Alternatively, 

the latter posits that truth and meaning are constructed from “opinion, beliefs, 

feelings and assumptions” within a real life context and adherence to a particular 

process can objectify this reality (Crotty 1998: 27).

Historically throughout the early 20* century the predominant philosophical position 

was positivism, where research logic was context free, exploring cause and effect. 

After World War II, there was a gradual move to a post-positivist position. Initially, 

during this period the research process remained fundamentally quantitative; 

however, there was a growing awareness of the impact of the beliefs and values of 

the researcher on the research process and the knowledge that was being generated. 

The emergence of constructivism or phenomenology (in its broad sense “nature of 

reality”) saw a radical shift in the conceptual framework underpinning the research 

process towards contextual research enriched by the values of the researcher and the 

researched (Tashakkori and Teddlie 1998: 3). Key to constructivism are the ideas 

that nothing is context free, cause and effect are inseparable where multiple realities 

exist and it is impossible to generalise. The goal of quantitative research is to 

describe, explain, predict and control, the qualitative perspective seeks to examine



and describe the reaUties of truth and subjectivity within a context (Tashakkori and 

Teddhe 1998; Grbich 1999).

The main theoretical approaches to research include knowledge generated by 

quantitative methods (positivism), qualitative methods (constructivism) or by means 

of mixing these methods (Creswell 2003). A myriad of names coexist to describe the 

philosophical positions being adopted; for example, positivism, logical positivism, 

constructivism, pragmatism, naturalism, and so on. The fundamental differences that 

pervade these philosophies are predicated on the two opposing positions or schools 

of thought addressed by their varying positions on theory, epistemology, ontology 

and values (Tashakkori and Teddlie 1998). Extrapolating the basic assumptions, a 

reality perspective of ENT nursing cannot be achieved by purely exploring cause and 

effect as it fails to address who, what, where, and how it is being done whilst 

neglecting other influences that may, or may not, be brought to bear on practice. For 

this reason, a qualitative stance is important to guide the study.

3.3 Big words, huge meanings; Towards an understanding of what one is 
attempting to achieve

Developing knowledge about ENT nursing practice as opposed to theory for this part 

of the debate is generated from different perspectives. The argument that objective, 

empirical, positivists use deductive theory that is free from external values is 

counteracted by the subjective, interpretivist who constructs theory laden with both 

the values of researcher and the subjects of the process (Bryman 2004). Proponents 

of positivist and constructivist research processes viewed their respective positions as 

being ontologically polarised (Tashakkori and Teddlie 1998; Bryman 2004). Purists 

of these disparate theories view the central tenets as essentially diametrically 

opposed (Tashakkori and Teddlie 1998; Bryman 2004; Punch 2005).

Further subdivisions continue to be identified within qualitative research, where it 

has been suggested that a definitive philosophical theory has not yet emerged but 

continues to evolve with changing social and political ideologies (Punch 2005). The 

differing philosophical positions that materialise within qualitative theory are 

dependent upon the terms of reference in which the research is framed and the extent 

to which the individual framework, data collection methods and analysis are
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integrated into the research process. While no definitive theory has been developed 

'‘‘Feminism and Postmodernism'” are viewed as theoretical positions that incorporate 

the core values and beliefs of qualitative research. On closer scrutiny however, 

differences appear to surface on their respective positions about the issue of power 

and its relationship between the researcher and the researched (Punch 2005).

Feminism in the main rejects positivism and any form of hierarchical relationship 

between the researcher and the researched, whereas postmodernism addresses how 

the research approaches reality and truth. In essence it explores reality through 

theoretical processes such as structuralism, constructionism or deconstructionism. 

These qualitative strategies are often employed in phenomenology, grounded theory 

or ethnography to acknowledge that there are many interpretations to be gained from 

the social processes at work within any inquiry (Punch 2005). What is important is 

how the research is framed and how it can be limited or librated by the sources of 

power that influence the research (Punch 2005; Sundin and Fahy 2008).

Integration or blending of paradigms based on their differing philosophical positions 

gained greater significance throughout the 70s and 80s following the rise in 

popularity of qualitative research (Tashakkori and Teddlie 2003). This approach of 

mixing methods, “what works to solve the research problem”, flourished throughout 

the 1990s (Creswell 2003: 11). Establishing the dominance of the inductive or the 

deductive approach within the study is significant in determining how the data are 

generating, or have the potential to generate, theory (Morse 2003). Pragmatists argue 

that the philosophical position about truth is in terms of what we know and how we 

know, it cannot be an ‘either or’ stance, it is about “what works” (Tashakkori and 

Teddlie 1998: 12). Nursing, as a practice discipline, does not attempt to separate the 

bio-psychosocial experience fi-om the individual therefore, when contributing to its 

body of knowledge through research, the integration of the subjective with the 

objective world would appear rudimentary (Munhall 2001).

The idea that no single method can fully investigate a phenomenon has been echoed 

by many (Begley 1996; Parahoo 1997; Crotty 1998; Grbich 1999; LoBiondo-Wood 

and Haber 2002). When employing such an approach it is important to ensure that 

one is not muddling or mixing up the main theoretical perspective that supports the
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study. Therefore, when mixing methods at the design phase of the study one needs to 

estabhsh whether it is the data sources, researchers, methods or theory that one is 

combining (Tashakkori and Teddlie 1998). In a mixed method design it is essential 

that each aspect of the study complements the other(s) while clearly outlining the 

contribution each will make to answering the research question being posed (Morse 

2003).

Triangulation or the coalescing of different sources of data when studying the same 

social phenomenon allows for the integration of data. On the one hand this clarifies 

or increases the validity of one’s findings, while on the other, expands or develops an 

understanding of a phenomenon under review by providing a depth to the context 

(Tashakkori and Teddlie 1998; Grbich 1999). Mixing methods is not a panacea, as 

all methods have their inherent weaknesses. However, the rigorous application of 

their respective processes and being mindful of these weaknesses, allows the 

researcher to triangulate, unite and expand the findings to gain greater understanding 

of the phenomenon under review (Johnson and Turner 2003). Despite any 

controversy, combining methods contributes to “theory building, guides practice and 

facilitates instrument development” (LoBiondo-Wood and Haber 2002) p i58). 

When answering a research question, one essentially refers to the research cycle as a 

process and does not take an either/or stance, rather, there is continuous interaction 

between both deductive and inductive reasoning, before one reaches a conclusion 

(Tashakkori and Teddlie 1998).

In summary, the positivists (empiricists) in essence believe that by using scientific 

methods and controlling for internal validity, objective evidence can be produced to 

establish cause and effect to answer any question posed. The constructivists (Post

positivists) hold that scientific knowledge is constructed using the very essence of 

subjectivity. Reality, from this ontological position is dynamic and framed within 

the terms of reference of the researcher and the researched (Speziale and Carpenter 

2007). Irrespective of the philosophical position being taken, this structure is there 

to guide the research, ensuring that it answers the question being asked and 

contributes to the body of knowledge (Field and Morse 1985; Hockey 1996).
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Ultimately contributing to knowledge development and an understanding of the 

discipline of ENT nursing is the aim of this study. Ensuring that the knowledge 

generated for this study is realistic is a priority. The nature of what ENT nurses 

know, how they know and use this knowledge in everyday practice cannot be 

summed up by taking an objective, unidimensional approach that fails to recognise 

inside and outside influences. Acknowledging the existence of knowledge that 

attempts to depict a reality of the domain of ENT nursing needs therefore to address 

the subjective meaning that those from within the circle attribute to it. Therein lies 

the difficulty, how does one socially construct the meaning others give to their 

world? The mixing of methods within a qualitative paradigm can provide a structure 

that will facilitate the organisation of data that will form the basis of the social world 

that is being constructed. It is hoped that this approach will facilitate the illumination 

of, in so far as is possible, the natural environment of ENT nursing practice in 

Ireland.

3.4 The philosophical lens needed to explore ENT nursing within this study

As with any research project one question begets another (Spradley 1980) and this 

requires the researcher to establish whether theory guides the research or the theory 

is developed from the research (Sinclair 2008). As a consequence of my personal 

interest in the subject and a lack of research into the practices of ENT nurses, the 

epistemological position being taken is one that will guide me to answer the 

question.

3.4.1 “What is the reality of ENT nursing practices in Ireland?”

The structuring and direction of this research can be facilitated by examining the 

actual question being posed by the research (Agar 2006). This begins with 

deconstructing the actual terminology being used to dictate the philosophical 

approach being taken within the research (Polit and Hungler 1997; Tashakkori and 

Teddlie 1998; Agar 2006). In attempting to understand the reality of “ENT nursing 

practice” from the nurses’ perspective, unpacking this construct is an essential part of 

the process. What underlying assumptions explain the knowledge that is embedded 

in ENT nursing practice or the theoretical perspective? What is the nature of ENT 

nursing knowledge (epistemological)? What principles and rules underpin this 

knowledge both from the ENT nurse’s and my interpretation of the experience
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(Axiology)? What techniques or tools (methods) will be employed to execute the 

research process thus providing solutions to the identified problem? In order to gain 

insight into the reality o f ENT nursing practice in Ireland, a pragmatic approach of 

mixing methods and strategies within a qualitative paradigm aims to generate a 

concept of, or a theory of, this practice. Ethnography takes an eclectic approach 

where "'’ethno means fo W ' and "'graphy means to describe something" and uses 

whatever data collection means are necessary to provide an understanding o f the 

culture under review (Punch 2005: 149). In order to address the social and political 

influences on the research design, issues such as my personal preferences, skills, 

abilities and the resources required in conducting the research will be illuminated 

(Holloway and Wheeler 1996; Polit and Hungler 1997; Crotty 1998; Agar 2006).

I have many years’ experience working within the domain o f ENT nursing practice 

and questioned the unique contribution nurses make to the discipline, if any. In 

general, within the domain o f ENT nursing very little is known about the reality of 

practice. We have evidence in the form of text books and journal articles to guide the 

way, yet no empirical research exists. Interestingly, over one hundred years ago, a 

surgeon suggested there existed a lack o f interest in the speciality of ENT medicine 

in general hospitals, where he stated;

"In many general hospitals there appears to be a curious dislike or 

distrust o f specialist in these diseases [ENT] and an idea prevails that 

“anyone can do ears" (Yearsley 1899: 3).

Between 9 and 11% o f all patients being referred to hospitals for specialist 

management have disorders of their ENT system (Milford and Rowlands 1999; 

Comhairle na nOspideal 2005). The corollary to this statement is that approximately 

10% of all patients attending hospitals need nurses to be knowledgeable about ENT 

conditions in order to provide an appropriate standard o f care (Grbich 1999).

Once again in 1899, Yearsley suggested:

“In the present day, when our knowledge o f medicine and surgery has so 

increased as to render a specialism a necessity, and each system in the
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body has a literature o f its own the nurse must keep pace with the 

surgeon if  the patient is to be adequately treated” (Yearsley 1899: 1).

Descriptive research is advocated when very little factual evidence or theory exists 

on a subject one is reviewing. In moving beyond the mono-method of a survey and 

employing ethnographical non-participant observations I am not attempting to justify 

or clarify what ENT nursing practice is, but rather to understand and provide a 

context for the practices that are the reality of ENT nursing today (Carter 1996). 

Employing an ethnographical approach mixing methods as opposed to theories, I am 

attempting to integrate and combine the information gleaned from the existent 

experience of ENT nursing practice to establish patterns of behaviour that can be 

labelled as thus describing “the practice of ENT nursing in Ireland”.

This research is within an ethnographical framework and seeks to explore the 

subjective experience of nurses working in wards where ENT patients are cared for. 

When examining the professional craft of any discipline it is recommended to blend 

research strategies to acquire rich meaningful information (Higgs and Andresen 

2001). Albeit, it has been suggested that this needs to be done from one theoretical 

premise that will answer the question that is being asked of the research (Morse 

2003). There is no one particular philosophical framework that will clearly depict the 

reality that each researcher so ardently pursues. At best there is a mixing of varieties 

to ensure the appropriate solving of the puzzling problem (Filmer et al. 2004). 

Within ethnography once again debate emerges, on two fronts that relate to type and 

meaning. Type essentially refers to whether one conforms to the anthropological 

position of ethnography being geographically located or whether it is a cultural 

problem that needs solving, as in the sociological viewpoint. In addressing the issue 

of meaning, the focus is on how one interprets or objectifies the knowledge that is 

emerging within the study (Agar 2006). The division here relates to whether one 

pursues a symbolic interactionistic perspective as in the Chicago School, or an 

interpretativist phenomenologist perspective (Deegan 2001; Filmer et al. 2004).
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3.5 Symbolic Interactionism

The thesis proffered by Mead (1922: 157-8) assumes “that objects o f  immediate 

experience exist in relationship to the biologic and social individuals whose 

experience they make u p ”. This explores the symbiosis o f objects and the bio

psychosocial beings within an environment and attempts to explain that which is 

objective, from that which is subjective (Mead 1922). Symbolic Interactionism is a 

process by which we reflect and define the social situation by attaching meaning to 

the responses within any given situation. Integral to this is the idea that we react by 

interpreting preconceived ideas or previous experience through a process of 

conscious reasoning (Rock 2001). Consideration should be given to the division o f 

the stimulus and the response to the symbol; at a conscious level this is always 

divided into two different aspects, the actual and the potential. This is referred to as 

the “S elf’ and the “Me” o f symbolic interactionism where the potential “S elf’ is the 

subjective (private thoughts) and the actual “M e” is the objective (Mead 1922: 159).

The emphasis within symbolic interactionism is on the researcher’s ability to think 

and understand the “se lf’ and the “Me” for any given situation. What is or informs 

the meaning o f the symbols for the informant within a specific environment, how 

their understanding of these symbols affects the actors’ behaviour or activities and 

the extent to which recognisable patterns emerge within the social situation, are all 

important. Integral to this is how these ruminations impact on the researcher’s ability 

to grasp the meaning, while recognising that this type of interpretive work can be 

open to misinterpretation. The focus within this process is o f rationalising the 

implicit and explicit responses that provide for a structure to organise repeated or 

new behaviours within specific social situations (Rock 2001).

It is the description or true reflection that provides the basis for the underlying 

knowledge to emerge from within a community or societal group. Caution, however, 

is advised where the researcher cannot freely create their own illusion o f this reality 

o f being present to and within that social situation without addressing the values that 

the researcher and the research bring to the process. Dissonances will emerge from 

previous interactions or incidents that have been observed or perceived that will call 

into question or contest one’s thinking o f that particular situation (Rock 2001). This 

process is referred to as “breakdown” which, when “resolved,” brings about
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“coherence” (Agar 1986: 23). It is this process of rationality that allows for the 

surfacing of characteristic, typical responses or patterns of meaning to emerge within 

the community or cultural group and ultimately, to provide a greater understanding 

of their reality (Spradley 1980).

Important within symbolic interactionism as a philosophy, is how one interprets or 

objectifies what one sees and what one does within a particular social setting. 

Interpretation within this context is a dynamic process whereby it is ‘"purposive"', 

matter-of-fact and deliberate that it is ""emergent ever-changing, not static “a 

constant interaction between the mind and its environment” where the process is 

‘"situated’’’ in a place or time and always “reflective’' (Rock 2001; 28). However, 

Hegelian philosophy (1816) would advocate exploring thoughts rather than reflecting 

as it allows one to think in concrete terms about how things work (Redding 2010).

3.6 Interpretivism

Sometimes referred to as hermeneutics where a social world, the communications 

therein and their meaning are studied in order to establish how this world is 

constructed and understood. Interpretative ethnography is viewed as a translation of 

traditions and customs from within a societal group (Schutt 2006). This philosophical 

approach is placed in the wider category of naturalism or phenomenology the 

methodical examination of realization of the social world that is experienced by 

those of that world (Tashakkori and Teddlie 1998). Using this approach reality is 

explored from essentially a phenomenological perspective which claims an important 

distinction about studying the real world, that at best we can interpret this social 

phenomenon but we can never truly know it all (Porter 1996).

Key to this approach is understanding the language that organises the culture and is 

the cornerstone of the collective values and norms of social behaviour from within 

the group (Filmer et al. 2004). While interpretation of an individual’s perceptions 

may be called in to question as a consequence of their unique interpretations it is 

their organisation of practices day after day that allows for patterns or common sense 

behaviour to emerge (Garfinkel 1967). The repeated language that individuals use to 

explain and communicate overt and covert messages about their natural world 

conveys meaning about facts in the world as they see it (Filmer et al. 2004).
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This process translates the stream of experiences recognised by the group to be of 

that group until a consensus opinion has been reached about their social meaning. 

Underlying this are two basic assumptions that despite individual differences if two 

individuals change places they will both perceive and define a social situation in a 

similar way. It is the consequence of their interpretations and subsequent repeated 

behaviours that allows for the social construction of intrinsic meaning that the actors 

attribute to them (Filmer et al. 2004). Husserl (1859-1938) claims that this position 

has not been fully considered as it fails to address the myriad of influences that 

impact on the social construction of reality within a particular setting. The process of 

objectifying this social world depends upon how the materials (subjects and objects) 

of this world have created the meaning that the society attributes to them (Cited by 

Filmer et al. 2004: 40). The organisation of this information and the process of 

objectification provides a more meaningful understanding to those not of that 

particular group (Spencer 2001; Schutt 2006).

3.7 Drawing a conclusion

One might argue that interpretivism and symbolic interactionism is much like 

looking through a similar lens. Essentially, where these approaches differ is their 

focus on how the data collected are analysed, interpreted and objectified through the 

mind’s eye. Truth is about ensuring harmony exists between what is observed and 

described by the researcher with those being observed or part of that social group 

(Schutt 2006).

The aim of this research is to construct a model of ENT nursing practice. Model 

building and theory development depends very much on the foundations. The 

priority within this chapter is the actual lens we are looking through to explore and 

explain the phenomenon of ENT nursing practice that we are describing within this 

study.

The philosophy for this study is, for all intents and purposes, qualitative. It is an 

ethnographical interpretation of the reality of ENT nurses’ practice in Ireland that 

employs multiple strategies: The initial meta-ethnography of this research seeks to 

deconstruct the limited literature and re-interpret it using metaphor and analogy to 

provide a framework of what the literature suggests guides the practice of ENT
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nursing. While survey research can be considered deductive, the development of this 

tool for this exploration deconstructs and reconstructs a version of practice to provide 

a basis for this quantitative survey. For the purposes of this study it is essentially an 

inductive and subjective course of action that seeks the view of others (Greene and 

Caracelli 2003). This part in the process seeks a consensus of opinion as to what, if 

any, of these ENT practices identified from the literature occur in reality. The 

integration of inductive, subjective data in the form of non-participant observations, 

allows me to watch, listen, interpret, question, reflect and reinterpret information. 

Using a framework of interpretivism, that blended the phenomenological and the 

symbolic interactionist schools of thought, (Agar 1996; Hammersley and Atkinson 

2007) permited the recognition that this phenomenon cannot be fully understood, but 

at the same time, it provides a structure for its development. The knowledge 

generated by identifying patterns of behaviour provides new insight that allows for 

greater meaning and understanding of the everyday ENT nursing practice in Ireland.

Justifying why one should study ENT nursing practice was outlined within the first 

chapter of this report. At the core of health care policy in Ireland are the three E’s of 

the health service; efficiency, effectiveness and economics. Clinical governance 

seeks to ensure that nurses are employing evidence-based practice, and are 

knowledgeable and accountable for the nursing service they are delivering 

(Department of Health and Children 2001a, 2002). It is difficult to establish how 

efficient, effective or economical ENT nurses are within the health service because 

as nurses, specialising within the discipline of ENT, their specific practice has been 

devoid of academic scrutiny. These are ideal circumstance for carrying out 

ethnography, to leam about the culture that allows for policy development (Spradley 

1980). This information is viewed as essential to the development of a model of 

practice if nurses in ENT nursing practice are to ensure that patients are “adequately 

treated” (Yearsley 1899:1).
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Chapter 4 Methodology

4.1 Introduction

This chapter seeks to explain and provide a rationale for the methodological tools 

employed throughout this study to achieve the stated aims and objectives. The 

explanation for the knowledge being generated within the context of study was based 

on interpretivism. The question being answered within this piece o f research is “what 

is the reality o f ENT nursing practice in Ireland?” This perspective draws on a 

combination of methodological tools designed to provide for structuring and 

direction (Crotty 1998) to answer the question being posed (Polit and Hungler 1997; 

Tashakkori and Teddlie 1998).

4.1.1 Aim

To develop a model o f Ear, Nose and Throat (ENT) nursing practice in 

Ireland that will facilitate the effective delivery of an ENT nursing service 

and inform developments within the speciality

4.1.2 Objectives

To identify generic practices o f ENT nursing.

To specify the practices o f ENT nursing in Ireland, by descriptive means.

To establish the extent to which ENT nursing practices identified from within 

the ENT nursing literature are being practised in wards where ENT patients 

are being cared for.

To observe levels of expertise within ENT nursing practice in Ireland or 

alternatively to ascertain why differing levels o f expertise do not exist.

The results o f this study can be used by institutions o f care and education to establish 

a recognised framework of professional practice that will provide for the structured 

development o f ENT nursing practice. In addition, the study will help to address the 

practice development needs o f nurses in line with nationally recognised clinical 

career pathways.
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4.2 The epistemology of the study

This study attempts to establish a reality perspective of ENT nursing practice by 

blending of interpretive processes within an ethnographical framework. This 

essentially qualitative paradigm was designed to construct a description of the culture 

of ENT nursing practice that would not necessarily be obvious from initial 

impressions (Agar 1996). This was not a traditional ethnography, in its true sense, in 

that participant observation was not the central method of data collection. As an ENT 

nurse I was familiar with the social setting; however, restrictions of access prevented 

active participation in the day to day ENT nursing activities. Therefore for this 

particular piece of work I was neither the ‘subject nor object’ of the study 

(Hammersley and Atkinson 2007). I was there as a passive participant who was not 

necessarily participating in the activities to any great extent (Spradley 1980). The 

ethnographical tools employed within this study sought to gain the ‘emic ’ perspective 

of how ENT nurses perceive their world whilst giving due consideration to the ‘etic ’ 

perspective of the shared meaning of what ENT nurses are doing and why (Roper 

and Shapira 2000: 9).

4.2.1 Methodology

This study used Spradley’s (1980) developmental research sequence (DRS) as the 

guiding principle for both data collection and analysis. This sequence, which uses 

symbolic interactionism to describe, link and label cultural patterns as symbolic of a 

particular way of life, employs twelve steps in an cyclical approach to asking 

questions, planning a project, collecting and recording data, analysing and asking 

further questions (Figure 4 .1).

The three approaches chosen to gather data were a meta-ethnography of existing 

text-books, a survey of all ENT nurses in Ireland and a period of non-participant 

observation. The methods involved “examining” (the meta-ethnography and first 

phase survey), “inquiring” (informal conversations during observation) and 

“experiencing” (direct observation) (Wolcott 1996). The differing approaches of 

interpretivism and symbolic interactionism were used pragmatically (Tashakkori and 

Teddlie 2006) within this study to provide for the shared meaning and labelling the 

significant patterns of activity that identify ENT nursing practice (Polit and Beck 

2010). Wolcott refers to three levels in the interpretative process within qualitative

100



research that can be used interchangeably to extract a more meaningful insight o f  the 

phenomenon under review. The first level is where one is staying close to the data 

(descriptive), here realised in the form o f  the meta-ethnography, the second looks for 

links and relationships (analytical), here occurring through the questionnaire, and the 

third is where suppositions (interpretation) about what is going on within a society 

are being made, here taking place during the non-participant observation (Wolcott 

1996:10-11). Logistically, it would be impossible to carry out non-participant 

observation within each o f  the thirteen ENT units in the country. Therefore, the 

initial five steps o f  Spradley 's approach to identifying the culture, making an 

ethnographic record, carrying out descriptive observations and analysis o f  identified 

domains were subsumed into the first phase o f  this study.
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Figure 4.1 A modification of Spradley’s (1980: 29) Developmental Research Sequence.

Asking questions:

•  W hat is the practice o f  EN T nursing in Ireland?

•  D eveloping the research approach to be taken

•  D iscovering the dom ains o f  ENT nursing practice

em ploying a m eta-ethnographical approach

•  Locating the social situation, identifying the key

inform ants (actors activities and related social situation)

•  G aining entry into the field

Dissemination of finding

Discussion o f  findings 

R ecom m endations for:

Further research 

Practice 

Education

Analysing data

Taxonom ic analysis: developing sub

categories and categories for the culture o f  

ENT nursing practice

Com ponential analysis: categories and

subcategories as com ponents o f  the developing 

them es

D iscovering the cultural them es 

D ata evaluation

Collecting data: phase 1 and 2 

Phase 1: W ide angled lens approach: 

D escriptive exploration o f  the dom ains o f  

ENT nursing practice (Q uestionnaire) from 

within the com m unity

•  D omain analysis to discover 

congruence w ith the literature, 

com m on practices and basis for 

asking further questions o f  the data

Phase 2: N arrow  angled lens approach: 

Selective and focused (non-participant) 

observations o f  the dom ains identified 

within the initial exploration

Figure 4.! is adapted from the activities in a qualitative research study (Polit and Beck 2010:78).

4.3 The M eta-ethnography o f ENT nursing practice

The meta-ethnography undertaken within chapter 2 situated the practice o f ENT 

nursing within a broader framework o f  meaning that was not necessarily evident on 

initial reading o f the twelve nursing textbooks. Allied literature was used to verify 

the translation being employed and to allow for discourse about the data within the 

identified categories (Noblit and Hare 1988; Walker and Avant 2005; Chinn et al. 

2008). Further verification for the categorisation o f these data was sought through the



construction o f a descriptive survey. The practices within the individual categories or 

practice domains were transposed into a questionnaire to reflect the practices within 

each domain. This process had two specific objectives, one, for further validation of 

the categorisation system and two, to establish the extent to which these practices 

existed in reality.

4.4 First phase: Questionnaire survey of nurses working in ENT

In asking the question “what is the reality o f ENT nursing practice?” the other 

questions that immediately emerged were: who are the ENT nurses? What do they 

do? Where do they work and how do they work (Agar 1996). This process began 

with posing these questions and then “locating a social situation", where the 

researcher must identify the “place, actors and activities” (Spradley 1980: 39). The 

initial meta-ethnography facilitated the development o f a descriptive questionnaire 

for a mass survey o f nurses working in ENT (Fetterman 1998; Stanley 2001). The 

first phase o f the study thus sought to take a "‘’grand tour'' o f ENT nursing practice in 

Ireland to generate information on, the ‘where’, ‘who’ and ‘what’ o f ENT nursing. 

This was to be followed up by the second phase involving non-participant 

observation, or ""mini tour" observations, to establish the; ‘who’, ‘what’ and ‘how’ o f 

ENT nursing practice in Ireland (Spradley 1980:77-9; Agar 1996). It aimed to gamer 

the collective opinion o f nurses working in ENT as to the credibility o f the practice 

domains identified from the literature. By ascertaining the likelihood with which 

nurses would engage with the identified practices, the study would establish 

burgeoning patterns o f cultural behaviour and knowledge from within the 

community. Spradley recommends one to be more purposeful and discerning when 

one attempts to provide an understanding o f cultural meaning from the informant’s 

perspective. Therefore, in keeping with steps six to eight, the second phase o f the 

study sought to build on the first by using the domains as the basis of more focused 

and selective observations. Analysis and writing the ethnography draws on the 

advices proffered within steps nine to twelve o f Spradley’s approach. This was where 

components o f ENT nursing practice that constitute the culture were identified by 

coding, categorisation, sub-categorisation and themes that were used to explain the 

meaning attributed to the practice from within the community o f ENT nurses 

(Spradley 1980).
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The use of a survey questionnaire within an ethnographical framework, during the 

first phase of this study, was to place an emphasis on customising the identified 

practices (Stanley 2001). Using a developed instrument such as a questionnaire can 

provide a basis for the meaning attributed to the culture and a foundation for further 

exploration of context (Fetterman 1998). This approach is akin to what Wolcott 

(1996: 11) refers to as the “touch-and-go manoeuvre” where the researcher can gain 

descriptive insight but allows for further pondering, data collection, analysis and 

interpretation. Essentially for this study this phase relates to Spradley’s (1980) ‘grand 

tour observations’ designed to provide a descriptive overview of ENT nursing 

practice in Ireland. Importantly this was designed to establish “domains ” to identify 

common ENT practices that were referred to within the literature (Spradley 1980: 

90). Some refer to the initial phases of ethnographical work as mapping out the 

‘''who’s who within the community" and providing for greater understanding of who 

and what needs to be reviewed in depth within the social setting (Morse and Richards 

2002: 51).

Quantitative data are not necessarily considered the remit of ethnography (Agar 

1996). This element of deductive reasoning within the study was being employed, at 

this stage, to allow for inferences about the identified practice domains (Tashakkori 

and Teddlie 2006). Spradley (1980: 16) would suggest an account that excludes a 

personal explanation of the individual is “partial” and lacks meaning. Therefore, the 

findings from the first phase assisted in the provision of direction for further probing 

of the practice domains of ENT nursing during second phase data collection. As a 

tool the questionnaire is linked to the positivistic school of thought; however, when 

used to increase one’s understanding o f a phenomenon it can be viewed as the initial 

step in the inductive process in theory building (Barker 1996; Williams 2001).

4.4.1 Objectives of the first phase

For the first phase of this study the objectives were threefold:

• to provide a description of the nurses who were working within ENT nursing 

in Ireland, where they working and to what extent they were carrying out the 

identified practice domains (Agar 1986).
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• to identify trends and common ENT practices from within the domains (Polit 

and Beck 2010).

• to obtain a consensus opinion for the identified practice domains within the 

meta-ethnography (Walker and Avant 2005).

The questionnaire was designed to produce nominal level data in the form o f 

frequency distributions.

4.4.2 Population - first phase data collection

In defining the population for a study, one must clearly identify the qualifying 

criteria for those who could potentially be the target population (Presly 1996; Polit 

and Hungler 1997), who must, as a group, share certain characteristics (Oppenheim 

1992). Comhairle na nOspideal (2005) identifies thirteen adult ENT units within the 

Republic of Ireland. These units or, specifically, the departments where ENT patients 

are being cared for, are identified as the physical environment for this study. In an 

attempt to reduce any perceived bias within the study, the researcher’s own practice 

unit was excluded. The purpose in defining the population is to state, with a degree 

o f certainty, on conclusion o f the study how the findings are applicable or 

transferrable, to the defined group (Caulcott 1992). Total population studies are often 

impossible due to constraints such as the number o f persons involved, money, time 

and manpower (Oppenheim 1992; Polit and Hungler 1997; LoBiondo-Wood and 

Haber 2002). Most studies refer to the accessible population that is representative of 

the key characteristics o f the target population (Tashakkori and Teddlie 1998). 

However; within this study, having excluded the researcher’s practice area, the 

twelve remaining ENT wards formed the target population.

Prior to the study commencement an informal telephone survey with each clinical 

nurse manager on each o f the twelve units, highlighted that the average number of 

registered nurses working in the ENT units (described in terms o f whole time 

equivalents (WTEs) was 21 WTEs (Appendix 4). This suggested that a target 

population o f approximately 256 WTEs registered nurses could potentially 

participate in this part o f the study.
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Inclusion criteria fo r  first phase: Any Registered General Nurse (RGN) currently on 

the General part of the register held by An Bord Altranais on a part-time, full-time, 

temporary or a permanent basis, and working on one of the twelve identified ENT 

departments within the country (Comhairle na nOspideal 2005).

Exclusion criteria fo r  first phase were: Registered nurses working in paediatric 

departments where complex paediatric ENT cases were being cared for as this group 

of patients are considered to be a speciality within a speciality (Comhairle na 

nOspideal 2005). Registered nurses who were working within the researcher’s 

practice unit. Any nurse working in an ENT unit that is not currently on the General 

register held by An Bord Altranais, e.g., nursing assistants and student nurses.

4.4.3 The design of the instrument: The descriptive questionnaire

A descriptive questionnaire was developed from the categories identified within the 

meta-ethnography. This provided a perspective, albeit limited to the ascribed 

practices referred to within its design. When designing a questionnaire the tools of 

the trade include; ‘'''knowledge o f the subject and population, common-sense, 

experience and pilot work" (Moser and Kalton 1971: 308) While the questionnaire is 

long, it is designed to examine the congruence between the experiences of the ENT 

nurse working in an ENT unit with the practices identified from the literature. When 

constructing the tool cognisance to factors such as; the type of information one is 

attempting to collect, the length of time it will take for the respondents to complete 

the questionnaire, is the respondent’s identity protected when answering specific 

questions and does the type, order and sequencing of questions primarily answer the 

research question (Oppenheim 1992). To facilitate ease of reading and reduce 

boredom, it is subdivided into sections. In developing a credible questionnaire the 

researcher must be systematic and logical in defining the questions being asked, 

semantic clarity and minimising ambiguity is crucial (Moser and Kalton 1971). As an 

ENT nurse with many years’ experience I attempted to guard against influences such 

as preconceived ideas and bias by justifying the questions that were being asked from 

the literature (Kirk-Smith and McKenna 1998). This questionnaire has a total of 28 

questions; however, each question has a number of sub-questions. Apart from 3 open 

questions relating to demographic information pertaining to the type of ward the
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nurse was working on, the questions were designed to provide short yes/no type 

answers, to minimise the time commitment from participants (Gillham 2000).

This questiormaire was long and detailed, which is not ideal (Oppenheim 1992; 

Gillham 2000). However, Moser and Kalton (1971) and Williams (2001) would 

suggest that the length of the questionnaire depends on the subject under review. 

Moreover, this is dependent upon the level of interest the participant has in the 

subject and if the respondent feels the questionnaire has personal relevance or in 

particular, relates to their work (Gillham 2000). To generate interest amongst ENT 

nursing staff I provided personal information sessions in each of the twelve ENT 

wards, a personal approach that can help to increase response rates (Gillham 2000). 

A covering letter with a careful explanation on how to fill out the questioimaire was 

included with the questionnaire (Appendix 5). Giving direction is important as one 

cannot presume the respondent understands the question. Response rates can be 

affected by questions that are perceived as misleading or ambiguous and deter the 

individual from responding (Williams 2001).

Addressing issues proactively during the pre-pilot and pilot phase to the 

questionnaire is recommended to offset issues of ambiguity during the design stages 

where questions that may be open to multiple interpretations (Gillham 2000). To 

counteract this, friends and family were asked to review the questionnaire for 

readability and to ensure that others perceived the question in the same 

straightforward manner in which it was intended. Consideration was also given to the 

idea that not all individuals completing the questionnaire may have experience of 

ENT nursing, therefore, they may not have an opinion or be motivated to respond to 

more ‘open’ questions about the practice of ENT nursing (Gillham 2000).

Moser and Kalton (1971), Oppenheim (1992) and Parahoo (2006) all have the same 

opinion that the researcher, at the design phase of a study, must proactively address 

the issue of response rates, in particular non-response, to limit exposure to bias 

within the study. Non-response or low response rates can significantly affect the 

external validity and outcome of any study (Barriball and While 1999). Elliot (1991) 

explains that it is important to identify the different types of non-response. He makes 

reference to three different types of non-response to surveys as being; non coverage,
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unit non-response and item non- response. The first essentially means that certain 

parts of the population are omitted, the second for whatever reason fail to reply and 

the third type of non-response being where the response is partial or incomplete all of 

which can impact on the outcome.

Clearly identifying the population to be studied was aimed at addressing the issue of 

coverage. In order to address unit non-response and item non-response the 

questionnaire was divided into sections with short responses, in an attempt to keep 

sufficient interest in the subject. Some nurses may feel the study does not apply to 

them, or possibly be fearfiil that information may be passed on to their employer. 

Some nurses may feel that they do not have the necessary ENT knowledge to 

complete the questionnaire. To circumvent such problems, planned information 

sessions and the provision of leaflets were organised for each units prior to the 

commencement of the study. These were designed to reassure nurses that the 

questionnaire was not a test, explaining my interest in the results were two-fold, 

firstly, to establish the extent to which they felt that the identified practices were 

commensurate with what they do as ENT nurses and secondly, to inform the second 

stage of the study where I hoped to explore the practice of ENT nursing further. 

Some of the demographic details could potentially identify participants by their 

gender, qualifications, grade or length of time in current position within each 

particular unit. Importance was attributed to protecting the participants’ anonymity; 

therefore, within the demographic section, no specific question seeks information 

about the geographical location of ward and each questionnaire is number coded to 

render it anonymous.

4.4.4 The structure and flow of the questionnaire

The questionnaire was 18 pages long and divided into 5 different sections. The title 

page provided information on the aim of this aspect of the study, my personal details 

and instructions and reassurance about completing the questiormaire. For the most 

part each question was divided into sub-parts relating to the ear, nose and throat. The 

individual sections were: demographic details, assessment and monitoring, patient 

empowerment and self-care, health promotion and practical skills. Each section 

begins with a brief explanation of what one is asking and a context for the specific 

practices.
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Section one: demographic details; pages 1-3, questions 1-5 explore who the nurses 

are by determining their: age grouping, gender, generic qualifications, specific ENT 

qualifications and grade. Questions; 6 to 10, refer to what type of unit the nurses are 

working in; specifically relating to the ward designation and the type of patients 

cared for in the units. Finally, questions 11-13 refer to employment details; type of 

employment; temporary, permanent, part-time, full-time and how long the nurse has 

been working with ENT patients.

Section two: assessment and monitoring role of the ENT nurse, pages 4-7, questions 

14-19. This section of the questionnaire sought to establish what specific ENT 

changes nurses were assessing and monitoring. Question 14; asks details about 

history taking on admission. Questions 15-18 were concerned with specific 

evaluation of the ENT system on admissions in terms of signs and symptoms and the 

conducting of a physical examination of the ENT system. Question 19 looks at what 

specific ENT changes to the patient’s condition nurses were regularly monitoring, 

stemming from the work of Riley (1987), Sigler and Schuring (1993), Harris et al. 

(1998).

Section three: questions 21-22; pages 8-9, examine the category of patient 

empowerment and self-care practices of the ENT nurse. Question 21 asks about the 

nurse’s engagement in patient empowerment and self-care practices on the basis of 

formal, informal or no engagement in such programmes. Question 22 is concerned 

with the nurses assessing the patients’ readiness to learn. Some of the text reviewed 

specifically address patient empowerment and self-care practices as a priority of 

ENT nursing practice suggesting this necessity is due to shorter hospital stays (Riley 

1987; Sigler and Schuring 1993; SOHN 1994a; Hams et al. 1998).

Section four, questions 23-25, pages 10-12, are concerned with the health 

promotional practices of the ENT nurse. Within the initial database for the meta

ethnography these practices were separated into health education and prevention 

practices but on the advice of colleagues they were included into a collective 

category of health promotion (HP). To differentiate the practices this section was 

divided into three distinct questions. Question 23 relates to primary HP practices that 

address prevention within a healthy individual. Question 24 deals with secondary HP
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practices dealing with patients who have an ENT condition and the measures taken to 

minimise the impact. Question 25 addresses tertiary HP where the patient has a 

chronic condition that requires support to adapt and modify lifestyles. Sigler and 

Schuring (1993) SOHN (1994a) and Harris et al (1998) all include patient teaching 

sessions on self-care and prevention guidelines within their outlined care-plans.

Section five: questions 26-28, pages 13-17, seek to address the clinical skills 

necessary to care for the ENT patient. Within this section question 26, 27 and 28 are 

divided into parts A, and B; each question deals with the ear, the nose and the throat 

respectively. These questions are concerned about the nursing responsibilities and 

capabilities for the identified skills within each question. Many of the previous 

sections within the questionnaire deal with skills relating to the role of the ENT nurse 

yet within the literature there is a lack of clarity as to who is responsible for many of 

these practices. The older literature suggests it is the responsibility of the doctor 

(Rotter 1956), others refer to both (Serra et al. 1986), while the more current 

literature refers to many these practices being within the domain of the nurse (Harris 

et al. 1998). This section asks what skills individual nurses feel capable of and who 

they think is responsible for such practices.

4.4.5 Reliability and validity of the questionnaire:

This questionnaire was essentially quantitative, concerned with providing descriptive 

statistics in the form of frequency distributions (Boslaugh and Watters 2008). The 

data generated from this questionnaire was at a nominal level and the presentation of 

numbers as categorical data within tables and graphically attempts to create a picture 

of common ENT nursing practices. There was no attempt to make statistical 

inference from the data as the questionnaire, for this part in the process, was being 

used to report trends and commonalities among ENT nurses.

4.4.5.1 Reliability o f  the questionnaire:

The reliability of this questionnaire was the accuracy with which the practices 

identified from the literature mirrored the practices that ENT nurses feel constitutes 

the practice of ENT nursing. The development of a tool to measure the attributes of 

ENT nursing repeatedly, over time, was neither an objective nor a specific aim for 

this part of the study. This instrument was developed to provide a descriptive
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snapshot, discover commonalities and congruence with the synthesis o f the literature. 

Repeated measures of administering the same tool to the same individuals (test-retest 

reliability) would not have been possible due to the length o f the questionnaire, 

where issues o f fatigue may impact on the reliability results (Oppenheim 1992). 

Further consideration needs to be given to the condition under which the test will be 

carried out (ibid). Cognisance o f the fluid nature and the turnover o f non-ENT 

patients within each of the designated departments (Appendix 4), may impact on the 

individual nurse’s exposure to ENT nursing practice. Moreover, the recency and 

latency o f particular practices may call into doubt the stability o f results over time.

Internal consistency is designed to ensure that one is measuring a critical attribute 

and that all the subparts that contribute to that critical attribute are constant. The use 

o f reliability co-efficient tests to calculate reliability was not considered relevant as 

this tool did not include scales. Neither was the tool designed to measure a total score 

for each of the practice domains, therefore tests o f split-half or equivalence amongst 

different raters were not applicable (Polit and Beck 2010).

This questionnaire was constructed to produce descriptive data in the form of 

frequency distributions that revealed commonalities and patterns for the practices 

identified from within the literature. Therefore, measures o f internal consistency or 

equivalence were not applicable (Parahoo 2006). Whilst not a specific test of 

reliability, it was noted on reviewing the frequency distributions during the pilot 

work that the practice domains o f assessment/monitoring, self-care/patient 

empowerment and health promotion showed apparent commonalities with 

correspondingly high percentages for similar skills capabilities within the domain of 

clinical skills.

Insofar as was possible this study included a total population sample o f all registered 

nurses working in designated ENT imits. The demographic details collected sought 

to identify differences in the experience o f individual ENT nurses and their exposure 

to the identified practices. Whilst the nurses were working in hospitals with 

designated ENT units all o f the nurses were caring for a myriad o f patients from 

other specialities (Appendix 4). The individual nurse’s experience may thus have 

varied in terms of exposure to ENT nursing practice over time. While closed
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questions are restrictive (Barker 1996), to circumvent issues of recency and latency 

answers to individual questions were in the main short, one response and not limited 

by time.

4.4.S.2 Validity o f  the questionnaire

Assessing the validity of this questionnaire was important to show the extent to 

which it accurately and truthfully reflected what was being measured (Carter and 

Porter 2000; Polit and Beck 2010). Within the context of this study, external validity 

refers to the extent to which the results can be generalised to whole ENT nursing 

community. Internal validity, on the other hand, refers to the findings being 

consistent with the practices outlined within the questionnaire (Polit and Hungler 

1997; Carter and Porter 2000).

Threats to external validity refer to sample selection (Polit and Beck 2010), so this 

study was designed to include all nurses working in ENT departments in each of the 

designated ENT units (Comhairle na nOspideal 2005). Threats to external validity 

also include non-response rates; a response rate of 50% for a postal questionnaire 

may be considered reasonable (Puffer et al. 2004) and this questionnaire had a 

response rate of 57%, which is considered average for postal questionnaire (Cook et 

al. 2009).

The demographic details of the nurses who responded to the questionnaire when 

compared with An Bord Altranais statistics (2009) were in the main, representative 

of the key demographic details. Factors utilised to increase response rates were the 

inclusion of an incentive, in the form of an Mp 3 player per 25 participants, provision 

of an stamped addressed envelope, personal contact with the participants. University 

stamp and follow-up phone calls at two weeks and four weeks (Edwards et a l 2002). 

While the questionnaire was long, some would suggest that response rates are less 

dependent on the length of the questionnaire and more on the interest within the 

population (Oppenheim 1992) with response rates shown to increase when 

respondents are interested in the subject (Oppenheim 1992; Edwards et al. 2002).

Unit non-response to sub-questions within each section was randomly dispersed 

throughout. Twelve respondents did not provide answers to many of the sub-

112



questions from q26; A and B, q27; A and B, q28; A and B. These questions relate to 

skills capabilities and responsibility; on examining these participants they were 

mainly experienced ENT nurses working in the department for over 3 years. This 

phase of the study was not designed for the mathematical strength of the response 

rate to either prove or disprove (Sturgis 2008) the nurse’s engagement with the 

identified practices. It was, however, designed to reflect the trends or patterns for 

each of the identified ENT nursing practices within the domains and provide a wide

angled view of ENT nursing practice as a whole (Spradley 1980). As this phase of 

the study was essentially qualitative the counts of the nurses who responded as 

opposed to nurses who did not respond to each question are reflected in the 

frequency distribution tables as outlined in Chapter 5. The ‘̂‘intention to treat 

analysis” used to address unit non-response bias in random controlled trials (Achar 

et al. 2010) was not included. It has been suggested that some health professionals 

may perceive questions about their knowledge as threatening and this may be a 

reason for partially completed questions (Parahoo 2006).

For the purpose of ensuring internal validity for the questionnaire, this part in the 

process, addressed issues of face, content and construct validity.

4.4.5.2.1 Face validity

Face validity looks at whether the questionnaire, on the surface, appears to reflect 

what it is supposed to be measuring i.e. ‘The extent to which the identified practices 

of ENT nursing were being engaged with by ENT nurses’. The community of ENT 

nurses in Ireland is relatively small and to limit the introduction of bias, face validity 

non-experts were asked to review the tool (Parahoo 2006). For this tool the process 

was undertaken by asking ENT-medical colleagues and non-ENT nursing colleagues 

to read the questionnaire and provide feedback on whether they felt that the questions 

reflected what was being asked. Apart from typographical errors, the feedback 

suggested that the questions would appear to be exploring the outlined concepts that 

were under review (Carter and Porter 2000).

4.4.5.2.2 Content validity

Content validity for this questionnaire involved defending the questionnaire on the 

grounds that each question clearly represents the phenomenon (Sitzia 1999; Parahoo
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2006), in this case, the practice of ENT nursing. Important to content validity is that 

the questions being asked are relevant to the subject.

To assess the relevancy of the questions to the practice of ENT nursing, a panel of 

three experts from the United Kingdom were asked to review the tool for content and 

construction. This group, drawn from Scotland, England and Wales comprised of 

nurses who had been actively involved in developing ENT nursing services in the 

U.K. in line with national policy (National Health Service (UK) 2002). This expert 

group were instrumental in developing expanded ENT nursing roles within their 

individual services. It was on this basis they were deemed suitably qualified to assess 

the “adequacy and relevance” of the questions within the questionnaire (Parahoo 

2006; 305). While the content validity index was not strictly adhered to due to the 

length of the questionnaire, the expert group were in agreement that all of the 

questions were relevant to the practice of ENT nursing. They agreed that the 

questionnaire was very long but could not recommend ways to shorten it without 

losing content. Some individual comments related to the layout where one nurse had 

a personal preference for the demographic details to be included at the end. Another 

comment related to nurses working in non-ENT units or units with limited exposure 

to ENT nursing may not be familiar with some of the more specific ENT details of 

the questionnaire, which in essence was information that I was trying to capture. The 

third member of the group felt that the questionnaire was very relevant to ENT 

nursing practice and that it also captured aspects of the extended ENT nursing role.

4.4.5.2.3 Construct validity

This refers to how well the questionnaire is constructed to measure and reflect the 

phenomenon under review. It has been noted to be the most difficult to achieve (Polit 

and Hungler 1997; Parahoo 2006; Polit and Beck 2010). One may not be able to 

achieve construct validity until it has been tested in different settings, under different 

circumstances and over time (Parahoo 2006). While repeated use of this particular 

tool was not the intent of its construction, it was necessary to ensure that it was 

carefully reflecting and representing the practice of ENT nursing in its construction 

(Parahoo 2006). The inclusion of each question was justified by means of a matrix 

drawn up from the literature (Appendix 6).
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4.5 Pilot Study

Identifying potential weaknesses in the process, through pilot work, is an essential 

part of any study where one is able to recognise possible flaws that could impact on 

the ultimate outcome of the main study. This trial run allows one to modify potential 

problems before undertaking the major study (Polit and Hungler 1997; Parahoo 

2006; Polit and Beck 2010).

4.5.1 Pre-pilot testing of the survey questionnaire

Employing 5 friends and family to review the questionnaire during the pre-pilot stage 

provided useful information about their understanding of the questions being asked. 

They were asked to address issues of semantic clarity, readability and the time taken 

to complete the questionnaire. The questionnaire, in the main took approximately 50 

minutes to complete with nobody expressing concerns about lack of understanding in 

the questions being asked. Semantically, those that were non-nursing felt that the 

questionnaire was readable, but did not understand the content. Further comments 

were made about the font being small, the layout confined and there appeared to be a 

lack of page by page continuity. There was no direction on how to complete the 

questionnaire (Appendix 7). Subsequent drafts, 2 and 3 included a front page with 

information on each section and also instructions within the questionnaire on its 

completion. The subdivisions of the ear, nose and throat within each section of the 

questioimaire were posed as individual questions resulting in 46 questions over 23 

pages (Appendix 7). The tick-box sizes were increased, and answer options to 

questions 28, 29 and 30, relating to patient empowerment, were changed to informal, 

formal or none rather than asking for a yes or no, to glean more applicable 

information.

Learning from previous experience, a rough coding system was devised to facilitate 

data input into an Excel spread-sheet. “Insight”, a college Data Management 

Company was employed to give advice on the development of the questionnaire. 

Following consultation the layout was shortened, the coding system was modified 

and a further suggestion was the inclusion of the Trinity logo on the front page, 

removing the descriptive content and just providing short statements with general 

information. Each section began with a brief description and explanation with 

specific instructions being given when the questions were being asked. For example.
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questions 41-46 related to specific skills when caring for a patient with an ear, nose 

and throat problem. These questions were essentially using the same information but 

asking different questions; therefore these were amalgamated and presented as 

questions 26, 27 and 28 A and B. This was facilitated by the use of tables as opposed 

to an open format, allowing for better presentation and not limiting the size of 

individual boxes.

The pilot study for the first phase was conducted within my unit that was not 

participating in the main study. On gaining ethical approval from the Faculty of 

Health Sciences, Trinity College Dublin and the Health Service Executive (HSE) 

(Appendix 8) the Director of Nursing (DoN), from the pilot site was contacted, with a 

letter of introduction, precis version of the research and a request to carry out the 

pilot study within the hospital. An issue that was not apparent during the pilot work 

was that while the HSE ethical approval was accepted by the DoN at the pilot site, 

widespread acceptance of this approval was not mirrored in the study sites for the 

main study. This issue only emerged within the study proper.

Following permission to carry out the pilot study within the hospital the Clinical 

Nurse Manager 11 (CN M ll) was contacted by telephone, information about the 

study was forwarded on for discussion amongst the staff. Information sessions were 

organised to provide awareness about the study and to distribute the questionnaire. 

These information sessions were provided morning and afternoon involving a 

PowerPoint presentation, and discussion sessions. Information packs inclusive of the 

information leaflets, questionnaire and a raffle slip were provided for all staff present 

and for those absent. Twenty questionnaires were hand delivered, as was the design 

for this part in the process and the questionnaires were to be returned by post. Each 

nurse was asked to complete and critique the questiormaire. Not to appear to be 

coercing the staff into participation, a link person with whom I could liaise was 

identified. Initially the CNM2 was asked but felt that this may be interpreted as 

applying undue influence, so a senior staff nurse took on the role. A collection point 

was set up for me to collect the completed questiormaire personally rather than have 

a postal return.
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The response rate for the pilot work was 100%, (n=20); this would be unusual for the 

main study as the average response rate for academic studies is 55.6% (Baruch 1999) 

with 75% being considered well above average (Williams 2003). One can expect 

higher response rate when there is more personal contact and during this stage in the 

process I had, more or less, unfettered access to the ENT nursing staff, all of whom 

knew me (Edwards et al. 2007). This enabled me to ask each nurse questions about 

the questionnaire, in terms of content, length of time to complete and relevance of 

the questions. While nurses were asked to write comments on the questionnaire 

(Williams 2003) none of them actually did. On questioning, however, all nurses felt 

it was long; some pointed out minor typographical errors. The average length of time 

to complete was 30 minutes, with some taking 20 minutes and others 40. I asked 

about the instructions within the design of the questionnaire (Parahoo 1997); all of 

the nurses felt they were able to follow the directions included within its design. 

Completed questionnaires were given to a data management firm for inputting into 

an excel spread-sheet.

Descriptive statistics in the form of frequency distributions were carried out. Unit 

non-response was randomly distributed within each specific question, however, 

throughout questions 26, 27, 28; A and B 2-3 some nurses failed to respond to the 

more technical and detailed nursing practices in terms of their responsibility and 

capabilities for those practices (Parahoo 2006). The questionnaires were anonymous 

and no one referred difficulties with individual questions when asked. Some of the 

more junior nurses felt unsure about whether they were providing the right or wrong 

answers. Within the section on nasal care, some nurses were not familiar with the 

term anosmia so an explanation in brackets was included in the final draft.

Following suggestions from participants, I changed the instruction details on the 

front cover of the questionnaire and provided more detailed information and 

directions within each section. It was not possible to control for extraneous variables, 

but many of the factors that were thought to impact on the validity and reliability of 

the tool were highlighted as potential sources of bias, and amended as necessary.
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4.6 Data collection -  first phase

Data collection needs to follow a sequential plan (Polit and Hungler 1997). It begins 

with accessing the study participants, through providing information to gain their 

acceptance to participate in the study, gathering information, analysing data, 

findings, discussion and writing a research report. Figure 4.1 demonstrates the 

procedural flow for this study.

Ethical approval was sought and granted from the Faculty o f Health Sciences, Trinity 

College Dublin, and one Health Service Executive (HSE) network area prior to 

approaching the study sites. Erroneously, I was under the impression that gaining 

HSE approval from one regional area would be accepted in all HSE areas (which is 

the planned way the HSE approval is expected to occur). Based on that premise each 

Director o f Nursing (DoN) within the twelve sites was contacted with a letter of 

introduction (Appendix 9), precis version o f the study, a copy o f the ethical approval 

from the HSE area, a request for permission to undertake the study and to access the 

nursing staff within the ENT departments, initially, for the purpose o f distributing the 

questionnaire. Twelve letters and information packages were distributed to Directors 

of Nursing in each o f the designated ENT units (Comhairle na nOspideal 2005).

The initial contact with the DoN was to be followed up with letters o f introduction, 

copy o f permission granted by DoN, and a precis version o f the study with 

researcher’s contact details to be forwarded to each Clinical Nurse Manager (CNM) 

or their deputies to gain access to the nurses working in each o f the units. However, 

at this point the procedural flow of the study was halted as eight o f the DoNs either 

referred the study to their ethics committees or requested that I apply directly to their 

ethics committees for approval prior to contacting the CNMs. One DoN suggested 

that there was insufficient patient numbers being carried out within their hospital to 

warrant inclusion within the study.

Consequently, there followed a very labour intensive process that delayed the 

commencement of the study for some eight months. Some of the issues that emerged 

within individual hospitals included: The submission needed to be on hospital headed 

notepaper for it to be considered, which resulted in spending time trying to secure 

hospital headed notepaper for individual hospitals and re-print the documents.
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Another cause o f delay was that some submissions required a member o f the 

consultant medical staff, from within the individual hospital, to be named on the 

protocol. This involved writing to and meeting up with consultants, asking them to 

read the proposed study and sponsor it; trying to organise this and meet deadlines for 

submissions to ethics committees was, at times, testing. Another hospital wished to 

word the consent form for the study participants to comply with their patient research 

protocol. I found this a tricky issue as nurses were the primary participants in this 

study and the wording o f their individual consent form was not necessarily 

applicable to this study; also, the consent form was the one agreed by the Trinity 

College Dublin ethics committee. The compromise to gain access was to use both 

forms in this particular hospital.

Another hospital required a change to the nurse’s information leaflet to include: “the 

hospital policy on reporting misconduct will be adhered to throughout the study” ; 

these changes resulted in several drafts and re-submissions to ethics committees. 

This posed additional difficulties and delays as these committees may only meet on a 

monthly or six week basis with any supplementary changes resulting in a further 4-6 

week delay. In some circumstances I was required to attend these meetings 

personally, to defend and discuss the proposed changes, on more than one occasion.

This period in the study’s history was very frustrating as none o f these ethics 

committees actually found ethical breaches within the submissions and re

submissions. Many of the hospitals wanted individual changes to reflect 

administrative changes to the study. Technically, these issues could have been 

addressed by administration and the added delays of having to wait for a committee 

to meet and decide whilst not knowing if  further issues would emerge that could 

result in additional delays, was a difficult period. Furthermore, proceeding with 

individual hospitals, who had given permission, when one was uncertain about global 

changes to the study’s procedures to collecting data was not an option during this 

period.

Once permission was granted, each CNM 2 was contacted and a follow up telephone 

call was made to arrange a suitable time for me to meet with the staff. One o f the 

sites posed a difficulty at this stage, where administrative difficulties within that
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department resulted in delays in accessing the nursing staff. These delays persisted 

over some weeks with the ultimate decision to exclude the site from the study.

As pre-contact with study participants has shown to increase response rates (Edwards 

et al. 2002) a day was organised within each of the 10 participating ENT units to 

meet as many staff as was possible. I provided information sessions, introducing 

myself to all of the staff. I gave a PowerPoint presentation of an overview of the 

study, outlining the two phases and answering any questions that individual nurses 

had about the study. As I did not want to interfere with the flow of work during these 

sessions, I allocated a day to these sessions as often there was only one nurse could 

attend at a time when it was convenient to the ward. On some wards the CNM2 had 

organised for nurses to attend during their off duty time and I was heartened that they 

should give of their time to meet with me. Following these sessions, questionnaire 

packages were hand delivered to the nurses present and packages were left for staff 

members who were unable to attend on that particular day, requesting their 

participation.

Within each unit a link person was identified so that I could liaise with this person 

and answer any questions individual nurses may have without them feeling 

threatened or coerced into participating. Another idea behind this approach was for 

this person to encourage participation in the study. The questionnaire package 

included:

1. A letter of introduction.

2. An information leaflet.

3. A questionnaire.

4. Raffle slip for inclusion in a draw for an Mp3 player per 25 responses.

5. A white envelope to enclose the raffle slip.

6. A brown A4 sized stamped envelope personally addressed to me.

The rationale for utilising this package was as follows: - The letter of introduction 

was designed as a personal introduction for any nurse who was unable to attend the 

presentation and information sessions. The information leaflet was to provide an 

overview of the study for those present and absent. This also included my telephone 

number for staff that may have questions that they may like to discuss with me
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personally. Some incentives have been criticised on the grounds of being unethical 

(Williams 2003); however, they are known to improve response rate (Oppenheim 

1992; Edwards et al. 2002) but may be limited to direct payment as opposed to a 

raffle (Roberts et al. 2000). On these grounds a raffle of an Mp3 player per 25 

responses was included in the questionnaire package with a white envelope with 

‘raffle draw’ written on the outside. This was to preserve the anonymity of the 

participants, who placed the completed questionnaire with their name on, in the A4 

brown stamped addressed envelope. Following initial contact with the staff and 

distribution of the questionnaire within each unit, a link person was identified. 

Further liaison with the units would be through the link person or gatekeeper on 

administrative matters. The link person was to ensure the individual nurse’s consent 

to participate was being freely given with fiill knowledge and without any perceived 

undue influence.

The questionnaire was designed to confer a degree of anonymity on the study 

participants when asking questions about professional practice (Parahoo 2006). 

However, each questionnaire had a unique identifier, which was to reflect the social 

activities within the particular units without identifying individual participants. This 

approach also sought to facilitate locating units that could potentially participate 

within the second phase of the study by identifying key informants for further 

exploration of the social situation. While the use of a postal return questionnaire 

limits clarification of any potential misunderstandings about the tool the introduction 

of a link person was designed to alert me to any potential problems. A response rate 

of 57% (n=135) was achieved for this questionnaire, which is average for 

professional postal surveys (Cook et al. 2009). The link person in each of the sites 

also provided personal reminders for the study, which have been shown to improve 

response rates (Asch et al. 1997; Edwards et al. 2002).

4.7 Data analysis -  first phase

The large volume of data generated during this phase of the study was inputted into 

an excel spread-sheet and analysis was via SPSS software. A college data 

management company was employed to provide this service. Descriptive statistics 

were then used to analyse the data, as establishing relationships within the data was 

not the import for this phase of the study.
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Further categorisation of the copious data generated from the first phase was 

undertaken using descriptive probability levels. Descriptive terms for the likelihood 

of ENT nursing practice occurring were developed and modified from classifications 

used in safety and accident reporting (Department of Defence 2000; Maguire 2006). 

These standard statements are designed to provide for a level of probability of events 

occurring based on their past safety and risk management data. These were modified 

to accommodate categorisation of what nurses felt were the probabilities of the 

occurrences of ENT nursing practice within their units. The modifications made to 

the probability levels were documented in the introduction to practice within the 

findings chapter.

The initial demographic details were compared with An Bord Altranais statistics 

(2009) to establish the representativeness of the sample. The findings were presented 

graphically, using bar, pie charts and tables and in so far as was possible keeping text 

to a minimum. These data provided for a system of categorising the practice of ENT 

nursing, identified from within the literature, and their existence to a lesser or greater 

degree in practice. This quantifiable process gives one a limited perspective on the 

theory practice dyad of ENT Nursing. It also provided a more focused approach and 

a selective platform for observing the practice of ENT nursing in units that were 

regularly engaging in ENT nursing practice.

4.8 Second phase: the qualitative phase

The social situation for this part of the study was designated ENT units within the 

country where registered nurses were involved in providing direct care to ENT 

patients. Nurses were the primary focus of enquiry or the ‘‘key informants’ (Morse 

and Richards 2002). During all stages of this study it was the activities of the nurse 

that were of interest; however, in the non-participant observational phase of the study 

the nurse’s activities involved patients, carers, doctors, paramedical and ancillary 

staff. These activities were observed but only to the extent that they were interacting 

with the ENT nurse. The other people within the environment were very much a 

secondary focus that provided context to the activities of the ENT nurse. Jamieson 

(2004) differentiates informants of a study as true members and quasi-members of a 

cultural group, the latter being those who are on the periphery as distinct to the 

former, who are the principal participants.
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While similar questions were posed during the first phase, this phase was designed to 

provide greater depth and context (Polit and Beck 2010), a shared meaning and 

understanding of ENT nursing practice amongst this community (Filmer et al. 2004), 

and the opportunity to establish and explore aspects of ENT nursing practices being 

carried out on a day to day basis (Tashakkori and Teddlie 2003). In considering the 

scope of this research, this sought to describe the social situation of ENT nursing in 

terms of service delivery. This study lies at the micro end of the ethnographical 

continuum as it seeks to focus on the situations important to ENT nurses as opposed 

to the concentrating on the concerns of general nursing (Spradley 1980; Holloway 

and Wheeler 1996; Fetterman 1998). In keeping with the ethnographical sequence 

the conclusions drawn from the first phase implied further questions; who are the 

nurses regularly engaging with these identified practices, what type of units are they 

working in, what are the day to day activities, what influences their day to day work, 

all questions that cannot be answered within a questionnaire. Following the broad 

descriptive overview provided from the first phase questionnaire and analysis 

(Fetterman 1998), the second phase allowed for greater clarification of these 

questions by focusing and selectively observing the ENT nurses’ social situation 

(Spradley 1980; Polit and Beck 2010).

A number of conditions need to be considered when accessing the field and carrying 

out on-going observation within any social situation.

4.8.1 Locating the social situation

Thus far, the social situation for this study has been rippling throughout this 

document. However, locating oneself within a physical setting, where actors and the 

activities are commensurate with the scope of the study was necessary in order to 

carry out observations. The physical location can be referred to as a “kind o f place ” 

with which the researcher can identify opportunities to observe multiple aspects of 

the specific culture (Spradley 1980: 40).

Logistically it would have been impossible to gain access and observe in all ten ENT 

units who participated in the first phase of the study (Fetterman 1998). The process 

of identifying the physical setting for the second phase data collection was initiated 

following a review of the frequency distribution of questions 4, 13 and column A of
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26, 27 and 28. The unique identifiers on the questionnaire were used to recognize 

specific units where nurses were more frequently engaging with the identified ENT 

nursing practices. This process of identifying appropriate units included looking for 

sites where more experienced and qualified ENT nurses were working. Ensuring that 

the cultural setting is reflective of the social order is considered time well spent as it 

helps to ensure that one gets more precise and detailed information about the culture 

that is being explored (Holloway and Wheeler 1996). To encompass all aspects of 

the social situation, researchers involved in ethnography commonly need to observe 

in more than one place (Spradley 1980) or need to modify plans to accommodate 

changing situations (Fetterman 1998). The design of the study was to include two 

units where I would observe ENT nursing practice concurrently. Once the 

observation process began, ward closures and cut-backs within the ENT service 

nationally warranted the inclusion of a third unit. To accommodate the changing 

locations and protect the anonymity of the nurses who were engaging in the second 

phase of the study, a ‘virtual ENT ward’ was created and presented in chapter 6.

4.8.2 The actors

This study sought to leam more about the norms and patterns of ENT nursing 

practice, in particular the work of the ENT nurse, that could be described as unique 

(Morse and Richards 2002). Spradley (1980) refers to the people in a social setting 

as the actors, others refer to them as key informants, people who can provide 

meaningful information (Holloway and Wheeler 1996) or members of the population 

(Fetterman 1998). Jamieson (2004 :71), while conducting an institutional 

ethnography in hospitals in British Columbia, introduces the participants as the 

‘members’, ‘their physical environment’ and ‘their work’. The first phase data 

highlighted that there was 73% (n=99) of ENT nurses with 3 or more years’ 

experience of working within the ENT units in the country. Within all of the units 

where observations were taking place there was a mix of experienced and non

experienced ENT nursing staff The guidelines for the development of clinical 

nurse/midwife specialists posts in Ireland suggest that nurses taking on such roles 

should have extensive experience that includes 5 years’ post registration experience 

and have at least 2 years’ experience within the specialist field (NCNM 2008). 

Using these criteria within this phase of the study, I labelled participating nurses with 

over three years’ experience of working with ENT patients as ‘senior ENT nurses’
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and those with less than three years’ experience were referred to as ‘junior ENT 

nurses’. However, to get a broad overview of ENT nursing in Ireland it was 

important to include all registered nurses who were working within the social setting. 

This is sometimes referred to as ‘7/ze big-net or wide-angle view’’’ that can be 

modified as time passes, allowing for the use of judgement to select more appropriate 

interactions, observations and discussions that would better inform the study 

(Fetterman 1998: 32).

4.8.3 The activities

Observations within the three units were conducted concurrently. In the beginning 

the activities and interactions that were being observed just appeared to be a flow of 

actions without understanding their pattern or meaning. As time passed, and having 

the opportunity to speak with the ENT nursing staff about the activities that initially 

appeared to be occurring on an adhoc basis, I found they were actually linked to 

events that make up the main ENT nursing activities. This is not uncommon, and the 

benefit of spending time and repeated periods of observations allows for the 

emergence of patterns to the observed activities (Spradley 1980; Fetterman 1998). 

The approach to observing social situations draws on the analogy of photography and 

a series of movements for the camera lens. This process of getting the right picture 

begins with a wide focus, followed by a narrow focus and then a widening of the 

focus again to include appropriate context (Fetterman 1998). Essentially this was 

how the second phase of this study was undertaken.

4.9 Data collection procedures -  second phase

Preliminary considerations for this phase of the study involved giving thought to the 

social situation to be investigated. Identifying the physical environment, actors and 

activities are the initial first steps. Further thought is then given to accessibility of the 

sites, permission from the study participants, activities to be observed, the level of 

participation and obtrusiveness prior to undertaking observations. As a novice 

ethnographer and not skilled in the practice of non-participant observation, I 

conducted a pilot study of one week. This was carried out under the mentorship of 

my supervisor, within one of the recognised ENT units not officially participating in 

the study (Spradley 1980). Pilot studies are not necessarily carried out or recorded in
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qualitative research but are beneficial for those less experienced and assist in 

focussing one’s attention when entering the field for the main study (Sampson 2004).

4.9.1 The pilot study

Whilst the ENT ward was the physical location it soon became apparent that other 

locations are included, such as the ward office, the nurses’ station, the cloak/coffee 

room, the treatment room, the audiology room, the kitchen, the store room, the 

corridor, and the sluice room. All of these locations become a rich source of 

information where both explicit and implicit nursing interactions can take place. A 

map outlining the physical location was drawn up to illustrate this social 

phenomenon (Morse and Field 1996).

The actors or primary participants were registered nurses working within the unit and 

the activities of interest were the practices of ENT nursing with which the nurses 

were engaging. Like all of the designated ENT units in the country the nurses were 

caring for non-ENT patients (Appendix 4). At times it was difficult as the nurses 

were looking after ENT patients amongst a steady stream of non-ENT patients. I 

tended to make more focused observations and concentrated my efforts on observing 

the ENT nurse-patient interaction or those activities that related specifically to ENT 

nursing (Spradley 1980). This week was beneficial in identifying limitations and 

possible problems that could potentially occur within the during the second phase of 

the study (Catlett and Lovan 2011). Furthermore; the benefits of carrying out pilot 

work assisted me in learning how to behave within the social setting as a non

participant observer, how my presence may affect the social situation and what 

modifications might need to be made for the main study (Spradley 1980; Sampson 

2004; Kim 2010; Catlett and Lovan 2011). This pilot was limited to one week 

therefore the detailed analysis of these data was not to be included in the main study 

(Sampson 2004). However, preliminary analysis included reviewing the physical 

environment, the insider and outsider perspective and integrating introspection of 

what I was doing, what I was feeling and what I needed to know was included on a 

daily basis (Spradley 1980).

The first lessons to be learnt began with gaining access to the research site where 

allocating a week was insufficient time because of the hierarchical layers of the



organisation through which one must proceed (Spradley 1980). Submitting 

documentation that has to be read and digested and then organising meetings took 

about a month. The process involved submitting documentation to the Director of 

Nursing, then contacting the office for a meeting. I then spoke with the clinical nurse 

manager to access the study participants. A preliminary meeting was held two weeks 

before I was due to commence observations, with as many staff as possible present. 

Information packs and consent forms were provided for all staff, present and absent. 

All but one nurse agreed to participate in the pilot work.

4.9.2 Collecting pilot data

As scheduled ENT work does not occur at the weekend, to maximise exposure to 

ENT nursing activities I picked Monday to Friday for the 5 days to observe. Whilst I 

realised that 1 cannot observe everything “time, points or events” were recorded to 

coincide with ENT nursing practices and avoid non-ENT nursing activities (Coolican 

1996:75) and to try to gain exposure to as many different ENT nurse-patient 

interactions as possible. I also varied my time and the number of hours spent within 

the field during each observational session to include as many different spans of 

duties and as many ENT nursing activities as was possible. Verbatim transcribing 

was impossible because the nurses did not want to be recorded, so brief notes on key 

points were jotted down during each session and a more specific detailed account 

was noted digitally, when the session was over. I also recorded my thoughts and 

feelings of the experience of collecting data in a dairy, what I was learning and how I 

might need to improve the next day. On repeated listening to the recordings I jotted 

down what I thought was happening within the session, trying to generalise and 

interpret meaning that may not necessarily have been apparent from initial 

appearances (Spradley 1980).

The timing of observational sessions and the ward activities that were observed were 

designed to maximise nursing activities, theatre, admissions, discharges and 

treatment room activity. Having attended the ENT ward early the first morning to be 

present for the ward report, I suddenly found myself alone in the office where the 

nursing staff were not sure how to proceed with me and I was uncertain as to how to 

break the ice with them in this new situation. I was personally known and very much 

an insider within this setting so being detached was often easier said than done
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(Hammersley and Atkinson 2007). Whilst consent and participation were freely 

given by the nursing staff I was unprepared for the distance that the role of the 

researcher could create amongst people I knew. Whilst uncomfortable it also created 

awareness to the idea that consent and co-operation were not necessarily 

synonymous, and the constant need to negotiate co-operation with the staff within the 

field (Bonner and Tohurst 2002; Sampson 2004).

Initially, some nurses agreed to our conversations being recorded but these 

conversations became very stilted and were abandoned. My generic questions were 

based on the first phase data collection; however, I noticed on reflection of the brief 

recordings that in my enthusiasm to get as much information as possible I tended to 

ask very specific ENT questions that sounded more like testing the nurse.

Observing nurse C collecting a patient from  theatre and placing them 

upright in bed I asked the nurse: “why do you need to position the patient 

like that? ” (Day 2 afternoon)

When questioning the nurses about the nurse-patient interaction, my questions 

sounded like I was testing their knowledge and some would look at me quizzically 

and ask why I was asking such a question (Roper and Shapira 2000). Asking the 

nurse about what other different positions do ENT nurses need to use may have been 

less questioning of the specific interaction of that particular nurse. I personally knew 

many of the nurses so I struggled with this throughout the week and had repeatedly 

to explain to my colleagues my rationale for seeking such information (Spradley 

1979). Within my diary I reflected on my need to change my approach for the main 

study and thought about how to focus my questions away from the particular to the 

general domain of ENT nursing. The use of “descriptive” questions; ‘can you explain 

or describe?’, or “structural”, ‘what other approaches are being utilised?’ or ‘how 

does it work?’ or “contrasting” questions relating to the difference in approaches to 

ENT nursing (Spradley 1979). While gaining advice from the literature is one thing, 

in reality, it can be difficult because of personal insecurities within a new role or 

setting (Hammersley and Atkinson 2007).
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An additional problem encountered whilst collecting data within the pilot site was 

being asked my opinion about a particular nursing situation or advice on how to 

manage a particular patient. This was more evident amongst the less experienced 

ENT nurses and remaining detached and trying not to influence the outcome of the 

situation was impossible.

Whilst chatting with nurse C in the office we were discussing the care o f  

a patient who was attending the ward fo r  investigations fo r  a lesion on 

the larynx the patient having returned from  theatre following a 

“microlaryngoscopy ” the nurse said to me “they do not fast overnight do 

they? ” I  answered the question but personally fe lt frustrated by doing so.

I  tried to salvage the situation by asking the nurse “what would you do if  

I M>as not here? ” I  was told “I would check with the doctor (Follow up 

why the nurse needed to ask this question! need to be careful about 

advising nurses fo r  the main study.) Tuesday Day 3 Diary entry

Trying to analyse and interpret this situation rather than concluding with an 

inappropriate generalisation (Spradley 1980) I noted in my dairy that I needed to 

follow up and ask ‘why’. This nurse had been working in the ENT unit for 2 years, 

was personally known to me but on checking with the nurse reference was made to 

different consultants having different policies and the nurse, because of the presence 

of non-ENT patients on the ward, had not looked after a patient having this 

procedure for some weeks. As the ENT nursing community is relatively small and all 

of the study participants were informed that I work as a clinical nurse specialist in 

ENT, I noted the need to be aware of advising nurses within the main study and 

develop strategies to circumvent such problems should they occur (Bonner and 

Tohurst 2002).

During this pilot week the questions of ‘who’ the nurses are that are working in the 

ENT units, ‘what’ they were doing and ‘how’ were they doing it (Agar 1996) were of 

less importance and are not included in the main study. This process was, however, 

designed to provide insight into; where to position myself within the field, how to 

use myself as a research tool, how to utilise the resources needed within the field and 

to establish limitations of the approach being undertaken (Allen 2004; Sampson
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2004). While it did not take the trepidation away from me it did provide insight into 

the experience of a ‘non-participant,’ or being a passive observer, that was essential 

before entering the field.

Within the main study a total of forty periods of observation were undertaken during 

second phase data collection. The first five days in each unit, fifteen days in total 

were amalgamated into day one to five for all sites. These five days facilitated a 

panoramic or wide angled view of each site where I was attempting to distinguish 

between the general activities on the ward as opposed to those of individual ENT 

nurses. This part in the process helped to differentiate activities within the social 

situation that were general activities or clusters of social situations that were linked 

to the physical location of the ENT department (Spradley 1980; Fetterman 1998). 

This allowed me to stand back and establish basic information, like the layout of the 

ward, the people who were coming and going, when the changeover of staff 

occurred, ward reports, consultant ward rounds, admissions, discharges, mealtimes, 

medication administration, observing patients, outpatient activity etc. Generalisations 

and interpretations of the information gained during these preliminary days are 

outlined within chapter 6.

During the subsequent thirty-five periods of observation my attention was directed 

towards observing how the social situation was connected. My efforts were directed 

to exploring ‘clusters o f  social situations ’ to establish how the ENT nurses’ activities 

are related to the different social situations on a day to day basis. Furthermore, this 

process also involved observing the ENT nurses’ activities within a ‘network o f  

social situations’ where they were carrying out similar activities but in different 

social situations such as those observed within an in-patient and an out-patient 

setting (Spradley 1980: 42-44).

The key rationale for this phase in the study was to provide a deeper understanding 

of the practice of ENT nursing and give due consideration to the selection criteria. 

As a novice researcher one is advised to be structured and organised by addressing 

issues of “simplicity, accessibility, unobtrusiveness, permissibleness, frequently 

recurring activities and the degree o f  participation'’’ that are key to success when 

undertaking observational research (Spradley 1980: 46-52).
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4.9.3 Simplicity

This study sought to discover the meaning o f the culture o f ENT nursing. In simple 

terms this involved reviewing a single social situation; however, it did mean that 

within a collective context I was engaging with many social situations. The 

observing o f nurses working within the ENT department was inclusive o f clusters 

and networks o f activities that constituted this social situation. The clusters or closely 

related social situations where I observed the ENT nurses incorporated many 

physical locations within the department; the offices, the corridors, the patient 

cubicles, the treatment rooms, the outpatients’ departments, the dining and rest 

rooms where nurses were seen to take formal, informal or timeout breaks. These 

clusters o f social situations were connected by the network o f shared interactions 

with which ENT nurses were seen to engage. This social network involved observing 

and discussing with ENT nurses situations such as: patient reporting, interactions 

with others, patients and colleagues, admitting and discharging patients, transferring 

patients to and from other departments, and preparing the envirormient.

In considering the simplicity of this study, this study involved forty periods of 

observations within three units that were geographically dispersed and the logistics 

o f getting to each unit added to the complexity o f the approach taken. On one level 

this study involved a single social situation, on another the clusters and network of 

activities involved in the day to day activities made it a more multifaceted situation 

to consider (Spradley 1980).

4.9.4 Permissibleness

The process o f being permitted to undertake the second phase began with contacting 

Directors o f Nursing within the two identified sites with the most potential to be key 

informants for the second phase of this study. Entry to the sites for second phase was 

problematic. Prior to commencement of th& study the requesting o f permission 

within each o f the ten sites was inclusive of both phases o f the study. The granting of 

permission within three sites placed a caveat on the permission being granted, 

whereby, in the event o f their hospital being selected for second phase participation, 

the study would be referred back to their ethics committee. One of the two sites 

identified initially as key to informing second phase included this caveat within the 

permission granted. This resulted in this phase o f the study being deferred for several
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months to accommodate negotiations. Similar delays were encountered in the other 

identified site where a burgeoning national economic recession had resulted in the 

ENT ward being closed for prolonged periods o f time. However, within this site 

negotiations with the Director o f Nursing resulted in support for and permission 

being granted to observe in the modified ward where the nurses, who had 

participated in the first phase, were currently working.

As previously mentioned a third site was not in the initial design o f this study but, 

unfortunately, during the negotiations with the two initial sites, access to observe the 

nurses was going to be restricted therefore it became apparent that a third site was 

necessary to provide a more in-depth review of the ENT nursing community 

(Spradley 1980; Fetterman 1998). Initial approaches to the Director o f Nursing at the 

third site resulted in referral back to the ethics committee despite this not being 

stipulated within the original granting o f permission and a further two months of 

delays ensued. This process of negotiating admission to limited entry study sites such 

as healthcare institutions has been noted to be fraught with complications and can 

take a protracted amount of time (Spradley 1980; Wiebel 1990; Fetterman 1998). 

Having access to someone to provide introductions or recommendations as to one’s 

bona-fides can often shorten and facilitate the process (Wiebel 1990; Fetterman 

1998). Unfortunately, naivety on my part, where I mistakenly thought that alerting 

gatekeepers to the fact that I was o f part o f this particular nursing community who 

was wishing to observe and leam from colleagues’ practice (Murphy et al. 1992; 

Roper and Shapira 2000), would confer greater permissibility to the site. This was 

not necessarily an enabling factor at the level of hospital gatekeeper and as a 

consequence the time taken to gain access to the second phase study sites was 

grossly underestimated.

4.9.5 Accessibility

Following permission being granted by the Directors o f Nursing and the relevant 

ethics committee within each site, telephone contact was made with the three clinical 

nurse managers in each unit. Within one particular site conditions were attached to 

the permission being granted for this phase o f data collection. These conditions 

included: not observing in wards where there were children, that I should have no 

direct patient contact, periods o f observations were limited to two hours on any given
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day, I could not observe in areas where nurses who had not agreed to participate 

were on duty, there must always be a clinical nurse manager on the ward at all times, 

a deputy would not suffice, at no time could I use any audio recording devices on the 

premises; 1 could not observe in wards where non-ENT patients were being cared for 

and the observational period could not be longer than one month. These restrictions 

involved initial and on-going negotiations with the clinical nurse manager at this 

particular site. These are not unusual processes when employing ethnographical 

techniques, but the novice ethnographer is advised to avoid overly restricted areas on 

the basis that this can time consuming and frustrating (Spradley 1980; Roper and 

Shapira 2000).

A meeting was arranged with the clinical nurse manager to discuss how to 

commence the study within this unit. This meeting was very supportive where I was 

able to voice my personal insecurities regarding keeping within the restrictions yet 

getting relevant information about ENT nursing practice. The clinical nurse manager 

also voiced understandable reservations from the staff about being observed (Roper 

and Shapira 2000). Together we planned the initial contact with the nursing staff and 

the logistics of working within the limitations imposed. We discussed issues such as 

duty times of the nurse managers within the department and how I might be 

accommodated within other ENT areas when a nurse manager would not be on duty 

within the ward. I left information packs and consent forms on the ward. The nurse 

manager agreed to display the information leaflets on a prominent place on the notice 

board and we agreed that I would discuss the consent forms with each nurse when I 

attended the ward (Appendix 10, Appendix 11), a date for which was arranged.

On contacting the clinical nurse manager of the ward that had been modified due to 

cutbacks I was informed that there was reluctance amongst the nursing staff to 

participate in the second phase of the study due to their current circumstances. This 

was a major disappointment given that this particular group were eager to participate 

in the second phase when given preliminary information on the study. A two month 

period of renegotiation took place with this site and gaining support from the clinical 

nurse manager proved vital to this process (Fetterman 1998; Roper and Shapira 

2000). Meetings were organised with the nursing staff to address and negotiate terms 

with which they felt more comfortable. The reluctance on the part of the nursing staff
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centred on the cramped conditions under which they were currently working where 

they felt that a normally routine situation could become more pressurised when one 

is being observed.

Another concern was that most of the nursing staff did not want to be recorded 

during discussions. Assurances were given to the nursing staff about observing 

within confined spaces and I undertook that, in the event of the environment being 

overly crowded or if my presence was compromising the nurse or the smooth 

running of the department, I would leave. Further assurances were given that I would 

be taking contemporaneous hand written notes so there would be no use of audio 

recording devices within the department. Information packs and consent forms were 

left with the clinical nurse manager, who advised me two weeks later that the most of 

the nurses had agreed to participate in the study. Two nurses did not want to 

participate but did not object to me being present on the ward, observing and 

interacting with colleagues. Assurances were given to these nurses that no 

information would be collected about them while observing within the department.

Within the third site on contacting the clinical nurse manager to organise an 

information session a general ward meeting was called. Some of the nurses, 

generously, attended this meeting during their off duty time. Their permanent ENT 

ward was closed for some months and they were in temporary accommodation but 

the nurses were very willing to participate and share their experiences with me. 

Information packs and consent forms were left and following a two week period I 

would contact the ward to organise a time to start the study.

4.9.6 Unobtrusiveness

Attempting to be totally unobtrusive while carrying out observational research is 

impossible and an observer’s presence in a social situation will change the routine 

dynamic (Hammersley and Atkinson 2007). Terms of access denied me the 

opportunity to interact on a professional nursing level with my colleagues therefore, 

keeping as low a profile as possible was my intention. The issues of dress and the 

position taken by the researcher are viewed as influencing factors that can pose 

dilemmas (Hammersley and Atkinson 1995); in particular, for the nurse researcher 

with experience, or the clinical field, this may be confusing (Waters and Easton
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1999). As a member of the wider ENT nursing community for over 20 years and for 

the duration of the study, being detached, not formally included as a member in this 

particular physical environment was an unsettling prospect (Hammersley and 

Atkinson 2007). Nurses interacting with patients or intervening on their behalf are 

common nursing activities but as a researcher these interactions can influence the 

behaviour of the subjects and, some would argue, the outcome of the study (Coolican 

1996; Morse and Field 1996; Elliott and Wright 1999). Therefore a decision was 

taken to adopt a detached approach whereby 1 was close enough, to be able to, watch, 

observe and record the interactions of nurses’ with others and only intervene or 

participate in situations where immediate or minimal assistance was needed (Bonner 

and Tohurst 2002). To minimise obtrusiveness and to avoid any confusion the 

wearing of a uniform or a white coat within the enviromnent was deemed 

inappropriate, so in preference I wore smart casual clothes (Waters and Easton 1999; 

Bonner and Tohurst 2002). 1 also had a Health Services Executive (HSE) 

identification badge which included; my photograph, name and title as an ENT nurse 

researcher. I carried a lockable, large A4 leather writing case that contained my 

notepad, pens and personal belongings.

4.9.7 The frequency with which the activities occur

The frequency with which ENT activities were occurring was addressed proactively 

prior to commencing second phase data collection. Utilising first phase data from the 

identified units, the activities that the ENT nurses referred to as occurring on a ‘more 

than regular basis’ became the focus for the activities that were observed during 

second phase data collection (Fetterman 1998). One cannot observe everything so the 

first phase grand tour review allowed for some of the preliminary work to be 

expedited and dispensed with as observations of less interest to the study; namely, 

the generic non-ENT nursing activities. Following the first five days of orientation 1 

was able to concentrate my efforts on observing the specific activities of interest 

within the physical social setting (Spradley 1980). This was not necessarily a simple 

process because all three units were caring for non-ENT patients. Therefore the 

timing of when I could observe specific ENT nursing activities had to be negotiated 

with the staff to coincide with times when they were regularly interacting with ENT 

patients to understand the local rules governing such activities. This also necessitated 

an understanding of the vagaries of each unit’s activity such as when admissions and
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discharges were likely to occur, timings of ward routines such as: theatre activity, 

dressings, observations, medicine administration, outpatient clinics or casualty 

attendance; this also included being aware of times when ENT nurses referred to 

regularly being busier with ENT nursing. This information was gathered during the 

first five days in each unit and provides the context for developing the ‘virtual ward’ 

as outlined in Chapter 6.

4.9.8 Participation

Some would suggest that unless one is actively participating in all the activities of a 

social situation one is merely a spectator (Spradley 1980; Fetterman 1998). However, 

the conditions of access, the logistics of observing within three disparate units 

together with my role as a clinical nurse specialist within ENT were factors that I 

needed to consider when making this decision.

The initial proposal was for two months of observations in two separate units. The 

delays of access resulting in the inclusion of a third unit, and inconsistencies with the 

terms of access within each unit would have resulted in different levels of 

participation within each unit.

This aspect of the study was given significant consideration prior to the research 

proposal and commencement of second phase data collection. As a nurse with many 

years of ENT experience and at least ten of those as an ENT clinical nurse specialist 

there were two aspects to consider in terms of participation. Firstly, I did not want to 

go ‘native’ where the objectivity of the research was being threatened or undermined 

by my participation and secondly that my experience or views of a particular 

interaction could inadvertently influence the outcome of what is being observed 

(Spradley 1980; Fetterman 1998; Bonner and Tohurst 2002; Brodsky and Faryal 

2006; Hammersley and Atkinson 2007).

The influences of the emic (insider) and the etic (outsider) of the researcher stance 

have been argued, where the etic perspective may not consider the subtleties of the 

culture whereas the emic perspective can sometimes lack objectivity. To address the 

issues of lack of objectivity with the need to consider the subtleties of the culture, a 

non-participant observer or visitor role is recommended (Allen 2004; Bumard 2004;
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Brodsky and Faryal 2006). Nursing staff asking my opinion or for a contribution to 

their decision-making process within the context of the patient care needed, 

therefore, to be hmited (Bonner and Tohurst 2002). On the basis of the foregoing I 

decided to be a non-participant or passive observer within the field (Spradley 1980). 

This approach allowed me, within the participating units, to reduce the risk of 

potential bias whilst also trying to keep my focus on the routines and on being able to 

question what appeared to be the more everyday practices of ENT nursing (Allen 

2004). This approach also facilitated the use of informal conversations to clarify the 

tacit rules of ENT nurses’ practice (Spradley 1980; Bumard 2004; Hammersley and 

Atkinson 2007). My visitor status allowed for more sensitive information being 

shared about the routines and structures within individual units or specific to their 

nursing practice which, when reflected upon when writing up memos, allowed for 

more questioning. There were times where I did struggle with myself in relation to 

what I might do in similar situations or, not as the case maybe, these efforts at 

detaching myself were acknowledged in comments within my diary (Bonner and 

Tohurst 2002; Allen 2004).

4.10 Data collection - second phase

Having accessed the study sites, modifications to the original plan of gathering data 

over a two month period had to be drastically altered due to the ENT activity levels 

within each of the units being reduced. During this time constant negotiations took 

place between myself and the clinical nurse managers within the three units and 

highlighted the benefits of inside help (Fetterman 1998; Roper and Shapira 2000). 

This allowed me to speak with one individual and glean information about proposed 

ward activity levels to get access within the wards when nurses would be interacting 

with ENT as opposed to non-ENT patients. This resulted in forty sessions within the 

three units being organised sporadically over an eight-month period from April to 

November 2008. Furthermore, during this period, the additional difficulties of 

consent and cooperation were exemplified where on three different occasions, pre

planned sessions had to be abandoned when nurses working with a reduced nursing 

complement, or in an area with which they were less familiar, did not want to 

participate on those particular days (Sampson 2004). Whilst one could handle this 

differently had the units been within a reasonable distance of one another,
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unfortunately this resulted in additional negotiations and consumed an inordinate 

amount of time in terms of travel (Spradley 1980).

The timing of observations varied and while not optimal in terms of potential for bias 

or a true reflection of the emic perspective (Allen 2004; Bumard 2004; Brodsky and 

Faryal 2006) this was designed to maximise the activities of interest (Elliott and 

Wright 1999). Like similar studies, in so far as possible, all spans of duty were 

covered from morning, mid-moming, afternoon, evening and night-duty, albeit that 

night duty observations were limited to before 12 midnight as patients were sleeping 

after that, and patients attending casualty were cared for in the general casualty 

department until the following morning (Elliott and Wright 1999).

I discretely kept contemporaneous notes, jotting down noteworthy points and 

verbatim phrases the nurses were using. Being familiar with many of the terms that 

the nurses were using I constantly had to pose a question in my mind “would I 

understand that term if I was not of this community of interest?” (Spradley 1980). 

While time was very limited in some sites I did try to factor in quiet times to ensure I 

kept my notes current and had sufficient information documented to allow me to 

expand and elaborate on the notes that had been taken (Morse and Field 1996). 

During these quiet times I used a digital mp3 player to expand my field notes, 

usually in my car as this was expedient and also on re-listening to the recording, 

which provided triggers that enhanced recall but also allowed for a degree of analysis 

and interpretation from within the data (Spradley 1980; Morse and Field 1996) where 

I would jot down ideas or ‘generalisations’ that were emerging (Spradley 1980). I 

also included personal comments about my prior knowledge and how I was thinking 

and how this may influence my view of the situation (Emerson et al. 1995). The 

emerging thoughts were essentially post-it notes that were kept on my bedroom wall. 

In an attempt to maintain objectivity I kept a diary to reflect my feelings, personal 

insecurities and the subjectivity of the experience that I was recording (Morse and 

Field 1996; Murray-Bannister 1997).

4.10.1 Descriptive observations

In the initial orientation or preliminary week no data were recorded about specific 

ENT nursing activities. This did, however, facilitate the collection of descriptive
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information about the individual units. The questions that were driving m y inquiry at 

this tim e were designed to illum inate what I was seeing w ithin this physical location. 

Broad sketches were draw n o f  each unit identifying key physical spaces, not only for 

comparison but also as an aide m em oire to each o f the units. The broad overarching 

questions included: what did these units look like and what happens in these units?, 

what sort o f  activities were taking place w ithin each unit?, in an attempt to try and 

establish patterns o f  activities w ithin each department. A m yriad o f  questions guided 

m y inquiry during these days; W hat tim e did events occur, who v̂ âs involved in 

these events, what were the individual activities, what part o f the unit did they take 

place in, why were they occurring, what was the purposes o f  the individual locations 

w ithin the units, what individual goals or purposes did these locations have and how 

do they relate to the activities o f  the actors (Appendix 12) within this physical 

location (Spradley 1980; Fetterman 1998). This resulted in lists being draw n up to 

concentrate m y efforts during periods o f  observation (Appendix 13).

W hile an insider within the nursing com m unity I was a stranger to each location 

(Fetterman 1998; Ham m ersley and Atkinson 2007). I also tried to take cognisance o f 

the language the collective comm unity was using, where the ‘hospital’ may be the 

macro structure o f  the building where patients are being cared for, to the patient it 

m ay be the ward where they are. The staff refer to the ‘w ard’ as the EN T unit but 

also speak o f the cubicle where the patient is being accom modated. ‘A udio’ could be 

a test or the department where the test was being carried out. In so far as was 

possible I tried jo t down these ‘native’ terms and in my quiet recordings put them  in 

a context and question if  I was not an ENT nurse would I know what was m eant by 

these terms or when they were being used interchangeably in a different context. 

Two distinct native languages emerged: those relating to the hospital and the specific 

language o f the ENT unit (Appendix 14). This inform ation was being collected 

against a backdrop o f being daunted by  the process o f  being in unfam iliar 

surroundings and the uncertainty o f  collecting appropriate inform ation plus tiredness 

o f  travelling around the country to the different sites (Spradley 1980). In an attempt 

to be objective I included m y personal feelings and lim itations w ithin m y diary. This 

descriptive overview o f the units and the generic activities that were occurring within 

each unit are outlined in the construction o f  the virtual EN T unit in chapter 6. This 

information was essential to be able to concentrate on the specific goals establishing
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the role of the ENT nurse in service delivery. The preliminary investigations of the 

meta-ethnography and the first phase data provided for generic activities that were 

identified within the literature and those that nurses feel they engage with on a 

regular basis. Sometimes this approach is referred to as ‘the surface’ of the social 

situation and is limited in its understanding of the complexity of the social situation 

under review. With the limitations of time and logistics together difficulties of access 

steps 5-9 of Spradley’s development research sequence, of making a domain 

analysis, focused observations, taxonomic analysis, selective observations and 

componential analysis were telescoped into specific observations and analysis. These 

specific observations included focused and selective observations that used structural 

and contrast questions that sought to distinguish ENT nursing activities from the 

complexity of nursing activities that were occurring within this social scene 

(Spradley 1980).

4.10.2 Specific observations: focused and selective

The initial descriptive process involved observing the macro structure of an ENT 

unit. Descriptive observations did not stop there but were part of an iterative process 

that permeated throughout the observational period that involved reflecting on the 

social scene, identifying micro-social situations on which to focus or select aspects of 

the social situation to compare and contrast (Spradley 1980). By identifying the 

gross structure of the ENT unit and activities that nurses were engaging in allowed 

for filtering of these activities and exploring what was essentially ENT nursing. 

Observing the specifics of these activities that were occurring within the unit was 

designed to answer structural and comparison questions (Spradley 1980; Fetterman 

1998) about the nature of ENT nursing.

Whilst trying to focus on the practice of ENT nursing the structural questions that 

were repeatedly being asked during my attendance in the field were designed to find 

out more about the relationship between the activities and ENT nursing practice; 

what are the ENT nursing activities? When do ENT nursing activities occur? Why 

are these activities occurring? Who is carrying out these activities? What are the 

reasons for nurses engaging in these activities and what are the reasons for nurses not 

engaging in ENT nursing activities. At times due to constraints of access and non-
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ENT patients being cared for on these wards getting answers to these questions could 

be a frustrating process as was reflected in my diary;

Whilst observing a nurse caring fo r  a patient with head and neck cancer, 

the nurse was called away to speak to a visiting endocrinologist, who 

needed to see a medical patient on the ward. I  was frustrated, because o f  

the difficulty in seeing nurses work with ENT patients (due to the number 

o f  non-ENT patients on the ward). I  think I  am getting to see some 

relevant ENT nursing practice, the nurse is called away to do something 

non-ENT nursing related. I  know i t ’s awkward and I  know they need to 

look after all patients but it is sometimes hard to believe that this is 

actually an ENT ward. Diary entry Day 16

The problem of ENT nurses looking after a myriad of non-ENT patients was a 

constant source of difficulty throughout the observational process. Whilst trying to 

identify specific activities that are the framework of the social situation under review 

posed difficulties in answering the structural questions being asked within the 

observational sessions.

The answering of structural questions results in more selective questions being asked 

that were designed to identify similarities or differences in the activities that are 

being observed. The questions that emerged centred on the differences and 

comparisons between the identified ENT activities within the unit. The selective 

observations were designed to answer the questions about the differences and 

similarities between the general nursing activities and the activities involving ENT 

nursing practices. Furthermore, it addressed the differences and similarities in the 

activities of the senior and junior nurses working within the ENT department. These 

selective observations were providing information on the situations and 

circumstances where and when ENT nursing was occurring and where and when it 

was not occurring. The answering of structural and contrast questions allowed me to 

establish that there was a process and order to the culture of ENT nursing and what 

experienced and inexperienced ENT nurses were doing within this social situation. 

There was a controlling influence that dictated the practice o f ENT nursing and when 

it did not, these situations were viewed as characteristics and elements that needed to
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be illuminated. When no new information was emerging from within the field I 

withdrew and commenced writing up this phase of the study (Spradley 1980). 

Providence intervened and health related problems resulted in stepping back from the 

study, which allowed further time for reflection.

4.11 Data analysis

The phase of data collection follows the guiding principles of Spradley’s (1980) four 

stages of analysis albeit not exactly termed as such within this study. Codes, sub

categories, and categories replace the terms domains, taxonomy, and components 

towards the ultimate development of themes. Spradley (1980) essentially describes 

the culture through explaining the meaning of symbols that define the culture. A 

broad interpretive approach was undertaken during this stage that focused on the 

perspective of meaning and importance of ENT nursing practice within these ENT 

departments (Polit and Beck 2010).

The process of data analysis within this phase of the study illustrates the way I was 

thinking about the patterns of behaviour, the things and the knowledge of the 

community that I was observing within the social situation. This was not a linear 

process but an iterative course of action that permeated all stages of data collection, 

where I was constantly challenging myself about what I was seeing, what I was 

thinking, where were the gaps, and what other questions needed to be answered 

(Spradley 1980; Emerson et al. 1995; Fetterman 1998).

The process of domain analysis was utilised to break down the descriptive accounts 

fi-om the field to review how the practice of ENT nursing was culturally constructed 

(Spradley 1980). This also involved regularly stepping back during the data 

collection and analysis to ponder and ask the question of the data, what is going on 

here and where do I need to go? (Spradley 1980; Wolcott 1996) Figure 4.2 provides 

an example of this.
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Figure 4.2 An example of pondering and asking questions o f the data

Where do I need 
to go?
•Situate this 
within the:
• Hospital 
activities

•  Ward Activities
•  ENT nursing 
activities

•  Discuss with 
study
participants

Pondering:
•  Designating an 

ENT area within 
the ward?

•  Protecting beds 
fo r  ENT patients?

•  C oncentrating 
exposure to ENT  
patient in a 
particular area o f  
the ward?

•  Non-ENT  
nursing?

•  Non-nursing 
duties?

What is going on ?
•  Moving the beds 

o f  the patients
•  Reorganisig the

' Changing the 
ward
configuration

•Accomodating
patients
' The ENT nurses 
were carrying out 
this activity 

• Consuming 
nursing time

’ Raw data:
Whilst standing  
on the corridor  
(main
thoroughfare o f  
the ward) I  could  
see the SN2 and  
S N l working  
within a two 
bedded cubicle 
they were telling  
a patient that 
they were m oving  
them to another 
cubicle. They 
were gathering  
up the patients  
belongings and  
placing them on  
the bed. Once the 
p a tie n t’s 
belongings were 
in position they  
began pushing  
the bed out o f  the 
cubicle, on to the 
corridor. Whilst 
passing me they 
advised me that 
fo llow ing  the 
discharges they 
w ould be getting  
non-EN T patients 
into those beds so 
they were trying  
to m ake the fo u r  
bedded cubicle 
an E N T cubicle  

^ D a y  14)

This involved m oving the data from the particular description through abstractions to 

generalisations in the form o f  codes as illustrated in Figure 4 .3 .
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Figure 4.3 M ovem ent o f data from the particular to generalisations

Cover term (Code)

■Suggesting

Semantic Relationship 
(Strict inclusion)
•Is a kind o f

Raw data (Included term)
•  The SNI whilst interacting with 
a young woman with sinusitis. 
The nurse suggested that often 
headaches are associated with 
pain around her face 
demonstrating where one can 
expect o f typical facial pain 
with sinuses. Day 6

The practical undertaking o f  this process involved taking the recordings and, using 

voice recognition software, converting these data into text. This was less than 

accurate and resulted in having to rely constantly on the audio recordings. It did 

however, facilitate familiarity with the data. The cultural domains are made up o f 

three basic elements, cover terms, included terms and semantic relationships 

(Spradley 1980). Within this process o f coding the data I attempted to move beyond 

the description and link the data by a semantic relationship. These semantic 

relationships linked the data by obvious factors in the environment.

The following extracts from the raw data illustrate how the codes or cover terms are 

linked by using different semantic relationships;

The patient became a little hit alarm ed about the perceived fee lin g  o f  not being  

able to swallow, the nurse in a very gentle m anner said to him, remember I  told  

you  about the spray that it w ould make the back o fyo u r  throat fe e l numb and as 

i f  yo u  can not swallow (Day 19)

Using the semantic relationship o f “strict inclusion” links this data using the term 

“is a kind o f” to the code ""Soothing”.

The treatment room office was a sm all storeroom prior to being converted into 

an office when the E N T ward was amalgamated. This office also fac ilita ted  a 

fo ca l po in t fo r  the E N T nurses to commune together (Day 18).

The semantic relationship o f ‘spatial’ links this data using the term “o place in ” the 

social situation o f the“The E N T  ward”.
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This also facilitated identifying things that were happening as a result o f ‘cause and 

effect’ for example.

We as nurses show patients with a sudden onset o f sensorioneural hearing loss 

how to administer the Carbogen, (Carbon dioxide and Oxygen) the flow and the 

timing. So they are relatively self-caring; (Day 6)

Using the semantic relationship of “cause and effect” and the term “is a result o f ’ to 

this data is linked to the code o f “providing instruction” .

Similiarly this process assisted in the identification o f purpose, intentions and goals 

o f the practices o f ENT nurses through the semantic relationships o f ‘function’, 

‘means-end’ and ‘rationale’ for example.

“The SN2 ensured that the patient had all the details for the ward in terms of 

phone numbers and highlighted that there were nurses on duty 24 hours a day 

(Day 14)

Using the semantic relationship o f a “means to an end” these data are linked to the code 

of “revealing” by the term ‘'^as a way o f ’.

Sometimes this involved identifying stages in some of the activities or the 

characteristics, ‘sequence’ or ‘attribution’ for example.

“The SN2 on receiving the notes thoroughly read the chart identifying dates, 

times, duration o f his symptoms and looked to establish what investigations had 

been carried out prior to speaking to the patient. (Day 18) ”

These data were linked to the code o f “carrying out an admission” by the semantic 

relationship o f “sequencing” using the term “w a stage in ”.

Sifting through the data and identifying cover terms to code or label the included 

terms, taken directly from the data and linked by a semantic relationship often took 

initiative and insight that was regularly discussed and checked with study 

participants by informal conversations (Figure 4.2).

This was the process used to code the data and interpret the meaning o f the cultural 

behaviour and activities. During the initial analysis o f the descriptive data collection 

two distinct domains o f nurses within the ENT units were identified, nurses with
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ENT nursing experience and those without or limited experience within the 

discipline. While those with limited experience may have had vast experience in 

other areas of nursing practice these areas were not the focus of this study, so by 

choice their experience outside of ENT nursing was not explored.

Classifying the data from the stream of nursing activities and informal conversations 

in the various locations sought to unpack these activities of ENT nursing using 

domain analysis. This necessarily involved data reduction and organising this into 

subparts to identify the meaning and patterns to these activities. Familiar patterns 

tended to emerge from the language nurses were using (Appendix 14) and were easily 

labelled. Other patterns to the activity were seen to exist but did not strictly fit within 

a particular domain, so coding of these data was based on plausibility of the 

relationship to ENT nursing practice or non-ENT nursing. Others required some 

analytical thought to the relationship before labelling or coding the data. This process 

was facilitated by asking structural and contrast questions from the data during data 

collection but also constantly checking with the study participants to clarify and 

justify the coding process (Appendix 15) (Spradley 1980).

Taxonomic and componential analysis occurred after most, but not all, of the data 

were collected which is not necessarily the process advocated by Spradley. However, 

these stages of analysis coincided with the development of some serious personal 

health problems that ultimately resulted in me having to step back from the study for 

prolonged periods of time. On a limited basis throughout I was able to keep in 

contact, by telephone, with some of the study participants who were not only a 

source of support and encouragement but willingly agreed to review and provide 

constructive feedback on the subcategories that were emerging from within the data. 

This contact albeit from a distance also facilitated the answering of specific questions 

of a more structural and contrast nature that surfaced during the analysis of data 

(Appendix 15) (Spradley 1980; Fetterman 1998). Out of necessity much of this work 

had to be done by hand using pen and paper and post-it notes that were constantly on 

my bedroom wall.

I used the identified codes or domains and moved beyond the basic unit of meaning 

to see how the subparts of codes/domains were organised, grouping them according
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to how their shared features or meaning could be compared or contrasted and their 

relationship with the culture o f  ENT nursing practice as a whole; this resulted in the 

development o f  categories. This involved movement back and forth between codes 

using a single semantic relationship o f  strict inclusion ‘is a kind o f .  This was 

followed by questions o f  similarity or difference to justify the inclusion o f  codes 

within a particular category. Unearthing the general nature o f  the culture o f  ENT 

nursing was by looking for patterns to the categorisation o f  the identified codes and 

to establishing themes. This in some ways involved a leap o f  faith, where 

assumptions about these identified patterns within the categories were related to 

social situations o f  ENT nursing practice. Appendix 16 and Figure 4.4 use the 

category o f  support to illustrate how the codes and sub-categories emerged from 

w ithin the data towards the development o f  categories and subsequent themes.

Figure 4.4: An example o f how the raw data moved through coding to sub
categorisation

 -
•  The nurse explained that 

he had  slightly  more than  
a regular sore throat and  
that the swelling an d  the 
burning sensation that he 
was fe e lin g  was at the 
top o f  h is w indpipe  
(rather than the throat) 
and  therefore it w as 
im portant that they keep  
him in hospital. D ay 19

Raw Data

This process was facilitated by drawing schematic diagrams to visualise relationships 

o f  categories to the labels on the cultural themes. The constant iterative process o f  

asking structural and contrast questions o f  the emerging structure was designed to 

identify implicit and explicit patterns to the social situation o f  ENT nursing as a 

whole (Figure 7.2). A panel o f  four study participants, one representative from each 

site, were asked to review the categorisation and themes that were developed prior to 

the final drafting (Spradley 1980). Three individuals responded.

For quantitative research, the criteria for assessing quality involves reliability, 

validity and objectivity, whereas such assessment in the qualitative paradigm is often 

considered to be unclear and open to debate due to differing epistemological and

Coding

•Is way o f  
'Convincing------ y , .

• Is a m eans o f  
" R e a ss u r in g "

II Sub-classit1cation

  Category

•Is an attribute 
o f  "Support”
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methodological stances (Bryman 2004; Ryan-Nicholls and Will 2009). As all 

qualitative research is not homogenous issues o f truth, applicability and consistency 

within the research are predicated upon the epistemological and ontological positions 

that were adopted within the research processes (Koch 2006; Rolfe 2006). Being 

explicit about what was done and why, ensures conformity with standards and 

provides for a reasoned and sincere account o f the processes involved within the 

study (Tobin and Begley 2004).

4.12 E nsuring rigour

Judging the reliability and validity for this phase o f the study was not deemed 

appropriate as these terms are not readily transferable within the context o f this 

qualitative paradigm (Lincoln and Guba 1985; Guba and Lincoln 1994; Rolfe 2006; 

Barusch et al. 2011). For this study I used the guiding principles o f credibility, 

transferability, dependability and confirmability to review rigorously and defend the 

processes within this phase o f the study.

4.12.1 C redibility

Addressing credibility rather than truth and internal validity (Rolfe 2006) within this 

study sought to incorporate my prejudice and self awareness throughout the study 

processes (Koch 2006) and be accountable for my position within the research 

(Gilgun 2010); to this end I kept a diary (Spradley 1980). Initially, diary entries were 

very stilted, sticking rigidly to a regular format o f including "experiences, ideas, 

fears, mistakes, confusions, breakthroughs, and problems arising from fieldw ork” 

(Spradley 1980: 71). In the beginning this process was more o f a task than a help but 

on considering the need to look beyond the data (Spradley 1980) or the “touch-and- 

go manoeuvre” (Wolcott 1996) it became a more fluid account. 1 not only included 

my experiences within the field but the ideas that were emerging. There was a 

movement away from the generic nursing that was omnipresent, to the roles that the 

more experienced ENT nurses were engaging with but often were only glimpsed. 

These became more apparent as time passed and the nurses were more comfortable 

with my presence.

These initial breakthroughs were recorded but this process also facilitated the need to 

question these practices and look for more comparisons from within the data.
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Identifying ideas allowed for member checking (Koch 2006) with experienced 

nurses, where informal conversations were used to seek the views and opinions, 

comparing and clarifying aspects o f the emerging practices from the participating 

nurses’ viewpoint. This process began to facilitate the identification of gaps, personal 

biases, mapping, direction, rational thought and decision-making (Barusch et al. 

2011). As an ENT nurse for many years my personal struggles were also recorded; 

what would I do or would have liked to do in particular situations. My inability to 

inter\'ene, when observing a junior nurse who may not be providing specific ENT 

patient care and this desire to say something to the patient about their ENT health, 

was at times very frustrating. I also struggled with the idea o f comparing what I 

would do when experienced colleagues were engaging in specific ENT nursing 

practice.

A constant cause of concern was when ENT nurses were working in very cramped 

conditions and how the presence o f non-relevant personnel, such as myself, was 

impacting on this situation for all concerned. While it was never apparent, from the 

individual nurse’s demeanour there were times when my presence may have altered 

the dynamic within the field due to the physical impact o f the space we were all 

occupying. I was constantly vigilant to the Pygmalion effect (where I may only see 

what I wanted to see) and Hawthorne effect (recognising that some o f the nurses may 

be carrying out procedures because I was watching) (Lincoln and Guba 1985). Some 

nurses that I was observing were familiar to me professionally and at times I found it 

was difficult to be detached but it was also an advantage in terms o f access. These 

struggles with subjectivity and reflections were highlighted within the diary 

(Appendix 17). Much of this work was carried out either via a digital voice recorder 

or pen and paper, and tables and resulted in key decisions being made.

4.12.2 Transferability

This process o f transferability relates to the applicability o f the findings to the wider 

community of ENT nursing. The transferability o f this study was the degree to which 

the findings would reflect similar ENT nursing practices with other ENT nursing 

contexts (Lincoln and Guba 1985). A detailed description o f the theoretical approach 

and a rationale for the decisions taken throughout this study was given to illuminate 

the applicability o f the findings to other ENT departments (Holloway and Wheeler
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1996). The use of triangulation of methods of data collection and of sites was used to 

enhance the transferability of the findings within this phase of the study (Robson 

2002; Shenton 2004). The domains of ENT nursing practice identified from the 

literature in the initial meta-ethnography were confirmed to exist from the findings of 

the first phase and were present within the field during second phase data collection, 

albeit not strictly the domains as identified or labelled within the questionnaire. The 

first phase of this study produced numerical data and this single interpretation of 

ENT nursing practice could claim a degree of universal applicability. However, the 

aim of this study was to provide a meaningful understanding of the practice of ENT 

nursing within a theoretical framework aimed at producing a multidimensional view 

using literature, quantitative and qualitative means (Robson 2002; Shenton 2004; 

Tobin and Begley 2004) to improve my understanding of ENT nursing practice 

within service delivery.

Similarities within this phase extend to the study participants, where all participants 

were registered nurses working in the three purposefully selected designated ENT 

units. The selection criteria for each unit was purposeful and involved the greatest 

number of experienced or qualified ENT nurses identified from first phase data 

collection. With the exception of one or two nurses in each unit, all registered nurses 

participated in this phase of the study. In the main the demographic details from the 

first phase data collection were constant during the second phase of the study 

(Appendix 18). While recommendations can be made as to the applicability of 

findings from this study to similar ENT units based on the soundness of the 

methodological approaches utilised throughout the research (Holloway and Wheeler 

1996) this is, however, dependent upon the interpretations of the reader (Rolfe 2006; 

Barusch et al. 2011).

4.12.3 Dependability

The fidelity of the processes used within this study relates to the transparency of the 

methodological decisions taken throughout (Lincoln and Guba 1985). Outlining the 

procedures within this methodology chapter seeks to sign-post the decisions taken in 

regard to the theoretical, methodological and analytical choices made (Holloway and 

Wheeler 1996). This illumination authenticates and legitimises the processes utilised 

(Koch 2006) in answering the stated objectives of who are the ENT nurses, where are
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they working and what are they doing from an ENT nursing perspective. Prolonged 

engagement over a period of eight months, albeit intermittent, did provide the 

opportunity to ensure that no new data were emerging (Spradley 1980). Furthermore 

it facilitated a degree of acceptance, as I could never be certain that my presence did 

not alter the dynamic within the field amongst the nursing staff (Robson 2002; 

Shenton 2004; Barusch et al. 2011). This acceptance may not have been evident had 

the study been executed under its original design of two months. Auditing procedures 

as suggested by Koch have been presented in this chapter. For ease of reference these 

include the theoretical framework, methodological tools, the sample, issues of 

access, the creation of the virtual ward and the routines as outlined in chapter six, 

from the activities that formed the social situations observed, my role as a non

participant observer, the data analysis procedures and presenting the results as in 

chapters seven and eight. Addressing these issues was designed to illustrate 

transparency of project procedures. Highlighting the approach taken and the rationale 

for the decisions made allows for scrutiny of the processes employed within this 

study in terms of its design and execution.

4.12.4 Confirm ability

Activities to corroborate the data and the findings were a continuous process 

throughout data collection and analysis (Spradley 1980). The copious amounts of 

data generated throughout this phase of the study and the lack of regular access to all 

of the study participants within the three sites made individual verification 

impossible. Ideas and patterns that were emerging from within the data were checked 

with study participants in each of the sites on a regular basis. In the main, member 

checking was done with experienced, (senior) ENT nurses. In the early stages of data 

reduction my supervisor independently reviewed three sections of transcript and 

discussed the emerging codes and subcategories, identifying similarities and 

differences within the data analysis. On-going review of emerging patterns and drafts 

of the emerging categories were discussed and critiqued by my supervisor. A panel 

of three nurses from each site were asked to review the same transcripts, codes, 

subcategories and themes prior to the final drafting of the results chapter (Robson 

2002; Barusch et al. 2011). This approach has been criticised where the 

interpretation of the members may not be consistent with that o f the researcher or

151



they may feel that they can be identified (Robson 2002; Barusch et al. 2011) but, 

fortunately, this was not the case in this study.

Peer support was also obtained from a fellow student who was also undertaking an 

ethnographical study, from a non-participating ENT nurse who had recently 

completed a Master’s Degree using a grounded theory approach and from a medical 

colleague, all of whom were asked to review the data transcripts, subcategories, 

categories and themes for suitability and feedback (Robson 2002; Rolfe 2006). While 

no material suggestions were made on the coding, ideas were offered on presentation 

and inclusion of figures to illustrate the findings.

4.13 Ethical considerations for this study

The ethical implications of any research process are of vital importance regardless of 

the methodology being employed. Schrock (Schrock 1991: 37) succinctly claims 

that;

“The researcher from the planning to the publication stage must be open 

to competent scrutiny and constructive criticism

The building blocks of moral thinking are the rules and principles that govern 

behaviour, according to Edwards (1996: 19-21). He claims rules place emphasis on 

such issues as “anonymity, privacy, confidentiality, and sensitivity". Principles on 

the other hand incorporate a greater scope of activity and give rise to concerns such 

as: to do good (beneficence), to do no harm (non-maleficience), self-determination 

(autonomy) and to be just and fair (justice). These principles are upheld by the final 

clause in An Bord Altranais’s (2000) Code of Professional Conduct that binds all 

nurses undertaking research.

While Parahoo (1997) claims that questionnaires afford the respondent a certain 

degree of anonymity, the inclusion of the qualitative strand within this study, out of 

necessity, may be subject to greater scrutiny in relation to the individual’s 

anonymity. I attempted to adhere to ethical principles of beneficence, non- 

maleficience, autonomy and justice throughout this study, employing “integrity both 

moral and intellectual”(Gregory 2003: xi).
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4.13.1 Principle of beneficence

To be beneficent is the aim o f all research. The overall aim o f this study was to 

develop a model o f Ear, Nose and Throat (ENT) nursing practice in Ireland that will 

facilitate the effective delivery o f an ENT nursing service. This snapshot o f ENT 

nursing was designed to provide statistical information about current practice, whilst 

also providing an insight into the day to day activities of nurses working in ENT 

departments. The presentation of these findings to policy makers is designed to 

enable them to incorporate this rich source o f credible research to plan more 

thoroughly for future ENT patient needs. Ford and Reutter (1990) suggest that one 

o f the less evident positive factors o f research for the participant is the raising of 

awareness to the subject under review, which certainly occurred in this study.

4.13.2 Principle of non-maleficience

Schrock (1991) McHaffie (1996) and Parahoo (1997) all concur that the researcher’s 

potential inadvertently to harm the participant when conducting qualitative research 

is greater. Issues such as the participant’s sensitivity, their accountability, potential 

breaches of codes o f professional practice or misconduct may be revealed and place 

the researcher in a moral dilemma. 1 also am aware that in observing nurses at work, 

observation o f patients also occurred and the same adherence to ethical principles 

would apply to them within this study.

To address these issues I provided a study informafion leaflet. A brief outline was 

given setting out the overall benefits o f the study and potential risks to participants 

(Appendix 5). This was distributed to all participating ENT nurses with the 

questionnaire. The main ethical implications were explained with the potential 

threats to their anonymity, confidentiality and privacy with the added small risks of 

unearthing issues of sensitivity, professional misconduct or malpractice. Strict 

measures to protect the individual’s anonymity, confidentiality and privacy were 

sensitively taken throughout the study from start to finish.

4.13.2.1 Anonymity

To prevent harm, in relation to this study, every effort was made to apply the rules of 

privacy, anonymity and confidentiality. These assurances were not just limited to the
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individual participants but also to the selected Health Service Executive (HSE) 

Areas. If the particular HSE Areas were to be identified this would be seen as 

compromising the organisation and would consequently affect their anonymity 

(Brennan 1995).

In an attempt to increase response rates, participant names were not included on the 

questionnaires. Instead, unique identifiers were included, with the sole purpose of 

identifying units. Questiormaires were administered randomly to study participants 

and no individual participant’s identity was attributed to specific code numbers. The 

questionnaires that related specifically to geographical location and the series of 

codes were kept in a password protected file, separate from any response data, with 

access to this information limited to the researcher only. Participants who wished to 

be included in a prize draw enclosed their names and addresses in a separate 

envelope to be returned with the questionnaire. This prize draw was conducted in an 

enclosed environment and the researcher randomly chose one response from every 

25 returned sealed envelopes and the prize winners were duly notified. Responses to 

the questionnaire were held in a locked filing cabinet until data were entered into an 

excel spread-sheet by the data management company.

Further security measures were taken throughout the qualitative stage where a new 

and separate unique identifying number was given for the three participating ENT 

wards which were different from any number that was used during the first phase. 

Additionally, all participating ENT nursing staff, patients and other staff were 

identified alphabetically only throughout the study (ENT nurse A, Patient B, Doctor 

R, Attendant C, Medical nurse D etc).

Prior to gaining entry to the field assurances were given to each HSE area regarding 

future publication from the study (Coolican 1996). The participating hospitals were 

given assurances that neither names nor geographical boundaries would feature in the 

study. Furthermore, assurances were also given that their anonymity, as a matter of 

course, would be extended to the final report of the study and any subsequent 

publications.
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4.13.2.2 Privacy

Parahoo (1997: 227) claims that postal questiomiaires are possibly the best means of 

affording anonymity and privacy to the individual respondents. Nevertheless, he does 

caution the researcher to be cognisant o f the need for sensitivity in the way questions 

are phrased. One may inadvertently bring to the surface suppressed feelings that may 

‘invade privacy’.

The potential for invading one’s privacy was a very real prospect during the second 

phase of this study. However, conveying the idea that participant involvement in the 

second phase ultimately would be used for the greater good was designed to 

minimise any potential risks to one’s privacy. Identifying the potentials for the 

development o f a model of ENT nursing practice designed to provide guidance for 

novice nurses and a springboard for practice development was intended as additional 

reassurance to encourage active participation.

Included in the information leaflet were the procedures to be employed by the 

researcher in the event o f unearthing issues o f particular sensitivity, or breaches in 

professional conduct. In the event o f a participant being upset or inconvenienced by 

the researcher’s presence during observation or interviewing, the researcher would 

remove herself or stop the interview, respectively. At a later suitable time she would 

discuss the event and agree a solution to the problem. In the unlikely event of 

witnessing an illegal act this would be immediately reported; however, in the event 

o f misconduct this would initially be discussed with the person concerned and the 

usual reporting mechanisms would be deployed.

4.13.2.3 Confidentiality

All computer data files held were password protected and held under the conditions 

o f the Data Protection Act. Professional assistance was required in relation to data 

inputting, analysis o f statistical and or qualitative data. However, all questionnaire 

data were anonymous and all informal interviews and observational data were 

rendered anonymous prior to typing. In preference to transcription I used voice 

activation software, which obviated the need for third-party input and protected the 

participants.
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4.13.2.4 Sensitivity

It is possible that participants may be inconvenienced by the researcher’s presence in 

their workplace, through her physical presence in a confined space, or her effect on 

their confidence or emotional state. I was acutely aware of this possibility and 

endeavoured at all times to minimise this effect. The one-week orientation period in 

each ward was designed to assist me to establish familiarity within the field to 

diminish this effect. During field work when I became aware that my presence was 

distressing to either staff or secondary participants I stepped away fi'om that area 

immediately. At a later suitable time I discussed the event with the person concerned 

and agreed a solution to the problem.

4.13.3 Principle of autonomy

Autonomy refers to the ability to think, decide and act independently is of the utmost 

importance (Gillon 1986). Informed consent and respect for autonomy hinges upon 

the individual’s freedom to decide, so one must invite the person to participate in the 

light of the full facts (Kendrick 1996). Within this study, prior to commencement, to 

facilitate self-determination, information sessions outlining the study were organised 

in all participating hospital wards. Furthermore, information packs were also 

distributed at these information sessions for all nurses present and absent (Appendix 

5). All potential participants were advised that consent would be presumed by return 

of completed questionnaire.

Additionally more detailed information sessions were organised for the wards that 

participated in the second phase of the study. This belt and braces approach was 

designed to ensure that participants were appraised of all relevant details pertaining 

to the second phase to allow for fully informed decision making. Participation during 

second phase data collection involved written consent for all primary participants. 

Following circulation of information leaflets and an opportunity to ask questions 

during the introductory week, written consent was requested from secondary 

participants such as patients, doctors, paramedical and ancillary staff. However, 

many preferred to give verbal consent when they knew that no personal details were 

being recorded about them. Owing to the short duration of hospitalisation for many 

ENT patients, carers and visitors within the environment, consent was obtained on 

admission or as appropriate prior to any interactions between patients and ward staff
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being observed. The ultimate goal of circulating information about the study in this 

manner to give patients, carers and significant others at least five days between 

information and consent being obtained was not possible, because individual 

hospital’s admission procedures varied so notices were placed in all participating 

ward notice boards to alert secondary participants to the study.

4.13.4 Principle of justice

Justice is defined as the fourth principle of ethical decision making where this 

principle obliges us to treat people fairly (Edwards 1996). I attempted to control any 

obvious influences by excluding my own employing authority, on the grounds that it 

may influence the study. Consequently, issues of bias that developed throughout the 

study were acknowledged and the findings were presented in an open and transparent 

manner. It is unforgivable for a researcher to fail to declare identified problems 

within their study (Leedy 1997). This implies that the researcher must adhere to 

precision in the execution of the predetermined plan and accurately report the 

findings of the study (Sim 1991), and I have tried to do this.

Moral principles allow one to question what should or ought to be done within a 

research study. Following the atrocities of the Second World War, where human 

suffering due to experimentation was justified under the guise of medical research, 

the American Medical Association set up a group to develop ethical standards in 

research; the resulting code became known as the Nuremberg code (Lobiondo-Wood 

and Haber 2002). Some would argue that the code was not sufficiently broad to 

protect the more vulnerable in society, the young, old and less competent, in an 

attempt to redress these imbalances the World Medical Association adopted the 

international standard set out in the Declaration of Helsinki 1964 (Lobiondo-Wood 

and Haber 2002). Included within the declaration are recommendations that all 

research projects involving human subjects should have the appropriate approval, 

informed consent and be reviewed by an ethics board, which serves to reassure the 

public that standards are being maintained and their rights are safeguarded (Brennan 

1995). Goodyear-Smith et al (2002) outlines their experience of being subjected to 

five different ethical reviews when conducting an international collaborative study 

into the believability of statements heard in cases involving child sexual abuse in five 

different countries. The conclusions drawn by the researchers were that ethics
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committees have an obligation to all parties and needs to be balanced both in their 

approach to the researcher and the study participants. In cases where the research 

poses a minimal risk and the central canons of ethics have been proactively 

addressed its responsibilities is to guide, support and make recommendations on 

issues that may emerge, rather than impede what could otherwise be considered an 

ethically sound research project (Goodyear-Smith et al. 2002). This study was 

subjected to ten independent ethical review boards.

Initial ethical approval for this study was sought from the Faculty of Health Sciences 

Ethics Committee, Trinity College Dublin. Following the first submission, the Ethics 

Committee expressed “significant concerns” for the second phase o f the study on 

three issues: firstly, the proposed use of photography and brief videos of nurses 

caring for patients; secondly, the use of the admissions office to distribute 

information leaflets to patients, as some patients may feel coerced into participating; 

thirdly, the inability to give patients seven days’ notice prior to recording 

observations of the nurse (not the patients) while caring for them and further advised 

not to record any information about the nursing care provided to patients who may be 

distressed. In an attempt to circumvent these concerns I amended the submission as 

follows;

The use of photography and videoing had been proposed as its use in clinical 

research involving non-participant observations has been found to reduce observer 

bias through minimising selectivity and subjectivity (Caldwell and Atwal 2005). 

Nevertheless, I decided to drop the use of digital photography from the study.

In an attempt to get round the second problem of highlighting and disseminating as 

much information as was possible to secondary participants I asked the hospitals 

participating iii the second phase to display information flyers prominently in the 

inpatient and outpatient departments for a number of weeks in advance of my 

attendance (Appendix 10).Where possible the link person or gatekeeper was asked to 

disseminate information leaflets to prospective patients to be distributed amongst 

ENT patients attending the outpatients department, pre-admission assessment clinics, 

ward and ENT treatment rooms. Within the first submission to the ethics committee I 

suggested that patients be notified of the study via the admissions unit within the two



participating hospitals. The ethics committee felt that some patients may perceive 

this as coercion so it was not done in the actual study, which posed problems for me 

as some ENT patients have a very short period of hospitalisation for management of 

their ENT condition, with an average length of stay of 6.5 days in some cases; this 

may be reduced to 2.5 days in others (Balraj et al. 2004).

The third and final issue of the need for a seven day period of reflection between 

dissemination of information and consent is a standard, and very valid, request of 

ethics committees. Every possible attempt was made to inform patients prior to 

routine admissions to facilitate their having at least 7 days to reflect prior to giving 

consent. However, those patients admitted as ENT emergency situations had a 

considerably shorter period of notice time, although observations that were taking 

place in individual units, at times resulted in observing care given towards the end of 

their hospital stay. Excluding all of those patients who were admitted as emergencies 

would seriously limit the study as ENT emergencies account for 26% of all new 

referrals and 20% of all ENT admissions (Bleach et al. 1994). In thel8 months 

before the study’s commencement, in my own practice area, the ENT treatment room 

activity (on the ward) outweighed routine scheduled admissions in a ratio of 2:1. 

Excluding patients who attended for emergency care (for disorders such as epistaxis, 

quinsy, acute otitis, laryngitis, tonsillitis, sinusitis, fractured nasal bones, trauma etc) 

would have resulted in a serious loss of information to this study and to the practice 

of ENT nursing. Accordingly, for such patients a special ‘withdrawal of consent 

form’ was ftimished and agreed by the ethics committee (Appendix 19). This was 

given to all patients who gave their consent for the nurse caring for them to be 

observed, and they were told that they could complete and return it at any time after 

the observation occurred, should they wish the observed interaction to be withdrawn 

from the study. None of the patients involved took up this offer.

This approach is designed to give patients, carers and other informants as much time 

as was possible in the circumstances, between the distribution of information and 

consent being obtained (usually 5 days). I was on hand to answer questions prior to 

consent being obtained and additionally, the nurse interacting with the patient would 

verbally ask the patient’s permission for me to be present to observe the interaction 

before any data were collected to limit any perceived coercion. In the event of the
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patient being distressed on admission, no data were collected and consent was 

deferred to a more suitable time. The consent form for all secondary participants 

highlighted that at any stage during the observation period, they could request that 

the observation be ceased.

Following ethical approval from the Faculty of Health Science, Trinity College 

Dublin, a submission for ethical approval was made to the Health Service Executive 

(HSE) Network Area. Present policy is that approval from one HSE area is accepted 

in all HSE areas; this policy was, however, not followed as explained above.

4.14 Conclusion

This study sought to answer the question of what is the reality of ENT nursing 

practice in Ireland utilising an essentially qualitative framework employing 

ethnographical techniques. It sought to triangulate the data from a meta-ethnography, 

survey questionnaire and non-participant observation to provide a multidimensional 

view of the practice of ENT nursing in Ireland. Highlighting the decisions made and 

the difficulties encountered sought to provide transparency to the process. In 

creating a model or framework of ENT nursing practice it is hoped that the 

knowledge, skills and attitudes required by nurses to care for patients within this 

speciality will be captured. It is hoped that the information gleaned from nurses 

working in ENT wards will form the basis of a structured career pathway in line with 

national and international recommendation and where possible this information will 

be used to inform curricula to ensure the safe and effective delivery of a service for 

ENT patients into the future.
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Chapter 5 First phase findings

5.1 Introduction: A wide angled view of ENT nursing practice in Ireland

The first phase o f  the study into ENT nursing practice in Ireland was designed to 

provide a descriptive overview of ‘w ho’ the nurses are, that work in designated units, 

and the ‘what’ (ENT nursing practices with which these nurses were engaging) of 

ENT nursing. The statistical information gleaned from this phase o f  the study is in 

the form of frequency distributions. The large volume o f  data is presented in charts 

and tables for ease of reading. The emphasis within this study in terms o f  the counts 

within the frequency distributions relate to nurses who responded to individual items 

within the questionnaire and does not include unit non response (Achar et al. 2010). 

This study was more concerned with the trends and recurring patterns in the activities 

o f  the ENT nurses within a qualitative framework (Agar 1996). The nurses, type of 

units and the extent to which the practices that are being utilised, similar to those 

identified from the within the literature, are described as they were found.

The inclusion criteria for this study was that nurses would be registered on the 

General division of the Register held by An Bord Altranais (ABA) and working in 

ENT departments with ENT patients in one o f  the hospitals recognised as an ENT 

unit (Comhairle na nOspideal 2005). In total 236 questionnaires were administered to 

ten participating hospitals. There were three completed questionnaires that were 

returned without unique identifiers; they were included in the data analysis and 

referred to as ‘hospital unknown’. Therefore, data from 135 responses (57.25%) were 

entered into an excel spread-sheet by a statistical consulting company and outputs of 

frequency distributions were provided. The ten participating hospitals with the 

number and percentage o f  nurses participating in each are provided in Table 5.1.

5.2 The demographic details

The demographic details of the sample are presented in Table 5.2 to Table 5.11. To 

establish whether the sample is representative the age, gender and qualifications are
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co m p ared  w ith  sta tis tics  from  the  ac tiv e  reg is te r o f  A n B ord A ltra n a is ' (A B A  2009) 

(Appendix 20)

Table 5.1 The hospitals and num ber o f participants per hospital

Participating Hospitals Frequency Percentag(
Hospital A 16 11.9
Hospital B 16 11.9
Hospital C 17 12.6
Hospital D 17 12.6
Hospital E 17 12.6
Hospital F 10 7.4
Hospital H 8 5.9
Hospital I 9 6.7
Hospital J 18 13.3
Hospital K 4 3.0
^Hospital unknown 3 2.2
Total 135 100.0

E ig h ty -th ree  percen t o f  p a rtic ip an ts  (N = 1 1 2 ) w ere  s ta f f  n u rses , w ith  five  C N M  Is 

(4% ), 14 C N M  IIs (10% ) and  fo u r C N S s (3% ) (F igu re  5 .1). W hile  the  grade o f  

d iv is io n a l nu rse  m an ag er w as inc luded , none pa rtic ip a ted  in the  study.

Figure 5.1 Current grade

4 , 3%
14, 10%

5, 4%

H Staff Nurse 

HCNM I 

HCNM II 

UCNS

112, 83%

 ̂ Extraction from the Register held by An Bord Altranais 200 9  
 ̂Returned without unique identifiers
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5.2.1 Age o f participating nurses

Table 5.2 The age grouping of the study participants

Age_^^^__^^^^Ye^uenc2^_^^ercentage^^_^^^ercentage_(ABA_2009)
21-35 years 75 56.0 34.5
36-40 years 9 6.7 16.1
41-45 years 15 11.2 12.6
46-50 years 19 14.2 11.4
51-55 years 11 8.2 10.7
56-60 years 5 3.7 4.8
Missing 1
Total 135

Figure 5.2 Age grouping of the study participants
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It can be seen from Table 5.2 and Figure 5.2, and when com pared w ith ABA 

statistics that there w ould appear to be an over representation o f  nurses betw een the 

age o f  21 to 35 years w orking in ENT units, and an underrepresentation o f  nurses 

betw een the ages o f  36-40 years. The sam ple w ould appear to be representative o f  all 

o f  the other age groupings, and are w ithin 2 or 3%  o f  the proportional age groupings 

extracted from the ABA  statistics.

163



5.2.2 The gender o f the participants

Table 5.3 Gender of participating nurses

Gendei_^_^uniber_^ercentage_^^^Percenta^e_(^^
Female 120 88.9 96.3
Male 10 7.4 4.7
Missing 5 3.7
Total 135 100

96.3
4.7

Figure 5.3 Gender
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Table 5.3 and Figure 5.3; show the predom inance o f  fem ales w ithin the discipline o f  

ENT w hich is consistent with ABA  statistics. H ow ever, there w ould appear to be a 

slightly m ore than average 7.4%  (n=10) percentage o f  m ales w orking in ENT units 

as com pared to the 4.7%  o f  m ales registered with An Bord A ltranais (ABA 2009).

5.2.3 T he qualification registered by An Bord A ltranais

The m inim um  criterion for participation in the study was that the nurses were on the 

General D ivision o f  the Register held by ABA (Table 5.4). Table 5.5 represents other 

qualifications registered by the respondents in addition to their General Nurse 

Registration.

Table 5.4 Qualifications registered with An Bord Altranais

Qualifications registered Number Percentage of cases
Registered General Nurse R. G. N. 135 100.0
Registered Midwife R. M. 26 19.3
Registered Nurse Mental Handicap R. N. M. H. 2 1.5
Registered Sick Children's Nurse R. S. C. N 6 4.4
Other Registered Qualifications 5 3.7

Five nurses m entioned ‘o ther’ qualifications; how ever, it should be noted that there is 

no register currently  available to accom m odate these ‘o ther’ qualifications within the 

A B A ’s registration system  and the inclusion o f  this option is a design fault that was
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not picked up at the pilot stage o f  the study. The five ‘other' qualifications referred to 

by the study participants are outlined in Table 5.5.

Table 5.5 Other qualiflcations held by study participants

Qualifications Frequency Percentage
Bachelor o f  Nursing Science 1 0.7
BSc 1 0.7
ENT 1 0.7
Ophthalmic Nursing 1 0.7
Orthopaedic 1 0.7
M issing 5 3.7
Total 135 100.0

5.2.4 T he nurses w ho held an ENT qualification

E ssen tia lly , th is in fo rm ation  w as desig n ed  to  e s tab lish  the  deg ree  to  w h ich  nurses

w o rk in g  in E N T  w ere  qua lified  in E N T  nu rsin g  and w hat p a rticu la r EN T

q u a lifica tio n s  th ey  held.

Table 5.6 Ear Nose and Throat qualifications held by respondents

Responses
ENT Qualification Num ber Percentage
Certificate 9 6.4
Diploma 8 5.7
Higher Diploma 17 12.1
Other 4 2.8
None held 103 73.0
Total 141 100.

From within the sample the greater majority o f  nurses working in EN T (76%, n=103) 

did not hold a recognised qualification in EN T  nursing. The greatest num ber o f  

nurses with an EN T nursing qualification (13%, n=17) held a Higher Diploma in 

EN T (Table 5.6) (Figure 5.4).
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Figure 5.4 Distribution o f level and ENT qualifications held am ongst nursing staff
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H N u m b e r  y  P e rc e n ta g e

The inclusion o f  tiie option ‘other’ w as designed to elicit information on nurses 

working within the ENT ward who may have acquired an ENT quahfication within 

another country; however, this information did not materiahse. O f  the three nurses 

who provided responses for ‘other EN T qualifications’ they included; m ax i l lo fac ia l  

nursing, ophthalmic nursing and “work experience in an ENT w ard” . A closer 

examination o f  the group that held E N T  qualifications established that by cross 

tabulating the num ber o f  nurses with the different types o f  qualifications some nurses 

held more than one EN T qualification as illustrated in Table 5.7.

Table 5.7 Distribution o f ENT qualifications held by nurses

Response Frequency Percentage
No ENT Qualification 103 76.3
ENT Certificate 6 4.4
ENT Diploma 4 3.0
ENT Cert + Diploma 1 .7
Higher Diploma 13 9.6
Higher Diploma + Cert I .7
Higher Diploma + Diploma 2 1.5
Higher Diploma + ENT Diploma + Cert 1 .7
Other Qualifications 4 3.0
Total 135 100.0

From Table 5.7 when one excludes the category o f  ‘o ther’ it can be seen that 20%  

(n=28) o f  the sample (i.e., one in five nurses) hold some form o f  EN T nursing 

qualification. One nurse had triple qualifications with a Higher Diploma, a Diploma
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and a Certificate in ENT Nursing. Three nurses were dual qualified, one with a 

Higher Diploma and a Certificate and two with Diploma and a Higher Diploma.

Excluding the category o f ‘other’ 3% (n=4), from the data and cross-tabulating the 

data o f nurses holding ENT nursing qualifications with individual hospital, it can be 

seen that most of the hospitals within the sample there are nurses who hold an ENT 

nursing qualification.

Table 5.8 Cross-Tabulation of nurses holding ENT qualification with individual 
hospitals

Hospital Qualified in ENT nursing
A 3
B 2
C 2
D 5
E 0
F 3
H 1
I 7
J 3
K 2
Total 28

Table 5.8 highlights the distribution of nursing holding a recognised ENT nursing 

qualification amongst the participating hospitals. This illustrates that Hospital E does 

not have any nurses qualified in ENT nursing, whereas hospitals D and I, 

respectively, have 5 and 7 nurses with ENT nursing qualifications.

5.2.5 The location for practice

The location of ENT nursing practice that would include the different “type o f units” 

in which ENT nurses were working and caring for patients establishes where the 

speciality-specific care was being undertaken. Almost all respondents (n=133, 99%) 

stated that they routinely cared for ENT patients, while two (1%) did not. Most 

(84.5%, n=109) were working on designated ENT wards, with 15.5% (n=20) 

working on non-designated wards.

Table 5.9 illustrates that 98% (n=107) o f nurses working on designated ENT wards 

are caring for non-ENT patients. The spectrum o f responses by nurses o f individual 

patients being cared for on ENT wards generated 107 individual responses with a
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diversity o f specialities being accommodated on designated ENT wards within the 

country. To facilitate organising 107 responses the data are summarised in Table 5.9.

Table 5.9 Other categories of patients being cared for in designated ENT Wards

Responses Frequency Percentage
All Specialities^ 14 13.1
Medical 2 1.9
Surgical 16 15.0
Medical and surgical 21 19.6
Medical and surgical plus one other speciality 19 17.8
Medical and surgical plus two other specialities 17 15.9
Medical and surgical plus three other specialities 12 11.2
Medical and surgical plus four other specialities 5 4.7
Not specified 1 0.9
Total 107 100.0

These data demonstrate that all nurses working in designated ENT wards are

routinely caring for patients who attend hospital for a myriad o f different conditions

that are not specifically ENT. O f the twenty nurses who referred to working in non-

designated ENT wards the types o f wards they work on are outlined in Table 5.10.

Table 5.10 Nurses working on non-designated ENT wards

Responses Frequency Percentage Cumulative Percentage
Day Care Facilides 7 35 35
5 Day Facilides 3 15 50
Surgical/Non-ENT Wards 5 25 75
Outpadent Facilities 1 5 80
No Response 4 20 100
Total 20 100 100

The minimum number o f beds allocated to ENT patients on these wards was one, 

with a maximum number o f 15. Five respondents refer to eight designated ENT beds 

on their ward, the modal number.

3
Casualty, Outpatients, Medical, Surgical, Oncology, Gynaecology, Orthopaedics', Plastic surgery. Maxillofacial, 

Ophthalmology, Haematology, Psychiatry, Nephrology, Paediatrics, Palliative, Neurology, Urology, Geriatrics 

and Respiratory care.
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5.2.6 Employment status

The final part o f  the dem ographic questions concentrates on the em ploym ent status 

o f  the nurses w orking in the ENT wards. These questions specifically ask whether 

they are perm anent or tem porary, in fulltim e or part-tim e em ploym ent, and how long 

they have been w orking w ith ENT patients. This essentially seeks to explore w hether 

the nurses’ exposure to EN T nursing is interm ittent or constant.

M ost o f  the nurses were perm anent 76%  (n=103). H ow ever, it should be noted that 

24%  (n=32) w ere w orking in a tem porary capacity, suggesting that nearly a quarter 

o f  the w orkforce are not perm anent and m ay be allocated duties elsew here. Sim ilarly, 

m ost o f  the respondents w ithin the survey w ere w orking full-tim e (n=98, 73% ) yet 

over a quarter 26% , (n=35) o f  the sam ple w ere w orking part-tim e w ithin the wards 

and departm ents.

Table 5.11 Length o f time nurses work with ENT patients

Length o f  time Frequency Percentage Cumulative %

0-6 months 8 5.9 5.9
7-11 months 10 7.4 13.3
1-2 years 18 13.3 26.7
3-4 years 25 18.5 45.2
5-6 years 20 14.8 60.0
7-8 years 17 12.6 72.6
9-10 years 9 6.7 79.3
11 + years 28 20.7 100.0
Total 135 100.0

Table 5.11 highlights how long nurses have been w orking w ith EN T patients. In the 

m ain, the greater percentage o f  nurses 73%  (n=99) having been w orking with ENT 

patients for three years or m ore. Cross tabulating w hether the nurse is tem porary or 

perm anent with the length o f  tim e s/he is w orking with EN T patients was designed to 

explore consistency to the exposure o f  ENT nursing practice (Figure 5.5).
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Figure 5.5 Cross tabulation of years of experience by employment status
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One tem porary nurse has 11+ years’ experience w orking w ith ENT patients. W hat 

cannot be established from  data is w here this nurse gained this experience. Cross 

tabulating  the partic ipating nurses’ age with EN T nursing experience is illustrated in 

Figure 5.6.

Figure 5.6 Cross-tabulation of age by participant years o f experience in ENT
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From  the Figure 5.6 looking at either end o f  the experience category and com paring 

it with age it can be seen that the m ajority o f  nurses w ith less than one year o f  

experience are aged betw een 21 and 35 years. W hereas, there are nurses from  each o f  

the age categories identified as having 11+ years o f  experience with EN T nursing.
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5.2,7 Exploring the practice of ENT nursing

Results of the individual sections within the questionnaire; assessment and 

monitoring, self-care and patient empowerment, health promotion and clinical skills, 

are presented in tables of frequency distributions. No historical data exist as to the 

expected probabilities of the identified practices occurring within ENT nursing. 

Descriptive terms for the likelihood of occurrence were developed and modified 

from classifications used in safety and accident reporting (Department of Defence 

2000; Maguire 2006). These standard statements provide for a level of probability of 

events occurring based on their past safety and risk management data. Translating 

these descriptive terms and slightly modifying the probability levels, the following 

categories for the likelihood of ENT nursing practice occurring, emerged.

Essential ENT nursing practices: those with frequency distributions between 90- 

100%. Within the previously identified descriptive categorisation system 

(Department of Defence 2000; Maguire 2006), these ENT nursing occurrences are 

referred to as continuous or ones that occur on a 10‘‘ basis. For the purpose of this 

study these are viewed as essential ENT nursing practices.

Frequent ENT nursing practices: those with frequency distributions between 70-

89.9%. The probability within this category was modified from DoD (2000) and
1 2  

Maguire’s (2006) description of from 10' but more frequently than 10,' to less than

10'' but more frequently than 10' .̂ This is to suggest that nurses will frequently

engage in these ENT nursing practices.

Regular ENT nursing practices: those with frequency distributions between 50- 

69.9%. While the DoD (2000) and Maguire (2006) refer to events that fall within
2 3this category as ones that may occur several times, less than 10' but more than 10' . 

For the purposes of this study and having reviewed the data, ENT nursing practices 

that occur, less than 10'  ̂ but more than 10'  ̂ are practices that the ENT nurse will 

engage in on a regular basis.

Less regular ENT nursing practices: those with frequency distributions between 30- 

49.9%. These were practices not consistently engaged in by all ENT nurses. DoD 

(2000:19) and Maguire (2006:54) refer to this category as “remote or unlikely but
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possible,” with a probability of occurrence of less than 10'  ̂ but greater than 10'^ . 

Within this study, some nurses in certain circumstances may carry out these 

practices. For these purposes they are referred to as less than 10'  ̂but greater than 10' 

 ̂and carried out by ENT nurses on a less regular basis.

Uncommon ENT nursing practices: those with frequency distributions between 10- 

29.9%. These practices are viewed as uncommon, unlikely but possible ENT nursing 

practices, with a probability of 10'^ of occurring (Department of Defence 2000:19; 

Maguire 2006 :54). For the purposes of this study this category are practices that may 

be viewed as more specialised and may be limited to those with special training 

occurring less than 10'^ but greater than 10' .̂

Rare ENT nursing practices: those with frequency distributions between 0-9.9% 

ENT nurses engaging with these practices occur on a very limited basis or their 

occurrences may be extremely unlikely (Maguire 2006). These practices may be 

carried out, only by a small number of nurses working within the discipline, 

occurring less than 10'  ̂but greater than 10’'*̂.

Using the aforementioned descriptive terms, the large volume of data were 

categorised to provide an overview as to the extent to which these practices were 

occurring within the sample.
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5.3 The assessment and monitoring role of the ENT nurse

5.3.1 History-taking on admission

A certain amount of information is required when one is caring for a person in terms 

of their ENT condition. The extent to which ENT nurses gathered the identified 

information is summarised in Table 5.12.

Table 5.12 History-taking on admission

Responses (Essential/Frequent/Regular/less Yes No Total
regularAJncommon) Count % Count % Count
Co-existing ENT history 134 100.0 0 0.0 134
Past medical and surgical history 134 100.0 0 0.0 134
Presenting ENT complaint 133 100.0 0 0.0 133
Demographic details 108 88.5 14 11.5 122
Psychosocial history 84 68.3 39 31.7 123
Family history 77 63.6 44 36.4 121
Cultural History 65 53.3 57 46.7 122
Development history 52 43.3 68 56.7 120
Sexual history 30 25.9 86 74.1 116
Immunisation history 21 17.6 98 82.4 119

History-taking on admission includes the gathering of information in regard to 

presenting complaint, coexisting disease and past medical history as essential 

practices. Frequent practices incorporated nurses gathering demographic details on 

their patient. The taking of a psychosocial, family and cultural history are within the 

category of regular ENT practices. Less regular nursing practices were the taking of 

a developmental history and, uncommonly, engaged in taking an immunisation or 

sexual history.

5.3.2 Specific admission assessment

The inclusion of a specific ENT assessment was frequently carried out by 80% of 

ENT nurses (n=108). The specific assessment practices that nurses would carry out 

in relation to the patient’s ear, nose and throat condifion are illustrated in the 

following series of Table 5.13 to Table 5.15.

Essential practices relating to the patient’s ear condition involved gathering 

information related to pain, discharge, deafness and dizziness and frequent practices
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were the gathering o f information about the patient’s tinnitus, balance and itching 

associated with their ear condition (Table 5.13).

Table 5.13 Assessment practices during admission for ear conditions

Response (Essential/Frequent) Yes
Count %

No
Count %

Total
Count

Pain 107 99.1 1 0.9 108
Discharge 105 98.1 2 1.9 107
Deafness 101 95.3 5 4.7 106
Dizziness 99 92.5 8 7.5 107
Tinnitus 90 85.7 15 14.3 105
Balance 88 83.0 18 17.0 106
Itching 79 76.0 25 24.0 104

Table 5.14 refers to the assessment practices nurses engage in when admitting a 

patient with a nasal condition. Essential practices relate to the gathering o f details 

about the patient’s nasal obstruction, bleeding and discharge. Frequent practices refer 

to the nurse’s assessment o f the patient’s facial pain, headaches and rhinorrhoea 

(runny nose), and assessment o f the patient’s sneezing and anosmia (loss o f sense of 

smell) are regular practices.

Table 5.14 Assessment practices during admission for nasal conditions

Response Yes No Total
(Essential/Frequent/Regular) Count % Count % Count
Epistaxis 107 99.1 1 0.9 108
Obstruction 96 91.4 9 8.6 105
Discharge 96 91.4 9 8.6 105
Facial pain 88 83.0 18 17.0 106
Headaches 86 81.1 20 18.9 106
Rhinorrhoea 84 80.8 20 19.2 104
Sneezing 70 69.3 31 30.7 101
Anosmia 55 55.6 44 44.4 99

Assessment on admission o f patients with a throat problem included assessing pain, 

swelling, obstruction, dysphagia, hoarseness and respiratory difficulties, which are 

within the essential category. Assessing foreign body sensation and reflux lie within 

the frequent category (Table 5.15).
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Table 5.15 Assessment practices during admission for throat conditions

Response (Essential/Frequent) Yes No Total
Count % Count % Count

Pain 108 100.0 0 0.0 108
Swelling 105 97.2 3 2.8 108
Dysphagia 103 97.2 3 2.8 106
Hoarseness 102 96.2 4 3.8 106
Respiratory difficulties 100 95.2 5 4.8 105
Obstruction 96 90.6 10 9.4 106
Foreign body sensation 95 88.8 12 11.2 107
Reflux 84 81.6 19 18.4 103

In the main, the practices engaged in by nurses who were assessing the specifics and 

gathering information on the ENT patient, were categorised as essential, frequent and 

regular practices.

5.3.3 Undertaking a physical exam ination of the patient’s ENT system

Participating nurses were asked if they carried out a physical examination o f the ENT 

system. Table 5.16 shows that the undertaking o f a physical examination of the ENT 

system by nurses on admission is an uncommon practice, carried out by just 22% 

(n=29).

Table 5.16 Assessment details in relation to carrying out a physical examination of the 
ENT system

Response Frequency % Cumulative %
Yes 29 21.5 21.5
No 105 77.8 99.3
Missing 1 0.7 100.0
Total 135 100.0

Further consideration was given to the data from the 29 nurses who conducted a 

physical examination on admission. The frequency distributions o f the following 

practices are broken down by; the external head and neck, the nose and paranasal 

sinuses, the oropharynx and the ear. These practices displayed in tables in 

descending order categorised these data into essential, frequent, regular, less regular, 

uncommon or rare practices o f the ENT nurses. Only 28 nurses responded to all four 

sections with one nurse referring only to a physical examination o f the ear.
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5.3.3.1 External head and neck examination

The practice of inspecting the head and neck for physical abnormalities is within the 

essential category. The nurses who would examine for facial symmetry is categorised 

as a frequent practice and the assessment of the head and neck for movement and 

sensation and palpate the neck and shoulder fall within the regular category. The 

practices of examining and listening to the larynx and trachea for respiratory 

abnormalities and inspecting the scalp and outline of the skull are within the less 

regular category (Table 5.17).

Table 5.17 Physical examination of the external head and neck

Responses (Essential/Frequent/Regular/Less regular) Yes 
Count %

Total
Count

The head and neck inspected for visible abnormalities 26 92.9 28
Facial symmetry 24 85.7 28
Movement and sensation (cranial nerve function) 19 67.9 28
Neck and shoulders palpation for abnormalities 18 64.3 28
Auscultation of larynx and trachea for respiratory abnormalities 13 46.4 28
The hair, scalp and contours of the skull 10 35.7 28

5.3.3.2 Nose and paranasal sinuses examination

Table 5.18 below outlines the data on the nurses who carry out a physical

examination of the nose and paranasal sinuses. Observing the shape and contour of 

the nose and face, is within the ‘essential practice’ category. Frequent practices 

consist of examining the functionality of the nose by assessing airflow, whereas the 

examination of the nose is a regular practice. Less regular practices comprise of 

palpation of the nose and sinuses and the use of instrumentation to examine the nose 

such as speculum and light source, post nasal space mirror or an endoscope. The 

category of uncommon practices include; a smell test and transillumination of the 

sinuses.
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Table 5.18 Physical examination of the Nose and Paranasal sinuses

Yes Total
Responses (Essential/Frequent/Regular/Less regular/Uncommon) Count % Count
Observe the shape and contour of the nose and face 26 92.9 28
Assess airflow 21 75.0 28
Nasal examination 16 57.1 28
Nasal examination with speculum and light source 13 46.4 28
Palpation of nose and sinuses 12 44.4 27
Light source and post nasal space mirror 10 37.0 27
Endoscope 9 32.1 28
Smell test (using strong odours) 8 28.6 28
Transillumination of the sinuses 6 21.4 28

5.3.3.3 Oropharyneal examination

Table 5.19 provides an overview o f the distribution o f practices undertaken by nurses 

(n=28) when carrying out a physical examination o f the oropharynx on admission. 

The essential practice category includes carrying out a physical examination o f the 

oropharynx and allied structures that anatomically affect breathing, tongue voice and 

gums. Within the frequent practice category nurses would examine the teeth, mouth 

and jaw  joints. Frequent practices also included examining the parotid and salivary 

glands, hard and soft palates, inspecting the oral mucosa for abnormalities, assessing 

the patient’s ability to open and close the mouth and nurses using a light and spatula 

to carry out the inspection o f the mouth and pharynx. Nurses examining the cranial 

nerve function for movement and sensation o f the face, tongue and joints are 

considered regular practices. The use o f instrumentation in terms o f a light source 

and mirror and use of a nasopharyngoscope would be within the less regular and 

uncommon categories correspondingly.
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Table 5.19 Physical examination of the oropharynx

Responses
(Essential/Frequent/Regular/Less regular/Uncommon)

Yes 
Count %

Total
Count

Breathing 27 96.4 28
Tongue 27 96.4 28
Voice 26 92.9 28
Gums 26 92.9 28
Inspection of the oral mucosa 25 89.3 28
Mouth (opening and closing) 24 88.9 27
Teeth 23 82.1 28
Shape and contour lips, mouth and tempo-mandibular joint 21 75.0 28
Use of light source and spatula 21 75.0 28
Enlargement of parotid and salivary glands 20 74.1 27
Hard and soft palates 20 74.1 28
Tempo-mandibular joint (mal-occlusion, clicking joint) 
Movement and sensation (cranial nerve function)

16
15

57.1
53.6

28
28

Use of light source and mirror 11 39.3 28
Use of Nasopharyngoscope 8 28.6 28

5.3.3.4 Ear
The practices o f  undertaking a physical exam ination o f  the auditory m eatus and 

external ear fall w ithin the frequent category. Practices that are categorised as less 

regular w ould include; examining the ear using an, auriscope, m icroscope and 

speculum, the tym panic m em brane m ovem ent (V alsalva’s m anoeuvre), reviewing 

audiograms, clinical hearing and balance. An uncom m on practice was carrying out a 

tuning fork test (Table 5.20).

Table 5.20 Physical examination of the ear

Response (Frequent/Less regular/Uncommon) Yes Total
Count % Count

Extemal auditory meatus (skin integrity, swelling or discharge) 26 89.7 29
Pinna skin, angle and folds and post auricular area 23 79.3 29
Review of audiograms 14 48.3 29
The tympanic membrane 12 41.4 29
Hearing assessed by clinical hearing or whisper test 12 41.4 29
Auriscope 12 41.4 29
Balance (proprioception and co-ordination testing) 11 39.3 28
Tympanic membrane movement (Valsalva’s manoeuvre) 10 34.5 29
Microscope and speculum 9 31.0 29
Rinne and Weber tuning fork test 7 24.1 29

From Table 5.17 to Table 5.20 it can be seen that the practices o f  a physical 

exam ination o f  the ENT system by nurses (n=29) during admission m ainly fall 

w ithin the regular and frequent categories. The practices that lie w ithin the less
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regular and uncommon categories involve the use o f instrumentation and more 

detailed assessment o f sensory and motor function o f the ENT system and cranial 

nerves.

5.3.4 M onitoring role o f the ENT nurses

Following admission the practices undertaken regularly by nurses to monitor specific 

changes in the patient’s ENT condition are outlined in the following tables of 

frequency distributions.

Table 5.21 Nurses monitoring specific ENT changes

Response Frequency Percentage
Yes 127 94.8
No 7 5.2
Missing 1
Total 135 100.0

Within the sample, 94% (n=127) o f nurses will regularly monitor specific changes in 

the patient’s ENT condition and during their treatment (Table 5.21).

5.3.4.1 Monitoring o f specific ear problems

Within the essential practice category Table 5.22, nurses were engaged with 

monitoring the patient’s ear pain, swelling and discharge o f the ear. Other practices 

in this category included observations o f skin integrity, ear dressings and compliance 

with treatment.

Table 5.22 Monitoring specific changes to the patient’s ear conditions ‘essential’ 
category.

Response (Essential practices)
Yes

Count %
No

Count %
Total
Count

Pain 127 100.0 0 0.0 127
Dressings 126 99.2 1 0.8 127
Discharge 125 99.2 1 0.8 126
Compliance with treatment 124 98.4 2 1.6 126
Swelling 122 96.1 5 3.9 127
Skin integrity 112 92.6 9 7.4 121

The frequent classification for ear care highlights that ENT nurses will monitor the 

changes in the patient’s hearing, balance, vertigo and tinnitus. The nurses will also 

frequently monitor irregularities that occur in the patient’s intake and output.
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Additionally, nurses instigated the adoption o f different positional changes which 

may be required during treatment for ear conditions (Table 5.23).

Table 5.23 Monitoring specific changes to the patient’s ear conditions ‘frequent’ 
category

Response (Frequent practices) Yes
Count %

No
Count %

Total
Count

Hearing 110 88.7 14 11.3 124
Balance 108 87.1 16 12.9 124
Vertigo 105 85.4 18 14.6 123
Positioning of the patient 101 84.2 19 15.8 120
Tinnitus 99 81.8 22 18.2 121
Intake and output 95 78.5 26 21.5 121

The grouping o f data into regular practices revealed that nurses monitor changes in 

the patient’s ear condition, alteration in sensory function such as taste disturbances 

and cranial nerve ftinctioning. Less regularly, nurses supervise changes in the 

patient’s cerebral functioning as outlined in Table 5.24.

Table 5.24 Monitoring specific changes to the patient’s ear conditions ‘regular’ and 
‘less regular’ categories

Response (regular /Less regular) Yes 
Count %

No
Count %

Total
Count

Taste disturbance 
Cranial nerve function

63 52.5 
60 50.0

57
60

47.5
50.0

120
120

Cerebral functioning 59 49.6 60 50.4 119

S.3.4.2 Monitoring o f  specific nasal problems

Essential practices in monitoring changes in the patient’s nasal condition are 

illustrated in Table 5.25 and include; pain, bleeding, swelling, discharge, dressings, 

respiratory function and obstruction. These practices in the main relate to events that 

may impact on the patient’s vital signs, and wound care.
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Table 5.25 Monitoring specific changes to the patient’s nasal conditions ‘essential’ 
category

Responses: (Essential practices) Yes
Count %

No
Count %

Total
Count

Pain 124 100.0 0 0.0 124
Bleeding (source and site) 126 100.0 0 0.0 126
Swelling 124 98.4 2 1.6 126
Discharge (type, colour and consistency) 123 97.6 3 2.4 126

Dressings 121 96.8 4 3.2 125
Respiratory function 115 92.7 9 7.3 124
Obstruction 113 91.1 11 8.9 124

Frequently when caring for the patient with a nasal or sinus problem the nurses will 

monitor events that relate to levels of consciousness, ability to swallow, allergies, 

shock, patient’s position, intake and output, skin discolouration and eye functioning 

(Table 5.26).

Table 5.26 Monitoring specific changes to the patient’s nasal conditions ‘frequent’ 
category

Responses (Frequent) Yes
Count %

No
Count %

Total
Count

Level of consciousness 110 89.4 13 10.6 123
Swallowing 103 83.7 20 16.3 123
Allergy 102 83.6 20 16.4 122
Shock 101 82.8 21 17.2 122
Positioning of the patient 100 80.6 24 19.4 124
Intake and output 96 79.3 25 20.7 121

Skin discolouration 94 76.4 29 23.6 123
Eye function 88 72.1 34 27.9 122

Less regularly the nurses will monitor functional aspects of the patient’s nasal 

condition such as cranial nerve function (49%, n=58) and anosmia (47%, n=56).

5.3.4.S Monitoring for throat conditions

Classification of essential practices include the monitoring of specific patient 

changes that occur following treatment for throat conditions such as pain, breathing, 

swelling, swallowing, mouth care, bleeding, discharge, wound care, communication 

and compliance with treatment, medication reactions, and measuring intake and 

output. These practices in the main relate to events that may impact on the patient’s 

vital signs, and wound care (Table 5.27).
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Table 5.27 Monitoring speciflc changes to the patient’s throat conditions ‘essential’ 
category

Responses (essential practices) Yes No Total
Count % Count % Count

Breathing 125 100.0 0 0.0 125
Pain 127 100.0 0 0.0 127
Swelling 126 100.0 0 0.0 126
Swallowing 126 99.2 1 0.8 127
Mouth care 126 99.2 1 0.8 127
Bleeding (source and site) 125 98.4 2 1.6 127
Discharge 122 97.6 3 2.4 125
Wound (integrity, colour, sensation and discharge) 122 97.6 3 2.4 125
Communication 122 97.6 3 2.4 125
Compliance with treatment 122 97.6 3 2.4 125
Medication reactions 119 96.0 5 4.0 124
Intake and output 117 92.9 9 7.1 126

Frequently when caring for the patient with throat or oropharyngeal conditions the 

nurses will monitor events that relate to voice quality, the proper positioning o f the 

patient, head and neck movements, and trismus. Regularly the nurses will monitor 

changes in the temporomandibular joint fiinction (Table 5.28).

Table 5.28 Monitoring specific changes to the patient’s throat conditions ‘frequent’ 
and ‘regular’ categories

Responses (Frequent/Regular practices) Yes No Total
Count % Count % Count

Voice quality 110 88.7 14 11.3 124
Patient positioning 110 88.0 15 12.0 125
Head and neck movements 107 87.0 16 13.0 123
Trismus 90 72.0 35 28.0 125
TMJ Function 60 50.8 58 49.2 118

In reviewing the categorisation o f monitoring the specifics o f ENT condition and its 

treatment highlights that the distribution o f the data falls mainly within the essential, 

frequent and regular groupings. Some specific mechanical and functional 

observations related to the ENT system lie within the less regular category.

5.4 Patient empowerment and self-care practices of the ENT nurse

The patient empowerment and self-care practices o f the ENT nurse’s role identified 

from within the literature relate to practices designed to elicit information about the 

ENT nurses providing support, guidance; information and education to the ENT 

patient on an informal or formal basis. The extent to which the participating ENT
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nurses engaged with programmes relating to specific problems relating to their ENT 

system are presented in the following frequency distribution tables.

5.4.1 E ar care practices

From Table 5.29, it can be seen that self-care and patient empowerment programmes 

in relation to ear care were being carried out informally in relation to ear pain, 

discharge, swelling, compliance with treatment, dressings, skin integrity, balance, 

vertigo and ear protection. These practices were classified as frequent practices. As 

can be seen within the table for the same problems, formal self-care or empowerment 

programmes were designated to the uncommon or rare categories. Futhermore, for 

nurses not to engage in any advice and support for patients with these conditions 

would be within the rare group with the exceptions of hearing difficulties, balance 

disorders, skin integrity and vertigo in the uncommon category.

Table 5.29 Self-care and patient empowerment practices for persons with ear problems 
‘frequent’

Responses (Frequent) Informal Formal None Total
Count % Count % Count % Count

Pain 104 82.5 20 15.9 2 1.6 126
Discharge 104 82.5 17 13.5 5 4.0 126
Swelling 100 79.4 16 12.7 10 7.9 126
Hearing 100 78.7 10 7.9 17 13.4 127
Compliance with treatment 91 74.0 21 17.1 11 8.9 123
Dressings 91 73.4 25 20.2 8 6.5 124
Balance 90 73.2 7 5.7 26 21.1 123
Ear protection 91 72.2 23 18.3 12 9.5 126
Skin integrity 85 70.8 16 13.3 19 15.8 120
Vertigo 87 70.2 11 O

O 26 21.0 124

Table 5.30 illustrates that the nurse employs informal practices to address problems 

of tinnitus, adopting appropriate positions, instillation of ear drops, intake and output 

(balance disorders) and taste disturbances within the regular practice class. Once 

again it can be seen that the inverse categorisation, uncommon and rare, were 

identified for the same problems relating to formal patient empowerment 

programmes. However, as can be noted within Table 5.30; 32% (n=40) refer to 

engaging in a formal programme for the instillation of ear drops. In contrast, 

responses relating to nurses providing no self-care programmes for the ear related 

problems of tinnitus, adopting an appropriate position, intake and output are within
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the uncommon category but 37% (n=44) do not engage in self-care and patient 

empowerment practices for taste disturbances.

Table 5.30 Self-care and patient empowerment practices for persons with ear problems 
‘regular’ category

Responses (regular) Informal 
Count %

Fonnal 
Count %

None 
Count %

Total
Count

Tinnitus 82 66.1 12 9.7 30 24.2 124
Positioning of the patient 78 64.5 16 13.2 27 22.3 121
Instillation of ear drop 79 63.7 40 32.3 5 4.0 124
Intake and output 75 62.5 12 10.0 33 27.5 120
Taste disturbances 63 52.5 13 10.8 44 36.7 120

Nurses engaging in informal self-care practices in relation to the sensory and 

perceptual aspects o f ear care such as cerebral functioning (38%, n=44) and cranial 

nerve function (37%, n=44) are within the less regular category. Addressing these 

through any formal programme is within the uncommon group, and not providing 

any formal or informal self-care or patient empowerment programmes for cerebral 

functioning (49%, n=57) and cranial nerve fiinction (50%, n=59) are categorised as 

‘less regular’.

5.4.2 Nasal care practices

Categorisation o f patient empowerment and self-care ENT nursing practices for nasal 

conditions: Table 5.31 demonstrates the informal self-care and patient empowerment 

programmes that nurses were engaging with for patients with nasal problems in 

terms o f pain, discharge, swelling, compliance with treatment, airway obstruction, 

nasal hygiene, sneezing, mouth breathing and nasal dressing and packs occurred 

within the frequent category. This table also illustrates that formal self-care or 

empowerment practices fall within the ‘uncommon’ category. The frequency 

responses o f nurses not engaging in any self-care and patient empowerment 

programme for patients with nasal problems are within the rare category except for 

nasal hygiene, sneezing, and mouth breathing which lie within the uncommon 

category.
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Table 5.31 Informal self-care and patient empowerment practices for persons with 
nasal problems that lie within the ‘frequent’ category

Responses (Frequent) Informal Formal None Total
Count % Count % Count % Count

Pain 103 81.7 21 16.7 2 1.6 126
Discharge 103 80.5 20 15.6 5 3.9 128
Swelling 101 79.5 19 15.0 7 5.5 127
Compliance with treatment 94 77.7 15 12.4 12 9.9 121
Nasal airway obstruction 95 76.6 19 15.3 10 8.1 124
Nasal hygiene 94 76.4 16 13.0 13 10.6 123
Hygiene practices 92 76.0 18 14.9 11 9.1 121
Sneezing 92 73.0 16 12.7 18 14.3 126
Mouth breathing 89 72.4 14 11.4 20 16.3 123
Dressings/packs 88 70.4 26 20.8 11 8.8 125

Table 5.32 depicts the informal practices o f  self-care and patient em powerm ent 

program mes for patients with nasal problem s that lie w ithin the ‘regular’ as, infection 

control measures, mouth care practices, allergy awareness, appropriate positioning, 

skin and m ucosal integrity, nasal hum idification, nasal health and safety measures, 

hydration (intake and output), diet and w eight loss and taste disturbances. Also 

highlighted w ithin this table is the distribution o f  data for the nurses’ responses to 

‘form al’ or ‘none’ for the same self-care and patient empowerm ent practices. These 

practices are within the ‘uncom m on’ category with the exception o f  taste 

disturbances, which falls within the rare category.

Table 5.32 Informal self-care and patient empowerment practices for persons with 
nasal problems that lie within the ‘regular’ category

Responses (Regular) Informal Formal None Total
Count % Count % Count % Count

Infection control 81 69.2 22 18.8 14 12.0 117
measures
Mouth care practices 84 68.9 21 17.2 17 13.9 122
Allergy awareness 80 65.6 16 13.1 26 21.3 122
Positioning of the patient 78 65.5 17 14.3 24 20.2 119
Skin/mucosal integrity 75 64.1 15 12.8 27 23.1 117
Nasal humidification 76 62.8 22 18.2 23 19.0 121
Health and safety 74 61.7 15 12.5 31 25.8 120
Intake and output 73 59.8 18 14.8 31 25.4 122
Diet and weight loss 68 55.3 19 15.4 36 29.3 123
T aste disturbances 67 54.9 11 9.0 44 36.1 122

N urses engaging in informal self-care and patient em pow erm ent practices o f  the nose 

relating to anosmia (46% n=53) and cerebral functioning are w ithin the ‘less regular’
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category. In comparison the responses to formal practices for anosmia (13%, n=15) 

and cerebral functioning (10%, n=12) lie within the ‘uncommon’ category and nurses 

not engaging in any practices relating to anosmia (41% n=48) and cerebral 

fijnctioning (47% n=54) are in the ‘less regular’ categories respectively.

5.4.3 Throat care practices

The following series o f frequency distributions provide a description o f the self-care 

and patient empowerment practices that nurses engage in when caring for a patient 

with a throat condition. The throat care practices are mainly ‘informal’ and the 

responses were categorised into occurrences o f frequent, regular, less regular and 

uncommon.

The frequency distribution Table 5.33, outlines the informal throat care practices, 

that are categorised as ‘frequent’ that are inclusive o f practices relating to: pain, 

discharge, swelling, difficulty in swallowing, bleeding, skin and mucosal integrity, 

compliance with treatment, dressings, mouth breathing, airway obstruction, 

medication management, infection control measures, health safety and hygiene 

practices, the adoption o f appropriate positions, are all categorised into the frequent 

category. Similarly, within this table, the ‘formal’ practices are categorised as 

‘uncommon’, and nurses not engaging in any self-care and patient empowerment 

practices are categorised as ‘rare’ with the exceptions o f skin and mucosal integrity, 

mouth breathing, and infection control measures which lie within the uncommon 

category.
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Table 5.33 Informal self-care and patient empowerment practices for persons with 
throat problems that lie within the ‘frequent’ category

Responses (Frequent) Informal Formal None Total
Count % Count % Count % Count

Pain 98 79.7 23 18.7 2 1.6 123
Discharge 97 78.9 23 18.7 3 2.4 123
Swelling 95 77.9 23 18.9 4 3.3 122
Difficulty in swallowing 95 77.9 23 18.9 4 3.3 122
Bleeding 94 77.0 25 20.5 3 2.5 122
Mouth care practices 93 76.9 18 14.9 10 8.3 121
Skin/mucosal integrity 87 75.7 14 12.2 14 12.2 115
Compliance with treatment 89 75.4 22 18.6 7 5.9 118
Dressings 90 73.2 26 21.1 7 5.7 123
Mouth breathing 86 72.9 14 11.9 18 15.3 118
Airway obstruction 87 72.5 27 22.5 6 5.0 120
Medication management 87 71.9 28 23.1 6 5.0 121
Infection control measures 84 70.6 22 18.5 13 10.9 119
Health and safety and hygiene 83 70.3 24 20.3 11 9.3 118
practices
Positioning of the patient 84 70.0 18 15.0 18 15.0 120

Table 5.34 refers to the frequency distribution o f  informal patient empowerm ent and 

self-care practices relating to throat conditions that are organised into the ‘regular’ 

and the ‘less regular’ categories. The ‘regular’ category includes practices relating to 

advice and support for; diet and weight loss, altered comm unication, altered body 

image, altered psychological wellbeing, altered intake and output, altered social 

functioning, altered airway, altered nutrition, hum idification and allergy awareness. 

Similarly the distribution o f  responses for ‘form al’ and ‘none’ are w ithin the 

‘uncom m on’ category with the exception o f altered com m unication (10%, n = l l )  

where it would be rare not to have this problem  addressed at all. These data also 

highlight that renal complications lie within the ‘less regular’ category for ‘inform al’ 

patient empowerm ent or self-care practices. Similarly, the response for ‘none’ lies 

w ithin this category suggesting that 47%  (n=56) o f  nurses do not provide self-care 

and patient em powerm ent practices for renal com plications associated with throat 

conditions.

187



Table 5.34 Informal self-care and patient empowerment practices for persons with 
throat problems that lie within the ‘regular’ and ‘less regular’ categories

Responses Regular/Less regular Informal Formal None Total
Count % Count % Count % Count

Diet and weight loss 85 69.1 18 14.6 20 16.3 123
Altered communication 80 69.0 25 21.6 11 9.5 116
Altered body Image 80 69.0 21 18.1 15 12.9 116
Altered psychological wellbeing 80 68.4 20 17.1 17 14.5 117
Intake and output 80 67.2 15 12.6 24 20.2 119

Altered social functioning 79 66.9 19 16.1 20 16.9 118
Altered airway 78 66.1 27 22.9 13 11.0 118
Altered Nutrition 77 65.3 26 22.0 15 12.7 118
Humidifi cation 77 64.2 28 23.3 15 12.5 120

Allergy awareness 72 61.5 14 12.0 31 26.5 117
Renal complications 47 39.5 16 13.4 56 47.1 119

Table 5.35 suggests that prior to commencing either formal or informal patient 

empowerment or self-care practices 83% (n=113) nurses would assess the patient’s 

readiness to learn.

Table 5.35 Nurses assessing readiness to learn

Response Frequency Percentage
Yes 113 83.7
No 17 12.6
Missing response 5 3.7
Total 135 100.0

As illustrated in the series of tables on the domain of self-care and patient 

empowerment practices it can be seen that all aspects of ENT conditions were being 

carried out, informally. Frequently, nurses will assess the patient’s readiness to learn 

prior to undertaking these practices.

5.5 Health promotion role of the ENT nurse

The health promotion aspect of the ENT nurse’s role is divided into primary, 

secondary and tertiary levels of screening education and support.

5.5.1 Primary health promotion (PHP)

The PHP role focuses on prevention, where the recipients of information do not have 

a particular ENT health related problem. The information being provided is to
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patients’ carers, family members, colleagues, schools and businesses and is designed 

to facilitate making healthier choices to maintain ENT health and wellbeing.

5.5.1.1 PHP Ear care practices

Table 5.36 illustrates that the participants’ responses to PHP practices for ear care, 

are within the ‘regular’, ‘less regular’ and ‘uncommon categories’. In terms of ear 

hygiene, 61% (n=81) of nurses include this aspect of primary health promotion. Ear 

conditions, hearing loss, and the normal structure and function of the ear, are within 

the ‘less regular’ category with balance disorders, and screening for ear conditions 

within the ‘uncommon’ category. Equally, it can be seen from Table 5.36 the nurses’ 

responses to not engaging with PHP practices lie within the ‘less regular’, ‘regular’ 

and ‘frequent’ categories respectively. This suggests that nurses are not routinely 

engaging in primary health promotion practices for the identified ear care practices 

(Table 5.36).

Table 5.36 Nurses’ responses to PHP ear care practices that lie within the 
‘regular’/’less regular’/ ’uncommon’ categories

Response (Regular/Less regular/Uncommon)
Yes 

Count %
No

Count %
Total
Count

Ear hygiene practices: cleaning and ear protection 81 60.9 52 39.1 133
Ear conditions, acute, chronic and consequences 53 40.2 79 59.8 132
Hearing loss causes and prevention 45 34.1 87 65.9 132
Normal structure and function o f the ear 42 31.8 90 68.2 132
Balance disorders 31 23.5 101 76.5 132
Routine screening for ear conditions and appropriate 
referral

30 22.7 102 77.3 132

5.5.1.2 PHP Nasal care practices

Table 5.37 shows the frequency distribution of nurses engaging in PHP practices 

relating to nasal care. The practices of providing information on nasal hygiene 

practices, infection control, nasal conditions, social habits and environmental 

pollutants, identifying risk factors and screening, normal structure and function of the 

nose, screening programmes and immunisation programmes lie within the ‘regular’, 

‘less regular’ and ‘uncommon’ categories respectively. Similar to PHP practices for 

ear care, these data, illustrate that nurses are not engaging in PHP practices for nasal 

care where; immunisation programmes, screening programmes are within the 

‘frequent’ category. The normal structure and function of the nose, identifying risk
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factors and screening, social habits and environmental pollutants, nasal conditions, 

infection control, hygiene practices are w ithin the ‘regular’ and ‘less regular’ 

categories for not occurring.

Table 5.37 Nurses responses to PHP nasal 
‘regular’/’less regular’/ ‘uncommon’ categories

care practices that lie within the

Response (Regular/Less regularAJncommon)
Yes 

Count %
No

Count %
Total
Count

Hygiene practices: cleaning, irrigation, 
humidification, lubrication

82 61.7 51 38.3 133

Nasal infection control: droplet, ventilation 66 49.6 67 50.4 133
Nasal conditions: acute, chronic and consequences 61 46.2 71 53.8 132
Social habits and environmental pollutants 60 45.5 72 54.5 132
Identifying risk factors and allergy screening 49 37.1 83 62.9 132
Normal structure and function of nose 46 34.8 86 65.2 132
Screening programmes and appropriate referral 27 20.5 105 79.5 132
Immunization programmes 21 15.9 111 84.1 132

5.5.1.3 PHP Throat care practices

Table 5.38 refers to PHP practices for throat conditions. Practices within the 

‘regular’ category o f  occurrences include: Social habits, diet, and exercise, oro- 

laryngopharynx hygiene and infection control m easures and conditions o f  the oro- 

laryngopharynx and the normal structure and function o f  the oro-laryngopharynx are 

w ithin the ‘less regular’ category. Conversely, the nurses who responded as not 

engaging in prim ary health promotion practices for the oro-laryngopharynx fall 

w ithin the ‘less regular’ category except for the normal structure and function o f  the 

oro-laryngopharynx which falls within the ‘regular’ category.

Table 5.38 Nurses responses to PHP throat care practices that lie within the
‘regular’/’less regular’ categories

Yes No Total
Response (Regular/Less regular) Count % Count % Count
Social habits: alcohol tobacco and environmental 89 67.4 43 32.6 132
pollutants irritants
Diet nutrition exercise 86 66.2 44 33.8 130
Mouth Pharynx and Larynx hygiene practices and 77 59.2 53 40.8 130
infection control
Conditions of mouth Pharynx and Larynx and 69 53.1 61 46.9 130
consequences
Normal structure and function of Mouth Pharynx and 
Larynx

52 40.0 78 60.0 130
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The distribution of the data for PHP practices that ENT nurses are engaging with 

suggest that nurses ‘regularly’ engage with practices relating to the oro- 

laryngopharynx and ‘less regularly’, employ practices to address ear or nasal care.

5.5.2 Secondary health prom otional (SHP) role

The ENT nurse’s SHP role focuses on addressing situations where the patient has an 

ENT condition, and support and advice strategies are employed to minimise the 

impact o f the condition by improving the problem or eradicating the disease. Once 

again the transfer o f information is designed to facilitate patients making healthier 

choices to maintain health and wellbeing.

5.5.2.1 SHP ear care practices

The frequency distributions of responses to SHP practices relating to ear care are 

outlined in Table 5.39. The occurrence o f practices within the ‘frequent’ category 

include the instillation of ear medications, compliance and possible complications, 

appropriate cleaning and ear protection, measures to be taken when flying and 

swimming and routine hygiene and protection. The distribution o f responses 

categorised as ‘regular’ practices include, compliance with follow-up procedures, the 

effects of sneezing, coughing, straining and nose blowing on the ear. The frequency 

responses for ‘no’ provision o f SHP care in relation to patient with ear problems fail 

within the ‘uncommon’ and ‘less regular’ categories respectively.

Table 5.39 Nurses responses to engaging with SHP ear care practices that lie within the 
‘frequentV’regular’ categories

Yes No Total
Response (Frequent/Regular) Count % Count % Count
Instillation of ear medication 117 88.0 16 12.0 133
Medication compliance and complications 103 78.0 29 22.0 132
Appropriate ear cleaning and protection 98 74.8 33 25.2 131
Measures to be taken when flying or swimming 97 72.9 36 27.1 133
Routine ear hygiene and protection 96 72.7 36 27.3 132
Compliance and follow-up 93 69.9 40 30.1 133
Ear care: effects of sneezing, coughing, straining and 86 65.6 45 34.4 131
blowing

Table 5.40 outlines the categories o f  ‘less regular’ and ‘uncommon’ SHP practices 

for ear conditions that nurses engage in. These include; health and safety within ear 

disease, treatment options, balance disorders and the different types o f hearing loss
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and treatment options. The practices that are within the ‘uncommon’ category refer 

to exercises for eustachian tube dysfimction and support for use and maintenance of 

hearing aids and noise generators. As can be seen from this table, the ‘no’ responses 

for the identified practices are within the ‘regular’ and ‘frequent’ categories for no 

engagement with these ear care practices.

Table 5.40 Nurses responses to engaging with SHP ear care practices that lie within the 
‘less regular’/’uncommon’ categories

Yes No Total
Response (less regular/uncommon) Count % Count % Count
Ear disease and health and safety 63 47.7 69 52.3 132
Treatment options for ear disease and possible 62 47.0 70 53.0 132
complications
Balance disorders: diet and exercise 52 39.4 80 60.6 132
Different types of hearing loss treatment options 46 34.8 86 65.2 132
Eustachian tube exercises 34 26.0 97 74.0 131
Hearing aid or noise generator use and maintenance 33 25.0 99 75.0 132

5.5.2.2 SHP nasal care practices

Table 5.41 presents the breakdown of the SHP practices for nasal care into the 

identified categories. The practices of; medication compliance within nasal 

conditions, infection control measures to address sneezing, blowing, coughing and 

straining, compliance with treatment and follow-up and ensuring that the patient is 

aware o f nasal hygiene and protection measures are within the ‘frequent’ category. 

The ‘regular’ category refers to education on; risk factors, appropriate exercise and 

diet allergy identification and education on treatment options and possible 

complications. The percentage o f responses for nurses not engaging with these 

identified practices lie mainly within the ‘less regular’ and ‘uncommon’ categories 

with the exception o f education on treatment options and possible complications 

(50%, n=66).

192



Table 5.41 The nurses responses to engaging with SHP nasal care practices that lie 
within the ‘frequent’/’regular’ categories

Yes No Total
Response (Frequent/Regular) Count % Count % Count
Medication compliance and complications 110 83.3 22 16.7 132
Infection control: Sneezing, coughing, straining and 108 81.2 25 18.8 133
blowing
Compliance and follow-up 102 76.7 31 23.3 133
Nasal hygiene practices and protection 97 74.0 34 26.0 131
Educationirisk factors (Infection/insult/injury/trauma) 91 69.5 40 30.5 131
Education: on appropriate exercise and diet 72 54.5 60 45.5 132
Education: allergy identificadon 66 50.4 65 49.6 131
Treatment options for nasal disease and possible 66 50.0 66 50.0 132
complications

5.5.2.3 SHP throat care practices

Table 5.42 breaks down the frequency distributions for SHP practices for throat 

conditions, into three categories ‘frequent’, ‘regular’, and ‘less regular’. The 

‘frequent’ category includes the practices that provide information on the 

management o f the altered airway, hygiene and protection, identification o f risk 

factors, altered nutrition, infection control and altered communication rehabilitation. 

The ‘regular’ category includes the practices o f education on altered body image, 

compliance and follow up and appropriate diet and exercise. The ‘less regular’ 

category for nurses undertaking SHP practices for throat conditions refers to 

providing information on treatment options and complications. Nurses not engaging 

with SHP practices are within the uncommon category. The responses where nurses 

do not engage in SHP practices for throat care fall within the ‘less regular’ category 

with the exception o f discussing, treatment option and possible complications, as this 

is within the ‘regular’ category where 53% (n=70) are not engaging in this practice.
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Table 5.42 The nurses’ responses to engaging with SHP throat care practices 
‘frequent’/’regular’/ ’less regular’ categories

Yes No Total
Responses (Frequent/Regular/Less regular) Count % Count % Count
Altered airway management education 105 79.5 27 20.5 132
Hygiene practices and protection 104 79.4 27 20.6 131
Identify risk factor (alcohol/tobacco/irritants) educate 104 79.4 27 20.6 131
Altered Nutrition 101 77.1 30 22.9 131
Infection control: Sneezing, coughing, straining and 98 75.4 32 24.6 130
blowing
Altered communication rehabilitation 99 75.0 33 25.0 132
Education on altered body image 91 69.5 40 30.5 131
Compliance and follow-up 86 65.2 46 34.8 132
Appropriate exercise and diet 82 62.6 49 37.4 131
Treatment options and possible complications 61 46.6 70 53.4 131

5.5.3 Tertiary health prom otional (THP) practices

Tertiary health promotional practices are designed to support and facilitate patients 

with chronic or disabling ENT conditions to adapt and comply with treatment.

5.5.3.1 THP ear care practices

Table 5.43 highlights the categorical division o f the data for nurses employing THP 

practices for ear conditions as being ‘regular’, ‘less regular’ and ‘uncommon’. The 

category o f ‘regular’ practices is limited to compliance with treatment options for ear 

problems. The Mess regular’ THP practices that nurses were engaging with include 

altered body image, problems o f balance and dizziness, ear condition treatment 

options and disease limitations, tinnitus coping strategies, vocational rehabilitation 

and health and safety and social interaction and environmental noise. The 

‘uncommon’ category for THP practices identified within this table refers to the 

practice o f providing information and support to patients about the use and 

maintenance o f hearing aids and noise generators. Similarly, it outlines the 

distribution o f  responses for nurses not engaging in THP practices for ear conditions 

that lie within the ‘less regular’, ‘regular’ and the ‘frequent’ categories.
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Table 5.43 The nurses’ responses to engaging with THP ear care practices that lie 
within the ‘regularV’less regular’/‘uncommon’ categories

Responses (Regular/Less regular/Uncommon) Yes No Total
Count % Count % Count

Compliance with treatment options 87 67.4 42 32.6 129
Altered body image 61 47.3 68 52.7 129
Balance and dizziness diet and exercise programmes 52 40.3 77 59.7 129
Ear condition treatment options and disease limitation 51 39.8 77 60.2 128
Tinnitus coping strategies 49 38.0 80 62.0 129
Vocational rehabilitation and health and safety 45 35.2 83 64.8 128
Social interaction and environmental noise protection 45 34.9 84 65.1 129
Hearing aid or noise generator use and maintenance 28 21.7 101 78.3 129

5.5.3.2 THP nasal care practices

Table 5.44 identifies the two categories o f  responses o f  nurses engaging in THP 

practices for nasal conditions as ‘regular’ and ‘less regular’. The ‘regular’ category 

includes the practices o f  prevention o f  further damage, knowledge o f  complications, 

com pliance with treatment, social interaction and infection control and altered body 

image. In the ‘less regular’ category o f  THP practices for nasal conditions referred to 

in this table are diet and exercise program m es, nasal condition treatm ent options and 

disease lim itations and vocational rehabilitation and health and safety. As identified 

the percentages o f  nurses who do not engage in THP practices for nasal conditions 

are in the ‘less regular’ and ‘regular’ categories.

Table 5.44 The nurse’s responses to engaging with THP nasal care practices that lie 
within the ‘regular’/’less regular’ categories

Yes No Total
Responses (Regular/Less regular) Count % Count % Count
Prevendon of further infection/insult/injury/trauma 88 68.2 41 31.8 129
Knowledge of possible complication 86 67.2 42 32.8 128
Compliance with treatment 86 67.2 42 32.8 128
Social interaction and infection control 78 60.9 50 39.1 128
Altered body image 64 50.0 64 50.0 128
Diet and exercise programmes 61 47.7 67 52.3 128
Nasal condition treatment options and disease 55 42.6 74 57.4 129
limitation
Vocational rehabilitation and health and safety 50 39.1 78 60.9 128

5.5.3.3 THP throat care practices

The distribution o f responses to nurses engaging in TH P practices for throat 

conditions is divided into two categories ‘frequent’ and ‘regular’ practices. The 

‘frequent’ category includes tracheostom y care, altered airway m anagement, risk
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factors associated with oropharyneal disease, hygiene practices and protection, 

ahered nutrition, infection control measures, compliance and follow up, and 

education on altered body image. The category referred to as ‘regular’ practices of 

THP for throat condition incorporates; coping with the limitations of a permanent 

tracheostomy, altered communication rehabilitation, tracheostomy (decannulation) 

programme, appropriate diet and exercise, treatment options and complications, 

vocational rehabilitation and appropriate health and safety measures. The distribution 

of nurses’ responses for not engaging in these THP practices, are within the ‘less 

regular’ and ‘uncommon categories (Table 5.45).

Table 5.45 The nurse’s responses to engaging with THP throat care practices within the 
‘frequent’/’regular’ categories

Yes No Total
Responses (Frequent/Regular) Count % Count % Count %
Tracheostomy tube management: 106 82.2 23 17.8 129 100.0
changing/suctioning/humidification
Altered airway management education 100 78.1 28 21.9 128 100.0
Identify risk factor (alcohol/tobacco/irritants) 98 76.6 30 23.4 128 100.0
educate
Hygiene practices and protection 97 75.8 31 24.2 128 100.0
Altered Nutrition 97 75.8 31 24.2 128 100.0
Infection control: sneezing, coughing, 93 72.7 35 27.3 128 100.0
straining and blowing
Compliance and follow-up 92 71.3 37 28.7 129 100.0
Education on altered body image 90 70.3 38 29.7 128 100.0
Coping with limitation o f permanent 90 69.8 39 30.2 129 100.0
tracheostomy
Altered communication rehabilitation 88 68.2 41 31.8 129 100.0
Tracheostomy decannulation programme 87 67.4 42 32.6 129 100.0
Appropriate exercise and diet 76 59.4 52 40.6 128 100.0
Treatment options and possible complications 70 54.7 58 45.3 128 100.0
Vocational rehabilitation, medical alert and 70 54.7 58 45.3 128 100.0
health and safety

Within the tertiary health promotion practices of ENT nurses the responses illustrated 

within Table 5.43, to Table 5.45 highlight that nurses are engaging in THP practices. 

However, for some practices noted within ear care they are less regularly engaging in 

the identified practices. Nurses more regularly engage in THP practices relating to 

nasal conditions and frequently engage in practices relating to throat conditions.
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5.6 Clinical skills aspect o f the ENT nurse’s role

The cUnical skills section o f the questionnaire sought to explore the extent to which 

nurses felt capable and responsible for the identified practical skills. The 

categorisation o f the responses into domains o f ‘essential’, ‘frequent’, ‘regular’, ‘less 

regular’, ‘uncommon’ and ‘rare’ groups o f capabilities and responsibilities attempts 

to organise the practices that the ENT nurse engages in and takes responsibility for.

5.6.1 Nurses’ capabilities in terms of the identified ear care practices

The following series o f frequency distributions outline the breakdown o f the nurse’s 

responses as to their capabilities for the identified practical skills o f ear care. Table 

5.46 refers to the responses that lie within the ‘essential’ category (90-100%) of 

practical skills that nurses feel capable o f in terms o f ear care. In the main, these 

skills refer to the administration o f medication, advice and support for ear care and 

preparing the environment.

Table 5.46 The ENT nurse’s capabilities in terms of ear care practices categorised as 
‘essential’

Yes No Total
Response (Essential) Count % Count % Count
Insertion of ear drops/instillations 120 96.0 5 4.0 125
Patient reassurance 119 96.0 5 4.0 124
Preparation of the environment 117 94.4 7 5.6 124
Instruction on medication compliance 115 92.0 10 8.0 125
Awareness to health and safety 112 91.1 11 8.9 123

As can be identified within Table 5.47, ‘frequent’ ear care practices that nurses feel

capable o f relating to are advising, supporting, coordinating and directing the 

patient’s ear care.
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Table 5.47 The ENT nurse’s capabilities in terms of ear care practices categorised as 
‘frequent’

Yes No Total
Response (Frequent) Count % Count % Count
Managing the dizzy patient 112 89.6 13 10.4 125
Advice on ear protection 113 89.0 14 11.0 127
Proper positioning of patient 107 88.4 14 11.6 121
Coping with limitations 107 86.3 17 13.7 124
Co-ordination of care 102 82.3 22 17.7 124
Support for alternative communication system 100 81.3 23 18.7 123
Follow up procedures 99 79.2 26 20.8 125
Aural skin care 95 76.6 29 23.4 124
Knowledge of equipment 94 75.2 31 24.8 125
Ear bandaging 91 74.6 31 25.4 122
Aural hygiene 89 73.6 32 26.4 121
Use of stethoscope 90 72.0 35 28.0 125
Referral to allied professionals 88 71.5 35 28.5 123
Use of light source 88 70.4 37 29.6 125

The frequency distributions o f responses group within the ‘regular’ category o f ear 

practices that nurses feel capable o f is referred to in Table 5.48. The practices 

outlined within this table suggest that between (50-69.9%) o f nurses feel capable o f 

the aforementioned skills.

Table 5.48 The ENT nurse’s capabilities in terms of ear care practices categorised as 
‘regular’

Yes No Total
R es£onseJR egular2_^^^^^ ___^^^^ ^^^_C ount__^^^% __C ount__% __C oi^
Head movements 84 68.9 38 31.1 122
Facilitating exercise programme 84 67.2 41 32.8 125
Instruction on eye care and facial exercises 81 65.9 42 34.1 123
Ear dressing, wick or ointment insertion 74 60.2 49 39.8 123
Appropriate ear drying techniques 65 52.4 59 47.6 124

The nurse’s responses that fall within the ‘less regular’ category (30-49.9%) o f ear 

care skills capabilities are outlined in Table 5.49. Conversely, from the table it can be 

seen that between (52-69%) o f nurses for the same set o f skills do not feel capable of 

engaging in the identified practices. Many o f the skills within this group refer to ear 

care practices that involve specific ear dressings, the use o f instrumentation and 

knowledge of specific ENT conditions diagnostic procedures and treatment options.
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Table 5.49 The ENT nurse’s capabilities in terms of ear care practices categorised as 
‘less regular’

Yes No Total
Response (Less Regular) Count % Count % Count
Irrigation 58 47.5 64 52.5 122
Clarification of specific problems 56 47.1 63 52.9 119
Clarification of condition 56 46.3 65 53.7 121
Use of head mirror 56 44.8 69 55.2 125
Canal cleaning 55 44.7 68 55.3 123
Clarification of treatment options 54 44.3 68 55.7 122
Use of auriscope 54 43.9 69 56.1 123
Ear Examination 53 43.1 70 56.9 123
Clarification of diagnostic procedures 51 41.1 73 58.9 124
Hearing aid use and maintenance 50 40.3 74 59.7 124
Instruction on exercises of the eustachian tube 43 35.5 78 64.5 121
Use of ophthalmoscope 44 35.2 81 64.8 125
Use of an ear probe 41 33.3 82 66.7 123
Use of eye test 41 33.3 82 66.7 123
Use of skills of palpation 39 31.7 84 68.3 123
Canal painting 38 30.9 85 69.1 123

Table 5.50 refers to the distribution o f  responses w ithin the ‘uncom m on’ category 

(10-29.9% ) o f  ear skills capabilities. The skills outlined w ithin the table are 

consigned to m ore technical instrumentation, interpretation and intervention skills o f 

ear care. In contrast, it can also be seen from this table that betw een (70-80% ) o f  the 

study participants do not feel capable o f  these skills.

Table 5.50 The ENT nurse’s capabilities in terms of ear care practices categorised as 
‘uncommon’

Yes No Total
Responses (Uncommon) Count % Count % Count
Use of microscope 37 29.8 87 70.2 124
Clinical hearing test 33 26.4 92 73.6 125
Audio interpretation 32 26.0 91 74.0 123
Tuning fork test 31 25.2 92 74.8 123
Micro-suction of ears 28 23.0 94 77.0 122
Use of noise generator and maintenance advice 25 21.6 91 78.4 116
Removal of foreign bodies 24 19.7 98 80.3 122

5.6.2 The nurses’ responsibility for the identified ear care practices

The responses outlined in Table 5.51 and Table 5.52 are principally concerned with 

the percentage o f  nurses who consider the ear care practices the responsibility o f  the 

nurse. It can be seen from these tables that the nurses’ consideration o f  responsibility 

for the identified practices was organised into the categories o f  ‘less regular’, 

‘uncom m on’ and ‘rare’. However, further scrutiny o f  these tables highlight that those
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ear care practices that lie within the ‘less regular’ and ‘uncommon’ categories are 

considered by many nurses to be the responsibility of ‘both’ that of the nurse and the 

doctor. Whereas on reviewing practices that lie within the ‘rare’ category, many of 

these practices are considered the responsibility of the doctor.

Table 5.51, outlines the distribution of data for the nurses’ responsibility for ear care 

practices that fall within the ‘less regular and uncommon’ category.

Table 5.51 ENT nurses’ responsibilities for ear care practices categorised as ‘less 
regular’/‘uncomnion’

Response (Less Nurse Doctor Both Neither Total
regular/Uncommon) Count % Count % Count % Count % Count
Preparation of the 47 35.3 10 7.5 69 51.9 7 5.3 133
environment
Insertion of ear 46 34.3 2 1.5 86 64.2 0 0.0 134
drops/instillations
Proper positioning of 40 30.5 9 6.9 82 62.6 0 0.0 131
patients
Aural hygiene 31 23.3 24 18.0 78 58.6 0 0.0 133
Aural skin care 30 22.7 22 16.7 80 60.6 0 0.0 132
Coping with 25 18.7 9 6.7 100 74.6 0 0.0 134
limitations
Support for alternative 23 18.3 11 8.7 90 71.4 2 1.6 126
communication system
Awareness to health 21 15.9 5 3.8 106 80.3 0 0.0 132
and safety
Ear bandaging 20 15.9 23 18.3 83 65.9 0 0.0 126
Instruction on 21 15.8 7 5.3 105 78.9 0 0.0 133
medication
compliance
Facilitating exercise 21 15.8 18 13.5 78 58.6 16 12.0 133
programme
Managing the dizzy 16 12.2 6 4.6 109 83.2 0 0.0 131
patient
Patient reassurance 16 12.0 0 0.0 117 88.0 0 0.0 133
Co-ordination of care 16 11.9 11 8.2 107 79.9 0 0.0 134
Instruction on eye care 15 11.5 33 25.2 81 61.8 2 1.5 131
and facial exercises
Advice on ear 14 10.8 7 5.4 109 83.8 0 0.0 130
protection
Appropriate ear drying 13 10.0 35 26.9 76 58.5 6 4.6 130
techniques

Table 5.52 delineates the responses of nurses in terms of their responsibilities for the 

identified ear care practices that are within the ‘rare’ category. In the main these 

practices, are categorised as ‘less regular’ and ‘uncommon’, for both the nurse and
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the doctor to have collective responsibility for these outlined practices. Reviewing 

the column of responses for the ‘doctor’ being responsible for these ear care practices 

all but eight o f the practices lie within the ‘frequent’ and ‘regular’ categories.

Table 5.52 ENT nurses’ responsibilities for ear care practices categorised as ‘rare’

Responses (Rare)
Nurse 

Count %
Doctor 

Count %
Both 

Count %
Neither 

Count %
Total
Count

Head movements 12 9.0 28 21.1 86 64.7 7 5.3 133
Use of light source 11 8.3 59 44.7 62 47.0 0 0.0 132
Follow up procedures 11 8.2 19 14.2 104 77.6 0 0.0 134
Hearing aid use and 
maintenance

10 7.5 34 25.4 62 46.3 28 20.9 134

Knowledge of 
equipment

10 7.5 8 6.0 114 85.1 2 1.5 134

Ear dressing, wick or 
ointment insertion

8 6.1 59 44.7 65 49.2 0 0.0 132

Referral to allied 
professionals

8 6.0 53 39.8 72 54.1 0 0.0 133

Irrigation 7 5.3 70 53.4 54 41.2 0 0.0 131
Canal cleaning 7 5.3 77 58.3 47 35.6 1 0.8 132
Use of head mirror 6 4.6 88 67.7 36 27.7 0 0.0 130
Instruction on 
eustachian tube 
exercises

5 3.8 70 53.0 56 42.4 1 0.8 132

Clarification of specific 
problems

4 3.1 73 55.7 54 41.2 0 0.0 131

Use of stethoscope 4 3.0 44 32.8 86 64.2 0 0.0 134
Use of eye test 4 3.0 88 65.7 42 31.3 0 0.0 134
Clarification of 
condition

3 2.3 76 57.6 53 40.2 0 0.0 132

Use of noise generator 
and maintenance advice

2 1.6 60 48.0 33 26.4 30 24.0 125

Canal painting 2 1.5 89 68.5 38 29.2 1 0.8 130
Use of skills of 
palpation

2 1.5 86 65.2 44 33.3 0 0.0 132

Tuning fork test 2 1.5 97 73.5 29 22.0 4 3.0 132
Audio interpretation 2 1.5 90 68.2 33 25.0 7 5.3 132
Use of an ear probe 1 0.8 94 71.8 36 27.5 0 0.0 131
Micro-suction of ears 1 0.8 108 81.8 23 17.4 0 0.0 132
Clarification of 
diagnostic procedures

1 0.8 83 62.4 49 36.8 0 0.0 133

Clarification of 
treatment options

1 0.8 88 66.2 44 33.1 0 0.0 133

Clinical hearing test 1 0.8 87 65.4 31 23.3 14 10.5 133
Use of microscope 1 0.7 102 76.1 29 21.6 2 1.5 134
Use of auriscope 1 0.7 84 62.7 49 36.6 0 0.0 134
Use of ophthalmoscope 1 0.7 90 67.2 43 32.1 0 0.0 134
Ear examination 0 0.0 73 56.2 57 43.8 0 0.0 130
Removal of foreign 
bodies

0 0.0 119 89.5 14 10.5 0 0.0 133
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It would appear from these tables that many nurses do not consider the responsibility 

for ear care practices as uniquely that of the nurse, and many would consider the 

responsibilities as being ‘both’ the nurse and the doctor’s. The nurse’s responsibility 

for ear care practices within the ‘rare’ category is more likely to be considered the 

domain of the doctor (Table 5.52).

5.6.3 Nurses’ capabilities in term s o f the identified nasal care practices

The practices that nurses are capable of in terms of nasal care that lie within the 

‘essential’ category (90-100%) are outlined in Table 5.53, and refer to assessment 

and monitoring of the patient, administering medication and treatment, preparing the 

environment, and hygiene practices relating to nasal care.

Table 5.53 The ENT nurse’s capabilities in terms of nasal care practices categorised as 
‘essential’

Yes No Total
Responses (Essential) Count % Count % Count
Mouth care 121 98.4 2 1.6 123
Application of cold compresses 122 96.8 4 3.2 126
Instillation o f nasal drops 122 96.8 4 3.2 126
Monitoring vital signs 118 96.7 4 3.3 122
Application o f nasal ointment/medication 121 96.0 5 4.0 126
Instructions on use o f nasal Sprays 121 95.3 6 4.7 127
Eye care 116 95.1 6 4.9 122
Monitoring intake and output 116 95.1 6 4.9 122
Taking of nasal swabs 120 94.5 7 5.5 127
Monitoring nasal condition/discharge 114 94.2 7 5.8 121
Use o f humidification 112 93.3 8 6.7 120
Decision on positioning of patients (with nasal packs) 111 91.7 10 8.3 121
Nasal hygiene 114 91.2 11 8.8 125
Room Preparation 110 90.9 11 9.1 121
Decision on patient mobilisation (with nasal packs) 109 90.1 12 9.9 121

The practices that the nurses feel capable of that fall within the ‘frequent’ category 

(70-89.9%) are outlined in Table 5.54. Many of the practices within this category 

relate to the nurse being capable of, preparing equipment, infection control practices, 

advising, supporting, and directing nasal care for patients.
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Table 5.54 The ENT nurse’s capabilities in terms of nasal care practices categorised as 
‘frequent’

Yes No Total
Responses (Frequent) Count % Count % Count
Preparation for nasal packing 111 89.5 13 10.5 124
Disposal and disinfection of nasal equipment 106 88.3 14 11.7 120
Instruction on nasal infection control 104 87.4 15 12.6 119
Provide education on nasal care 106 86.9 16 13.1 122
Instructions on nasal cleaning 108 85.0 19 15.0 127
Provide education on treatment compliance 101 84.2 19 15.8 120
Instrucdon nasal droplet contamination 102 82.9 21 17.1 123
Clean and prepare instruments 93 80.9 22 19.1 115
Use of steam inhalation 97 80.8 23 19.2 120
Instructions on nasal sniffing 100 80.0 25 20.0 125
Provide education on nasal health and safety 97 78.9 26 21.1 123
Application of digital pressure to anterior epistaxis 95 77.9 27 22.1 122
Identifying raised intracranial pressure 94 77.7 27 22.3 121
Instructions on use Irrigation 94 74.6 32 25.4 126
Referral to allied professionals 90 73.8 32 26.2 122
Explanation of patient condition 87 71.3 35 28.7 122

The frequency distributions o f  responses within the ‘regular’ category (50-69.9% ) o f 

nasal practices that nurses feel capable o f  are referred to in Table 5.55. Apart from 

the use o f  a light source 58% (n=70) and removal o f  nasal packing or catheter 56% 

(n=69), the practices nurses feel capable o f  relate to clarification, education and 

support for the patient’s nasal investigations, condition and treatment.

Table 5.55 The ENT nurse’s capabilities in terms of nasal care practices categorised as 
‘regular’

Yes No Total
Responses (Regular) Count % Count % Count
Explain and clarify expectadon 79 68.1 37 31.9 116
Provide education on loss of sense of smell 79 64.2 44 35.8 123
Explain and clarify complicadons 75 61.5 47 38.5 122
Explain and clarify diagnostic procedures 73 60.3 48 39.7 121
Explain and clarify limitations 74 60.2 49 39.8 123
Use of light source 70 57.9 51 42.1 121
Nasal pack or catheter removal 69 55.6 55 44.4 124
Provide education on eustachian tube functioning 65 53.3 57 46.7 122

The nurse’s responses that fall w ithin the ‘less regular’ (30-49,.9%) and ‘uncom m on’

(10-29.9% ) categories for the capabilities nasal care practices are outlined in Table 

5.56 In the ‘less regular’ category are specific nasal assessm ent practices and nasal 

packing. Alternatively, the ‘less regular’ category can be viewed as showing that 

betw een 57- 69%  o f  nurses do not feel capable o f  engaging in the identified
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practices. The ‘uncommon’ category (10-29.9%), for practices that nurses feel 

capable of refer to specialised nasal care skills, techniques, and use o f equipment. 

Nurses who did not feel capable o f these practices are within the ‘frequent’ category 

(70-89.9%).

Table 5.56 The nurse’s capabilities in relation to nasal care which are categorised as 
‘less regular’ and ‘uncommon’

Responses (Less Regular /Uncommon)
Yes

Count %
No

Count %
Total
Count

Use of nasal speculum 53 43.1 70 56.9 123
Smell testing 51 41.8 71 58.2 122
Nasal examination 49 40.5 72 59.5 121
Skin testing 37 31.4 81 68.6 118
Insertion of nasal packing 37 30.6 84 69.4 121
Use of nasal endoscope 32 26.0 91 74.0 123
Desensitization of allergens 30 25.6 87 74.4 117
Nasal balloon catheter insertion 18 14.9 103 85.1 121

For the identified nasal care practices, for the most part, ENT nurses’ capabilities 

were within the ‘essential’, ‘frequent’ and ‘regular’ categories, whereas, the 

capabilities for nasal care practices that lie within the ‘less regular’ and ‘uncommon’ 

categories refer to the use o f specialised equipment and techniques.

5.6.4 The nurses’ responsibility for the identified nasal care practices

Table 5.57 to Table 5.60 are primarily addressing the percentage o f nurses who 

consider the nasal care practices the responsibility o f the nurse. The identified nasal 

practices were organised into the categories o f  ‘frequent’, ‘regular’, ‘less regular’, 

‘uncommon’ and ‘rare’. With a few exceptions, reviewing the data within these 

draws attention to a declining response for the ‘nurse’ being responsible for these 

practices and increases the frequency o f responses for ‘both’ the nurse and the doctor 

being responsible for these nasal care practices. The ‘rare’ category (Table 5.60) is 

slightly different as, with a few notable exceptions, many o f the nasal care practices 

are considered the responsibility o f the doctor.

Table 5.57 refers to nasal care practices within the ‘frequent’ and ‘regular’ categories 

and relates to the nurse’s responsibility for monitoring changes for the patients with a 

nasal condition and the practice o f mouth care.
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Table 5.57 ENT nurses’ responsibilities for nasal care practices categorised as 
‘frequent’ and ‘regular’

Responses Nurse Doctor Both Neither Total
Frequent/Regular Count % Count % Count % Count % Count
Monitoring vital signs 98 73.7 1 0.8 34 25.6 0 0.0 133
Monitoring intake and 94 70.7 2 1.5 37 27.8 0 0.0 133
output
Mouth care 74 55.6 1 0.8 57 42.9 1 0.8 133
Monitoring nasal 72 54.5 2 1.5 58 43.9 0 0.0 132
condition/discharge

The ‘less regular’ category outlined within Table 5.58 refers to the distribution of 

responses for nasal care practices that are primarily nursing. On reviewing the data 

within the column for ‘both’, where the responsibility is considered that o f the nurse 

and the doctor it can be seen that the data are within the ‘regular’ category with the 

exception o f two practices those of eye care, and cleaning and preparing instruments.

Table 5.58 ENT nurses’ responsibilities for nasal care practices categorised as ‘less 
regular’

Response Nurse Doctor Both Neither Total
(Less^egulaiO_^__^__Count^__%__Count__%__Coun^^_^%^^^^^_Coun^^%__Coi^
Eye care 65 49.6 2 1.5 63 48.1 1 0.8 131
Use o f humidification 58 43.6 1 0.8 72 54.1 2 1.5 133
Use o f steam inhalation 53 39.8 7 5.3 67 50.4 6 4.5 133
Room preparation 52 39.1 2 1.5 69 51.9 10 7.5 133
Instillation o f nasal 
drops

49 37.4 5 3.8 77 58.8 0 0.0 131

Application o f nasal 
ointment/medication

48 36.4 5 3.8 79 59.8 0 0.0 132

Clean and prepare 
instruments

47 35.6 3 2.3 43 32.6 39 29.5 132

Instructions on use of 
nasal sprays

45 34.1 4 3.0 83 62.9 0 0.0 132

Application o f cold 
compresses

42 31.6 4 3.0 86 64.7 1 0.8 133

Table 5.59 refers to the nurse’s responsibility for nasal care practices that fall within 

the ‘uncommon’ category. Once again reviewing the data for ‘both’, within this 

table it can be seen that these practices can be categorised as ‘regular’ and the 

practice o f ‘instruction on nasal infection control,’ categorised as ‘frequently’ 

considered the responsibility o f both.
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Table 5.59 ENT nurses’ responsibilities for nasal care practices categorised as 
‘uncommon’

Responses
(Uncommon)

Nurse 
Count %

Doctor 
Count %

Both 
Count %

Neither 
Count %

Total
Count

Disposal and 
disinfection o f nasal 
equipment

39 29.8 2 1.5 73 55.7 17 13.0 131

Decision on patient 
mobilisation (with 
nasal packs)

37 27.8 16 12.0 79 59.4 1 0.8 133

Instructions on nasal 
sniffing

36 27.3 15 11.4 81 61.4 0 0.0 132

Preparation for nasal 
packing

36 27.1 14 10.5 80 60.2 3 2.3 133

Provide education on 
nasal care

36 27.1 7 5.3 89 66.9 1 0.8 133

Decision on 
positioning o f patients 
(with nasal packs)

35 26.5 17 12.9 79 59.8 1 0.8 132

Taking of nasal swabs 35 26.3 9 6.8 88 66.2 1 0.8 133
Instructions on nasal 
cleaning

34 25.8 9 6.8 89 67.4 0 0.0 132

Nasal hygiene 33 25.0 9 6.8 90 68.2 0 0.0 132
Instructions on use 
irrigation

31 23.7 23 17.6 77 58.8 0 0.0 131

Instruction nasal 
droplet contamination

31 23.5 16 12.1 84 63.6 1 0.8 132

Instruction on nasal 
infection control

29 22.3 7 5.4 93 71.5 1 0.8 130

Provide education on 
treatment compliance

28 21.2 13 9.8 89 67.4 2 1.5 132

Provide education on 
nasal health and safety

26 19.5 20 15.0 87 65.4 0 0.0 133

Identifying raised 
intracranial pressure

25 18.8 25 18.8 82 61.7 1 0.8 133

Provide education on 
loss o f sense o f smell

20 15.0 30 22.6 82 61.7 1 0.8 133

Provide education on 
eustachian tube 
functioning

15 11.3 51 38.3 67 50.4 0 0.0 133

The ‘rare’ category o f responses in terms o f the nurse’s being responsible for the 

identified nasal care practices are outlined in Table 5.60. Reviewing the practices 

identifies as the responsibility o f ‘both’, the nurse and the doctor, lie mainly within 

the ‘regular ‘category. Over 50% o f respondents referring to the application o f digital 

pressure to anterior epistaxis, explaining and clarifying expectations o f the patient’s 

treatment, condition, diagnostic procedures, and limitations along with referral to 

allied professionals and desensitisation o f allergens consider the responsibility o f  

these practices to be both the doctor and the nurse. Practices categorised as ‘less
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regular’ and ‘uncommon’ nursing responsibilities in turn tend to fall within the 

‘frequent’ and ‘regular’ categories for the doctor being responsible.

Table 5.60 ENT nurses’ responsibilities for nasal care practices categorised as ‘rare’

Response (Rare) Nurse 
Count %

Doctor 
Count %

Both 
Count %

Neither 
Count %

Total
Count

Smell testing 11 8.5 67 51.5 46 35.4 6 4.6 130
Application o f digital 10 7.8 28 21.7 90 69.8 1 0.8 129
pressure to anterior 
epistaxis
Explain and clarify 9 7.0 46 35.9 73 57.0 0 0.0 128
expectation treatment 
Nasal pack or catheter 8 6.0 73 54.9 51 38.3 1 0.8 133
removal
Referral to allied 8 6.0 56 42.1 69 51.9 0 0.0 133
professionals 
Explanation of patient 7 5.2 39 29.1 88 65.7 0 0.0 134
condition
Use of light source 5 3.8 68 51.9 57 43.5 1 0.8 131
Skin testing 5 3.8 79 59.8 33 25.0 15 11.4 132
Insertion of nasal 4 3.1 99 76.2 27 20.8 0 0.0 130
packing
Nasal examination 4 3.0 86 64.7 43 32.3 0 0.0 133
Explain and clarify 4 3.0 58 43.6 71 53.4 0 0.0 133
complications 
Explain and clarify 3 2.3 54 40.9 75 56.8 0 0.0 132
diagnostic procedures 
Use o f nasal speculum 3 2.3 91 68.9 37 28.0 1 0.8 132
Desensitization of 3 2.3 91 68.9 24 18.2 14 10.6 132
allergens
Explain and clarify 3 2.3 55 41.4 75 56.4 0 0.0 133
limitations
Nasal balloon catheter 2 1.5 113 85.0 18 13.5 0 0.0 133
insertion
Use o f nasal endoscope 1 0.8 107 80.5 24 18.0 1 0.8 133

From reviewing the series of tables of responsibilities for nasal care practices it can 

be seen that the greater frequency of responses refer to ‘both’ the nurse and the 

doctor being responsible for the identified practices.

5.6.5 Nurses’ capabilities in terms of the identified throat care practices

Table 5.61 refers to the responses that lie within the ‘essential’ category (90-100%) 

of capabilities for throat care practices. In the main, these practices refer to preparing 

the environment, assessment and monitoring of conditions of the throat, hygiene, 

skin, mucosal and wound care practices of the throat, administration and
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maintenance o f treatment and the provision o f advice and support for throat 

conditions.

Table 5.61 The ENT nurse’s capabilities for throat care practices categorised as 
‘essential’

Response (Essential) Yes 
Count %

No
Count %

Total
Count

Monitoring intake and output 122 100.0 0 0.0 122
Mouth care 123 100.0 0 0.0 123
Skin and wound care 122 99.2 1 0.8 123
Monitoring diet and fluid 120 99.2 1 0.8 121
Co-ordination o f patient care 121 98.4 2 1.6 123
Hygiene and infection control measures 121 98.4 2 1.6 123
Monitoring bleeding 119 97.5 3 2.5 122
Throat gargles/Irrigation 118 97.5 3 2.5 121
Monitoring medication effects 118 97.5 3 2.5 121
Monitoring respiratory effort 118 97.5 3 2.5 121
Tracheostomy maintenance and care 116 97.5 3 2.5 119
Managing altered nutrition (NG, PEG, and PEJ) 117 96.7 4 3.3 121
Support patient in treatment decisions 119 96.0 5 4.0 124
Management o f patient and family anxiety 117 95.9 5 4.1 122
Educate on altered nutrition 117 95.9 5 4.1 122
Prepared for respirator>' emergencies 115 95.8 5 4.2 120
Maintaining activity rest balance 114 95.8 5 4.2 119
Oropharyngeal suctioning 114 95.0 6 5.0 120
Instigating appropriate infection control measures 112 94.9 6 5.1 118
Educate patient altered airway 111 94.9 6 5.1 117
Support for alternate communication instruction 114 94.2 7 5.8 121
Monitoring swallowing 112 94.1 7 5.9 119
Positioning o f patients 110 94.0 7 6.0 117
Facilitation o f coping with condition 115 93.5 8 6.5 123
Taking o f a throat swab 114 93.4 8 6.6 122
Educate patient altered communication 113 93.4 8 6.6 121
Management o f altered airway 108 93.1 8 6.9 116
Oropharyngeal hygiene 113 92.6 9 7.4 122
Oropharyngeal humidification 113 92.6 9 7.4 122
Medication management 113 92.6 9 7.4 122
Room preparation 110 92.4 9 7.6 119
Employment o f alternate means o f communication 112 91.8 10 8.2 122
Educate on altered body image 111 91.7 10 8.3 121
Educate patient following throat surgery 110 90.2 12 9.8 122

The throat care practices that ENT nurses are capable o f and He within the ‘frequent’ 

category (70-89.9%) are outlined in Table 5.62, and include: cleaning and preparing 

equipment, monitoring, maintaining treatment, explaining and clarifying the patient’s 

throat condition and treatment. This category o f ‘frequent’ practices also includes 

practices o f dental and oral prosthetic care, tracheal instillation o f saline and 

changing o f tracheostomy tubes.
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Table 5.62 The ENT nurse’s capabilities for throat care practices categorised as 
‘frequent’

Yes No Total
Response (Frequent) Count % Count % Count
Monitoring oropharyngeal obstruction 109 89.3 13 10.7 122
Explanation on specific health and safety 109 89.3 13 10.7 122
Monitoring sign of oesophageal perforation 106 88.3 14 11.7 120
Appropriate use of a tongue depressor 106 86.9 16 13.1 122
Patient teaching on throat condition 101 85.6 17 14.4 118
Clean and prepare instruments 99 84.6 18 15.4 117
Compliance with shoulder and neck exercises 99 83.9 19 16.1 118
Management of airway obstruction 101 83.5 20 16.5 121
Explanation of patient condition 96 80.0 24 20.0 120
Dental and oral prosthetic care 94 78.3 26 21.7 120
Explain and clarify expectation 89 74.2 31 25.8 120
Explain and clarify diagnostic procedures 88 73.3 32 26.7 120
Tracheal instillation of saline 86 72.3 33 27.7 119
Management of facial and eye paresis 86 71.7 34 28.3 120
Tracheostomy tubes changing 84 71.2 34 28.8 118

The frequency distributions o f responses within the ‘regular’ category o f capabilities 

for throat care practices are illustrated in Table 5.63. The practices outlined within 

this table suggest that between (50-69.9%) o f nurses feel capable o f the 

aforementioned skills.

Table 5.63 The ENT nurse’s capabilities for throat care practices categorised as 
’regular’

Yes No Total
Response (Regular) Count % Count % Count
Explain and clarify complications 80 67.2 39 32.8 119
Decannulation of tracheostomy tube 80 67.2 39 32.8 119
Explain and clarify limitations 81 66.9 40 33.1 121
Explanation of consent information 79 65.8 41 34.2 120
Educate on loss of sense of smell 79 65.3 42 34.7 121
Explanation of treatment options 69 58.0 50 42.0 119
Appropriate use of light source and head mirror 69 56.6 53 43.4 122
Throat examination 61 52.1 56 47.9 117
Assessment of gag response 63 52.1 58 47.9 121

The nurse’s responses that fall within the ‘less regular’ (30-49.9%) and ‘uncommon’ 

(10-29.9%) categories o f capabilities for throat care practices are outlined in Table 

5.64 As can be seen from this table, 69% (n=83) o f the sample do not feel capable of 

using a microscope, or nasopharyngoscope 76% (n=91) or perform an emergency 

cricothyroidotomy (emergency tracheostomy).
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Table 5.64 The ENT nurse’s capabilities for throat care practices categorised as ‘less 
regular’/ ‘uncommon’

Yes No Total
Responses (Less regular/uncommon) Count % Count % Count
Appropriate use of microscope 38 31.4 83 68.6 121
Appropriate use of nasopharyngoscope 29 24.2 91 75.8 120
Perform an emergency cricothyroidotomy 22 18.2 99 81.8 121

From the series o f tables addressing the capabihties o f ENT nurses in terms o f throat 

care practices it can be seen that over half o f the sample feel capable o f performing 

most o f the identified practices. The skills outlined within ‘less regular’ and 

‘uncommon’ practices in terms o f nursing capabilities specifically referred to in 

Table 5.64, are consigned to more technical instrumentation, interpretation and 

interventional practices for throat care.

5.6.6 The nurses’ responsibility for the identified throat care practices

Table 5.65 to Table 5.68 address the percentage o f nurses, within the sample, who 

consider throat care practices to be the responsibility o f the nurse. The distribution of 

the data is organised within the ‘regular’, ‘less regular’, ‘uncommon’ and ‘rare’ 

categories. With a few exceptions, the declining response for the ‘nurse’ being 

responsible for the identified practices is commensurate with an increase in the 

frequency of responses for ‘both’ the nurse and the doctor. The ‘rare’ category 

(Table 5.68) is slightly different, where the distribution o f data for ‘both’ within this 

table lies within the ‘regular’, ‘less regular’ and ‘uncommon’ categories and in turn 

reflects an increases in the distribution o f responses for the identified practices being 

the responsibility o f the doctor.

Table 5.65 refers to frequency distribution o f the data for throat care practices that 

are within ‘regular’ category (50-69.9%) o f nurses who feel responsible for the 

identified practices. As can be seen from this table, nurses feel responsible for throat 

care practices that involve monitoring changes to the patients with a throat condition, 

maintaining nutrition and mouth care.



Table 5.65 ENT nurses’ responsibilities for throat care practices categorised as 
‘regular’

Nurse Doctor Both Neither Total
Response (Regular) Count % Count % Count % Count % Count
Mouth care 84 63.6 2 1.5 46 34.8 0 0.0 132
Monitoring intake and 82 62.6 2 1.5 47 35.9 0 0.0 131
output
Skin and wound care 78 59.1 2 1.5 52 39.4 0 0.0 132
Maintaining activity rest 74 58.3 3 2.4 47 37.0 3 2.4 127
balance
Managing altered 68 52.3 3 2.3 52 40.0 7 5.4 130
nutrition (NG, PEG, and 
PEJ)
Monitoring diet and fluid 68 51.5 3 2.3 61 46.2 0 0.0 132

The ‘less regular’ category for throat care practices that are primarily the 

responsibility o f nurses are outlined within Table 5.66 that include; oropharyngeal 

suctioning, room preparation, dental and oral prosthetic care and cleaning and 

preparing instruments. On reviewing the data o f responses that refer to ‘both’ the 

nurse and doctor being responsible within this table, it can be seen that the data are 

mainly organised within the ‘regular’ category (50-69.9%).
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Table 5.66 ENT nurses’ responsibilities for throat care practices categorised as: ‘less 
regular’

Response 
(Less regular)

Nurse 
Count %

Doctor 
Count %

Both 
Count %

Neither 
Count %

Total
Count

Oropharyngeal
suctioning

64 49.2 2 1.5 64 49.2 0 0.0 130

Room preparation 57 42.9 3 2.3 58 43.6 15 11.3 133
Throat
gargles/Irrigation

55 41.7 3 2.3 74 56.1 0 0.0 132

Tracheostomy 
maintenance and care

53 40.8 2 1.5 75 57.7 0 0.0 130

Dental and oral 
prosthetic care

51 39.2 12 9.2 58 44.6 9 6.9 130

Monitoring respiratory 
effort

51 38.6 5 3.8 76 57.6 0 0.0 132

Oropharyngeal
Humidification

49 37.4 7 5.3 75 57.3 0 0.0 131

Monitoring bleeding 49 37.1 3 2.3 80 60.6 0 0.0 132
Positioning of patients 48 36.9 7 5.4 74 56.9 1 0.8 130
Hygiene and infection 
control measures

46 35.1 1 0.8 82 62.6 2 1.5 131

Support for alternate
communication
instruction

45 34.4 1 0.8 78 59.5 7 5.3% 131

Oropharyngeal hygiene 44 33.8 6 4.6 80 61.5 0 0.0 130
Monitoring medication 
effects

44 33.3 2 1.5 86 65.2 0 0.0 132

Employment of 
alternate means of 
communication

43 32.8 4 3.1 76 58.0 8 6.1 131

Clean and prepare 
instruments

43 32.6 3 2.3 44 33.3 42 31.8 132

Prepared for
respiratory
emergencies

42 32.3 2 1.5 86 66.2 0 0.0 130

Compliance with 
shoulder and neck 
exercises

42 32.3 3 2.3 73 56.2 12 9.2 130

Monitoring swallowing 42 31.8 5 3.8 84 63.6 1 0.8 132

Table 5.67 outlines the nurse’s responsibility for throat care practices that lie within 

the ‘uncommon’ category. Similarly, on reviewing the table for the distribution o f  

data for the practices considered to be the responsibility o f  ‘both’ the nurse and the 

doctor, these data are noted to be within the ‘regular ‘and ‘frequent’ categories.



Table 5.67 ENT nurses’ responsibilities for throat care practices categorised as 
‘uncommon’

Nurse Doctor Both Neither Total
Response (Uncommon) Count % Count % Count % Count % Count
Monitoring
Oropharyngeal
obstruction

35 26.7 7 5.3 89 67.9 0 0.0 131

Tracheal instillation of 
saline

34 26.4 22 17.1 66 51.2 7 5.4 129

Educate on altered body 
image

31 23.8 4 3.1 91 70.0 4 3.1 130

Co-ordination o f Patient 
care

30 22.7 4 3.0 98 74.2 0 0.0 132

Tracheostomy tubes 
changing

29 22.3 33 25.4 67 51.5 1 0.8 130

Educate on altered 
nutrition

29 22.3 3 2.3 90 69.2 8 6.2 130

Monitoring sign of 
oesophageal perforation

28 21.2 13 9.8 91 68.9 0 0.0 132

Explanation on specific 
health and safety

27 20.8 5 3.8 94 72.3 4 3.1 130

Medication
management

26 20.0 13 10.0 90 69.2 1 0.8 130

Instigadng appropriate 
infection control 
measures

25 19.4 7 5.4 95 73.6 2 1.6 129

Taking o f a throat swab 24 18.2 16 12.1 92 69.7 0 0.0 132
Facilitation of coping 
with condition

24 18.2 4 3.0 103 78.0 1 0.8 132

Management o f altered 
airway

22 16.9 11 8.5 97 74.6 0 0.0 130

Educate patient altered 
communication

21 16.3 4 3.1 101 78.3 3 2.3 129

Management o f airway 
obstruction

20 15.3 15 11.5 96 73.3 0 0.0 131

Management o f patient 
and family anxiety

20 15.2 2 1.5 110 83.3 0 0.0 132

Decannulation of 
tracheostomy tube

16 12.2 43 32.8 72 55.0 0 0.0 131

Management o f facial 
and eye paresis

15 11.6 35 27.1 78 60.5 1 0.8 129

Patient teaching on 
throat condition

14 10.9 18 14.0 96 74.4 1 0.8 129

Educate patient altered 
airway

13 10.2 7 5.5 106 83.5 1 0.8 127

Support patient in 
treatment decisions

13 10.0 9 6.9 108 83.1 0 0.0 130

Educate patient 
following throat surgery

13 10.0 10 7.7 106 81.5 1 0.8 130

Table 5.68 refers to the nurses’ responses for the outlined throat care practices that 

are considered the nurse’s responsibility and lie within the ‘rare’ category (0-9.9%).
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On further scrutiny o f this table, the data within the column for ‘both’ the nurse and 

the doctor being responsible for these practices were organised into the ‘frequent’, 

‘regular’, ‘less regular’ and ‘uncommon’ categories. Further review o f this column 

highlight that the practices that fall within the ‘less regular’ (30-49.9%) and 

‘uncommon’ (10-29.9%) categories for ‘both’ the nurse and the doctor being 

responsible, correspondingly reflect that these practices are ‘frequently’ (70-89.9%) 

and ‘regularly’ (50-69.9%) considered the responsibility o f the doctor.

Table 5.68 ENT nurses’ responsibilities for throat care practices categorised as ‘rare’

Responses (Rare)
Nurse 

Count %
Doctor 

Count %
Both 

Count %
Neither 

Count %
Total
Count

Educate on loss of sense 
of smell

9 6.9 31 23.8 84 64.6 6 4.6 130

Appropriate use of a 
tongue depressor

7 5.3 29 21.8 96 72.2 1 0.8 133

Appropriate use of light 
source and head mirror

6 4.5 76 57.1 51 38.3 0 0.0 133

Explain and clarify 
expectation

4 3.1 35 26.7 92 70.2 0 0.0 131

Assessment of gag 
response

3 2.3 71 53.8 55 41.7 3 2.3 132

Explanation of patient 
condition

3 2.3 31 23.5 98 74.2 0 0.0 132

Perform an emergency 
cricothyroidotomy

3 2.3 109 82.6 19 14.4 1 0.8 132

Explanation of consent 
information

2 1.5 70 53.4 59 45.0 0 0.0 131

Explanation of treatment 
options

2 1.5 63 47.7 67 50.8 0 0.0 132

Throat examination 1 0.8 75 56.8 56 42.4 0 0.0 132
Explain and clarify 
diagnostic procedures

I 0.8 47 35.6 84 63.6 0 0.0 132

Explain and clarify 
complications

1 0.8 48 36.4 83 62.9 0 0.0 132

Explain and clarify 
limitadons

1 0.8 54 40.9 77 58.3 0 0.0 132

Appropriate use of 
microscope

1 0.8 104 78.2 26 19.5 2 1.5 133

Appropriate use of 
nasopharyngoscope

1 0.8 108 81.2 24 18.0 ■ 0 0.0 133

From Table 5.65 to Table 5.68, it can be seen that the greater majority o f the 

identified throat care practices, are considered the responsibility o f ‘both’ the nurse 

and the doctor. A small number o f responses for identified practices appear to be 

considered the responsibility o f the nurse, whereas, some of the more technical
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investigative procedures and treatments are considered solely the domain of the 

doctor.

5.7 Summary

All 135 nurses participating in the study were registered with ABA. There would 

appear to be slightly more males working in ENT nursing and a greater percentage of 

younger nurses when compared with ABA statistics. All grades of clinical staff are 

represented; the majority were at staff nurse grade, with CNSs, CNM 2s and Is also 

participating. The nurses were working in designated and non-designated ENT 

wards; some were working part-time, fiill-time, in permanent and in temporary 

employment. A recognised ENT qualification was held by 20% of the sample, and all 

nurses referred to caring for non-ENT patients within their department. Within each 

of the descriptive categories from which the questionnaire was constructed, to a 

lesser or greater extent nurses were engaged in the identified practices.

Within the domain of assessment and monitoring, the majority of nurses (80%) 

assess the patient’s specific ENT condition on admission; however, only 22% will 

carry out a physical examination of the ENT system. With regard to monitoring, 94% 

of nurses refer to monitoring specific changes to the patient’s ENT condition, though 

some of the practices that involve cranial nerve, cerebral and motor function of the 

ENT system are engaged with less regularly.

In the domain of self-care and patient empowerment practices, nurses were engaging 

with the identified practices, on at least a regular basis, for most of the practices. 

Once again less regular engagement in practices were limited to cerebral, cranial 

nerve functioning of the ENT system and complications for some conditions. Within 

the context of PHP practices for ENT the data were mainly distributed within the 

regular, less regular and uncommon categories. The data for the SHP practices for 

ENT are in the frequent, regular, less regular and uncommon categories for ear care, 

within the frequent and regular categories for nasal care and the frequent, regular, 

and less regular categories for throat conditions. The data for THP practices for ENT 

care are within the regular, less regular and uncommon for ear care, and within the 

regular, less regular categories for nasal care, whilst the THP practices for throat care 

are within the frequent and regular categories for occurrence.
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Within the domain of cHnical skills it can be seen that ENT nurses are capable of a 

wide range of the identified practices; however, the percentage of nurses capable of 

skills involving the use of technical instrumentation or the provision of detailed 

explanation about specific ENT problems lie within the less regular, uncommon and 

rare categories. In terms of nurses being solely responsible for the identified ENT 

nursing practices the nurses’ responses indicated that generally, they considered they 

had collective responsibility with the doctor for the identified practices. In respect to 

practices utilising specialised equipment, treatment or detailed knowledge the 

majority of nurses considered these practices the responsibility of the doctor.
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Chapter 6 Focusing the lens on the essence of ENT nursing practice

6.1 Introduction

The primary intention of this study is to explore and build a model of ENT nursing 

that is being practised in Ireland. Within this phase of the study, the ENT specialty- 

specific roles of nurses working within the discipline of ENT practice were reviewed 

from a non-participant observational perspective. A myriad of factors relating to 

‘nursing practices’ could have been addressed from within the data collected during 

this phase of the study. However, this phase sought specifically to address ENT 

practices that were occurring regularly and to build upon the first phase data that 

examined aspects of the ENT nurses’ impressions of what ‘is or isn ’t ’, ENT nursing. 

The observations that were carried out were broadly based on the categories that 

emerged from the meta-ethnography and formed the basis of the questionnaire. This 

phase however, attempted to explore more fully the ENT nursing practices that were 

occurring on a habitual basis.

The initial wide angled lens approach to second phase data provides for the context 

within which ENT nursing is occurring in Ireland. Preliminary work prior to 

commencing the study involved contacting all thirteen ENT units nationwide 

(Comhairle na nOspideal 2005). Of the 13 identified ENT units 10 were specifically 

designated as ENT wards yet all referred to caring for a mixed patient profile of ENT 

and non-ENT patients (Appendix 4). During the second phase there were 40 periods 

of observations. This was inclusive of day and night duty and in-patient and out

patient ENT nursing activity. The creation of a virtual ENT ward sought to 

incorporate the national strategy of ENT services acknowledging that there are 13 

ENT units, but designated ENT wards also care for other non-ENT patients. Inside 

this crafted environment nurses are differentiated by their experience and exposure to 

ENT nursing practice. The provision of pen pictures of the daily activities within this 

ward is intended to depict routine practices. In an attempt to understand the ENT 

nursing activities the relationship between the patient and ENT nursing is categorised 

using recognised classification systems to represent ENT patient dependency levels.
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6.2 The virtual ENT ward

The 13 ENT units within Ireland give rise to a relatively small professional 

community. The researcher was part of that community, through professional 

organisations or contact with individual units. The identification of participating 

units or identifying persons within units was a concern for many who agreed to 

participate within this study. To protect the second phase participants and the 

geographical location of the participating units, the creation of a ‘virtual ward’ within 

a fictional regional hospital was designed to protect the anonymity of all concerned 

(Appendix 21).

The researcher’s virtual ENT ward was situated in Graiguenamanagh Regional 

Hospital (GRH). GRH is a busy hospital with 350 beds, employing 650 nursing staff 

and catering for multiple specialities including ENT. The hospital has two distinct 

sections, a new modem multi-storey building that is straddling and cormected by a 

corridor to the older, three story, original building. The ENT department consists of 

the ENT ward together with the treatment room and the outpatient department. The 

ENT ward was situated in the heart of the new hospital in close proximity to the 

operating theatres; however, due to cutbacks there were ward closures. The ENT 

ward was closed prior to the data collection period and the ENT patients were now 

being cared for in an area designated as ENT in one section of another ward in the 

new building. The ENT outpatient department is located within the original older 

part of the hospital and services run every day. The ward consists of the twelve beds 

designated as ENT beds, with a very active treatment room where ENT casualties are 

seen. The ward layout comprised of three cubicles two with four beds, one with two 

beds and two single side rooms. Staffing consists of 16.5 whole time equivalents 

(WTEs) working in the ENT ward and three designated ENT nurses working in the 

outpatients department.

6.2.1 ENT nursing staff

In an effort to meet the service need there are two types of nurses identified to be 

working within the discipline of ENT, a senior (SN) and a junior nurse (JN). The 

term junior nurse, within the context of this study is not perceived as a diminutive 

term but relates specifically to their experience of ENT nursing. For ease of reference 

and for the purpose of this study, a Junior Nurse (JN) is a ‘general nurse’ with
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limited experience of, or a lack of concentrated exposure to, ENT nursing practice. 

The Senior Nurse (SN) is a ‘general nurse’ who has gained extensive experience in 

or concentrated exposure to ENT nursing. Senior nurses are further differentiated by 

qualifications: ‘SN l’ indicates that the ENT nurse does not hold an ENT nursing 

qualification as opposed to ’SN2’, which indicates that they do.

The daily rota of ENT nursing staff included a senior nurse in charge ‘SNC’. Similar 

to the staff nurse, qualifications are designated by ‘SNCl, without ENT 

qualifications or ‘SNC2,’ with an ENT qualification. Most days there would be a 

senior nurse in charge or a senior staff nurse would be nominated to take charge of 

the ward. Generally, this would be in addition to three staff nurses; however, on 

occasions there were four staff nurses present. This was explained by the 

introduction of a national agreement where the nurses’ working week was reduced 

from 39 hours to 37.5 per week, or when there were more junior nurses rostered on a 

daily basis. These rotas that the nurses were working were divided into two 12 hour 

shifts, Sam to 8pm, and two short days Sam to 5pm. On occasions, especially on 

Fridays, there would be an Sam to 1pm span of duty, limited to nurses who were 

going on a weekend off.

All nurses working in ENT departments were seen to be engaging in generic nursing 

activities, in terms of admitting, discharging, observing, coordinating, activating and 

maintaining treatment plans. This nursing care was being provided for both ENT and 

non-ENT patients who are being accommodated in the ENT department. Patients 

attending specifically for ENT management requires specialist ENT nursing care 

within an ENT department. Many of the experienced ENT nurses added more, albeit 

subtle additions at times, to the generic care that was being provided within the ENT 

department. The elements of having experience and knowledge of ENT conditions 

and possible outcomes for the patient enabled the ENT nurse to provide specific ENT 

information or provide direct care to the patient within the department.

Apart from ENT head and neck cancer patients who require prolonged management 

of their condition, most ENT patients were admitted for short periods of 

hospitalisation. The corollary to this rapid turnover of ENT patients influenced the 

management of beds within the ward. Patients from other disciplines were being
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accommodated in the ENT department, altering the configuration of the ward and 

reducing the bed availability for ENT patients. Consequently, the ENT nurse-patient 

contact time and exposure to ENT nursing practice was often condensed.

Reading, reflecting, interpreting and distilling the ENT practices that were observed 

and discussed, with senior and junior nurses was facilitated by coding of the data. 

Subsequently, themes and sub-themes of ENT nursing practice emerged from within 

the data. These themes and sub-themes of ENT nursing that were identified were, 

primarily, the domain of the ‘senior nurse’ and those that could be considered 

essentially ENT nursing practices. Further scrutiny and interpretation of the data 

identified other recurring themes that could be viewed as activating or advancing the 

role of the ENT nurse and similarly those that were seen as inhibiting the practice of 

ENT nursing and preventing developments within the discipline.

6.2.2 A typical day for ENT patients

To commence description and illumination of the results for the reader, an initial 

outline of a typical day and night are given through ‘pen pictures’ in Table 6.1, and 

Table 6.2.
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Table 6.1 ENT ward - Daily routines

Ward routine

8.00-8.30 am

.30 am 

.30 am

8am Handover
8.00- 8.30 Patients are having breakfast
8.30 ENT ward round attended by nurse in charge, two of the registrars and two

o f the SHOs
The consultants rarely attend morning ward rounds, usually just the junior 
doctors.
Discharges are sanctioned
Two nurses prepare the treatment room. If a patient is in attendance the
nurses take over from night staff (usually only one nurse attends the
treatment room during night duty)
Theatre begins
Overview o f ward round given to nursing staff 
Preparation for admissions
Patients attend who are scheduled for day o f surgery
Patients for morning surgery are prepared for theatre (a maximum of 4
from ward)
May have day cases or children on the list. Children will be operated on 
first

8.30- 12am Non-ENT patients are attended to
Dependent patients who need assistance with eating, washing or mobility 
are attended to
Non-ENT medical ward rounds are attended by individual nurses caring for 
those patients
Nursing documentation is updated 

Observations No routine, observations carried out on an ‘as necessary’ basis
o f patients Close observations refers to a patient being attached to a monitor recording

pulse, blood pressure, oxygen saturation
For patients following head and neck surgery or undergoing treatment, 
observations will be carried out on an ‘as necessary’ basis 
Patients in hospital for more than one day may have observations recorded 
morning and evening
Morning medications are administered, following handover 
Midmorning medications are administered between 10-1 lam  
IV antibiotics are usually given 6am, 2pm and 10pm 
Dressings when necessary are carried out in treatment room 
Patient lunches start at 12 midday
Staff lunches start at 12. Depending on ward activity levels and the number 
o f nurses free to go, they may continue until 2pm 
Admissions o f patients for next day theatre 
Post theatre ward round, usually attended by the consultant but always 
completed by the registrar 
Patient discharges
Nursing documentation completed as necessary 

5pm Evening tea for patients
Evening staff have a tea break 

Daily Emergency admissions can occur at any time
activities_______ Continued care o f non-ENT patients_____________________________________

Medication
administration

Dressings
Lunch

2-5pm
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Table 6.2 ENT ward - Night duty routines

Ward routine
8-8.30pm Ward walk-about chatting to the patients
8-9pm Administering medications

Reviewing theatre patients 
Talking with relatives
Problem management; whatever arises throughout the night the nurse is 
responsible for its management. Nurses review charts, check prescribed 
treatment and try to pre-empt problems and deal with them before the 
medical staff go o ff the ward 

10-12pm Settling patients down for the night
Reviewing and observing patients
W ashing patients as necessary (not frequent except when a patient has had 
an emergency operation, such as nasal vessel ligation, removal o f foreign 
body etc.)
Checking and administering IV medications and antibiotics 
Administering medications; this was a very relaxed process as nurses would 
use this opportunity to discuss care with the patient.

Teas and Providing hot drinks
coffee Providing food for patients who may have been fasting during the day
All night Observations were carried out as necessary throughout the night

Treatment room management throughout the night (all ENT cases are 
referred from casualty)
Organise documentation for patients attending morning o f surgery 
Completing nursing documentation 

6am W aking patients
Preparing up to the first three cases for theatre 

7.45am________Prepare for hand over___________________________________________________

6.2.3 ENT patients’ relationship with nursing activity

Within this study, understanding the nurse’s interaction with the patient and not the 

patient outcome per se is the focus. The person with an ENT condition may have 

varying degrees of changes in their upper aero-digestive tract or sensory neural 

activity of the ENT system that can affect their ability to care for themselves (Harris 

et al. 2008). The use of a classification system to depict the ENT patient is being 

employed to describe the person’s dependency on ENT nursing and not as a 

measurement tool for the study of the patient’s condition. The classifications being 

used are; the Intensive Care Society’s (ICS) “Level o f  Critical Care fo r  Adult 

Patients" (Eddleston et al. 2009) and the World Health Organisation’s (WHO) 

“International Classification o f  Functioning Disability and Health” (ICF) (WHO 

2001).
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ICS criteria categorise patients according to their need for critical care or those 

requiring intensive supervision on a scale consisting of 4 levels from 0-3 (Table 6.3). 

In defining levels of care the authors acknowledge that clinical judgment and context 

have to be taken into consideration when intervening and advising patients in special 

circumstances.

Table 6.3 ICS Levels of critical care for adult patients, modified and applied to ENT 
patients

Level Critical care criteria________________ ENT Nursing___________________________
0 The person needs hospitalisation 

and their care is being met in 
general ward.

1 Requires additional monitoring 
clinical interventions or advice, 
support from critical care services

2 Patient requiring preoperative
support, haemodynamic
instability, intensive post-operative 
care, single organ failure, 
cardiovascular or respiratory 
instability

3 Patients who require advanced life 
support or have multi organ failure 
that requires intensive care.

The person’s care requires hospitalisation 
for ENT treatment or IV therapy, 
observations may be minimal.
The patient may require 4 hourly 
observations following ENT surgery, 
infections, upper aero-digestive or sensory 
neural dysfunction
The ENT patient who is bleeding and at 
risk to haemodynamic instability, the 
patient who has had emergency or major 
surgery on their aero-digestive tract, 
sensory neural instability or collapse

The patient who has had major head and 
neck or skull base surgery that is at risk o f 
cardiovascular and respiratory collapse 
necessitating life support. The patient with 
an altered neurological status or collapse.

(Eddleston et al. 2009; 6-13).

Applying these levels to ENT suggests that a level 0 means that the needs of the 

patients can be met by routine care on a ward. A level 1 refers to a patient whose care 

can be met on a ward but their condition may deteriorate, requiring closer 

supervision on the ENT ward or advice and support from nursing staff; these include 

patients such as those with medical conditions of their upper aero-digestive tract or 

sensory neural dysfunction of their ENT system. Level 2 requires closer observations 

such as the ENT patient in the immediate post-operative period or those with 

temporary or permanent altered aero-digestive tract who may be at risk to 

malnutrition or respiratory difficulties. Level 3 refers to the ENT patient who needs 

to be cared for in an intensive care unit (Eddleston et al. 2009).
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The first version o f the WHO (1980) classification categorises the patient in term of 

their loss of function (impairment) that restricts them in their ability to function 

normally (disability) resulting in disadvantage (handicap) (WHO 1980). The WHO 

(2001) categorisation was changed to a more positive approach that addresses health 

and wellbeing on functional and participatory levels. It is important, when using such 

a document to illuminate a problem that one is precise in terms o f what one is 

attempting to classify. One is advised to outline the health or health related domain 

that one is addressing in terms o f performance or capacity to function within the 

context of the situation. This classification does not seek to categorise people but 

rather seeks to provide a context for their actual or potential bio-psychosocial 

fiinctioning. The relationship between the structure and function of the body and how 

it is affected by personal and environment factors in terms o f the positive and 

negative outcomes for the person is measured in units.

The importance o f appropriate quantification o f functional ability, participation and 

contributing factors and how the components interrelate are o f significance when one 

is describing health-related issues. The categories of functional ability and disability 

are broken down into 5 levels o f difficulty ranging from 0-4 (Table 6.4).

Table 6.4 Levels of dependency associated with an ENT condition

Dependency
level

Description of level Related to ENT

0 Negligible dependency The person is aware of their ENT problem and is 
able to maintain active participation in major life 
areas.

1 Low dependency The person is aware of their ENT problem but 
has a slight difficulty in maintaining active 
participation in some of the major life areas.

2 Moderate dependency The person may be aware/unaware of their ENT 
problem and is unable to maintain active 
participation in some major life areas.

3 High dependency The person is aware/unaware of their ENT 
problem and is unable to maintain active 
participation in many major life areas.

4 Complete dependency The person is aware/unaware of their ENT 
problem and is unable to maintain active 
participation in major life areas.

The person’s ability to participate in activities relating to major life areas that are 

within the domain o f health are viewed in relation to; learning and applying
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knowledge, general tasks and demands, communications, mobility, self-care, 

domestic life, interpersonal relationships, major life areas, community, social and 

civic. The WHO scale specifically provides codes for the functionality o f the upper 

aero digestive, sensory and neurological systems associated with ENT health. 

Quantification o f individual ENT conditions is possible with this tool and it is 

designed for multiple applications such as clinical practice, research and 

development, standardisation and coding that allows for international comparison 

(WHO 2001). Stride and Keith (1989) used this tool to measure staff workload when 

caring for persons with physical disability. This study does not seek to quantify 

dependency levels or specific difficulty relating to structural and functional ability 

within the health domains that relate to ENT. The scale within this study is being 

used as supposition o f different dependency levels for ENT nursing that may exist 

throughout the patient’s journey.

6.3 Conclusion

Taking a wide angled lens approach to exploring ENT nursing routines permitted the 

researcher to initially view many o f the daily practices of the ENT nurse as similar to 

that o f other general nursing activities. Differentiating between nurses with ENT 

nursing experience and those without allowed the researcher to explore and question 

their practice to discover differences. Consideration o f the differences, which at 

times were subtle, and the relationship between the nurse and the ENT patient 

revealed low dependency levels. However, on further questioning of the data as 

advocated by Spradley (1980) this highlighted a greater dependence which 

encroached upon the nurses’ time, in terms o f education and support. Therefore, the 

wide angled lens approach to data collection and subsequent data analysis afforded 

the researcher the opportunity to question the obvious and gain greater insight into 

the practice o f ENT nursing.
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Chapter 7 Second phase data findings: The essence of ENT nursing 

practice

7.1 Introduction

Nursing care within the confines o f  the virtual ENT ward was undertai^en for both 

ENT and non-ENT patients who were accommodated in this department. The strict 

terms o f  access imposed during the second phase Mmited observations to those 

involving the interactions between the nurse and ENT patient. Therefore, during the 

early periods o f  observation much o f  what was seen was akin to the generic role o f  

the nurse in terms o f  admitting, discharging, observing, coordinating, activating and 

maintaining treatment plans. The initial periods o f  observation tended to generate 

more general information about the role o f  the nurse than specific information 

regarding the ENT nurses' activities. Reflecting on the data and discussing practice 

with the nursing staff concentrated my attention toward more focused observations 

and interactions with the experienced EN T (senior) nurse. There were fewer 

observations o f  the less experienced (junior) nurse. These senior EN T nurses were 

the key informants adding more information, albeit subtle at times, to what was 

originally considered the generic care being provided within the ENT department.

The areas identified from within the data and highlighted within this chapter were 

activities considered unique to the core role o f  the ENT nurse. Senior EN T nurses 

were seen to assess, initiate and influence the care o f  the ENT patient differently to 

their jun ior nursing colleagues. These activities were seen to occur prior to admission 

or subsequently were designed to provide intensive, timely, supportive care to assist 

the patients to be agents o f  their own EN T health. The subsequent chapter presents 

extraneous factors, identified from within the data, which were seen to affect the 

efficiency and effectiveness o f  the EN T nurse’s role. The elements o f  experience, 

knowledge and the awareness o f  outcomes o f  ENT conditions facilitated the nurse in 

providing specific ENT care. Conversely other factors were identified within the data 

but were seen to be beyond the individual nurse’s control and hindered their ENT 

nursing activities. The findings are presented in this and the subsequent chapter and 

divides the essence o f  ENT nursing into two distinct domains, the core role o f  the 

ENT nurse and factors that influence its efficacy, either positively or negatively.

227



Figure 7.1 An overview of the essence of ENT nursing practice

Factors 
affecting the  

efficacy  
positively

Factors 
affecting the  

efficacy  
negatively

7.2 The core role of the E N T nurse

During the process o f observing nurses w ith in the ENT department there was some 

dissim ilarity in the daily activities o f the senior and jun io r nurses throughout. The 

identified divisions address a clear distinction between the role o f the ENT nurse and 

the generic nurse. To understand the core role o f the ENT nurse the activities, 

prim arily those o f the senior nurses, were categorised and sub-categorised into two 

distinct themes. The two themes that emerged from w ith in the data and formed the 

core role o f ENT nursing were divided into activities that relate to the assessment 

and practice o f the ENT nurse.

Figure 7.2 The categories of the core role of the ENT nurse

Figure 7.2 above, illustrates the taxonomy o f ENT nursing activities identified from 

w ith in the data. The theme o f assessment concentrated mainly on the way in which 

the ENT nurse seeks information upon which to base their care and the on-going
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m onitoring o f  the ENT patient. The them e o f  practice, how ever, sees the EN T nurses 

direct their activities tow ards helping the patient to be an agent o f  their ow n ENT 

health. The category identified within this them e sees the ENT nurse as being an 

advocate, a support and a collaborator with the ENT patient, in regard to their ENT 

health.

7.2.1 The core activities of the ENT nurse: Assessment

All patients when attending hospital for care, irrespective o f  their condition, require 

assessm ent and evaluation o f  their needs to ensure they are receiving appropriate 

care. The nurses were observed to use various resources at their disposal to gather 

inform ation regarding the EN T patient. The assessm ent them e o f  the core activities 

o f  the ENT nurse’s role centres around the ENT nurses’ ability to seek appropriate 

EN T inform ation on w hich to base their care and having the capacity to evaluate the 

EN T patien t’s problem  and the care that m ay be required.
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7.2.1.1 Seeking information

Figure 7.3 The process o f seeking information to help the ENT patient
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Figure 7.3 highlights the different approaches betw een the senior and ju n io r nurses in 

seeking inform ation about the ENT patien t’s needs. I found that the nursing staff, in 

the m ain, follow ed the hospital’s proform a in the form o f  the nursing care-plan. 

Irrespective o f  the length o f  tim e or experience o f  w orking in the EN T departm ent, 

nurses w ere seeking inform ation on w hich to construct and m odify the continuous 

care being provided to the patient. There w ere variations noted as to how  the senior 

and ju n io r nurses sought inform ation during the adm ission and during the nurse- 

patient interaction. The process o f  inform ation seeking w as classified into adm ission 

and nurse-patient interaction categories. Inform ation obtained during the adm ission 

process was sought from  num erous sources, such as the patien t’s notes, other 

departm ents, and other s ta ff i.e. m edical staff, secretarial and other nurses, often 

before going to the patient. During the nurse-patient interaction the ju n io r nurse was 

seen to follow  procedure, w hereas the senior nurse tended to seek ENT-specific 

inform ation from the patient. As Figure 7.3 illustrates, the interface between the
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senior nurse and the patient this interaction resulted in a two-way process where the 

dialogue with the patient was designed to provide more specific ENT information.

7.2.1.2 Assessment: Admission information

Information during the admission process was seen to be gathered by all nurses prior 

to interacting with the patient. All nurses referred to the patient’s chart to ascertain 

specific information regarding their ENT admission: ‘the person is being admitted 

for investigations of...., for removal of...., via casualty with....’ Moving beyond the 

rationale for the admission, junior and senior nurses were seen to be seeking different 

information from the sources available to them.

Admitting patient for investigations of post nasal space (PNS):

/  observed the SN2 (a) rigorously go through the patient’s chart, looking 

for times and dates o f when the patient attended the GP and the hospital.

The SN2 (a), was not talking to me but seemed to be posing these 

questions to the 'air How many times had the patient gone to the GP 

before being referred for specialist treatment? What treatment was 

received? What medications were given? How long had the symptoms 

existed for? When had the patient first attended the hospital? What 

investigations were carried out? What is known by the patient? Day 13 

SN2 (a)

This nurse was admitting a patient for a myringoplasty:

This JNl was carrying out the admission; before leaving the ojfice the 

nurse reviewed and checked the patient’s chart and the admission list to 

confirm that the patient was coming in for a myringoplasty. The nurse 

checked the patient’s medical records, examining the doctor’s clinical

notes  The SNC2 and the JNl were discussing the case before we left

the ojfice and the SNC2 asked the JNl to ensure the patient had a recent 

audiogram in the back o f the chart. The nurse informed the SNC2 that 

there was a hearing test result in the chart. The nurse prepared the 

nursing documentation filling in the demographic details about the 

patient and filling in the patient’s details and identity number on the 

identity bracelet in the office before we left the office. Day 15 JNl
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There was reliance amongst junior nurses, working in ENT, on the patient’s notes, 

others and the proforma to gather essential information about the person being 

admitted in order to provide appropriate general nursing care. The junior nurses were 

focused on ensuring the completion of the nursing documentation and appeared to be 

less concerned about the specifics of the ENT condition. The senior nurses, while 

concerned about completeness of the care-plan, used their knowledge of the 

condition to seek additional information from the chart or to clarify information from 

others to establish what was happening to the patient from an ENT perspective. The 

varied approaches used to collect information during the admission process, 

highlighted that the junior ENT nurse focused more on completing the task. 

Whereas, the senior nurse tended to look for what was missing from the chart: i.e. 

what other information they needed to collect about the patient or what questions 

needed to be answered to ensure that they could provide appropriate ENT nursing 

care.

7.2.1.3 The ENT nurse’s role in assessment: The ENT nurse-patient interactions

The nurse-patient interaction during the admission process revealed that all nurses 

detailed the person’s history as it related to the questions that were outlined within 

the nursing care-plan. For the most part the information being sought was generic. 

The nursing care-plan provided for the collecting of information relating to the 

patient’s admission and included sections for detailing the patient’s past medical and 

surgical history. There was no definite section within the care-plan to take account of 

the patient’s ENT condition or history. Additionally, this plan did not permit 

inclusion of any physical examination of the ENT system. The information being 

sought during the initial access to the service was dependent upon getting answers to 

questions posed by individual nurses. Clearly, the types of questions that individual 

nurses were posing to patients were significant, as outlined in Figure 7.3.

A senior nurse, while admitting a young man for investigations of a post nasal space 

mass, asked detailed questions about how his condition was affecting him:

The nurse began by asking the patient the reason fo r  admission (I 

observed the nurse going through the patient's chart before entering the 

room and was aware that the nurse knew exactly what the patient was 

coming in for).
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The nurse continued to ask questions about the patient's understanding o f 

the reason fo r  admission. The patient referred to a nasal blockage. The 

nurse then sought to ascertain exactly what the patient’s understanding 

o f  their condition was by asking probing questions such as “what exactly 

is the problem?” The patient referred to feelings o f  nasal blockage 

especially at night time and that there were complaints o f  snoring at 

night from their spouse. The nurse then went on to ask about the duration 

o f  the patient’s symptoms. Reference was made to these symptoms being 

present fo r  several months; the patient glanced at the spouse to confirm 

this. The nurse fumed to face the spouse and smiled (I observed a 

worried look on the spouse’s face) as the spouse nodded in 

agreement Day 13 SN2 (a)

Nurses with less experience o f ENT conditions, however, tended to be more focused 

on getting the generic information that was required to complete each section of the 

care-plan. 

A JN was carrying out an admission on a young patient going for myringoplasty the 

next day:

The nurse checked the patient’s demographic details with the patient and 

went through each section o f  the care-plan; the nurse asked the patient 

details about their previous medical and surgical history......

"You are not currently taking any medications’ suggesting that

apart from a previous myringoplasty the patient had no other health or 

sickness related problems?”

The patient who was quite chatty (as opposed to the nurse who did not 

ask specific ENT questions) revealed that they had been attending this 

consultant since childhood and really the ear had been quite stable until 

recently and the consultant advised further surgery to address the 

problem. Day 15 JN l

What distinguishes the junior and senior nurses in the nurse-patient interaction is the 

focus o f their questions. The senior nurse wished to know the patient’s knowledge
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and understanding of their ENT condition and on-going care. In contrast, the junior 

ENT nurse asked the patient questions designed to ensure that each section of the 

care-plan was completed and updated. The actual care-plan being used is a blueprint 

for nursing care and this was underpinned by the Roper, Logan & Tierney model of 

general nursing (Appendix 22).

The senior nurse was frequently seen to ask unprompted questions pertaining to the 

patient’s condition or how they felt. On reviewing the care-plans, it was apparent 

that, apart from acknowledging the ENT condition, there were no specific 

mechanisms within its design to guide the junior nurse in on-going planning and 

documentation of ENT nursing care. The care-plans being used did not accommodate 

aspects of history taking including developmental, cultural and sexual history and 

their subsequent impact upon a person’s ENT health. These histories were not seen 

to be addressed during the observational phase of the study by any nurse. Moreover, 

there was no section within the care-plan to include such documentation. Therefore 

these issues were not addressed with any regularity. These aspects of seeking such 

information about the patient were not observed to have occurred within the context 

of the nurse-patient interaction. When discussed with individual nurses some were of 

the opinion that aspects of history-taking were not part of the ENT nurse’s role, and 

examining the ENT system was essentially a medical role.

A senior nurse, while admitting a patient for an examination of the ear under 

anaesthetic, informed me that:

They were able to interpret audiograms but felt, what was the point 

because it was the doctor's responsibility. The doctor based the surgery 

or their intervention on the audiogram or their hearing test so this nurse 

did not necessarily need to question the patient about hearing or read the

audiogram as it did not alter what the nurse did fo r  the patient Day

17 SN2 (a)

I informally discussed the experiences of a senior nurse who had worked in the UK 

and gleaned the following information.
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The nurse explained when they were working in the UK they would 

regularly be looking in patients ’ ears and noses, using an auriscope, it 

was commonplace practice there, maybe not using a nasopharyngoscope 

but a specula and a light source most o f  the nurses could use. This nurse 

recalls that i f  you needed to call the doctor fo r  admitting a patient you 

had a realistic appraisal o f  what the problem was. One could tell the 

doctor that you could or could not see anything wrong, so then the doctor 

had an idea o f  what they are dealing with prior to coming to the ward 

and you could prepare appropriately. Day 30 SN2 (b)

Seeking information on certain aspects o f the patient’s history was viewed by some 

as not nursing information. Other experienced ENT nurses were seen to integrate 

understanding, knowledge and awareness o f the ENT patient’s needs, during the 

nurse-patient interaction. The nurses’ understanding o f the ENT patient’s needs was 

observed with regularity amongst the more experienced ENT nurses. Often while 

seeking information, the experienced ENT nurse made reference, albeit at times, an 

implied reference, to the patient’s ability to cope with their ENT condition. 

Experienced nurses were viewed asking how the patient felt about their condition 

and the impact it had on their lifestyle.

A SN2 was admitting a patient for investigations o f post nasal space mass:

The SN2 questioned the patient about their ability to eat and sleep; 

making reference to this nasal blockage and having to mouth-breath all 

o f the time. The nurse asked the patient how they coped with this problem 

(seeking the patient’s opinion).

 There was further inquiry or teasing o f  the problem by the nurse

by asking about swallowing; whether it was difficult to swallow or what 

interest they had in food? The patient referred to having a bad taste in 

their mouth. Day 13: SN2 (a)

When one observed the nurse-patient interaction o f the junior ENT nurse, it was 

noted that the focus o f their attention was directed to the patient’s general nursing 

needs. Within the context o f these interactions, awareness and an understanding of
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the specific ENT needs of the ENT condition, received only nominal attention. For 

example, during a repeat admission of a young girl with recurrent stridor:

/  noted that JNl didn’t ask the patient about their past history but read 

out the information from the care-plan to check whether it was right or 

not. The same process was carried out in terms o f assessing the activities 

of daily living. The patient was asked were there any new problems with

sleeping..... eating.  drinking.  bladder or bowels  There

was no reference to anxieties (prior to attending the patient the JNl made 

reference to this patient as 'attention seeking’. I  thought if  it was 

attention seeking, addressing this would have given the nurse the 

opportunity to explore that specific aspect o f the g irl’s care. However this 

information was not sought as part o f the admission). I  noted that when 

the JNl asked the patient about breathing they asked... ’’when did the 

noisy breathing start again? ” The patient felt that the problem had really 

never gone away... Day 26 JNl

Extrapolating the differences between these examples highlights the dichotomy that 

exists between the information sought by the junior and senior nurses. The senior 

nurse used knowledge and experience to assess the patient’s needs. The junior ENT 

nurse seemed to be unaware of the specific ENT needs associated with stridulous 

breathing and the necessity to assess the impact on the individual. Furthermore, this 

exemplifies the junior nurses’ inability to distinguish difficulties and ask appropriate 

questions associated with ENT conditions. There was a trend amongst the 

experienced ENT nurses of being aware of how the person’s ENT condition would 

impact, and they asked appropriate questions of them. This was evident when the 

experienced nurse sought information fi-om the patient or their carer. The more 

experienced ENT nurses tended to obtain more contextual information from the 

patients about their symptoms including; when they began, and how they felt and 

related this to the activities of daily living.

7.2.2 Monitoring changes in the ENT patient’s condition

All nurses were seen to monitor aspects of the ENT patient’s condition during the 

person’s period of hospitalisation. The monitoring of the ENT patient was mainly
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seen to involve generic observations in the form o f their vital signs; temperature, 

pulse, blood pressure, oxygen saturation, pain scores and any discharge from a 

wound or cavity. This generic information was monitored routinely last thing at night 

and first thing in the morning. Otherwise, the regularity o f monitoring changes in the 

ENT patient’ s condition was dependent upon any deviation from the patient’ s normal 

baseline. Once again, as Figure 7.4, depicts, a distinction emerged w ith in the context 

o f what the jun io r and senior nurses were monitoring in relation to the person’s ENT 

condition. The generic monitoring, at times, was augmented by recognising specific 

changes w ithin the ENT system, this activity was prim arily the domain o f the senior 

nurse.

Figure 7.4 The monitoring role of the ENT nurse

Monitonng role of the ENT Nurse
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7.2.2.1 The generic monitoring o f  the ENT patient

The observations or monitoring changes o f the ENT patient varies slightly from that 

o f the surgical to the non-surgical or emergency cases that attend the ENT ward. The
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nursing s ta ff were regularly seen to check the patien t’s vital signs. Patients follow ing 

surgery or an em ergency adm ission for respiratory difficulties or bleeding w ere 

initially connected to a vital signs m onitor that recorded their pulse rate, blood 

pressure and oxygen saturation levels w ith the alarm  pre-set. 1 noted that the nurse 

did not rem ain with the patient throughout, but roughly every fifteen m inutes, the 

nurse returned to transcribe recorded data from  the m onitor onto the patien t’s 

observation sheet. Som e nurses suggested that, in reality, recording o f  these data took 

place every 30 m inutes.

A senior nurse transferring a patient from  theatre follow ing a m astoidectom y 

attached the patient to a m onitor to record the vital signs continuously.

The SN2 informed me that this was because one didn't have to disturb the 

patient in the firs t couple o f  hours, when you would be monitoring the 

p a tien t’s vital signs, blood pressure, pulse rate and oxygen saturation 

quite regularly. The nurse made reference to the fa c t that it was 

convenient ju st to have it attached to the patient on a continuous basis 

and it allow ed them to sleep and rest, without having to disturb them.

D ay 17 SN2

W hen nurses w ere m onitoring changes in the EN T patien t’s condition it was w ithout 

regularity. In discussing this issue with the nursing staff, I was inform ed that it was 

dependent upon the individual patient need. A nother contributing factor, identified 

by the nurses, was that the patien t’s period o f  hospitalisation is short. N urses held the 

opinion that prolonged m onitoring o f  the EN T patient was contingent upon their 

condition and length o f  stay. The nurses advised me that m any scheduled EN T 

adm issions could be discharged w ithin tw o or three days unless they were adm itted 

for non-surgical care or for treatm ent o f  a head and neck m alignancy. G enerally, 

unless the patient was post-surgery, the EN T patient w ould be up and about and the 

actual tim ing o f  observations was then dictated by their individual need.
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An informal discussion took place on the ENT ward corridor between the SN2 (a), 

JN1 and myself:

The two nurses suggested that observations are not done routinely and 

only carried out regularly, in the immediate post-op period and on a 

necessary only basis thereafter. I  asked them what does that mean. The 

nurses suggested that they are usually done first thing in the morning and 

last thing at night (i.e. the night staff) and more frequently i f  the patient 

had a problem. The routine monitoring o f  patients was limited to early in 

the morning before the night sta ff go o ff duty, mid-morning, mid

afternoon, evening time and then prior to them settling them down fo r  

sleep or more frequently i f  they were worried about the patient. Day 6 

SN2 (a) and JN l

Prolonged periods o f intensive observations were often deemed unnecessary. When 

an ENT patient is admitted for a scheduled operation, observations are carried out as 

a baseline parameter for reference in the post-operative period, but many ENT 

patients do not require further monitoring pre-operatively if  they have been deemed 

fit for their operation. Evidence o f this was apparent in the following extractions 

from the data.

The patients that were being admitted fo r  tomorrow were already in and 

were more or less organised apart from being reviewed by the doctors.

The nurse made reference to the patients being self-caring until fasting 

and prepared fo r  theatre the following day. It was suggested that there 

was not much happening in the way o f observations with them and they 

were coming and going as they wished. Day 10 SNC2

Patients admitted as an emergency ENT case or those that may result in 

haemodynamic instability or disequilibrium will consequently result in vital signs 

being recorded as necessary.
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An SN2 was observing a patient who had recently returned to the ENT ward 

following ligation of a bleeding nasal vessel:

/  asked would the monitoring machine be left in place for the rest o f the 

shift. The nurse felt that it would, as they had limited staff on during the 

evening shift, the alarm was on and it would alert them to problems.

There were two other machines that could be used for the rest of the ward 

and the nurse wanted to keep a close eye on her because she was at risk 

of bleeding. Day 6 SN2 (a) (evening shift)

However, post-operatively the basis o f monitoring involves attaching a patient to the 

monitor and recording vital signs continuously for the first couple of hours until the 

patient is alert and awake. Subsequently, observations are carried out two to four 

hourly thereafter. This approach to monitoring was a generic practice for both the 

senior and junior nurse. The nurses were seen to conduct less frequent observations 

as the patient became more independent or alternatively would increase recordings if 

any changes occurred in baseline parameters.

7.2.2.2 Monitoring specific ENT changes

While all nurses monitor generic changes, the senior ENT nurses were seen to 

monitor subtle changes in the patient’s ENT condition. These subtleties that were 

being monitored involved some of the senior nurses incorporating questions about 

the physical, sensory and motor changes within the ENT system. Additionally, the 

senior nurses when dealing with non-surgical ENT conditions where infection was 

evident or conditions that result in irritation or loss of function resulted in more 

specific ENT observation being carried out. Four examples of this are:

1. An SNCl was monitoring changes in the patient’s wound. The patient had a 

sinus tumour.

When the dressing was removed the nurse took a torch and explored the 

cavity for any evidence o f trauma or infection.

The SNCl explained to the patient that the discharge remained quite 

messy. The SNCl told the patient that the discharge was the same 'thick 

and yellowish'. That they had not received the report back from the lab,

240



they may need to change the medication when they do. The patient made 

reference to the smell as the patient couldn't smell it. The nurse told the 

patient that it was still quite smelly. (I was amazed at the frank exchange 

between the two; the patient got succinct, honest answers to the questions 

asked.)

The nurses removed and reviewed the dental plate that had been inserted 

to support the hard palate that allowed the patient to continue eating and 

drinking.

The nurse reiterated the importance o f  rinsing the mouth out with the 

mouth wash especially after eating and drinking. The nurse 

acknowledged that removing the dental plate was difficult but it needed 

to be done because it can get encrusted with food. The patient was going 

to see the dentist fo r  a new one this week Day 21 SNCl

2. When addressing aero-digestive or communication difficulties, while 

carrying out post-operative monitoring on a patient who had a tonsillectomy 

earlier that morning, a SN2 did the following:

During the process o f  taking the post-operative observations, the nurse 

was seen to ask the tonsillectomy patient about pain levels by questioning 

the patient’s ability to cope with swallowing saliva and talking (the 

patient was approximately two hours post op). The patient was not 

expressing pain, just discomfort in the throat, the nurse observed the 

patient wincing and explained to the patient that the initial difficulty will 

subside quite a bit when they start to eat and drink properly again. Day 

9SN24

3. The significance o f ENT haemorrhage; the SN2 made reference to the 

particular observational needs o f the patient who is bleeding from an 

epistaxis.

Like any post-operative patient, but in ENT, one always had to remember 

the airway can get blocked easily with a clot or a pack. Hopefully they 

will have ligated the bleeding vessels but with an epistaxis patient you 

can never be sure. It is important to watch and see i f  the patient is
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swallowing blood as this might mean that the patient is bleeding from the 

posteriornasalspace. Day 6 SN2 (a) (eveningshift)

4. Reviewing compliance o f  ENT treatment; a senior nurse was reviewing the 

documentation on a patient with a sensorineural hearing loss:

In the main this patient is self-caring; we went to his bed and there was a 

sheet which the nurse checked that the patient had complied with their 

treatment every 60 minutes. The nurse explained that the patient’s 

hearing is reviewed by audiogram daily. Day 17 SN2

In contrast, the junior ENT nurses rely primarily on the parameters o f  the person’s 

vital signs to distinguish changes in the person’s condition.

The JNl (b) was called to a patient’s bed where the patient was complaining of 

feeling very dizzy.

 JNl (b) attended the patient (who was dizzy). The patient said they

had never experienced this before and was quite frightened. The JN l (b) 

looked at the patient and asked when did this dizziness start? The patient 

said just a few minutes ago. The nurse asked the patient to explain what 

was happening? The patient said the room was spinning round. The 

nurse took the pulse rate and blood pressure. (I noted the patient was 

trying to close their eyes, and wanted to advise them to keep them opened 

as it helps to orientate the person in time and space. I  remained silent).

The cot sides were raised on the patient’s bed by the nurse and the 

patient was told not to attempt to get out o f the bed. Day 26 JNl (b)

The senior ENT nurses use their prior knowledge and understanding of the impact of 

the person’s ENT condition when monitoring aspects or changes in the patient. 

Noteworthy in terms o f monitoring is the head and neck cancer patient. This 

particular group o f ENT patients may from time to time have a prolonged hospital 

stay due to the magnitude o f surgery or possible complications. Monitoring for this 

patient group required more frequent monitoring on a daily basis and for a longer
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period of time because of the increased risk of aero-digestive and haemodynamic 

instability.

7.2.23 Monitoring subtle changes within the ENT system
The recording of a respiratory rate is not v̂ îdely used as a parameter for monitoring. 

Some senior nurses were of the opinion that junior nurses were reliant upon oxygen 

saturation levels to determine respiratory obstruction. While all nurses recorded the 

vital signs of the patient, some senior nurses highlighted the need to listen to the 

patient’s breathing and asked about changes to their voice or breathing pattern.

A senior staff nurse related concerns about monitoring respiratory obstruction of an 

ENT patient on a non-ENT ward.

The nurse explained to me that it was obvious that the ENT patient had a 

restricted airway as the patient had noisy breathing. During the hand 

over report the senior nurse was informed by a junior ENT nurse that the

vital signs were stable and that the patient was up and about  Day 18

SNl (a)

The IN 1 (a) while monitoring a patient with stridor:

The nurse recorded the patient's temperature, pulse, blood pressure and 

oxygen saturation rates. (They all were within normal limits). There was 

no recording o f the respiratory rate or the degree to which the patient 

had difficulty with their breathing. Day 26 JN l (a)

The senior nurses, while reviewing patients with nasal conditions, were regularly 

seen to question patients about their pain and the type and amount of any discharge 

from the nasal cavity. For example, a SN2 was monitoring a patient who had a 

polypectomy the day before.-

The observations o f  this patient included temperature, pulse and blood 

pressure, the nurse discussed the changing o f  the nasal bolster (bib which 

rests under the nose and is attached by strings to the ears). The nurse 

explained to the patient that the discharge from  the nose wasn't as heavy
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as yesterday; the nurse asked the patient i f  there was any discharge 

trickling down the back o f  the throat and the patient said no. Day 37 SN2 

(c)

The senior nurses were regularly seen to observe subtle changes in the functionality 

of the ENT system. It would appear that the subtleties being monitored by the senior 

nurses were recognised as basic requirements in the care o f the ENT patient and were 

ameliorated by their knowledge and experiences o f ENT nursing. In contrast the 

junior nurses, whilst monitoring generic parameters, did not appear to make this fine 

distinction. During informal discussion with a SN2 about observing the ENT patient, 

she said:

While it may not be obvious we would regularly watch their airway fo r  

obstruction and listen to their breathing. We may not always check their 

respiratory rate but we would listen to the sound o f  their breathing. Day 

6SN 2(a)

While a clinical hearing test was not formally part o f the nurse’s assessment, the 

nurses were seen to give consideration to the implication o f changes in the person’s 

hearing.

Observing an informal discussion between the SN2 and a patient with bilateral otitis 

externa

The nurse asked the patient about significant changes to the pain or 

discharge within the ear. The patient was asked about noticeable changes 

to their hearing. Day 5 SN2

The SN2 was interacting with a patient who had a sensorineural hearing loss

There was a discussion between the SN2 and the patient regarding his 

sensorineural hearing loss. I  noted the nurse stood at the end o f  the 

patient's bed. While not assessing the hearing the nurse moved slowly, 

from  the end o f  the bed to a point where the patient could communicate 

comfortably with the nurse. I  noted the nurse did not crowd the patient 

but stood close enough, directly in front o f  the patient and spoke clearly.
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(On asking the nurse about assessment o f  hearing, the nurse didn't fee l  

that this interaction was a form al assessment o f  hearing, but was more 

concerned about ensuring that the patient could hear what was being 

said). Day 6 SN2

The category o f  monitoring considers the nursing role in evaluating the EN T 

patient’s condition. However, while all nurses monitored the generic parameters o f  

vital signs, the senior nurses were seen to m onitor specific and subtle changes to the 

patient’s ENT condition.

7.3 The core activities o f the ENT nurse: Practice

The underlying theme o f  practice emerged from the data as one o f  the core activities 

o f  the ENT nurse’s role. Senior nurses were seen to use their knowledge and 

experience o f  ENT conditions to encourage patients to be an agent o f  their own ENT 

health. The data were organised into three main categories including, ‘an advocate,’ 

‘a support ' and ‘a collaborator' with the E N T patient. The category o f  advocacy 

highlights the ENT nurse 's  role as actively organising the ENT patient’s environment 

or providing counsel by speaking on their behalf. The category o f  being ‘a support’ 

describes the ENT nurses’ activities in providing guidance, reassurance and advice to 

the ENT patient. Underpinning the category o f  ‘a collaborator’ are EN T  nursing 

actions that involve educating and em powering the patient to be able to manage their 

EN T condition (Figure 7.5).

Figure 7.5 The practice role of the ENT nurse

The practice of the ENT nurse

An advocate A support

Patient
Counsel Informing R eassunng Advising EmpoweringEducating
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7.3.1 Practice: An advocate for the EN T patient.

These data subdivide the advocacy role o f  the ENT nurse into, organising the ENT 

patient’s environment and providing patient counsel to ensure optimal care. All 

nurses were observed to organise the patient’s environment by engaging in admission 

and discharge procedures and maintaining treatment plans. There was, however, a 

slight distinction noted in the organising activities o f  the senior nurses between the 

out-patient and in-patient setting. Within the context o f  the role o f  an advocate senior 

nurses were seen to use their specific knowledge and experience o f  EN T nursing to 

organise patient facilities or to speak as the patient’s agent to ensure continuity of  

care.

7.3.1.1 An advocate: organising the ENT patients' environment.

Within the context o f  the out-patient services, the role o f  the ENT nurse involved 

organising the environment for medical intervention. The ENT nurses’ activities 

were concentrated on preparing the charts and clinical area, and ensuring infection 

control measures were adhered to.

1 observed the nursing staff reviewing the charts o f  patients who were attending an 

outpatient service. On asking why, I was informed that:

The idea behind this process o f  reviewing charts was to ensure that 

nothing was missing from  the chart, such as reports, or i f  the patient is to 

have a test prior to seeing the doctor that the nurses knew to organise it.

Day 8 SN l

The SN2 explaining the role o f  the EN T nurse in the outpatient service:

The S N l was pointing out that there were three rooms, depending on the 

availability o f  medical sta ff to service the rooms, and there were times 

that all three were operating. This really meant that the nurses moved  

between rooms to make sure that the equipment was prepared  and 

replaced as necessary and the scopes were rotated and decontaminated.

Day II  SN2

Throughout the period o f  observation I noted that the outpatient facilities were 

generally staffed by senior ENT nurses. The actual time nurses spent interacting with
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patients was minimal. The nurse’s time was largely spent preparing for the patient’s 

attendance or rearranging the environment following the patient’s departure. This 

inherent organisation of the environment by the senior nurse implicitly impacted on 

the patients’ experience of the service. Underpinning the organising of the out

patient environment was the senior nurse’s knowledge and experience of ENT. Prior 

to attending the senior nurses were seen to review the patient’s chart and use their 

knowledge of the ENT conditions to identify key elements of the patients care. This 

process began with identifying the presenting complaint and establishing what may 

be required to care for that patient within the out-patient setting. Ensuring the 

relevant reports were available and organising pre-required tests, such as audiometric 

tests were regularly occurring activities. The senior nurses’ experience of what was 

required to organise the clinical setting was important. The senior nurses were seen 

to ensure the necessary equipment was appropriately made available, replenished, 

cleaned or decontaminated to facilitate review and/or intervention.

Within the context of organising in-patient services there was a notable sense of 

‘unity of purpose’ amongst the senior nursing staff. These nurses were focused on 

accommodating ENT patients, protecting ENT beds, thus ensuring patients were 

cared for by ENT nurses. An obvious pattern emerged in the process of organising 

the ENT patients’ admission. The organising of ENT beds within the system often 

resulted in a cascade of activity between the senior nurses in charge (SNC), rippling 

down to all of the nursing staff on the ward. The sentiments expressed by individual 

nurses that the medical, surgical or any other case takes precedence over ENT care 

was echoed by many. Additionally, the quick turnover of ENT patients within the 

system consumes an inordinate amount of the ENT nurse’s time. This coupled with 

non-ENT patients vying for ENT beds involves a substantial amount of 

‘manoeuvring’ of the ward environment and time negotiating and communicating 

with other departments.

The senior nurse in charge of the department on recognising these difficulties for the 

ENT patient attempted to rearrange the ENT patient environment to facilitate 

accommodation. Once potential beds were identified, the senior nurse collaborated 

with nursing colleagues to ring fence a bed, reconfigure a cubicle or liaise with other 

departments to accommodate the patient temporarily. This hidden role of organising
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the environment for the ENT patient is dependent upon the experienced ENT nurse 

recognising the actual needs of the patient. This process is initiated and designed to 

ensure that ENT patients are admitted to ENT designated beds and cared for by ENT 

nurses.

Bed management at ward level.........

Over a period o f  one hour I  watched as two SN2s (a) and (b) engaged in 

a series o f  bed changing and moving manoeuvres. The nurses were seen 

to strip the beds, take the linen from  the beds and wash the bed and 

remake it. Alternatively, the nurses were also seen to take the patient's 

belongings from  the locker and wardrobe, place it all on the bed and 

move the patient and their personal things to another cubicle. During the 

process the SN2 (a) was called to the telephone to answer a query about 

an admission from casualty. The nurse realised that to accommodate the 

male/ female mix and the ENT with non-ENT configuration, they would 

need to undo some o f  the changes they had ju st made. This process o f  

changing the cubicle configuration was consuming much o f  two 

experienced nurse's time. Day 16 SN2 (a) and (b)

Discussion between two senior nurses in ENT.........

There was a discussion between the two nurses as to how they could 

move the beds around, essentially to break the ward into separate parts, 

thus facilitating a somewhat smaller ENT ward within the ward and 

allowing the senior nurses to care fo r  the ENT patients on the ward. Day 

16 SN2 (a) and (b)

The senior nurses were actively involved in the organising o f the clinical 

environment within an out/inpatient setting. It was noted that there was little or no 

direct nurse-patient interaction. The nursing activities were primarily concerned with 

organising the clinical and ward environment to ensure optimal ENT care. 

Knowledge o f ENT conditions facilitated the senior nurses with regard to decision 

making. From an out-patient perspective this resulted in the expediency o f ENT care 

for the patient. From an in-patient perspective the organising role culminated in the 

ENT patients being cared for in an appropriate area. The organising role also resulted
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in addressing issues of case mix and facilitated being cared for by experienced nurses 

capable of meeting the ENT health needs of the patient.

7.3.1.2 An advocate: being the patient’s counsel.

Within the data an underlying current was categorised as patient counsel, where 

senior ENT nurses felt they needed to speak on behalf of the ENT patient. There was 

recognition amongst the nursing staff about the idea that the ENT patient was 

considered by management as ‘invisible’, and not prioritised. The senior ENT nurses 

were actively seen to seek information about the patient to highlight the patient’s 

needs. The senior nurses did not view the ENT patient as a bed, nor as a name on a 

list, but as an individual with a specific problem that needs to be addressed.

I observed the SNC2 deal with a telephone call regarding an ENT patients’ 

admission.

SNC2 asked the secretary to hold the call because she wanted to check

the list.............. The SNC2 suggested that having this list allowed the

nursing staff to intervene and negotiate on behalf o f the patient when a 

problem occurs with their admission. Day 26 SNC2

The SN 1 while discussing the care of an ENT patient being housed in another ward 

informed me......

Often the ENT patient was not considered special, where their condition 

was not always considered a priority, or they could be looked after 

anywhere. The nurse suggested that often the ENT nurse has to explain 

the risks to management (associated with ENT disease) so the patient can 

be appropriately cared fo r  by ENT staff Day 23 SNl

The subcategory of patient counsel that emerged from within the data was very much 

an implied role. The nursing role underpinning patient’s counsel necessitated an 

understanding of the implications for the ENT patient. This involved negotiating and 

interacting with non-ENT personnel on the patient’s behalf and was not observed to 

be an overt ENT nursing activity. The ENT nurses advised me that the ENT patient’s 

admission may have been cancelled several times or indeed was an emergency
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awaiting investigation. Often it was the wider exigencies o f the hospital that took 

precedence over the needs o f the ENT patient. In these circumstances the senior 

nurses were seen to use their knowledge o f the ENT condition to address the pitfalls 

within the system and be a spokesperson for the ENT patient.

7.3.2 Practice: The role of the ENT nurse: A support

Senior ENT nurses were observed to support patients who were attending for ENT 

treatment and management. This was evidenced by senior nurses offering detailed 

explanations, advice and reassurance regarding the ENT condition and treatment. 

Frequently these nurses were seen to anticipate and pre-empt the supportive needs of 

the ENT patient or their carers and acted accordingly. This role was opportunistic at 

times, and situations such as admissions, monitoring, and dressings, administering 

medications, moving and handling, bed-making or answering the telephone were 

exploited to full advantage. The nurse-patient interaction was essentially a discussion 

that encompassed the persons’ understanding o f their problem. Questions posed 

provided the senior nurse with the opportunity to provide an explanation, reassurance 

and advice about their ENT condition. The nurses used their knowledge and 

experience o f the condition to describe what to expect during their period of 

hospitalisation. Their expertise o f ENT nursing practice was shared with the patient 

and/or their carer to provide information relative to their condition and treatment. 

This implicit or explicit support that the ENT nurse provided was designed actively 

to help or dispel any misinterpretation or misunderstandings o f their ENT problem.

7.3.2.1 A support: informing.
The senior nurses were seen to use language that described the ENT condition and possible 

outcomes in a format for the patient to understand easily. Senior nurses were frequently seen 

providing information on how the ENT system worked or clarity of their ENT condition and 

a rationale for treatment options.

Admitting a patient for tympanoplasty (ear surgery):

The nurse informed the patient why they were having difficulty with 

hearing. Further descriptions were offered as to why the little bones 

(Ossicles) were damaged from  the repeated problems suffered in 

childhood. The nurse detailed fo r  the patient the planned treatment by the
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doctor involving having a look under the ear drum in an effort to f i x  or

remove these little bones tomorrow  Further reference was made to

post op management. , there would be a pack in the ear which would

be removed in a week by the doctor. The nurse explained that while the 

pack was in the ear there would be greater difficulty in hearing. 

Clarifying fo r  the patient that this does not mean the operation was not a 

success but that the hearing is diminished because o f  the blockage Day 

20SN 2

These nurses would often clarify the meaning o f change for the patient.

This senior nurse was talking to the patient following micro-aural toilet for otitis 

extema-

The SN2 was explaining to the patient what to expect while the doctor 

carried out the procedure. The nurse advised the patient about the 

potential fo r  dizziness and coughing (nerve stimulation) informing the 

patient that the doctor would stop at any time. The nurse clarified that the 

procedure will relieve the itching and the patient smiled. Day 19 SN2

This SNCl was preparing a patient with head and neck cancer for discharge.

SN C l had organised fo r  the patient to collect discharge drugs personally 

from  the pharmacy. The patient expressed reluctance, tiredness and an 

inability to do so. However, through subtle questioning the SN C l teased 

out the reasons why the patient d id n ’t want to attend the pharmacy. This 

was as a consequence o f  gross facia l disfigurement and speaking  

difficulties. The nurse explained how the pharmacy s ta ff would 

understand having dealt with patients who have similar problems. Day 

24 SN C l

Some experienced ENT nurses explained to me that detailing the ENT patient’s 

condition and the treatment was an essential ENT nursing role. The ENT patient is 

usually hospitalised for a short period o f time and to optimise the time available it is 

necessary to detail, for the patient, what to expect and how to manage the condition, 

to help them manage their own care.

251



This issue was highlighted during a discussion I had with a senior nurse in the 

treatment room:

We as senior ENT nurses do not know if  the patient will be looked after 

by a nurse with any ENT experience. It was because o f  this, nurses with 

ENT experience try to provide as much information as is possible. This 

enabled the patient to at least ask or question what is happening to them.

Day 19 SNl (a)

References were made to times when the ENT patient was being cared for by 

inexperienced staff or on other non-ENT wards. As a consequence, the senior ENT 

nurse felt it was their responsibility to provide information to support the patient 

and/or their carer in such circumstances. The nurse-patient interactions sought to 

offer an explanation of what was happening and why, and were viewed by 

experienced nurses as essentially an ENT nursing role. Senior nurses were frequently 

seen to use their knowledge of the ENT condition, treatment options and awareness 

of the possible complications to keep the patient informed. This knowledge permitted 

the senior nurse to communicate the finer details of their ENT condition to the 

patient, in plain words, to navigate the journey of their treatment.

7.3.2.2 A support: reassuring

While interacting with the patient throughout their stay in hospital, senior nurses 

were regularly seen to use opportune moments to provide information to reassure the 

patient about their condition. On recognising that the ENT patient was unfamiliar or 

anxious about their condition and its treatment, senior nurses provided supportive 

information to assuage these uncertainties. The interactions appeared to be directed 

towards providing an understanding about what was happening to the patient as a 

consequence of an ENT related health problem or treatment. Nurses’ expressed the 

opinion that reassurance was necessary to restore the patient’s confidence when they 

were unsure about their treatment or ENT health.

SN2 (a) interacting with a patient attending the treatment room with a sore throat:

During the endoscopy the nurse placed a hand on the patient's shoulder 

while the doctor sprayed the patient's throat and the nurse informed the 

patient that this was to numb the throat.  that they may fee l that the
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throat is a little thick or closing in. Reassuring the patient that this was 

only a sensation similar to the injection during a dental visit but this time

i t ’s your throat.................  That the sensation would last fo r  about an

hour and that they shouldn't eat or drink anything during that period o f

time  this loss o f sensation was only temporary and would return to

normal. Day 19 SN2 (a)

While carrying out first day post-operative observations on a tonsillectomy patient...

The SN2 stood beside the bed and asked the patient about their level o f  

pain. Further questions were asked about their ability to cope with 

swallowing and management o f  their diet. The nurse reassured the 

patient that taking pain medication regularly especially half an hour 

before eating will ease the pain. Furthermore, the nurse suggested that 

eating normally will reduce the risk o f  infection as chewing helps the 

muscle in the back o f their throat return to normal functioning. Day 32 

SN2

The senior nurses appeared to recognise that the patient’s safety and security needs 

were being undermined by unfamiliar events. In these circumstances, senior nurses 

were seen to use their ENT knowledge to allay fears and rationalise the experience 

for the patient. Clarifying the situation and relating it to the ENT condition, or its 

treatment, they sought to reduce the uncertainty surrounding the situation and 

normalise the experience for the patient.

7.3.2.3 A support: advising

Senior nurses were seen to use their ENT expertise to help inform the patient about 

their condition and its treatment. These nurses were regularly seen to convey ENT 

specific information to the patient about their condition and treatment options. This 

communication occurred spontaneously as a result of the nurse identifying the need 

to provide more details to the patient about their ENT problems. The imparting of 

information pertaining to risk factors, expectations of their treatment or possible 

complications was to raise the patients’ awareness to their ENT health related 

problem and possible solutions to identified problems.
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A senior nurse was carrying out a dressing on a patient who was ten days post

operative following ear surgery.

While the SN2 (a) was preparing the environment fo r  the dressing the

nurse was asking the patient how they fe lt. ......................... The nurse provided

the patient with information about the ear dressing. , once the stitches

were removed the doctor would take the pack out and then they would be 

able to hear a lot better. The nurse then apprised the patient about the 

need to protect the ear while washing and showering follow ing removal 

o f  the pack. Day 16 SN2 (a)

During micro-suctioning o f ears a patient became quite dizzy, the SNCl advised the 

patient in managing the dizziness.

The SN C l advised the patient to keep their eyes open. Focus on 

something within the room or on the ceiling, but keep your eyes open, you  

will fe e l  less dizzy. The nurse informed the patient keeping their eyes 

open helped one to focus and orientated themselves. The nurse also 

encouraged the patient to breathe deeply. Day 23 SN C l

As a consequence o f the rapid turnover and short period o f hospitalisation for many 

ENT patients, senior nurses recognised the need to provide the patient with specific 

ENT advice. This information was necessary to help the ENT patient maintain their 

ENT care following discharge. This specific advice was sometimes absent when the 

junior or less experienced ENT nurse was discharging the patient and the advice to 

the ENT patient was more general than specific.

While discharging a post-operative tonsillectomy patient the JN1........

Post-operative discharge documentation o f  the doctor’s letter, 

prescription fo r  analgesia and advice sheet was given to the patient. The 

advice sheet highlights the do's and don ’ts o f  post-operative tonsillectomy 

care. The J N l (c) told the patient, to read the advice sheet, that they 

should continue resting fo r  the next week, that they should take regular 

painkillers and a good well balanced diet and eat well. (There was no 

explanation or reinforcing o f  post tonsillectomy advice imparted by the 

JN l). Day 39 J N l (c)
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It was noted that information leaflets were not available for all ENT patient 

conditions during the discharge process. All nurses were seen to provide generic 

discharge information. However, senior nurses were less dependent upon information 

leaflets and were regularly seen to share ENT-specific information about their 

condition with the patient. The information being shared with the ENT patient by the 

senior nurse was based on their knowledge and experience of ENT conditions.

Informal discussion with SN2 (a) about the provision of advice........

The SN2 (a) referring to information leaflets as being” a bit o f  a cop 

ou t”. The nurse made reference to the bread and butter ENT care as 

providing patients with information regarding their ENT condition.

While leaflets are one aspect o f the care they provide but as an ENT 

nurse you need to go through what it is, why it might be happening and 

how it can be fixed. The SN2 (a) claimed if  the nurse doesn't know it then 

that is when the patient gets a leaflet. Day 14 SN2

In discussion with senior nurses, they were of the opinion that patients with head and 

neck cancer have more complex ENT needs. This particular patient group have an 

inability to carry out the activities of daily living (ADLs), which have changed as a 

consequence of their condition and treatment. This requires the ENT nurse to provide 

on-going advice following discharge to enhance patient self-reliance. Frequently, 

these patients were advised to contact the ward or treatment room where they would 

always have access to an ENT nurse. The senior nurses were seen to advise the 

patients of a telephone help-line where, in the event of the patient requiring 

additional support they would be able to access knowledgeable ENT nurses.

The senior nurse referred to the discharge of a patient following a tracheostomy.

The nurse highlighted to me how they had an “open ” telephone support 

line, fo r  the head and neck cancer patient. The complexity o f  their needs 

both from a practical perspective and also from  a psychological 

perspective where communication or the lack o f  it was a huge factor fo r  

these people to have to deal with, they need access to people who 

understand those needs. Day 6 SN2 (b)
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The provision of advice to support the ENT patient during their period of 

hospitalisation was predicated on the knowledge of the nurse. Senior nurses 

recognised that the period of hospitalisation dictated the type of advice given. 

Patients who were hospitalised for short periods required advice to maintain their 

ENT health. Those admitted for longer periods with chronic conditions or head and 

neck disease required information to cope with the resultant changes to their lifestyle.

The category of ‘a support’ within the practice of ENT nursing recognises the senior 

ENT nurses’ activities in informing, reassuring and advising the ENT patient’s on 

aspects of their ENT health. Senior ENT nurses were seen to clarify problems, advise 

on treatment options and assist ENT patients to maintain their ENT health. These 

actions were solely the domain of the senior nurse and occurred spontaneously 

during the provision of more generic nursing care. The initial appraisal of these 

activities was suggestive of nurses just talking to the patient but on closer scrutiny 

these conversations, whilst informal, were conveying a supportive message to the 

ENT patient. The ENT patients were reassured about aspects of their ENT care and 

advised on how they should manage their ENT problem. This information sharing 

was facilitated by the ENT nurse’s knowledge and was designed to relieve anxiety 

and encourage the patient to act autonomously.

7.3.3 Practice: The role of the ENT nurse: A collaborator.

Figure 7.6 illustrates the category of the collaborating role of the ENT nurse. The 

subcategories which emerged from within the data identified the senior nurse as 

working together with the patient to increase their knowledge and understanding 

about their ENT problem. The activities basically involve senior nurses raising the 

patient’s consciousness about their ENT condition to take control of their ENT 

health. Within this classification the senior nurses were seen to move beyond the 

supportive role and instruct patients on managing their particular problem. This 

partnership was dependent upon the senior nurse having the necessary ENT 

knowledge. The information being shared about the ENT patient’s condition, 

treatment and risk factors was mainly on an informal basis, tailored to the individual 

patient needs and aimed at maximising the ENT patient’s potential for health.

256



Figure 7.6 ENT nursing practice: A collaborator

A. collaborator

Educating E mpo we ri ng

Infcirmal/iormal

7.3.3.1 A collaborator: Educating

During the period o f  observation, senior nurses were seen to school or train the ENT 

patient in the finer details o f  their ENT health. For the most part, nurses were 

engaging with ENT patients on an impromptu basis and leaching the person about 

aspects o f  their current problem. Within this context, whilst not explicitly stated, 

nurses were using their knowledge to coach the patient to be independent in 

managing their condition. These nurse-patient interactions were frequently informal 

and occurred during the provision o f  general nursing care. Some senior nurses 

participated in more formal educational programmes. However, these sessions were 

limited to updating other colleagues about changes to ENT practice or addressing the 

more complex needs o f  the patient with head and neck cancer.

A patient recently discharged following laryngectomy, was attending the ENT ward 

treatment room for on-going care from the S N C I .

The pa tien t w as a little anxious. The nurse en cou raged  the p a tien t to  slow  

breathe whilst applying  the requ ired  am ount o f  pressu re  on the HM E  

(heat an d  m oisture exchange) over the stom a. The nurse explained “that 

a ir  n eeded  to  be p u sh ed  through the valve to p ro d u ce  voice  ” , The nurse 

reassu red  the pa tien t that learning this technique can be trying a t tim es 

but reassu red  the p a tien t that w ith a little p ra c tic e  it w ill im prove. D ay  

20  SNCI
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A post-operative patient on return to the ward following insertion o f  a nasal pack for 

epistaxis was being instructed by the SN2 on adopting an appropriate position.

The nurse suggested that the patient should lie on one side, slightly 

elevated, with the back rest out. The patient was informed that this 

facilitated breathing whilst the nose was blocked by a pack and allowed 

anything that needs to drain from  the back o f  your throat and prevents 

one from  getting choked up. The nurse instructed the patient to inform the 

sta ff i f  they fe lt a lot o f  draining at the back o f  the throat. Day 6 SN2

The SN2 (a) reinforcing the use o f  nasal medication on discharge 

following functional endoscopic sinus surgery (FESS):

The nurse went to great lengths to teach the patient how to manage their

problems  When to take painkillers  What to expect the slight

risk o f  bleeding and the crusting within the nose. The nurse stressed the

importance o f  cleaning the nose using the sterimar................... The nurse

demonstrated the use o f  sterimar by gently pressing the button and not

ejecting too much fluid.  how important maintaining nasal hygiene

was, how using the saline spray wasn't really uncomfortable but a

strange sensation at the start. When to use nasal medication..........

follow ed two weeks later with a prescribed steroid spray to help improve

the long term problem o f  swelling within the nose  when the

congestion in the nose may subside and the importance o f  the follow  up 

appointment. Day 14 SN2 (a)

Formal educational programmes were infrequent. However, 1 was informed that 

some senior nurses were engaging with their medical colleagues in the provision o f  

formal ENT programmes to update non-ENT professionals about changes within the 

discipline. Additionally, the provision o f  self-care programmes for patients with on

going com plex health care needs was considered by some as a fundamental ENT 

nursing role. These nurses were seen to organise more formal coaching sessions on 

discharge for the patient and their carer. The structure and design o f  these meetings 

centred on their ENT condition and self-care management.
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Discussion with the SN2 (a) regarding ENT information sessions, for non-ENT 

colleagues.

The nurse explained how the problems are increasing associated with 

changes in social habits. I  asked fo r  examples and was told things like 

noise-induced damage, due to ear phones use, or irritation with the ear 

canal. There was an increase in septal perforations and damage due to 

cocaine abuse or nasal irritation. The senior nurse fe lt that highlighting 

changes to practice fo r  other professionals allowed them to at least 

consider these changes. Day 11 SN2 (a)

Educational session held on the ENT ward for the patient and their carers.

The meeting, while in an informal setting, was a formal educational 

session fo r  the patients and their carers ’. This meeting was designed to 

update patients on developments o f  aids fo r  the person with an altered 

airway. The information was provided by a representative from  a 

company specialising in altered airway management. This was followed 

by a series o f  questions and answers. In the main, patients or their carers 

provided answers to questions posed by other patients, giving others the 

benefit o f their personal experience. The meeting was co-ordinated and 

facilitated by the SNCl who regularly directed questions to a particular 

patient or carer. Day 24 SNCl

The sub-category o f educating sees the nurse collaborating with the patient in an 

informal way, and also on a formal basis, albeit less frequently. During the period of 

hospitalisation, the senior nurses were seen to identify the patient’s knowledge 

deficit and to personally address these issues by coaching the patient. The 

information being shared within these encounters was structured in such a way as to 

encompass an identified need. Nurses also employed a more formal format to 

collaborate with the expert patient, representative from a company, or an allied 

health professional, to address the multifaceted needs o f the ENT patient. A myriad 

o f factors were seen to converge, expert knowledge, an understanding o f ENT 

conditions, ameliorated by the enthusiasm and the ability o f the senior ENT nurse to 

organise these sessions, and were all underpinned by the resources at their disposal.
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7.3.3.2 A collaborator: Empowering

Nurses were seen in discussion with the individual patient working with them in 

order for the patient autonomously to take control of their ENT condition. By 

increasing the patient’s knowledge and understanding o f their ENT condition, 

treatment options and risk factors, the senior nurse was attempting to empower the 

patient. This sharing of information sought to facilitate the patient in taking control 

and to make informed decisions regarding possible choices for ENT health. The 

provision of this ENT specific information formed the basis of many informal 

conversations between the senior nurse and the ENT patient.

The SN1 was discussing the possible reasons for their hoarseness.

The nurse explained to the gentleman that he could help himself by giving 

up the 'fags' and reducing his alcohol intake...ref erring to how the throat 

doesn't like smoke and alcohol and that excesses o f  these can irritate and 

lead to minor or major problems. Day 18 SNl

A SN2 was discharging a patient following micro-suctioning of the ear.

Prior to discharging the patient the key areas o f  ear care were 

reinforced. The patient was advised about keeping the ear dry, using ear 

plugs while washing and swimming. The nurse reminded the patient to 

place nothing in the ear that might interfere with the natural cleaning 

mechanism Day 5 SN l (a)

The senior nurses, on recognising the patient’s difficulties, would collaborate with 

the patient on how to manage their individual problem and where necessary would 

work with the patient to promote independence in the provision of care.

The senior nurse was advising a patient to self-care, this patient had a tracheostomy 

for an obstructed airway and was not complying with treatment.

The nurse explained that this little cap (the heat and moisture exchange 

device) with the sponge on it would help to moisten the wind p ipe and 

trap the warm moist air coming from  the lungs and that to always wear it 

when up and about walking round the ward. The nurse explained that it
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also helps to keep the secretions loose so that one can cough them up and 

that they wouldn't have to use the suction machine. Day 20 SN2

During the administration o f IV (intravenous) antibiotics to a patient with tonsillitis 

the SN2 discussed the importance o f diet and chewing in the recovery.

The nurse whilst setting up the infusion, asked the patient about pain  

levels, making reference to medication given half an hour ago. The 

patient was comfortable and this allowed the nurse to ask about their 

diet. The patient referred to not having much o f  an appetite, the nurse 

advised the patient that the infection and the tenderness within the throat 

would contribute to this. The nurse explained that taking regular pain 

medication allowed one to eat. We need nutrition to repair after an 

infection. With tonsillitis the more we swallow and chew food  the more 

exercised the muscles and tissues become and the throat returns to 

normal more quickly. Day 32 SN2 (a)

These activities of the senior ENT nurse were designed to provide the ENT patient 

with information on which to base a decision about their ENT health. While 

ultimately the decision was the patient’s, the explaining and clarifying o f the ENT 

condition and its treatment was considered the ENT nurse’s role. This imparting o f 

ENT-specific information sought to assist the patient in taking an element of control 

over their ENT health and wellbeing. These interactions were informal discussions 

that addressed particular problems such as a knowledge deficit regarding the 

patient’s specific ENT condition or an inability to manage their ENT health. For the 

most part, these nursing activities were informal. Some nurses, however, were 

particularly interested in promoting a concept o f continuity of ENT care. To ensure 

the ENT patient was capable of maintaining their own health care, some senior 

nurses were actively involved in the development o f patient information leaflets. 

These leaflets were specifically designed to provide on-going advice for specific 

ENT conditions.

Discussing advice leaflets, the SNC2 referred to the S N C l’s dedication to provide 

information leaflets for all ENT conditions.
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The SNC2 advised me that the SNCJ was keen to develop information 

leaflets; they had developed ones on thyroidectomy, tonsillitis and ear 

care themselves in consultation with the staff They had obtained 

information leaflets developed elsewhere and sought the institution’s 

permission to use them. Day 26 SNC2

Discussing the use of information leaflets with the SN2 (a)

This nurse informed me that as part o f  a group they had developed 

information leaflets on: nosebleeds, and the instillation o f  drops in the 

nose and the ear, they also developed ear care leaflets and another one 

on caring fo r  your ears when flying. The nurse fe lt these leaflets were 

important because often in day to day outpatient practice, they were so 

busy they did not directly interact with the patient. Sometimes, 

unfortunately, the patient doesn’t even get to see the nurse. So if  they get 

an information leaflet, usually given by the doctor, you feel that at least 

they get some idea o f  how to care fo r  themselves. Day 7 SN2 (a)

Within the sub-category of empowering, some senior nurses were seen to collaborate 

with their patients, thus facilitating an understanding of their ENT health and 

enabling the patient to make decisions. A simple question from the patient or an 

observation of the patient’s demeanour was seen to signal an opportunity for the 

senior ENT nurse to discuss aspects o f their ENT care. Whilst engaging in these 

discussions, senior nurses were seen to tailor the information to the individual’s 

need. The information being shared was designed to illuminate aspects of the ENT 

patient condition with which they were unfamiliar, or aspects of their care that was 

identified as a concern. In discussion with the patient and the conveying of specific 

ENT information sought to enable the patient to take control of their health and 

facilitated making an informed choice.

The category of the ENT nurse as a collaborator with the ENT patient explored the 

senior nurse’s role in educating and empowering the ENT patient. The key difference 

within the two identified sub-categories is the structure of the information. Within 

the category of educating the senior nurse was seen to interact with the patient to 

provide information to address a knowledge deficit about their ENT condition.
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Whereas, when the senior ENT was empowering the ENT patient the information 

being shared was designed to facilitate raising awareness to the person’s ENT 

condition and taking control of their ENT health. The distinctions between 

instructing and raising awareness were both designed to assist the ENT patient in 

making an informed decisions about how to manage their ENT health.

7.4 Conclusion to the core role of the ENT nurse

It was noted throughout this phase of the study that all nurses working on this virtual 

ENT ward cared for ENT and non-ENT patients alike and provided general nursing 

care to all patients. However, this study sought to refine and distinguish the activities 

that were unique to ENT nursing. Key aspects to this uniqueness were identified 

through focusing the observations on the activities of the senior ENT nurse as 

opposed to the junior or less experienced ENT nurse. The data became organised 

around two themes which were the ENT nurses activities of assessment and the 

actual practice of ENT nursing. The theme of assessment and the categories of 

seeking information and monitoring that emerged from within the data draws 

attention to the way in which the experienced ENT nurse sought ENT specific 

information and evaluated the ENT patient throughout their period of hospitalisation. 

The theme of practice was constructed from the categories of an advocate, a support 

and a collaborator. These categories that emerged from within the data 

acknowledged the senior ENT nurse using their knowledge and experience of ENT 

nursing to organise the patient’s environment or to speak out on their behalf when 

necessary. The practical aspects of being a support to the ENT patient recognises the 

ENT nurse role as knowing when and how to, inform, reassure and advise the ENT 

patient on elements of their ENT condition. The category of being a collaborator 

appreciates the ENT nurse’s ability to join forces with the patient in teaching and 

raising consciousness about their ENT condition to facilitate the ENT patient in 

taking an element of control of their ENT health.
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Chapter 8 Second phase data findings: Refocusing the lens to 

contextualise the role of the ENT nurse

8.1 Introduction: Factors that affect the efficacy of the ENT nurse’s role

Two themes emerged from within the data that affected the efficacy o f  the ENT 

nurse’s role. These two themes were divided into processes that were seen to be 

neutralising and facilitating ENT nursing practice (Figure 8.1). The categories that 

constitute the theme o f neutralising factors were considered influential in rendering 

the daily ENT nursing role as less effective. These categories include "non-ENT 

nursing", “devaluing ENT nursing” and "non-nursing duties” . The themes of 

facilitating the activities o f ENT nursing were those that support and promote the 

role o f the ENT nurse. The categories for this theme encompass “experienced 

workforce,” “focusing on ENT nursing” and “pursuing knowledge” amongst the 

ENT nursing community o f this department.

Figure 8.1 Factors neutralising and facilitating the role of the ENT nurse
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8.2 Factors neutralising ENT nursing practice

During the period o f observation I could see that there were forces militating against 

the nurses’ ability to practise ENT nursing and render the role less effective. The 

exigencies o f the hospital frequently necessitated that the ENT nurse assume a more 

generic nursing role. As a consequence o f these needs there were times where I 

found it difficult to distinguish the specific ENT nursing roles from those o f general 

nursing practice. The prevalence o f general practices was seen to weaken, attenuate, 

and devalue the practice o f ENT nursing, and emerged as the theme o f “neutralising
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ENT nursing practice” (Figure 8.2). The categories of, caring for the non-EN T 

patient (non-ENT nursing), devaluing ENT nursing and engaging in non-nursing 

duties demonstrated a diminution in the practice o f  ENT nursing within service 

delivery.

Figure 8.2 Factors neutralising ENT nursing practice
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8.2.1 Neutralising factors: Non-ENT nursing

When caring for the non-EN T patient the activities o f  the EN T nurse were consumed 

with the provision o f  more generalised nursing care. The amount o f  time that the 

ENT nurse would spend with the non-EN T patients during an interaction was viewed 

by many senior nurses as longer than the time being spent with the E N T patient. This 

category embraces four subcategories o f  nursing activities that were seen to reduce 

the exclusivity o f  ENT nursing within this ward: diminished exposure to EN T 

patients, organising accommodation for non-ENT patients, the differing dependency 

levels o f  non-EN T patients and the provision o f  continuity o f  care for non-EN T 

patients.

8.2.1.1 Non-ENT nursing: Diminished exposure to ENT patients

During the first phase data collection all designated ENT departments were identified 

as caring for some “non-EN T” patients as well. During the second phase o f  data 

collection, however, E N T nurses were regularly seen to be caring for a num ber o f  

non-ENT patients on a daily basis. 1 seldom observed consistency between the
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number of designated ENT beds and the number of ENT patients on the ward. The 

increasing numbers of non-ENT patients being cared for resuhed in Umited exposure 

to ENT nursing. Indeed, the constant need to re-configure the ward resulted at times 

in experienced senior ENT nurses caring for non-ENT patients exclusively. These 

data collected during the first and second phases of the study suggest that the 

reorganisation of ENT services had impacted on the availability of ENT beds. On 

average, the number of beds available for management of patients with ENT 

conditions had dropped by 10 beds. The number of ENT patients being cared for on 

the virtual ENT ward throughout the observational period ranged from a minimum of 

4 to a maximum of 10 with an average of 7 ENT patients on a daily basis (Appendix 

23).

The opinions expressed by the more senior nurses were, that the care being provided 

to the ENT patient was predicated upon ENT bed availability. It was suggested that 

in the past they would have cared for more ENT patients and gained more ENT 

nursing experience. This shifting balance in the allocation of ENT beds is viewed as 

diminishing their exposure to ENT nursing.

Discussing the reduction in the number of designated ENT beds with a SNCl;

The nurse expressed sadness regarding the ENT ward. Making reference 

to the past where they had worked on a large ENT ward, where they 

regularly carried out a lot o f  routine ENT work. The numbers o f  beds 

available fo r  ENT patients are now dramatically reduced to less than 

half. All o f  the paediatric ENT work which was previously carried out on 

their ward has been transferred to the paediatric ward along with some 

experienced ENT nurses. This downgrading o f  the ward has resulted in a 

daily struggle to get ENT patients in to ENT beds. Day 11 SNCl

Many nurses felt that there was a lack of prioritisation of ENT patients nationally and 

this has resulted in cutbacks and ward closures curtailing ENT services.
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During the introductory period to the study a discussion was held with a SN C l:

Within the hospital the designated ENT ward caters mainly fo r  head and 

neck cancer patients. Currently very little routine ENT treatment was 

carried out; occasionally they get ENT emergencies i.e. Quinsy, post 

tonsillectomy bleed. ENT care very much depends on bed availability as 

the ward is shared with other disciplines. This nurse explained that some 

o f the routine cases are being carried out as day cases or in the five  day 

unit. Occasionally, complicated cases or those ENT patients who need to 

stay longer in hospital cannot always get a bed in this ward and were 

being sent anywhere fo r  accommodation purposes. Day 1 SNCl

Some senior nurses felt that the current organisational changes coupled with the 

diminished exposure to ENT nursing practice was having a detrimental effect on 

their practice and the future development o f ENT nursing.

Notes from an informal group discussion over lunch amongst three senior ENT 

nurses showed:

The nurses synopsised what working in ENT nursing currently means: 

being called upon to help out on any ward that needs help; no continuity 

o f ENT patient care; no opportunity to concentrate on developing a 

specialist nursing interest or develop skills to care fo r  this particular 

patient group. The nurses expressed concern fo r  the future, on the 

diminishing exposure to ENT practice and the lack o f  dedicated ENT  

nurses. These nurses raised the question as to “why would any nurse 

want to work in ENT under these circumstances Day 18

In the discussions with senior nurses it was highlighted to me that there were 

concerns about the effects o f diminishing patient numbers on the practice o f ENT 

nursing. This dilution o f exposure to ENT practice was impacting on nurses attaining 

concentrated experience and knowledge of ENT nursing in particular amongst their 

junior colleagues. Currently, senior ENT nurses were seen to have knowledge and 

experience o f ENT nursing, albeit gained from past exposure that was assisting in the 

provision o f appropriate care. Concerns were expressed about the impact o f  

dwindling ENT patient numbers being cared for in mixed wards and the future
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development of this discipline. Ultimately, they felt that the impact of these fiscal 

decisions will not be evident until the fijture, when ENT patients are being cared for 

by less experienced or less knowledgeable ENT Nurses.

8.2.1.2 Non-ENT nursing: Organising accommodation for non-ENT patients

The senior ENT nurses explained that the mechanisms to accommodate non-ENT 

patients in the ENT ward were complex. This was due to the nature of many ENT 

conditions and the normal commensals that inhabit the ENT systems which may 

contaminate the conditions of patients from other disciplines. Within the ward 

environment, to avoid contamination, potential problems and to maximise patient 

safety, senior nurses were seen to re-configure beds to facilitate the mixing of ENT 

with non-ENT patients.

An SN2 (a) was explaining the difficulties of accepting non-ENT patients into the 

ward:

The nurse went on to explain that nobody, [management] seems to be 

aware o f  the time it takes fo r  the nurse to bring about a change in the 

ward configuration to accommodate a non-ENT patient. There were 

problems mixing male with fem ale patients, clean with dirty, young and 

old and ENT with non-ENT patients in the same section o f  the ward. The 

changing o f  the ENT ward wasn't as simple as Just accepting a non-ENT 

patient. It was suggested that the nurse [accepting the patient] needed to 

know what cases can be housed with ENT (as ENT is a very ‘d irty’ 

speciality). Failure to recognise the importance o f this will result in 

additional unnecessary work fo r  the ENT nurse. Day 16 SN2 (a)

This activity was seen to be tacitly accepted by all of the ENT nurses and was 

repeatedly identified within the data. As a consequence of admitting the ENT patient 

the nurses had to consider the age profile, infected and non-infected status and the 

mixing of genders. Accommodating the non-ENT patient added to the complexity of 

this process and was seen to be a time consuming activity.
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The SN2 (a) making reference to the complexities of mixing ENT with non-ENT 

cases:

We w alked out o f  the cubicle and the nurse to ld  me that they were getting  

a non-ENT pa tien t into that cubicle. The nurse expressed re lie f because 

the E N T patient, in the cubicle, was not considered a “dirty ENT case  ”

[n o t actively infected] which meant they would not have to reconfigure 

the whole ward. D ay 1 7 SN2 (a)

Senior nurses recognised that all patients attending the hospital required 

accommodation. There was an expectation of the need to move beds to accommodate 

non-ENT patients. Conflicting opinions were expressed concerning the moving of 

beds to accommodate non-ENT patients when ENT patients were being 

accommodated elsewhere in the hospital. Whilst this practice was accepted by the 

ENT nursing staff some senior nurses felt it was a complete waste of resources.

The SN2 (a) was observed explaining the accommodation problems to an ENT 

patient:

The nurse advised the EN T pa tien t (who was being adm itted f o r  m icro

laryngoscopy the next day) that there would be a delay as they needed to 

source a bed  in the hospital. On the w ard  the nursing staff, were moving  

beds a t the time (to accom m odate a post-opera tive  non-ENT patient). 

D a y 2 7 S N 2 (a )

The SN2 was mainly caring for non-ENT patients on the ENT ward:

The SN2 (b) was working in essentially a non-ENT nursing cubicle except 

fo r  the gentleman who had a sensory-neural hearing loss [w ho was 

relatively se lf-ca r in g . This nurse wasn't very happy working with these 

non-ENT patients, fee lin g  that as a qualified EN T nurse it was not such a 

good  use o f  resources. D ay 20 SN2

8.2.1.3 Non-ENT nursing: Dependency levels o f non-ENT patients
This sub-category refers to the activities of ENT nurses that relate to the higher 

dependency levels of non-ENT patients. The nurse’s interactions wdth the non-ENT 

patient often necessitated a higher priority over the needs of the ENT patient and
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were commensurate with greater physical dependence on nursing time. This was 

often coupled with the need for more than one nurse to ensure that the non-ENT 

patients’ needs were being met.

The SN 1 (a), while working with the ENT patient

The nurse [after removing an IV  bung] was trying to talk to a young man 

who had tonsillitis. However, their attention was drawn toward a rather 

confused gentleman on the ward. The nurse apologised to the young man 

with tonsillitis referring to the urgent need to attend to this patient. The 

nurse asked the ENT patient to hold on whilst she dealt with the confused 

patient. [The nurse very quickly disposed o f the IV  bung in the hazardous 

waste bin.] The nurse took hold o f  the patient’s arm and they walked 

together out on to the corridor. This gentleman was very confused and 

rambling continuously. The SN l (a) was trying to focus his mind on 

normal things like asking questions but, the patient was reluctant to 

engage. The SNl highlighted how time-consuming caring fo r  a medical 

patient such as this can be. Day 31 SN l (a)

The ENT nurses were getting a very ill medical patient out o f bed

The nurse was pointing out to the SNCl the impossibility o f getting a 

medical patient out o f  bed. However, the SNCl fe lt there had to be a way 

round this and wondered i f  all the nursing sta ff helped [four ENT nurses] 

that they could assist the patient in sitting out. It took all the nurses that 

were on duty [I  was asked to help hold some drains] to get this patient 

out o f  bed and sitting up in a chair. The patient thanked everyone fo r

their help A short time later whilst the SNCl was dealing with a

post-op patient who had a laryngectomy, the patient was requesting to 

return to bed. Day 24 (The nursing team on the ward)

Assisting the non-ENT patient, at times required the nurse to leave whatever they 

were doing to attend to the non-ENT patient or assist a colleague in the patient’s 

care. The rapid turnover o f ENT patients resulted in ENT ward beds being empty and 

available for ‘out o f hours’ non-ENT emergencies. Many o f the non-ENT patients 

requiring an emergency bed on the ENT ward were acutely ill and physically
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dependent upon the ENT nurses’ time. These dependency levels of the non-ENT 

patients were seen to impact on the ENT nurses’ ability to carry out their ENT 

nursing activities.

8.2.1.4 Non-ENT nursing: Facilitating the medical care fo r the non-ENT patient 

Facilitating the medical care for the non-ENT patient was disruptive and interrupted 

the normal flow of ENT nursing. The primary disruptive factor being the need for the 

ENT nurses to attend several medical ward rounds for a myriad of disciplines whose 

patients were being housed on the ENT ward as this was seen to punctuate their 

work. The ENT nurses need to admit, discharge or transfer an ENT patient to theatre 

was often disturbed by the presence of non-ENT medical staff on the ward. While 

many of these ward rounds occurred in the morning, at times they were seen to occur 

throughout the day or into the evening and were dependent upon the daily routines of 

the particular consultant caring for the non-ENT patient. Furthermore, a lack of 

familiarity with the particular medical teams and treatment protocols in caring for the 

non-ENT patient often resulted in considerable amounts of time being spent locating, 

contacting and interacting with the various team members to ensure the appropriate 

care for that particular patient was being provided.

While trying to organise the care of ENT patients the SNCl was interrupted.

A ju n io r doctor called to the office door and the S N C l (a) was asked to 

attend [one oJJ the m edical w ard rounds as there were seven m edical 

patien ts on the w ard under the care o f  several different consultants.

There were respiratory, endocrinology and m edical oncology pa tien ts on 

the W ard D ay 31 SN C l

The SN2 was discussing ward routines with me:

The SN2 (a) while discussing w ard  routines informed me that . . . .  i f  you  

have M edical, Oncology, O rthopaedic etc.... the care may be more 

ph ysica l and routines are adjusted accordingly; f o r  example, “last w eek  

we had a very sick m edical oncology pa tien t who was on reverse barrier  

nursing and any intervention was very time consuming as a least two 

nurses were involved in their care D ay 30 SN2 (a)
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Many of the nurses were suggesting that the non-ENT patient was more demanding 

of the physical nursing time often requiring more than one nurse to care for an 

individual patient. The staffing levels on the ENT ward were designed to 

accommodate the rapid turnover and flow of surgical cases where the nursing 

intervention was limited to one nurse. This category of caring for the non-ENT 

patient on the ENT ward (non-ENT nursing) had a significant impact on the ENT 

nurses’ ability to provide ENT nursing care. The diminished exposure to ENT 

patients was viewed as undermining the ENT nurse’s ability to practise ENT nursing. 

The organisation of accommodation for the non-ENT patient was a complex process 

that absorbed the nurses’ time. The dependency levels of the non-ENT patients were 

often much greater than those of the ENT patient and out of necessity were 

prioritised. Facilitating the medical care of the non-ENT patient on the ward and lack 

of familiarity with the medical teams resulted once again in time constraints.

8.2.2 Neutralising factors: Devaluing ENT nursing

Throughout the observational period the predominance of general nursing practice 

within the daily routines of the ward resulted in a lack of distinction about the 

practice of ENT nursing. Concerns were highlighted by senior nurses that “others”, 

non-ENT nursing colleagues and management, viewed the practice of ENT nursing 

as of lesser significance to that of general nursing within the service delivery. The 

category of ‘devaluing ENT nursing’ surfaced and highlighted situations where there 

appeared to be a lack of recognition and importance attributed to the opinions and 

practices of ENT nurses.

This was the designated ENT department for the hospital, yet at times it could be 

seen that the nurses’ opportunity to specialise in ENT nursing practice was being 

curtailed. These limitations relate to the ENT nurses’ inability to control the 

throughput of ENT patients thereby reducing exposure to the ENT patient. This was 

coupled with a lack of understanding of the needs of the ENT patient and an 

appreciation of the ENT nurse’s role in service delivery. The sub-categories that 

constitute the category of devaluing ENT nursing included; “disempowering the 

ENT nurse”, and “eroding the need for ENT nursing”.
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8.2.2.1 Devaluing ENT nursing: Disempowering the ENT nurse 

Within this sub-category I could see circumstances where the ENT nurses’ ability to 

provide ENT nursing to patients was not always within their sphere of control. The 

admission of an ENT patient to designated beds, within an ENT ward was not the 

responsibility of the senior nurse in-charge. The allocation of beds within the ENT 

ward was an executive decision based on the overall demand for beds within the 

hospital. Telephone discussions between hospital management and the ENT nursing 

staff were seen to occur regularly. These consultations however, were limited to bed 

availability and the medical prioritisation of ENT patients and were not necessarily 

synonymous with the ENT patient being admitted to the ENT ward. The ENT Nurse 

would regularly be advised by management of which patients would be admitted to 

the ward. This process of prioritisation was, at times, seen to disregard the opinions 

of the ENT nurses and some of the patients being admitted would not necessarily 

require the specialist skills of ENT nursing.

The nurse in charge was attempting to admit an ENT patient for surgery the next day:

SNCl was in the office on the telephone, the nurse was explaining to the 

management that they could not cancel admission o f this patient. [The 

nurse had been told that there were no beds available]. The nurse 

continued to explain that this patient had been cancelled before and that 

the person could have a serious ENT condition and needed to be admitted 

today [The nurse tried to rationalise bed occupancy on the ward] 

explaining that they had five non-ENT cases on the ward and were trying 

to accommodate the three ENT cases from outlying wards. The ENT 

nurse was suggesting that the non-ENT cases be transferred to the wards 

where the ENT outliers were, one o f  their non-ENT patients was being 

discharged, and they could accommodate this patient. The nurse 

reiterated the importance o f  this admission informing management that 

the ENT doctors were uncertain as to what this patient was suffering 

from  referring to the possibility o f  a malignant condition. [The nurse 

wasn't given permission to admit the patient and was frustrated at the end 

o f the phone call.] The nurse immediately called and informed the 

consultant o f  this decision. Day 32 SNCl
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The senior nurse in charge was trying to organise ENT admissions:

SNC2 informed me that there were two ENT patients one fo r  

tonsillectomy and the other fo r  septoplasty in the day Ward. This nurse 

was in the process o f  trying to secure accommodation fo r  these two 

patients on the ENT Ward, post-operatively. Concurrently, the nurse was 

trying to get a bed fo r  a patient who required a node biopsy, [ who had 

previously been cancelled],

I  asked what happens i f  they cannot accommodate these patients on the 

Ward... I  was informed that they will be accommodated in a bed in other 

parts o f  the hospital [this seems illogical to me as there were non-ENT 

patients currently on this ward] Day 30 SNC2

A senior nurse was transferring an ENT patient post anaesthesia, to the ENT ward.

. . . .A post anaesthesia patient who has a thyroidectomy was returning to 

the ward [admitted previously to another ward pre-operatively despite 

non-ENT patients currently on the ENT ward], I  asked the nurse why this 

was the case and the nurse replied; “Bed management” [eyes averted 

towards the sky]. Day 26 SNl (a)

I could see that senior ENT nurses were endeavouring to get ENT patients admitted 

to ENT beds but they were not always successful in their attempts to influence the 

admission of ENT patients directly to the ENT ward. The opinion of senior nurses in 

rationalising the access of designated ENT beds by ENT patients was at times 

disregarded. Further acknowledgement of this lack of ability to influence the ENT 

patient being cared for by ENT nurses was noted when nurses had to defer to the 

authority of their ENT medical colleagues to intervene in the decision making 

process. The lack of attention that was being paid to the opinions of senior ENT 

nurses was viewed as diminishing their authority in the provision of specific care for 

this particular patient group.

S.2.2.2 Devaluing ENT nursing: Eroding the need fo r ENT nursing 

The data that forms the subcategory of eroding the need for ENT nursing as 

illustrated in Figure 8.1, was taxonomically further subdivided into two groups. The 

process of eroding the need for ENT nursing was based on misunderstandings about
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the needs of the ENT patient and the role of the ENT nurse in service delivery. As 

previously reflected within the data, the senior nurses’ interaction with ENT patients 

addressed the more specific difficulties associated with sensory and motor 

disfunctionality of the ENT system, whereas, the more junior or non-ENT nurse 

tended to focus on the generic aspects of the patient’s care. With the exception of the 

patient with head and neck cancer the ENT patient’s hospital stay was of short 

duration. The physiological changes occurring as a result of the ENT patient’s 

condition and treatment had a relatively minimal impact on the patient’s ability to 

mobilise. As a consequence the senior ENT nurse recognised the need to spend time 

facilitating self-maintenance for the ENT patient in order to optimise care following 

discharge.

The further divisions within this subcategory highlighted the widely held opinions of 

senior nurses’ that non-ENT nurses misunderstood the needs of the ENT patient and 

the need for ENT nursing. Consequently, these misconceptions were contributing to 

the gradual attrition of ENT nursing within service delivery. Many senior ENT 

nurses felt that non-ENT nurses were unaware of the specialist requirements for the 

ENT patient, and their need for appropriate care was not being prioritised within the 

system. Assessing ENT patients solely based on general nursing principles neglected 

the unique difficulties the ENT patient encounters. Furthermore, these perceptions 

failed to recognise the need to invest nursing time and expertise in managing the less 

evident disabilities associated with this patient group.

8.2.2.3 Eroding the need for ENT nursing: A lack o f  appreciation o f ENT patient 
needs

Within the wider hospital community, the ENT patient was acknowledged to have 

low physical dependency levels and a shorter hospital stay. Many senior ENT nurses 

refer to the ENT patients as having a scheduled procedure or emergencies and 

throughout their hospital stay their mobility status was mainly unaltered. Generally, 

ENT patients are self-caring in aspects of their activities of daily living and their 

dependency levels on general nursing time is low. Many ENT nurses felt their non- 

ENT nursing colleagues were too reliant on generic measures to assess patient need. 

Concerns were expressed that this was misreading the need for specialist ENT 

nursing care.
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Discussing ward routines with the senior nurse in charge

The nurse explained that much o f  the ENT work is scheduled and for the 

most part involves a short hospital stay except fo r  emergencies and major 

head and neck surgery. Many patients can be admitted the day o f  their 

surgery... And may go home the next day and come back to the clinic fo r  

follow-up. Day 16 SNC2

An informal conversation with a senior nurse

The nurse referred to the ENT patient being encouraged to care fo r  

themselves after the operation... to be mobile straight away... “Even the 

head and neck cancer patient is out o f  bed with all drips and drains 

attaching to them ”. Day 37 SN2 (b)

In discussing the prioritisation o f  the ENT patient with a senior nurse reference was 

made to the ENT patient as being 'invisible' in many respects.

The nurse referred to working on a urology and ENT ward in another 

country and fe lt the urology patients always took precedence over the 

ENT patients. “One was always conscious that drips or catheter bags 

need changing fo r  the urology patient, as a nurse, you were busy 

watching drips and irrigations recording flu id  balance. The technical 

aspects o f caring fo r  the urology patients took up so much o f  your time 

and unfortunately the ENT patient just seems to fade into the 

background". Day 38 SNCl

At times this resulted in ENT nurses being sent to work in other wards within the 

hospital.

The nurses described a love o f  working in the ENT ward but fe lt that 

many ENT patients were considered the “walking wounded” and were 

often considered a “lowerpriority” [to others within the system]. As an 

ENT nurse they were frequently asked to work in other areas where they 

fe lt less competent. Day 6 SN2 (b)
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The surgical management of ENT conditions required patients to be transferred 

between theatre and the ward. Possibly a more implied aspect to this lack of 

understanding about the needs of the ENT patient was the location of the ENT ward, 

which was a considerable distance from the allied services within the hospital and 

consequently absorbed a considerable amount of nursing time during the transfer 

process. The complement of staff remaining on the ward was also substantially 

reduced.

A senior nurse was transferring an ENT patient to theatre for review of tracheostomy

On our return to the ward I  was discussing with the SN l (a) about the 

length o f time we were away from  the ward [45 minutes].... The SNl (a) 

acknowledged that this was a huge problem because theatre was so fa r  

away from  the ward. I f  the ward is busy [many patients with an altered

airway or a very sick non-ENT patient]  As the nurse you are always

worried about the ward being left without sufficient staff. Day 25 SNl (a)

The ward was busy due to the acceptance of three non-ENT patients and the SNC2 

(a) being required to attend a meeting.

The nurse referred to being busy not having time to talk. Jokingly (I 

think) the nurse asked me if  I  could collect a patient from theatre fo r  them 

as they did not have time to collect the patient, as there is nobody to 

cover the ward. [It was lunch time and one o f  the ENT nurse’s was 

helping out on another ward]. D ay 40 SNC2 (a)

The considered opinions of senior nurses were that others and non-ENT personnel, 

did not understand the needs of the ENT patient. This belief was based on the view 

that ‘others’ tended to judge the ENT patients’ needs for admission, treatment and 

discharge on the non-ENT nursing assessments. The misreading of the rapid turnover 

of the ENT patient and their ability to mobilise for the most part of their 

hospitalisation failed to recognise the more unique supportive needs for this 

particular patient group. The location of the ward resulted in the transient depletion 

of ENT nursing time conveyed a certain lack of appreciation about the surgical care 

needed for the ENT patient. References made by senior nurses suggested that the
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misunderstandings of the needs of the ENT patient focused one’s attention on 

generic parameters as opposed to the subtle needs of the ENT patient.

S.2.2.4 Eroding the need for ENT nursing: A lack o f appreciation o f  ENT nursing

Several senior nurses referred to a lack of insight amongst non-experienced ENT 

nursing colleagues into the value of ENT nursing. At times, this lack of appreciation 

was an implied reference where senior nurses felt the focus on general nursing 

engulfed the practice of ENT. The focus on general nursing at times was seen to be 

necessary to ensure service delivery for the mixed patient profile on the ward. There 

were times where this unique contribution of ENT nursing was being disregarded, 

and failure to recognise this role has resulted in detrimental effects on the patient. 

Throughout the period of data collection there were many circumstances and 

discussions that denoted a lack of awareness of the role that ENT nurses in service 

delivery. Within this subdivision of data senior nurses communicated to me that non- 

ENT colleagues within the organisation appear not to understand the inimitable role 

of the ENT nurse. This was perceived as a lack of value for the ENT nursing service 

within the wider hospital community. This inherent lack of appreciation for ENT 

nursing placed a lower priority on ENT nurses in terms of service delivery.

The senior nurses felt that non-ENT nursing colleagues were of the opinion that 

anyone can care for the ENT patient.

During a discussion one Senior Nurse held the opinion that:

“Management feels that anyone can look after an ENT patient They 

suggest that you do not need any specialist skills to care fo r  someone 

with a swallowing disorder, a problem with communication or having 

had surgery to your airway Day 12 SN2

SNl (a) was referring to a patient with otitis externa who had attended the ENT 

treatment room for micro-suctioning and was being cared for in an orthopaedic ward.

SN l (a) highlighted that this lady was improving but was a classic 

example o f someone needing to be looked after in an ENT Ward. This 

lady was being cared fo r  in an orthopaedic ward, and the basic nursing
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care was being addressed, she was getting her medication and vital signs 

were recorded. ...The nurse fe lt that other nurses who do not have 

experience in ENT may not be aware o f  the subtleties o f  ENT nursing 

where issues such as communication difficulties, aural hygiene and the 

complications o f  otitis externa need to be addressed. Day 23 SN l (a)

Additionally, it was felt that others within the system seek the knowledge o f the 

experienced ENT nurse in circumstances where the patient is compromised. 

A SN 1 made reference to dealing with a paediatric case where the child had returned 

to the treatment room, with bleeding following a tonsillectomy.

The nurse referred to a child who had attended the treatment room. The 

child had been discharged the previous week from a paediatric ward,

following tonsillectomy there was no reference to the child’s ability to

eat or drink on discharge. The child had returned to the treatment room 

with substantial bleeding. The nurse mentioned to me that the mother 

had informed the treatment room nurse that the child was not eating or 

drinking following discharge. The nurse suggested to me that reinforcing

this information prior to discharge........ was fundamental to ENT nursing.

Day 28 SNl

The ENT nurses felt that the time required to communicate on-going care to patients’ 

and their carers’, in particular post-discharge advice is an aspect o f the ENT nurse’s 

role that is often overlooked by management. 

A discussion with the SN2 (b) following discharge o f a patient who had Functional 

Endoscopic Sinus Surgery (FESS).

This nurse fe lt that the ENT patient needed time, when someone has an 

ear nose or throat problem, they don ’t usually need pressure area care, 

or help with mobilisation; they do however need education, because they

are in hospital fo r  such a short period o f  time ‘Giving them

instructions or demonstrating how they administer medication takes time 

especially when they can't hear or talk to you or asking someone to eat
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when they have a throat infection or ju s t had a tonsillectomy. ’ D ay 14 

S N 2(b)

The ENT nurses appeared to have internalised aspects of ENT nursing care and when 

questioned about the care viewed this as part and parcel of the care that the ENT 

patient needed. This was not necessarily acknowledged or labelled as care essential 

or unique to ENT nursing. One could reasonably suggest that experienced ENT 

nurses were making a subtle difference to the ENT patients’ management. This was 

not always articulated or highlighted as a distinct contribution to the service. It was 

apparent that ENT patients were being benchmarked with other patients according to 

the demands of the hospital as a whole. The ENT nurses would argue that this fails to 

recognise the unique difficulties that the ENT patient may present with and the time 

it takes to address those needs appropriately. There would appear to be a lack of 

recognition of the ENT nurses’ experience and knowledge within the system and at 

times that nurses may need to call on the support of medical colleagues to advocate 

on the ENT patients’ behalf.

Discussing ENT nursing practice with the SN2 (a)

They, ‘management ’ don't seem to see where the ENT nurse uses their

knowledge to help the pa tien t take control o f  their ENT condition ..............................

They would suggest that any nurse can look after EN T patients, that you  

don't need any specialised skills o r  abilities to care f o r  this specific  

group   D ay 12 SN2 (a)

Some ENT nurses at times were unable to articulate their unique contribution to ENT 

nursing care. Senior ENT nurses when asked about the specific role in managing the 

ENT patient did not always identify their care as being unique.

I was discussing the care of an epistaxis patient following their discharge from the 

treatment room with the senior nurse. The nurse had spent time discussing risk 

factors with the patient.

The nurse m ade reference to the idea that this was the role o f  the nurse to 

look beyond the problem  and try to take everything into consideration. [ I  

f e l t  that not everyone would know the risk fa c to rs  to epistaxis] D ay 22  

SN C l
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There were senior nurses engaging in more specific ENT nursing practice as opposed 

to general nursing practices, without necessarily recognising it as unique. In many of 

these cases the ENT nurses perceived themselves as interacting with patients in a 

relaxed and informal manner, whereas, I would have seen them provide much more 

holistic, albeit subtle, ENT nursing care.

Within the category of devaluing of ENT nursing, senior ENT nurses felt that using 

generic principles such as length of stay and dependency levels, neglected to 

embrace the complexities of the ENT condition. Oftentimes, these nurses felt unable 

to influence the management of the ENT patient within the hospital. Furthermore, it 

was contended that this disregarded the speciality-specific knowledge required of the 

nurse in the provision of care for the ENT patient. There was an element of 

frustration noted amongst the senior ENT nurses where, despite their speciality- 

specific experience and knowledge, this resource was underutilised in service 

delivery.

8.2.3 Neutralising factors: Non-nursing duties

All clinical nurses to a lesser or greater extent engage with practices that can be 

readily identified as non-nursing. Suffice to say, within the context of this study, 

references within this category are being made to the additional contribution of non

nursing duties in reducing the effectiveness of ENT nursing. Non-nursing practices 

form part of the daily routine of the ENT nurse within both inpatient and outpatient 

settings within the hospital. This subcategory identifies the ENT nurse as carrying 

out secretarial, housekeeping and decontamination of scopes. All of these non

nursing functions were devoid of any specific ENT nursing intervention.

8.2.3.1 Non-Nursing: Secretarial activities

The secretarial activities of maintaining the reliability and currency o f the patient’s 

medical files were frequently seen to be undertaken by the ENT nurses. The nursing 

staff were regularly reading, filtering and updating specific information within the 

patient’s chart. These activities were seen to occur away from the bedside or clinical 

area at the nurses’ station or office. This role was not necessarily designed to 

facilitate nursing but to organise documentation, check for the presence or absence of
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results from requested investigations and was carried out on behalf of others. 

Subsequently, on discovering missing details the nurses would have to establish 

where and when particular investigations was carried out and to whom the report 

may have been sent.

While sitting at the nurses’ station I noted a proforma being used by the nurses:

The nurses explained that the day before they go  through the charts and  

identified what was missing from  them. The nurses com pleted a proform a  

documenting what information was m issing and where they could source 

this information. D ay  7 SN2

This consumed a considerable amount of the nurse’s time and frequently involved 

repeated phone calls to various departments or other hospitals to secure relevant 

information. At times, in particular during the pre-admission period or following 

discharge, for ease of reading many ENT nurses were seen to organize and 

reorganize the patient’s chart. This involved the ENT nurse having to dismantle a 

chart to place a document or part of the file in chronological order.

The SNCl admitting a patient through the treatment room:

The nurse made a phone call to the secretary to ge t this p a tie n t’s chart.

The nurse com pleted the register... and when the secretary delivered the 

chart to the office, the nurse had to reorganise p a r t o f  the chart to 

accom m odate the documentation generated from  the casualty referral 

and the documentation that the doctor had completed. D ay 19 SN C l

A lack of typing skills and computer terminals were also impacting on the nurses’ 

ability to maintain records contemporaneously.

The SN1 completing the admission of a patient for a septorhinoplasty:

While the initial nursing assessm ent had the po ten tia l to be carried  out 

on the computer, however, there is no com puter terminal in each o f  the 

rooms or beside the p a tie n t’s beds. To ensure privacy  fo r  the pa tien t the 

nurse com pleted the care plan  beside the pa tien t and then inputted the
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information previously gathered into the computer. Prior to transferring 

the patient to the ward the nurse reorganised the chart to accommodate 

the details from  the computer. D ay 22 SNl

This process of reorganising and rearranging the patient’s documentation to ensure 

that the data were current and presented chronologically could not be viewed as an 

essential nursing role. These functions were subsumed by the ENT nurse but did not 

involve any observable ENT nursing interaction.

8.2.3.2 Non-nursing: Housekeeping

Within the context of routine activities the ENT nurses were regularly seen to be 

involved in such as; washing, cleaning, stocking and tidying the clinical environment 

that appeared to be akin to a housekeeping role. These activities were being 

undertaken to ensure that the environs of the ward were clean; the routine stock was 

replenished thus minimising exposure to infection and facilitating order for the 

patients. The ENT nurses were seen to spend a considerable amount of time 

housekeeping within the clinical environment. In particular, ENT nurses working 

within the treatment room of the ENT ward and outpatient, in the absence of patients 

were regularly engaging in these activities, especially first thing in the morning and 

after the patient left the clinical area. In the ENT clinic setting nurses would always 

clean and tidy the clinical examination areas, regularly restocking and replenishing 

the generic equipment and materials that the medical staff may require during a 

patient examination. At times due to limited space the nurses had to move equipment 

to accommodate a particular treatment or procedure. Within this context I felt the 

role that the nurse was fulfilling was more like an assistant, rather than a nurse.

The SNC2 was advising me of the routine in the clinical area

The nurse ensures that all the equipment is ready fo r  use, the auriscopes, 

specula, (nasal and aural) gauze swabs, clinical and non-clinical waste 

disposal, alcohol gel, spatula and light sources are ready fo r  medical 

review o f  patients. Day 8 SNC2

Once again these activities did not involve the ENT nurse interacting with the patient 

and the ENT nurses were not providing direct care to the ENT patient. In this regard
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the ENT nurse was seen to prioritise the work of others as opposed to ENT nursing. 

Yet some senior nurses who had gained experience in providing nurse-led services 

elsewhere found this a frustrating aspect of their work. These nurses expressed 

concerns about preparing the environment and cleaning and tidying after others.

The SN2 (a) was preparing for the junior doctor to carry out microsuctioning on a 

patient.

The nurse informed me that "I did this fo r  years m yself when I  worked in 

the UK. It is such a waste o f  resources Day 34 SN2 (a)

Two SN2s were cleaning and making beds in the ward

Each o f the beds were vacant, the beds were stripped and one o f  the 

nurses was washing down the bed with a cleansing wipe specifically 

designed to clean beds. Day 16 SN2 (a) and (b)

While the ENT nurses were regularly seen to be engaging in cleaning and tidying 

practices within the ENT ward, sentiments were expressed that this was inhibiting 

the nurse from providing direct patient care. There were times when the nurse was 

busy with these activities and unaware that the ENT patient needed assistance.

Whilst sitting in the room the SN1 was busy cleaning the clinical area

I could see the doctor attempting to use a nasopharyngoscope on a 

patient. I  overheard the patient ask the doctor a question about the 

procedure hurting. The doctor made reference to it not hurting. I  could 

see that the patient was still uncomfortable, moving in the chair and 

stretching back to avoid the insertion o f  the scope. The doctor was 

continually asking the patient to sit still. Meanwhile, as the patient wasn't 

in the nurse’s direct line o f  vision and was busy cleaning the nurse could 

not see the patient struggling to cope or the doctor trying to manage the 

patient. Day 8 SNl

The subcategory of housekeeping was viewed as absorbing much of the ENT nurses’ 

time and was counterproductive to the practice of ENT nursing. Whilst these
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activities were seen to be necessary for the care of the patient they did not appear to 

be uniquely nursing.

8.2.33 Non-nursing: Decontamination of equipment
The medical assessment of the ENT patient frequently involves the use of a fibre- 

optic nasopharyngoscope to examine the nose, post nasal space, pharynx and larynx. 

This scope has to be rigorously decontaminated following use. Within this facility 

there was no decontamination chamber to accommodate the automated cleaning and 

traceability of the sanitisation of this equipment. Therefore, according to strict 

infection control protocols and to meet hygiene standards this has to be processed 

manually. The decontamination of this equipment and the auditing processes were 

seen to be the responsibility of the ENT nurse. Each scope had a unique identifier, 

once used the event was identified by a number printed on two stickers. One sticker 

was placed in a register that tracks the decontamination of the individual scope. The 

other sticker was placed in the notes of the patient on which the scope was used. The 

register was being used to identify the scope, the patient, the time and the 

decontamination process. The completion of this documentation was the 

responsibility of the ENT nurse.

The SN2 was filling in documentation relating to scope cleaning

The scope cleaning documentation, ID numbers, were being recorded in 

the pa tien t’s chart and duplicated in registers in the clinical area and in 

the cleaning room. The SN l (b) said to me that they were always 

checking and rechecking this to ensure that it was right and correct in 

compliance with the hygiene audit. This nurse fe lt that the process o f  

checking and rechecking is quite time consuming. Day 7 SN l

When the patient left the treatment room the SNl (a) set up the equipment to 

decontaminate the nasopharyngoscope.

Once the clinical area was cleaned the nurse prepared the environment 

fo r  the decontamination o f  the nasopharyngoscope. The scope was 

washed initially with the detergent and enzymatic solution and then 

placed in the cidex and pu t the clock on. I  asked how long the scope was 

in the cidex fo r  and she said 15 minutes. Because the scope has a
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channel, there was a leak test carried out while the scope was in the 

detergent to ensure the integrity o f  the scope. Day 34 SN l (a)

While the EN T nurses recognise the importance o f  decontaminating equipment there 

was also the understanding that this procedure does not necessarily need specialist 

E N T nursing skills to carry this out.

Discussing the role o f  the ENT nurse with an SN2 who suggested:

I f  they had clerical s ta ff to do the bulk o f  administrative work and 

assistant sta ff to do the cleaning and processing o f  scopes nurses could  

oversee this work and facilitate audit. This would fi'ee nurses up to do 

other things. This nurse was o f  the opinion that providing the patient with 

support and advice about their ENT condition was more o f  an ENT 

nursing role which currently they are unable to f  ulfil. D ay 7 SN l

in conclusion, this subcategory o f  non-nursing duties was found to be very much part 

o f  the ENT nurses' daily practice. Many ENT nurses were aware that the secretarial, 

housekeeping and decontamination procedures needed to be carried out to ensure the 

required standards were being met. However, some senior nurses felt that the 

responsibility for these roles should rest with others in the organisation as this would 

allow for more EN T nursing time to provide more specialist care.

8.3 Factors facilitating the role o f the ENT nurse

Recurrent ideas emerged from within the data that were organised into the theme o f  

“ factors facilitating the role o f  the EN T nurse” (Figure 8.3). The categories and 

subcategories that constitute this theme highlight circumstances and references that 

w ere seen to assist the nurse to be actively involved in EN T nursing practice. The 

three main categories that materialised were; “experience, pursuing knowledge and 

focusing on the practice o f  ENT nursing” . Within the category o f  “experience” senior 

nurses were generally referring to their past and to times when the ENT nursing 

interaction’s with the patient were more constant. During many informal discussions 

with senior nurses there was mention o f  greater involvement with EN T patients. 

These interactions were considered by most senior nurses, to be the basis for their
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current practice. Other senior nurses claimed to have gained their experience in other 

countries through contact w ith nurse-led ENT services.

The role o f the ENT nurse was further assisted by nurses building on their ENT 

knowledge to gain a greater understanding o f the practice o f nursing. These data 

were categorised as “ pursuing knowledge” . The subcategories that constitute this 

category highlight circumstances where nurses were seen to glean additional insights 

about the ENT condition and its treatment from the patient, each other and from the 

medical staff. These categories o f experience and pursuing knowledge, observed 

amongst senior ENT nurses were intertwined with other facets from the ENT nurses’ 

behaviour and commentary that were categorised as “ focusing on ENT nursing” . The 

subcategories w ith in this category emphasise the preoccupation that the senior nurses 

had for the discipline o f ENT nursing. This was recognised by their team-working, 

and being loyal to and protective o f ENT nursing practice.

Figure 8.3 Factors that facilitate the role of the E N T  nurse
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8.3.1 Factors facilitating the practice of ENT nursing: experience

Within the category of experience many of the senior nurses, engaging with the 

study, were very famihar with ENT nursing practice. Some of these nurses held ENT 

qualifications such as a Diploma or Higher Diploma in ENT nursing with a small 

minority of nurses holding both qualifications. However, more significant to this 

study were the insights gained from senior nurses, with and without ENT 

qualifications who had experience of working with a myriad of patients with 

different ENT conditions. Throughout my discussions assertions were made by 

senior nurse about their first-hand knowledge of directly caring for ENT patients’. In 

the main, these references by senior ENT nurses were made to the constant contact 

they had with ENT nursing which assisted in their knowledge and skills development 

within this discipline. Primarily, these activities being referred to were in the past 

rather than relating to their current practice.

8.3.1.1 Experience: Past concentrated exposure to ENT nursing

During my discussions with senior nurses, references were continually being made to 

their past contact with the ENT patient. These accounts of their practice both from 

within the ward and other ENT departments, relate to caring for a greater numbers of 

patients with a variety of ENT conditions. Senior nurses reminisced with me about 

these experiences in preference to discussing their current practice. These 

conversations highlighted a period where the senior nurses felt their participation 

with the ENT patient resulted in a greater familiarity with particular ENT condition 

and how to address them. There was also an underlying contention that as ENT 

nurses they had more time and greater opportunities to interact with the patient in the 

provision of direct ENT nursing care. This prior experience was considered by most 

senior nurses as the means by which they were undertaking current practice and was 

constantly being used to inform their ENT nursing care.

During an informal group discussion (in the office) with some of the senior nurses 

they felt that previously they had more of an active role and responsibilities for ENT 

nursing practice. Nurses felt that historically working in the ENT ward meant that 

you would primarily be dealing with the ENT patient.
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Discussing ENT nursing practice with a senior nurse who had worked in ENT for 

over twenty years:

The senior nurse referred to nurses who worked in ENT and those that 

did courses in the past were prepared for the more practical aspects o f  

ENT nursing. The nurse referred to being actively involved in caring fo r  

the ENT patient, dressings, packs, washouts, looking into ears and up 

noses Day 13 SNC2

Whilst discussing a nurse’s past experience o f ENT nursing, reference was made to 

working in another hospital.

The nurse referred to working in a busy ENT unit where they would have 

recovered their ENT patients in the immediate post-operative period. 'The 

nurse fe lt that being prepared and dealing with complications o f  the ENT  

patient's airway, bleeding and dizziness were everyday activities fo r  the 

nurses and this allowed them to pre-empt and discuss problems with the 

patient. Day 18 SN l (a)

Discussing the ENT ward with the SNCl who referred to nursing colleagues’ 

working in the ward

The SNCl informed me that older [senior] nurses within this ward would 

regularly have been exposed to routine ear, nose and throat surgery. In 

the past you learnt what the condition was, what was being done to 

manage it and what to watch out fo r  Day 1 SNCl

Repeatedly nurses expressed the opinion that prolonged exposure to ENT patients 

perfected ENT nursing skills. 

A patient attending the treatment room was having difficulty in swallowing and 

speaking as a result o f severe tonsillitis whilst the doctor in casualty suggested to the 

patient this was the ‘‘worst they had ever seen

The nurse [having looked at the patient’s throat] reassured the patient 

that we will probably be admitting you, that the tonsils are very swollen 

and infected looking. The nurse went on to say that; “unlike the doctor in
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casualty I  have seen a lot worse in my 20 years o f  working on this ward 

and we will be able to take very good care o f  you Day 33 SNI (b)

Nurses were seen to assess the patients and apply previously acquired knowledge to 

the situation in an attempt to address specific concerns of the ENT patient. Other 

nurses referred to having gained their knowledge by concentrated exposure and 

active involvement in ENT nursing services in other countries.

A senior nurse was referring to experience gained in the United Kingdom (UK)

This nurse explained that they had worked in a big unit in the UK this 

was both ENT and Max Fax [Maxillo-facial] nursing. They had a lot o f  

experience o f working with patients who had undergone rhinoplasty 

surgery, major flaps and regularly caring fo r  people with tracheostomies.

Nurses working in this unit were constantly dealing with patients who

have ENT or related maxilla facial head and neck conditions  Day

30 SNC2

Most nurses felt that the greater part of this experience and knowledge had been 

gained in the past where their skills were honed from constant, concentrated 

exposure to ENT nursing practice. Currently senior nurses were drawing upon this 

experience in their everyday practice to facilitate the ENT nursing care they were 

providing.

8.3.1.2 Experience: Experience o f nurse-led services

A small group of senior nurses made reference to gaining experience of working in 

ENT nurse-led services in the UK. These nurses highlighted that they had been 

working in dedicated ENT units involved in practice development and, following a 

period of in-house training, were deemed fit to take responsibility for procedures that 

would have traditionally been the domain of their medical colleagues. In particular 

this group of nurses referred to nurses within these units as engaging in practices 

such as, assessing and booking patients for tonsillectomy, nurse discharging, or 

rurming independent nasal and ear care clinics. These practices were similar to those 

indentified within the Action on ENT (2002) document and the nurse-led services
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that I visited in England, Scotland and Wales during preview work prior to data 

collection.

SN2 referring to experiences gained in the UK

The nurse referred to being much more involved in the practical aspects 

o f  care in the unit where they had worked in the UK, prior to returning to 

Ireland. The nurse referred to being a qualified ENT nurse and following  

a period o f  in-house training which was designed to develop specific 

skills to address identified service needs. The nurse referred to those 

skills being audited regularly to ensure standards were being met or to 

address a knowledge deficit. Day 30 SN2

Nurses referred to gaining experience of ENT nursing through active involvement 

with this patient group. The repetitive and constant contact with patients who had a 

variety of ENT conditions was the basis upon which they developed their knowledge 

and skills of ENT nursing practice. There was a recognition amongst senior nurses 

that changes to medical practice means that there were improvements in the 

management of ENT conditions, resulting in shorter hospital stays. Traditionally the 

ENT nurse would have provided much of the direct care to the ENT patient. This 

prior exposure to ENT nursing practice and the experience gained by senior ENT 

nurses’ facilitated the appropriate assessment and practice of the ENT nurse within 

this current environment.

8.3.2 Factors facilitating the practice of ENT nursing: pursuing knowledge

The ENT nurses were continuously seen to be garnering a greater understanding of 

the ENT condition and related aspects of patient care with which they were less 

familiar. Within the context of interactions and discussions with senior nurses, there 

appeared to be an underljdng quest for a greater awareness of the needs of the ENT 

patient. These data were organised into the category of “pursuing knowledge”. The 

data revealed that by asking routine questions, senior nurses were seeking a greater 

understanding of the practice of ENT nursing. Additionally, the senior nurses were 

continually sourcing information from nursing colleagues, medical staff and the 

patients. At times some nurses seemed to be challenging the status-quo for the 

patient or the care being provided. This quest for additional knowledge encompassed
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gaining additional insight about the approaches being taken by others and to address 

specific ENT problems. There were times when these discussions amongst the 

nursing staff sought to gain a collective opinion or the advice of someone who was 

considered more knowledgeable about a particular problem. On occasions the 

patient’s perspective and capturing aspects of the patient’s experience was providing 

the nurse with insight into a more appropriate approach to care. What was evident 

within these data was that senior ENT nurses were continually adapting and 

developing awareness of the changes that were occurring within ENT practice.

8.3.2.1 Pursuing knowledge: nurses learning from each other 

Throughout the day nurses were seen to congregate in couples or in small groups in 

the office, on the corridor or in the treatment room and informal conversations would 

ensue. These exchanges may have begun as a social discussion but were seen to be 

punctuated by someone asking a question about an aspect of patient care. The 

directional change to the conversation resulted in matters of ENT nursing practice 

being discussed. Oftentimes senior nurses would give an account of a particular 

experience or question an approach to care.

Whilst discussing university courses with a senior nurse, during my orientation, our 

conversation was interrupted by the senior nurse in charge wishing to discuss a 

problem. There was an informal discussion between a SNC2 and the SN2 to establish 

a consensus opinion about the approach to care for this patient.

The SNC2 sat down at the nurses’ desk [with the SN2 (b) and I] to 

discuss a problem o f  a patient who had a well-established laryngectomy 

but currently had a leaking voice prosthesis. The SNC2 commented that 

the valve was leaking, but the patient was producing satisfactory voice...

There was reference to the speech and language therapist (SLT) wanting 

to change the size o f  the valve because o f the leak. This nurse was not so 

sure. The SN2 asked about the possibility o f  a fungal infection affecting 

the valve and the p a tien t’s ability to clean the valve. Both nurses 

concluded that the valve needed changing, the patient needed to be 

observed and it would be beneficial to the patient to do this sooner rather 

than later to minimise the risk o f  aspiration. The SNC2 referred to being
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personally involved in changing valves in other jurisdictions but not here.

Day 1 SNC2

A discussion in the treatment room office about a case o f epistaxis between myself 

and three senior nurses (two nurses visiting from the ward)......

It involved a patient who attended the treatment room with a very bad 

epistaxis over the weekend. Following a rather reflective discussion 

between the nurses the SN2 (b) was suggesting that this patient was 

“really anxious, his blood pressure was elevated and he was bleeding 

profusely ”. This situation was not helped by the patient's reluctance to 

be treated by a non-national doctor [I was informed that all o f  their 

experienced doctors were non Irish]. The assembled nurses on hearing 

the account o f  the incident asked questions and offered opinions as to 

how to manage this problem. The SN2 (b) highlighted how the situation 

was handled.... essentially the nurse provided the patient with a detailed 

explanation o f his management in an attempt to control the situation.

They all agreed that their colleague handled the situation well and 

brought about a satisfactory outcome. Day 30 SN2, SNl (a) and (b)

During orientation, in an informal discussion with the SNCl reference was made to a 

member o f staff who was particularly interested in communicating effectively with 

people who were deaf.

Reference was made by SNCl to the SN2's interest in patients who were 

deaf and the impact this had on their quality o f life. This nurse had 

developed an awareness programme fo r  sta ff to promote a better 

understanding o f  the needs ofpatients with deafness. Day 1 SNCl

Throughout the period of data collection nurses were continuously making reference 

to learning from each other. During my observation o f nurses’ discussions, whilst 

they were not necessarily debating aspects o f care nurses were unwittingly at times 

seen to tease out their practice. Often these interactions involved explaining what 

they had done or why they engaged in a particular practice. At other times nurses, 

while not necessarily accepting o f an approach being taken, were seen to question 

and probe others about practice, to gain a greater understand o f the specific care
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being provided. On other occasions nurses were questioning or seeking the opinions 

of others to justify the approach they had taken or ask someone with a particular 

interest or knowledge of an aspect o f practice.

8.3.2.2 Pursuing knowledge: learning from the patient

In discussion with many senior nurses regular references were being made to 

“learning from the patient”. Nurses made mention of the idea that when one has 

regular exposure to patients with various ENT conditions, their knowledge of what to 

expect and how to deal with particular problems was enhanced by gaining 

meaningful information from the patient. The senior nurses were frequently 

suggesting to me that ‘the patient’ v̂ âs a very good resource for learning. Being 

aware of the ENT condition and its impact from a patient’s perspective was a 

constant font of knowledge for the nursing staff Some nurses highlighted how they 

recycled this knowledge when caring for patients with similar problems.

I was discussing the nurse-patient interaction of a patient in the immediate post

operative period following panendoscopy with an SNCl

The nurse had explained to the patient what to expect and highlighted 

what they could and could not do following the procedure. On 

questioning the nurse about their knowledge o f  the practice the nurse 

informed me that they had acquired this specialist knowledge through 

caring fo r  patients in the immediate post-operative [in another unit] 

where they routinely cared fo r  patients in the recovery room. The nurse- 

patient interaction during this time facilitated the nurse gaining 

experience in managing difficulties o f  pain, swelling, discharge and loss 

o f  function following ENT surgery. Day 38 SNCl

Some nurses were of the attitude that contact with the ENT patient assisted in their 

knowledge and skills development. Being habitually exposed to the impact of ENT 

conditions is an ideal way to increase their understanding and learning about ENT 

nursing. References made to regularly learning from the patient, having time to talk 

and dealing with the concerns of the ENT patients empowered the ENT nurse to 

interact with other patients confidently.
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The SNCl was explaining to me how they did not hold an ENT qualification but 

were constantly learning their ENT nursing skills by interacting with ENT patients.

This nurse believed that being involved with the ENT patient on a one to 

one basis, getting to know the patient finding out how their condition was 

affecting them, trying to understand what makes it better and what does 

not, listening to what they are saying helped this nurse identify these 

needs in other ENT patients. Day 21 SNCl

Others nurses referred to learning about the ENT patient’s condition at a time when 

access to technology was more limited. It was suggested to me that during such 

interactions the nurses had to rely on their senses to provide contextual information 

about the ENT patient’s condition. Senior nurses highlighted how the current 

dependency on electronic machinery to monitor the patient’s vital signs is limited to 

defined parameters. The nurse can leave the patient attached to the monitor with the 

alarm on which leaves the nurse free to pursue other things. Paradoxically this alters 

the way in which nurses interpret and leam about the ENT patient. O f significance is 

how the patient is feeling, their ability to communicate and the functionality of their 

ENT system. Throughout the period of observation senior nurses were repeatedly 

seen to ask the patient about how they felt. The information gleaned from the 

answers to those questions was utilised in discussions about patient care and in the 

management o f other patients.

The SN 1 (a) was observing a patient with quinsy who was being accommodated on 

an outlying ward and made mention o f learning so much more from the patient when 

you were relying less on technology.

This patient's breathing was quite obviously obstructed, the nurse made 

mention that his oxygen saturations had been recorded, and were 

relatively normal; however, the nurses on this ward were not fam iliar 

with listening or observing to someone with a restricted mouth opening 

and airway. Day 18 SNl (a)
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8.3.2.3 Pursuing knowledge: learning from the medical staff

There was a natural inquisitiveness amongst the ENT nursing staff that extended to 

regular discussions with their medical colleagues. The discussions would be 

informal, taking place at the point o f treatment.

The SNCl and a junior nurse in the treatment room were discussing the care o f a 

patient with a laryngectomy and problematic voice prosthesis with the consultant.

The consultant examined the patient. Prior to completing the examination 

the senior nurse asked that the consultant demonstrate and identify the 

problems to the nursing staff present in the treatment room. Further 

questions were being asked by the SNCl about the functionality o f  the 

speaking valve. Day 21 SNCl and JN l

Oftentimes following some intervention with which the nurse was unfamiliar or 

possibly disagreed with aspects of medical treatment, there was a discussion in the 

office with medical colleagues.

During a nurse-led clinic with the SNCl in the treatment room the doctor was called 

to see a patient who had a laryngectomy and needed to have their laryngectomy tube 

resized and fenestrated.

The doctor examined the patient stoma; the nurse was looking over the 

doctor’s shoulder and watched closely as the doctor used a probe as a 

crude measurement fo r  the distance from the stoma to the location o f  the 

speaking valve. Day 21 SNCl

There were times when the nurses lacked understanding o f a particular patient’s 

treatment and their medical colleague would provide additional information for the 

nursing staff.

The SN2 was informing me o f learning from a medical colleague in the treatment 

room earlier in the day.

On speaking with the SN2 on the corridor, this nurse was excited because 

today one o f  the doctors in the treatment room had shown the nurse how 

to identify a cholesteatoma using the auriscope. The nurse made
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reference to being able to recognise from  the description in books but 

also the direction the doctor had given to look to the attic and see the 

cholesteatoma form ing behind the tympanic membrane. Day 20 SN2

Some of nurses highlighted how their medical colleagues encouraged nurses to 

assess the patients and were, at times, seen to discuss the diagnosis and treatment 

with the nurse. These interactions were informal, impromptu exchanges and were 

considered by nurses as a means of gaining knowledge that could be utilised in 

caring for other patients.

8.3.3 Factors facilitating the role of the ENT nurse: focusing on ENT nursing

The category of focusing on ENT nursing and sub-categories that construct this 

category were viewed as undercurrents that were occurring alongside the categories 

of experience and pursuing knowledge. The current structure of the ENT department 

means that ENT nurses during their daily activities have to care for all patients on the 

ward. There were times throughout the period of observation that senior nurses were 

seen to be concentrating their efforts, singularly and collectively, to ensure that the 

needs of the ENT patient were being met. While not neglectful of the non-ENT 

patient, ENT nurses had a strong affiliation with the needs of ENT patients and were 

seen to attend to the specifics required by them. Senior nurses, being more aware of 

the precise needs of the ENT patient, were seen to work collectively as a group, to 

intercede on their behalf and meet those needs. There were times throughout this 

phase of the study where, despite on-going distractions, the senior nurse’s attention 

remained steadfast to the care of the ENT patient. The nurse’s interest in the care 

being provided for this patient group was fervent, ensuring that the specific care the 

ENT patient required was being delivered. This underlying loyalty and protection 

being communicated was not always explicitly stated but was evident in the 

steadfastness with which the ENT nursing intervened on behalf of the ENT patient. 

Senior nurses intervened or provided direction for others when the specific needs of 

the ENT patients were not being met. The data identified within this category 

illustrated that the practice of ENT nursing was being facilitated by the subcategories 

of team-working, loyalty to and protective of ENT nursing.
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8.3.3.1 Focusing on ENT nursing: team-working

The data identified that the ENT nurses were working collectively as an ENT nursing 

team. There was an underlying unity of purpose amongst senior nurses, who 

regularly identified, clarified and addressed the needs of ENT patients. These nurses 

were seen to collaborate and pull together to ensure that ENT patients’ needs were 

being met. This alliance witnessed amongst senior ENT nurses occurred within many 

formal and informal interactions within the ENT department. As a group these 

interactions and collaboration were often seen to prioritise and to meet the needs of 

ENT patients. This process of collaborating with one another was aimed at 

concentrating the efforts of the nursing team, to ensure that ENT patients received 

appropriate ENT nursing care. There was an obvious cooperation amongst the senior 

nurses to change or modify off-duty to facilitate ward management by appropriately 

experienced ENT nurses. It was evident that a solidarity of purpose existed amongst 

this senior group of nurses in order to ensure that the needs of the ENT patient were 

being addressed. Formal routines such as the ward report would frequently be 

followed by informal discussions about ENT patients scheduled to attend currently 

on the ward or previously discharged. Within these consultations there was an 

implicit understanding that efforts were being made to place the agenda of ENT 

patient as a priority within the service delivery. This at times required an element of 

covert behaviour on the part of the senior nursing team.

Following a ward report where two different groups of nurses were gathered....

Three senior nurses extended their discussion about the specifics o f the 

ENT patients ’ care out on to the corridor. The nurses were seen to chat 

informally one nurse jokingly suggested "this is where the real ENT 

report occurs Day 6 SN2 (a)

The ENT nurses were in the office discussing suitably experienced nurses to provide 

cover for the ENT ward.

When I  went in to the office it was a bit congested two o f  the nurses were 

sitting down and the SNC2 was sitting on the chair at the desk. There 

was a brief discussion going on about off duty, where the nurses were 

making reference to particular needs that some o f  their colleagues had 

with regard to the off duty. The SN2 (a) winked at me about the need to

299



"sort this very important issue out", the SN l was accommodating the 

SN C2’s request fo r  someone to do night duty on a particular date. The 

SN2 (a) was suggesting that "we need to stick together, support one 

another to ensure we mind our patients". Day 30 SNC2, SN2 (a) and SNl

A senior nurse was introducing themselves to a patient with a laryngectomy who was 

attending the ward seeking help.

Just before the patient left the ward, the SN l (b) stepped forw ard to say

hello "you don't know me, my name is:......," the nurse made reference to

the patient as having surgery before the nurse came to work on this ward. 

Reference was being made to knowing about this patient. The nurse 

wanted the patient to know that as part o f  the ENT team, now, if  he 

needed anything they were there to help also. Day 32 SNl (b)

The ENT nurses were seen to work together to support one another in putting the 

needs of the ENT patient centre stage. At times this was difficult due to the 

constraints of space and the need to ensure service delivery for all patients on the 

ward. ENT nurses however, were regularly seen to collaborate with one another in an 

attempt to circumvent such constraints and ensure that ENT patient’s needs were 

being addressed. An important objective for this nursing team was ensuring that ENT 

patients would be cared for by suitably experienced ENT nurses.

8.3.3.2 Focusing on ENT nursing: commitment to ENT nursing

When I was engaging with senior nurses both during discussion and observing their 

practice there was an underlying allegiance, faithfulness, to the practice of ENT 

nursing. Despite the many factors neutralising the ENT nurses’ activities, ENT 

nurses were seen to maintain an awareness of and a keen interest in caring for ENT 

patients. This desire to be active participants in delivering an ENT nursing service 

permeated many of my interactions with senior nurses. ENT nurses were regularly 

recounting anecdotes from their ENT practice about nursing interventions that had 

impacted on the patients they were caring for. Nurses spoke ardently about their 

attachment to working within this discipline. Senior nurses mentioned that they were 

able to contribute something different to the ENT patients, something more than 

other nurses. Senior nurses who due to the reorganisation of services who were less
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regularly involved in ENT nursing practice made reference to their preference to be 

working more exclusively in ENT nursing. Despite the limitations on their practice 

ENT nurses interest for ENT nursing was evident and endeavoured to ensure that the 

ENT patient’s needs were being addressed.

Sometimes this keenness for ENT nursing practice took the form of nurses having a 

common interest communing together to discuss their practice. Within the context of 

informal gatherings of ENT nurses they were often seen talking with one another 

about aspects of their practice which they enjoyed.

I was having an informal discussion with two nurses:

The nurses expressed their fondness o f  working in the area o f  ENT "it’s 

not heavy work in terms lifting" the SN2 referred to it being "quite 

taxing" in terms o f  knowing what is happening to the patient and being 

able to talk your patient through events but it can be rewarding when 

your patient is able to care fo r  their own ENT problem. Day 12 SN2 (a) 

and (b)

Senior nurses often referred to the satisfaction they got from caring for the patient 

with head and neck cancer. Many referred to ENT nursing as helping the person to 

deal with major life changes to their aero-digestive tract and altered body image as 

considerable nursing challenges but very rewarding.

The senior nurses encouraging a patient with altered body image to be independent 

with self-care:

The senior nurse climbed up on to the bed and kneeling behind the 

patient reached forw ard to help the patient with cleaning the 

obturator.....................

Asking the senior nurse later as to why they climbed on the pa tien t’s bed 

I  was told that the nurse needed to take the p a tien t’s perspective when 

trying to encourage the patient to care fo r  their problem and promote 

independence. Day 24 SNCl
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ENT nurses had a partiality about their practice, acknowledging that the ENT patient 

had difficulties with communication, swallowing or upper airway difficulties that 

were often overlooked by others. Some senior nurses suggested that due to their 

specific knowledge of ENT conditions that they should be looking after this 

particular patient group. The inferences being these nurses were claiming ownership 

of the speciality-specific practice of ENT nursing.

In discussion in the coffee room with the SN2 reference was made to being a 

qualified ENT nurse:

The senior nurse fe lt it was sad that suitably experienced ENT nurses 

were expected to work in other areas o f  the hospital where they do not 

get the opportunity to use their skills. This was a dreadful lack o f use o f  

ENT nurses as a resource. Day 20 SN2

Nurses in discussion with me felt that it was important that they were available and 

accessible to this patient group to ensure the unique concerns of ENT nursing were 

being dealt with. ENT nurses with the requisite knowledge would raise awareness to 

the ENT patients’ difficulties amongst others who were less familiar with these 

concerns. Senior nurses recognising that other nursing colleagues may not have the 

required knowledge would discuss and encourage their colleagues to support the 

patient in specific care.

A junior nurse was making reference to the support from senior colleagues

Here the experienced ENT nurses seem to understand that you d o n ’t 

know and provide help to support you when you do something new. Day 

39JN1 (a)

Whilst talking with a junior nurse reference was made to being supported to care for 

the ENT patient by more senior colleagues

According to the junior nurse when you don't fee l happy they [senior 

nurses] will show you what to do and explain why they are doing it. Day 

39JN1 (b)
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Many of the senior nurses acknowledge the quick turnover of the ENT patients 

within the system as an accepted routine. Senior ENT nurses aware that the ENT 

patient would be in hospital for a short period took whatever time was available to 

interact with the ENT patient. In my discussions with senior ENT nurses it was 

apparent that there was desire to claim their practice as special and an important 

contribution for many of the senior nurses.

Speaking with the SN1 in the ENT treatment room following a patient phoning for 

advice for her son post his ear surgery:

On completion o f the telephone call the nurse referred to enjoying that 

aspect o f  their job, explaining the finer points o f  the ENT problem and its 

treatment. The nurse fe lt it was understandable fo r  a mother, thinking 

once the operation was over that their son would hear better 

immediately, when they do not understand about the pack in the ear.

Day 23 SNl

Even though their daily nursing practice was punctuated by other concerns many of 

the senior nurses were eager to interact and address the ENT patient’s needs as a 

priority. Notwithstanding the more generic nursing role that the nurses were 

providing within the department there was a determination amongst the senior nurses 

to engage with ENT nursing practice. Amongst the dedicated ENT nursing staff the 

‘altered life status of the ENT patient’ was often of primary concern. This was 

highlighted amongst the senior nursing staff by a willingness to discuss the specifics 

of ENT nursing practice. During the many interactions with ENT nurses there was a 

cohort of nurses who had a vision for ENT nursing practice. These nurses felt the 

practice needed to be developed and were continuously endorsing ENT nursing. 

They were not looking to take on medical roles but looking for ways to support the 

ENT patient within the current system. Within the context of their daily work some 

nurses had developed informal nurse-led services where complex cases of head and 

neck cancer, thyroid aftercare, ear care were being supported to manage their 

condition following discharge.
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8.3.3.3 Focusing on ENT nursing: protective o f  ENT nursing

The subcategory of being protective of ENT nursing was evident throughout the 

period of observation. Some ENT nurses were continually championing the role of 

the ENT nurse to raise awareness to ENT nursing within service delivery. Despite 

the many activities restricting the ENT nurses’ active involvement within the 

speciality, some of the senior nurses remained focused on insuring that the practice 

of ENT nursing was maintained. As a consequence the specific ENT needs of the 

ENT patient would be addressed.

Being protective of ENT nursing was not to the detriment of general nursing this 

aspect of facilitating the role of the ENT nurse was designed to defend this specialist 

practice by actively engaging in ENT nursing care. The underlying intention for 

many senior nurses was to preserve and influence the care being provided to the ENT 

patient. While much of the ENT nurses work was generic nursing the senior nurses 

tended to utilise their time and resources during the nurse-patient interaction to 

safeguard the practice of ENT nursing within their daily routines. Additionally, 

senior nurses were supportive of colleagues with less experience in an effort to 

ensure the ENT patient’s specific needs were addressed. The data highlighted senior 

ENT nurses as attempting to prevent the erosion of the role of the ENT nurse by 

supporting others within the system with less experience and constantly looking for 

ways to promote nurse-led ENT services. These nurse-patient interaction and 

discussion with senior nurses highlight that nurses with knowledge and experience 

constantly need ensure that the specific needs of the ENT patients’ are being met.

The SN2 (b) was referring to the needs of the patient with deafness

The SN2 (b) fe lt very strongly that the communication needs o f  a person

with deafness were not being met  The nurse was making reference to

lack o f  awareness to inhibitory factors to hearing in the environment 

such as busy wards with noisy machines, trolleys, televisions etc. Health 

professionals can at times, neglect the fa c t that patients with deafness are 

often reliant upon facial expression to understand what is being said.

This was the impetus fo r  the development o f an awareness programme.

Day 1 SN2 (b)
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Discussion with SNCl re- fundraising to provide additional supports for the patients

The nurse directed me in to a side room initially it looked like any other 

side room, however, when the nurse stood by the window a panel was

pulled out on to the floor to reveal a fo ld  away bed  The nurses were

concerned about the relatives’ comfort, explaining that with regard to 

ENT head and neck so many patients are ill and at times dying, they have 

huge communication issues to deal with and it is such a ordeal fo r  all o f  

them. At least i f  they can rest and be close to their family member it is 

helping both. They can sleep in the room with them and still be near to 

their loved ones. The nursing sta ff on this ward would not compromise on 

that issue. Day 38 SNCl

While discussing ENT nursing practice with the SNCl

The SNCl made reference to the idea that ENT patients need help to be 

able to get on with their lives. When the nurse has the knowledge and the 

experience o f managing a person with communication or airway 

difficulties or ensuring their nutrition is optimal it is all about sharing 

that knowledge in an effort to care. Day 24 SNCl

Amongst the ENT nurses there were pockets o f nurses within the system that were 

looking for ways to develop the ENT nursing service. 

A senior nurse who was actively involved in developing ear care services

The SN2 who was on duty today was very interested and involved in 

developing ear care clinics. In association with some medical colleagues 

they had developed specialised ear care fo r  some patients within their 

service. There are prearranged days fo r  the nurse to work in the 

treatment room on those occasions the ENT doctors referred patients to 

this nurse. The protocol observed was that the nurse was assessing the 

patient following aural hygiene or dressing, the nurse was seen to 

provide the patient with individualised information pertaining to their 

condition. This information is tailored to minimise the effect o f  their ear 

condition or protect the ear or advise measures to take to prevent further 

damage or how to comply with their treatment. Day 5 SN2
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There were times that, despite restrictions of time or resources, senior nurses would 

endeavour to meet ENT patients’ needs.

The ward was very busy with some very dependant medical, oncology and surgical 

cases being cared for on that day. The SNCl was addressing both mechanical and 

appetite difficulties for a patient post laryngectomy, despite the heavy workload, the 

SNCl took time to discuss these issues with the family.

This lady was having difficulty with both swallowing large boluses o f  

food  and her appetite. The nurse asked her what was she eating and was 

told liquidised meat and veg. The nurse spoke with her son, who 

happened to be a chef to discuss novel foods, presentation using colour 

and adding favour, highlighting the importance o f  smells and 

appearance to make meal time more appealing. Day 21 SNCl

Rippling through the second phase data was the idea that many nurses were keen to 

develop ENT nursing practice and were thinking about ways in which it could be 

developed. Nurses informed me of potential developments during informal 

conversations such as coffee breaks or whilst interacting with patients. In particular 

many nurses were interested in developing nurse-led services.

The SN2 providing insight into the development of a nurse-led discharge service

The SN2 fe lt that on a practical level all ENT nurses should be able to 

carry out a physical ENT examination o f  the entire ENT system. The 

nurse would have the necessary knowledge to develop a nurse-led 

discharge service where they could explain the individual’s ENT 

condition and communicate personal information to the patient. Day 30 

SN2

I was chatting informally with the SNC2 in the treatment room, where reference was 

made to potential ENT nursing developments such as nasal care.

This nurse informed me that they had looked in to developing a clinic and 

had spoken to some colleagues in the UK who had developed a screening 

service, i.e. allergy testing. Armed with this information this nurse had
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discussed it with management and the medical s ta ff hut, they didn't have 

available medical cover at the moment to look at this service further.

Day 2 SNC2

Discussing the possibiHties o f  developing the ENT nurses’ role in the clinic with a 

senior nurse

Reference was made to the fact that nursing time could he more gainfully 

utilised in the provision o f  nurse-led services. This nurse referred to 

areas such as ear care clinics, irrigation and micro-suction clinics. It 

was suggested that there was a lot o f  experienced ENT nurses working 

within the service who could utilise their knowledge to develop a number 

o f  clinics. Another area could be following nasal surgery the nurse could 

remove the splints, which would expedite the review by the doctor.....

The nurse fe lt there was a lack o f  support fo r  the patient with nasal

conditions  The nurses could take bloods, do allergy test and advise

patients on allergy management  The nurse fe lt that the patient with

naso-sinus conditions required a lot o f  support. Day 7 SN2

Within the sub-category o f  being protective o f  EN T nursing, senior nurses used their 

knowledge and experience o f  ENT to protect the practice o f  ENT by addressing 

specific, EN T nursing needs, highlighting patient care issues and exploring ways to 

develop the service. Amongst many o f  the senior nurses there was a determination to 

continue providing speciality-specific care regardless o f  the limitations being 

imposed by other service demands. M any o f  these nurses were eager to take 

ownership, be recognised for this practice and retain the right to provide speciality 

specific care to this patient group. Some amongst the senior nurses were looking for 

ways to develop the ENT service and their own practice. Ideas proffered in terms o f  

service developm ent may not have been implemented, but these nurses were thinking 

and talking innovatively about how the service could be developed.

The category o f  'fo c u s in g  on E N T  n u rs in g ’’ highlights how senior nurses facilitate 

the role o f  the ENT nurse by ensuring the practice is central to the care they are 

providing. The subcategories o f  “team -working, loya l to E N T  nursing a nd  pro tective  

o f  E N T  n u rs in g ” were woven into the fabric o f  the daily activities o f  the ENT nurse.

307



Furthermore, senior nurses were collaborating with each other, steadfast in their 

resolve to care for the ENT patient and prioritising the ENT patient within service 

delivery to ensure the ENT patients’ needs were met.

In conclusion the factors facilitating the practice o f  EN T nursing include the 

experiences o f  the senior nurses providing the care to ENT patients. This also 

embraced the nurses pursuing knowledge o f  the EN T  condition and its treatment. 

Additionally, these nurses were habitually focusing on EN T  nursing practice within 

service delivery. In essence these were the principal factors that appeared to be 

facilitating the role o f  EN T  nursing within this department.

Figure 8.4 A model of ENT nursing practice

Overview of the generic 
practices of ENT nursing
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8.4 Conclusion

Figure 8.4 is a representation o f  a model o f  EN T  nursing practice that was found 

within this study. ENT nursing practice involves addressing the impact o f  ENT
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conditions and their treatment on the patients’ upper aero-digestive tract and the 

functioning o f cranial nerves. As illustrated within Figure 8.4, the first phase data 

was designed to provide a descriptive overview o f ENT nursing practice in Ireland. 

The categories as highlighted were constructed from the meta-ethnography and to a 

lesser or greater extent nurses working with ENT patients were found to be engaging 

in the identified practices of ENT nursing. A key factor, during the first phase o f the 

study was that irrespective o f the ward designation all participating nurses were 

concurrently caring for a m>riad o f non-ENT patients.

The second phase data was designed to build upon the broad overview o f ENT 

nursing practice by narrowing the focus o f attention and concentration on the day to 

day activities o f the ENT nurse through observation. This process distilled the 

practice o f ENT nursing, into those activities that were regularly occurring and 

identifying who was engaging with ENT nursing. The data collected highlighted that 

in the main, senior or experienced nurses tended to provide specific ENT nursing 

care with the junior or less-experienced ENT nurse providing more generic nursing 

care. As noted, within Figure 8.4, the core role of the ENT nurse involved the 

appropriate assessment and monitoring o f the ENT patient’s condition together with 

the practice of being an advocate, a support and a collaborator. These practices were 

deliberate and intended to maintain the patient’s ENT health together with addressing 

their functional disabilities while in hospital and following discharge. As can also be 

seen from Figure 8.4 there were circumstances identified that affected the efficacy of 

the ENT nurses’ role and were viewed as neutralising or facilitating the role o f the 

ENT nurse.

Essentially the role o f the ENT nurse is not to ‘do for’ the patient but to help the 

patient care for themselves. This study has highlighted that experienced, 

knowledgeable ENT nurses were regularly assisting the ENT patients to be agents 

for their own ENT health. A lack o f recognition about the needs o f ENT patients and 

the nursing care they require whilst dealing with non-ENT patients and carrying out 

non-nursing duties appeared to have a neutralising effect on the role o f the ENT 

nurse. Yet the senior nurses’ experience, pursuing knowledge and being focused on 

the practice o f ENT nursing were seen to be factors facilitating the role o f the ENT 

nurse within this study.
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Chapter 9 Discussion

9.1 Introduction

Within this chapter I will discuss the findings from this descriptive study into ENT 

nursing practice in Ireland under the objectives set out in chapter 4 and relate them to 

the world literature. The ethnographical tools employed within this study were 

designed to provide a comprehensive insight into the phenomenon of ENT nursing 

practice in Ireland. Initially the meta-ethnography, of twelve textbooks, provided a 

preliminary description of the generic functions of the ENT nurse. The credibility of 

this description was tested by survey methods; this approach also served to detail 

who the ENT nurses were and what ENT practices the nurses recognised from the 

preliminary description. The observational phase was constructed to establish the 

practices that were apparent in everyday routines of nurses working in designated 

ENT units, whilst also exploring levels of expertise and or establishing why levels of 

expertise may or may not exist.

To focus the concerns of any discipline one is advised that a framework or model is 

necessary (Monti and Tigen 2006). The model developed within the context of this 

study aspires to provide direction (Meleis 1997; Pearson et al. 2005) for the practice 

of ENT nursing and an understanding that will facilitate debate about the practice of 

ENT nursing into the future. Furthermore it is intended to provide homogeneity 

about the practice of ENT nursing to reduce the perceived differences in how the 

care of the ENT patient is approached. The construction of theory in the form of the 

model of ENT nursing is situation-specific and intended to sharpen the focus on the 

explicit phenomenon of ENT nursing whilst recognising factors that influence 

clinical effectiveness. This unique insight, seeks to add to a previously absent 

dialogue about the research, practice and knowledge (Meleis 1997) of ENT nursing, 

whilst attempting to make the invisible practice of ENT nursing, visible (Aggleton 

and Chalmers 2000) and to give due consideration to its particular focus (Orem et al. 

1995).

9.2 Limitations and Strengths

All studies using ethnographical tools are subject to personal interpretation and the 

insider perspective is, unavoidably, pervasive in this study; however, the use of
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triangulation will have decreased methodological biases. In addition, a reflective 

diary was used in an attempt to maintain objectivity.

The total population sample was not achieved as 2 of the 13 ENT units were unable 

to accommodate the study, and my unit was not included. Access within one study 

site was limited to two-hour periods dictated by the presence of a senior nurse, and 

access to the paediatric ward was not facilitated. This did not materially impact on 

the study because sufficient access was gained in the other sites.

The response rate to the survey was 57%, slightly lower than the 60% deemed to be 

optimal to reduce responder bias; however, given the length of the questionnaire, at 

18 pages, this could be regarded as a high response rate and an indication of the level 

of interest amongst respondents.

However, this study provided a unique insight and validated the role of the ENT 

nurse in service delivery.

The model of ENT nursing practice that evolved from within this study can be 

utilised as the basis of ENT nursing practice from which advanced practice roles in 

the form of clinical nurse specialist (CNS) and advanced nurse practitioner (ANP) 

can now evolve (Commission on Nursing 1998).

The use of a meta-ethnography facilitated the construction of domains of practice 

from that which was not necessarily identifiable from initial reading of the ENT 

nursing texts.

The first phase of the study provided for a wide angled view of ENT nursing practice 

and validation for the categorisation of ENT nursing practice within the individual 

domains identified.

The triangulation of data improved the credibility and validity o f the findings 

The data were combined and integrated, lending strength to the findings and 

facilitating the development of a robust model of ENT nursing practice.
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9.3 The focus of ENT nursing practice

In discussing the findings from this study defining the situation where ENT nursing 

practice occurs, one must begin by identifying the 'target population o f  care ’ and 

understanding the critical health related concerns for that population for which 

nursing care is necessary (Fawcett 1995; Orem et al. 1995; Meleis 2007: 215). This 

study did not seek to explore the patients’ needs pertaining to ENT health but sought 

to clarify the "proper object ’ o f ENT nursing by illustrating the nursing interventions 

required in ENT health related situations. This involved an illumination o f nursing 

(Orem et al. 1995) required to address the ENT health needs of this patient group. 

This specifically refers to the care provided by nurses and pertains to the prevailing 

conditions of ENT health or its absence, that necessitate the interventions o f a nurse 

(Fawcett 1995; Orem et al. 1995). Underpimiing any framework o f nursing is a 

responsibility on the part o f nurses to acquire specific knowledge to work creatively 

and purposefully within certain parameters and principles, and to provide appropriate 

interventions to address health needs (Orem et al. 1995).

Defining what is meant by ENT health and the unique responsibilities o f ENT 

nursing within service delivery legitimises and establishes order to the practice of 

ENT nursing that allows for adaptation to dynamic changes. Within this study 

awareness of the dynamic changes that occurred for the ENT patient was within the 

realm of the experienced nurse, as noted in Chapter 7. While patient dependency 

levels were not the focus of this study, categorisation o f dependency levels were used 

to situate the ENT patient within a context that explains an aspect o f the nursing care 

that ENT patients receive (Chapter 6). However, some insight can be gleaned from 

M iller’s (1985) study within a care o f the elderly setting, the results o f which 

highlight that more active nursing involvement in direct patient care led to patients 

becoming less independent. As with all disciplines, there are circumstances during 

the ENT patient’s journey whereby dependency levels will fluctuate (Eddleston et al. 

2009) but the nursing role is to promote and maintain independence in key life areas 

(WHO 2001).

Although the ENT patient’s physical dependence may be less, awareness to their 

physiological disfunctionality often results in the need for help (Riley 1987) from an 

experienced and knowledgeable ENT nurse, capable o f addressing specific concerns
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(Yearsley 1899). There is a recognised lack of understanding about the complexity of 

the anatomical and physiological functionality of the ENT system (Vlasto 1926, 

1951; Pracy et al. 1977; Stalker 1984). This knowledge deficit creates a patient need 

and a nursing focus. Historically, the medical profession refers to the lack of 

appreciation of specialist ENT medical practice as ignoring the needs of the 

individual and placing the practice within the general domain of medicine (Yearsley 

1899). Similarly, it has been argued that a dearth of empirical evidence and 

consistency of opinion, about particular domains of nursing subsumes the knowledge 

that encapsulates the practical and theoretical boundaries (Meleis 2007) of ENT 

nursing into the domain of generalist nursing (Yearsley 1899).

9.3.1 ENT health

It is claimed that others within the system, i.e. the patient, the organisation and the 

nurses, perceive ENT nursing as “shrouded in mystery” (Stalker 1984: 3). This may, 

in part, be due to the fact that the ENT nursing literature does not clearly define what 

is meant by ENT health or differentiate between sickness and disability in terms of 

the person’s ENT health. Defining ENT health and deviations from such a definition 

seeks to identify the proper object and outcomes of a specialised ENT nursing 

service.

The World Health Organisation suggests that; “Health is a state o f  complete 

physical, mental, and social well-being and not merely the absence o f disease or 

infirmity” (WHO 1948). Orem et al (1995:96) refers to health as a person who is; 

‘structurally and functionally whole or sound’, and any aberrations from this state, 

results in the ‘absence o f health’. The recognition of alterations to a person’s state of 

wellbeing or the absence of health necessitates a requirement of nursing to have 

specialised knowledge, skills and abilities to interact with patients in the provision of 

care. Fundamental to this process is that nurses need to be able to articulate ‘what 

they do ’, ‘‘why they do it ’ and have a realistic expectation of potential outcomes for 

the nursing interventions with which they engage (Orem et al. 1995: 9). The concept 

of health utilised within this study looks less to ‘‘sickness’ and more to ‘‘structural 

and functional’ disability, which addresses the absence of ‘integrity or wholeness’ 

(Orem et al. 1995: 96) of the person’s ENT health.
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Many of the nursing practices referred to within this study enable the ENT patient to 

maintain their ENT health. This coupled with documented low levels of physical 

dependence (Stalker 1984; Innes and Gates 1985; Serra et al. 1986) does not 

necessarily equate to low nursing input (Adomat and Hewison 2004). The process of 

contextualising the data garnered within this study dictates that the information be 

enclosed in a theoretically organised framework, or model (Scott Jones 2010). 

Employing a model that has limited applicability, lower levels of abstraction and 

reflects aspects of clinical practice within explicit populations or a particular field of 

practice is referred to as situation specific (Im and Meleis 1999; Meleis 2007). Such 

a situation specific model has been developed in this study (Chapter 8).

Thus far, the data have been presented in a linear fashion for the purpose of clarity 

and management. However, the multimodal methods of data collection employed 

within this study, the synthesis of the ENT literature, the descriptive questionnaire 

and non-participant observations are linked by the social situation of ENT nursing 

practice and are presented in Figure 8.4, as a model of ENT nursing practice. 

Achieving the objectives stated in Chapter 4 was designed to provide greater 

understanding of the role of the ENT nurse, and will be used as the main headings 

under which the outcomes of this study will be discussed. The resultant model of 

ENT nursing, and the key categories and sub-categories will provide for the 

structured development of this discussion.

9.4 Objective 1

To identify the generic practices o f  ENT nursing 

9.4.1 Introduction

The initial meta-ethnography and survey findings provide an overview of ENT 

nursing and seek to provide answers to the generic role of the nurse. Chapter 2 

illustrates that the meta-ethnography of twelve ENT books formed the basis of the 

generic role and practices of the ENT nurse that were utilised within this study. The 

common overview of the role of the ENT nurse generated from these texts were 

distilled down into four domains of ENT nursing practice; assessing and monitoring, 

patient empowerment and self-care practices, health promotion, and the clinical skills 

of the ENT nurse (Figure 8.4).
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The role of the ENT nurse within this context refers to the unique functions in 

contrast to the practice of ENT nursing, which refers to the carrying out of the 

identified ftinctions within each of the specific domains (Fulton 2012). The blueprint 

of generic ENT nursing practices within each of the domains provides an outline for 

the role of the ENT nurse that to a lessor or greater extent permeates all aspects of 

this study.

9.4.2 The prototypical ENT nurse

The prototypical role generated from within the meta-ethnography, while beneficial 

to structuring the identified practices, assumes that nurses working within the a 

discipline such as ENT will have the necessary knowledge, experience and authority 

to execute the role as identified (Fulton 2012). This brings into question the different 

types of nurses working within the discipline of ENT in Ireland. The American 

Society of Otorhinolaryngology Head and Neck Nurses (SOHN), addresses this issue 

proactively and differentiates between registered nurses working within the 

discipline of ENT, with nurses who are certified in oto-rhino-laryngology (ORL) 

nursing (CORLN) and those operating at an advanced practice level (SOHN 1994, 

2009). As can be seen within chapter 2, the domains of ENT nursing practice 

proposed following the meta-ethnography looks less to technology and more to the 

functions of ENT nursing as specialist practice within the wider discipline of nursing 

(Figure 8.4).

National healthcare policy changes have resulted in challenges to all healthcare 

providers to develop their practice to meet the demands of the service (DoHC and 

Hanley2003). To ensure the safe development of nursing practice, governing bodies 

such as the UKCC (1992) and An Bord Altranais (2000a), have developed ‘Scope o f  

Practice ’ documents to facilitate advancement of the nursing service, within defined 

parameters to enable nurses to deliver healthcare safely and effectively (An Bord 

Altranais 2000b).

In the provision of more specialised nursing care nurses are required to have specific 

knowledge and skills (Andersson et al. 2012). To address the issue of professional 

performance and ENT nursing practice the American Society of 

Otorhinolaryngology Head and Neck Nurses (SOHN) developed a scope of practice
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and standards of practice document for ENT nurses in 1994, which was revised in 

2009 (Appendix 3). These documents define the ENT nurse as caring for patients 

with both medical and surgical ENT health related issues, encompassing, conditions 

associated with allied structures of the head and neck area irrespective of age and 

provide for the future development of ENT nursing within service delivery. The 

import of these SO^^N documents to ENT nursing is that they move beyond the mere 

provision of appropriate nursing care, to the maintenance of a Register of ENT 

nursing certification, which consequently regulates the professional responsibilities 

of nurses working in ENT (SOHN 1994, 2009). Whilst these documents broadly 

reflect the four domains of practice identified within this meta-ethnography, they do 

not identify individual practices or practice domains of ENT nursing. They are, 

however, an attempt to structure ENT nursing in America that accommodates the 

changing needs of an ENT nursing service that includes the patient, the organisation, 

and the profession whilst recommending cost consciousness in service delivery 

(SOHN 1994, 2009). The professional structures outlined within these documents do 

not necessarily translate to an Irish healthcare setting. Greater clarity is required as to 

the generalist nursing role in specialist practice.

The following section will present an overview of ENT nursing practice (Figure 8.4). 

The four domains of the generic ENT nursing role identified from the meta

ethnography (assessing and monitoring, patient empowerment and self-care 

practices, health promotion, and the clinical skills of the ENT nurse) will be used as a 

framework to present the results from the survey, and relevant data from the second 

phase of the study will be used to illustrate the answer to objective 2.

9.5 Objective 2

To specify the practices o f  ENT nursing in Ireland, by descriptive means.

9.5.1 Introduction

The majority of the nurses working within ENT in Ireland (56%, n=75) are within 

the 21 to 35 years age group (Table 5.2), in comparison with An Bord Altranais 

statistics (2009), which give a rate of 35%. The majority of nurses working in ENT 

(73%, n=I03) do not hold a recognised ENT qualification (Table 5.6), yet all 

hospitals, excepting one, have at least one nurse who holds a recognised ENT
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qualification (Table 5.8) and the majority have over three years’ experience (73%, 

n=99) (Table 5.11). It has been suggested that nurses working within a clinical 

speciality are considered novices for the first 3 years (Andersson et al. 2012) during 

which time they learn to hone their skills within a specialist area and learn from their 

work environment (Tynjala 2008).

The meta-ethnography provided for the identification of generic ENT nursing 

practices that were categorised into domains as outlined in Chapter 2. This 

categorisation of ENT nursing practice would not necessarily be discernible from the 

initial reading of the texts but lie within the domains of, assessment and monitoring, 

patient empowerment and self-care, health promotion, and clinical skills without 

changing the original meaning of the practices. Allied literature was used to justify 

the translation of the practices into the noted domains (Noblit and Hare 1988). 

Moving on from this genera of ENT nursing practices, specifying the practices of 

ENT nursing that were commonly recognised by nurses working within designated 

ENT units within the country, sought to add credibility to the categorisation for the 

identified practices.

9.5.2 Assessing and monitoring

The bedrock of all nursing interventions is to gamer sufficient information to care 

appropriately for the patient (Orem et al. 1995). The core texts of ENT nursing refer 

to the need for comprehensive history taking and the carrying out of a physical 

examination of the ENT system (Harris et al. 1998; Harris et al. 2008). All nurses in 

the present study regularly took histories, but some aspects of history-taking such as 

sexual and immunisation history were less regularly ascertained (n=21-30, 18-26%), 

(Table 5.12). Similarly, during second phase data collection nurses were observed 

conducting the admission procedure and all nurses sought essential information 

pertaining to the care of the ENT patient. For the most part, this information was 

generic relating to the person’s presenting ENT complaint, past medical and surgical 

history and demographic details (Section 7.2.1.2).

This finding is similar to other studies where nurses are intent on completing 

documentation (Mitcheson and Cowley 2003). The information collected by all 

nurses was general in nature; whereas, the gathering of specific ENT information
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during the second phase was exclusive to the experienced nurses who sought to 

gather information pertaining to how the patient’s ENT condition was affecting them 

(Figure 7.3). Similarly, other studies have found that the admission procedure is 

viewed as a missed opportunity to empower the patient to take control o f their 

condition (Mitcheson and Cowley 2003; Casey 2007a). This is all the more pertinent 

when one considers that even though a patient may have a specific ENT problem 

they may feel more vulnerable when they do not know how to deal with the problem 

(Egan 2002).

Eighty percent (n=108) included a specific ENT assessment as part of their 

admission process. During this assessment, the main key aspects such as pain, 

swelling, discharge and functional difficulties were addressed by the majority of 

respondents (Table 5 .13- Table 5.15). However, only 22 % (n= 29), made reference 

to carrying out a physical assessment during the admission process and felt capable 

o f carrying out a physical examination. From Table 5.16-Table 5.20, it can be seen 

that the practice of conducting a physical examination o f the ENT system by nurses 

during admission was relatively rare (n=29, 22%). O f these practices, the ones that 

lie within the less regular and uncommon categories involve the use of 

instrumentation and more detailed assessment o f sensory and motor function o f the 

ENT system and cranial nerves. For example, when undertaking a physical 

examination of the ear, reviewing the tympanic membrane, assessing hearing or 

balance and the use of microscope and speculum were used less often (31-48% o f the 

29 nurses). Similar findings are noted by Secrest et al (2005) where o f the 120 

physical assessment skills taught to undergraduate nurses in the US only 29% of 

these skills were used on a daily or weekly basis and many o f the skills used on a 

regular basis relate to the patient’s cardiopulmonary status. What is interesting within 

this study and that o f Giddens (2007) is that while many undergraduate nurses were 

taught to examine the ENT system physically these skills were rarely or never used. 

It must be noted that neither sample included nurses working in the discipline of 

ENT nursing. Apart from conducting a physical assessment o f the patients’ vital 

signs, physical assessment is a relatively new practice within nursing, save for nurses 

in advanced practice (Fennessey and Wittmann-Price 2011). These skills have 

previously been considered the domain o f the doctor (West 2006).
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The ENT literature advises nurses to be vigilant to alterations in the ENT patient’s 

condition as it relates to changes within their aero-digestive tract, their ability to 

communicate, their sensory perception and functionality (Stalker 1984; Serra et al. 

1986; Riley 1987; Sigler and Schuring 1993; Harris et al. 1998; Harris et al. 2008). 

Monitoring of patients during their period of hospitalisation is essentially a nursing 

role. This is recognised to have a significant impact on the person’s wellbeing if not 

carried out with due diligence (Oliver 2010). During the first phase, nurses working 

in designated ENT departments were not asked about specifics in regard to recording 

vital signs. However, questions were asked about gathering information about 

changes in the patient’s level of pain, dressing, swellings and levels of 

consciousness, as all of this information was viewed as being essential, and nurses 

advised that they repeatedly carried out these assessments (Table 5.22, Table 5.25, 

and Table 5.27). These practices are also viewed by others as standard parameters to 

be monitored in relation to patient care (National Institute for Health and Clinical 

Excellence (NICE) 2007; Preston and Flynn 2010). A greater proportion of nurses 

(n=127, 95%) monitored the specifics of ENT condition and its treatment. Some 

specific mechanical and functional observations related to the ENT system such as 

monitoring taste disturbance, cranial nerve and cerebral functioning, and 

temporomandibular joint fianctioning were only conducted by half of the participants 

(n=59-63, 50-53%) (Table 5.24, Table 5.28). Fennessey and Wittman-Price (2011) 

argue that nurses, in terms of developing professional practice, need to move beyond 

the taking of vital signs when conducting physical monitoring and incorporate a 

much more focused physical assessment that takes cognisance of structural and 

functional deviations from normal to enhance patient outcomes.

9.5.3 Patient-empowerment and self-care

Within the theory of self-care it is suggested that people have the ability to exercise 

control over their own self-determination and wellbeing (Bandura 1977; Leininger 

1991; Orem et al. 1995). However, changes that occur within a person’s lifespan can 

affect their ability to self-care resulting in a mismatch between one’s actual and 

potential capacity to think, decide and act independently in the provision of self-care 

(Bandura 1977; Orem et al. 1995). The basic premise of promoting self-effectiveness 

(efficacy) in terms of the ENT patient’s ability to self-care permeates all aspects of 

this study.
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The substratum of this study was comprised o f nurses working in ENT departments, 

their activities and interactions with others as they pertain to the practice o f ENT 

nursing. Nurses were essentially found to be working to help the patient in the 

provision o f self-care when dealing with an ENT condition. The goals o f helping as 

described by Egan (2009) are firstly, to manage specific problems by developing the 

individual’s ability, secondly, creating a confidence in their ability to manage their 

problems and finally to prevent fiirther problems. The specific deliberations of the 

ENT nurses focus was to encourage the patient to regulate their ENT health, 

therefore nurses with the necessary knowledge and experience empowered the 

patient to act intentionally (Bandura 1995).

The ENT patient has the capacity to be ambulatory and independent in many o f their 

universal care needs. The patient may, however, have a lack of understanding about 

their ENT condition that can prohibit them from acting intentionally with regard to 

their ENT health. The literature makes reference to nurses being responsible for 

instructing patients and their carers in self-care practices, as early as the 19‘*’ century 

(Yearsley 1899).

During the first phase data collection, the nurses’ engagement with the domains o f 

self-care and empowerment, coupled with health promotion for patients with specific 

ENT conditions were regularly recorded. They ‘frequently’ engaged in the listed 

practices and provided ‘informal’ support to patients whereas, ‘formal’ practices 

were uncommon but the provision of no patient empowerment or self-care practices 

was ‘uncommon/rare’. For example, most nurses engaged in some ‘informal’ 

identified practices for ear (n=87-104, 70-83%), nasal (n=88-103, 70-82%) and 

throat (n=84-98, 70-80%) care on a frequent basis (Table 5.29, Table 5.31 and Table 

5.33). There is strong evidence in a recent study evaluating nurses working in 

advanced nursing practice roles (Clinical Nurse Specialist and Advanced Nurse 

Practitioner) to suggest that nurses with the requisite knowledge will tailor 

information to meet the personal needs o f the patient to enable the person to self- 

manage (Begley et al. 2010). Similarly, a study into the role and work load o f the 

Public Health Nurse in Galway notes that informal patient education and self-care 

practices were regularly integrated into the nurse-patient interactions and formed part
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of the routine care provided by the nurse within the community. It was also noted 

within this study that formal educational programmes were rare (Begley et al. 2004).

9.5.4 Health-Promotion

The concept of health promotion utilised within this study concentrates on disease 

prevention (Tones and Tilford 2001). This was differentiated from the practices of 

the ENT nurse in relation to the self-care and patient empowerment category. The 

latter focuses on the patient’s ENT condition and how it is managed within the 

available services (Downie et al. 1996), whereas the prevention strategies at primary, 

secondary and tertiary level seek to address the issue of personal choice and the 

raising of awareness (Tones and Tilford 2001) of ENT health. Frequently, nurses in 

the first phase assessed the patient’s readiness to learn (n=l 13, 84%) (Table 5.35).

Primary health prevention strategies are designed to promote ENT health in the 

absence of any disease process (Tones and Tilford 2001). ENT nurses engaged in 

primary health promotion practices more regularly in relation to throat care (n=69- 

89, 53-67%), such as giving advice on alcohol, tobacco and environmental 

pollutants, nutrition and exercise (Table 5.38), and less frequently in relation to ear 

and nasal care (Table 5.36, Table 5.37). This may be because many of these factors 

have been identified as risks to an individual’s health and wellbeing and have been 

included in national (DoH.1996; DoHC.1997; 1998a, 1998b, 1998c, 1999a, 1999b, 

2001b) and international policy (WHO 1984, 1986, 1998) but also the factors that 

create greater fiscal and political implications for the health service and are designed 

to change behaviour (Raphael 2006). Furthermore, everyone involved in healthcare 

service delivery is charged with the responsibility to address these key areas of health 

promotion (DoHC 2000).

The secondary prevention strategies are designed to minimise the impact of ENT 

conditions and prevent recurrence of particular problems. Similar results are noted in 

terms of secondary health promotion activities where the ENT nurses engaged more 

regularly in practices relating to nasal and throat care than ear care. Notably, 

practices in the areas of ear disease such as, health and safety, treatment options and 

possible complications, balance disorders: diet and exercise, Eustachian tube
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exercises, hearing aid or noise generator use and maintenance, were less regularly or 

uncommonly addressed (n=33-63, 25-48%) (Table 5.40).

The tertiary prevention strategies are intended to lessen the impact and explore 

quality of life issues for chronic or terminal ENT conditions. Many of the practices 

relating to the ear and nose care lie within the less regular and uncommon categories 

(Tables 5.42, and Table 5.43), and tertiary health promotion activities were 

undertaken more frequently in the area o f throat care (n=90-106, 70-82%). Examples 

include tracheostomy tube management: changing/suctioning/humidification, altered 

body image, hygiene practices and protection (Table 5.44). These examples of 

practices, in general, relate to airway management, but during the second phase of 

data collection nurses were found to be supporting the patients on aspects of their 

ENT health to limit the impact of their condition or improve the quality of the 

patient’s life (section 7.3.2.3).

All nurses are responsible for health promotion (Casey 2007b), and knowledge and 

awareness of the specific condition are necessary for nurses to empower patients 

(Falk-Rafael 2001) and to make appropriate decisions in specialist practice 

(Andersson et al. 2012). Within the context of this study, such knowledge and 

awareness of ENT conditions was necessary for the nurse to engage in supporting the 

patient in prevention strategies, which was found to be a more common practice 

among experienced ENT nurses (section 7.3.2.1). This is similar to the findings of 

the study of nurses working in advanced practice roles where nurses with specialist 

knowledge were capable of promoting wellness and tailoring information to patient 

risk factors (Begley et al. 2010).

9.5.5 Clinical skills

As a practical discipline, clinical skills are essential to providing direct care to 

patients in a variety of settings and range in degrees of complexity (Peate 2005a). 

While some of the traditional practical skills of nursing based on the principles of 

caring, counselling and comforting (Hilton 2004e; Sibson 2005; Timby 2009) are 

constant, health service demands have resulted in blurring of role boundaries with 

nurses taking on essentially other roles. (Bjork 1999; Quinlivan 2005). This has
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resulted in nurses interacting with the patient on multiple levels to provide direct care 

or to educate and to support patients to meet their needs (Bjork 1999).

The essential skills that the ENT nurses felt capable of performing were identified in 

this study. For example, between 90% and 100% of the participants said they felt 

capable of performing insertion of ear drops/instillations, instruction on medication 

compliance, the application of nasal ointment medications, taking of nasal swabs, 

throat gargles and irrigation and preparing for respiratory emergencies (Table 5.46, 

Table 5.53, Table 5.61). These skills are referred to as required of the ENT nurse in 

relation to cleansing and dressing where the ENT nurse may need to educate and 

support the patient in self-management (Chapter 2). Conversely, only between 10% 

and 30% felt capable of performing more technical instrumentation, interpretation 

and intervention skills such as use of auriscope, ophthalmoscope, and 

nasopharyngoscope, and audio interpretation (Table 5.50, Table 5.56, and Table 

5.64). Many of these skills are noted as not being carried out by graduate nurses in 

clinical practice despite being taught to do so as undergraduates but these nurses 

were not working in the specialist area of ENT practice (Secrest et al. 2005; Giddens 

2007; Fennessey and Wittmann-Price 2011). Furthermore, it has been acknowledged 

that many of the physical assessment skills remain the role of the doctor, apart from 

nurses working in advanced practice (West 2006).

Nurses believed that the responsibility for ear, nasal and throat care rested either with 

the doctor or jointly between doctor and nurse (Table 5.51-Table 5.52, Table 5.57- 

Table 5.60, Table 5.65-Table 5.68). Only in the case of monitoring vital signs, giving 

mouth care, and changing dressings did they think that nurses were solely 

responsible. In relation to ear care skills in particular, nurses very rarely or 

uncommonly felt that the responsibility for any aspect of care was a nursing 

responsibility (Table 5.51-Table 5.52). One of the more implicit findings of a 

descriptive survey conducted by ENT medical staff in the UK into the extended role 

of the ENT nurse practitioner is that no register or list exists as to who they are, what 

they do and where they work (Duwi et al. 2006). The proliferation of new roles and 

titles in nursing continues to cause confusion for some (Daly and Cam well 2003) 

without exploring the qualifications and responsibilities being undertaken by the 

nurse and, in particular, nursing role developments within ENT (Duwi et al. 2006).
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9.6 Objective 3

To establish the extent to which EN T nursing practices identified from  within the 

EN T nursing literature are being practised in wards where EN T patients are being 

cared for.

9.6.1 Introduction

To answer objective 3, the qualitative results will be discussed under two main 

headings, ‘Assessment’ and ‘Practice’. Within these two themes, five sub-categories 

were identified and formed the basis for the core role identified within the field 

(ChapterV, Figure 7.2). As acknowledged within the introduction to Chapter 7, the 

key informants during this phase were senior experienced ENT nurses.

9.6.2 Assessment

The theme o f assessment and the categories o f seeking information and monitoring 

changes that emerged from within the data drew attention to the way in which 

experienced ENT nurses sought ENT specific information and evaluated ENT 

patients throughout their period o f hospitalisation (Figure 7.3, Figure 7.4). These 

categories o f seeking information and monitoring changes mirror the domain of 

‘assessment and monitoring’ identified within the first phase data. Experienced ENT 

nurses were found to assess and monitor the ENT patients’ condition on admission 

and on an on-going basis throughout patients’ treatment.

One is advised that the role o f assessment, in nursing, should move beyond the initial 

seeking o f information to a systematic and continuous process that addresses both 

subtle and obvious changes in the patient’s health status can impact on the care a 

patient receives (West 2006; Giddens and Eddy 2009; Fennessey and Wittmarm- 

Price 2011).

9.6.2.1 Seeking information

The seeking of pertinent patient information about a person’s condition is a 

fundamental process in the provision o f appropriate nursing care (Orem et al. 1995; 

Secrest et al. 2005). Distinct differences were noted between the senior and junior 

nurses and their utilisation o f available resources (Figure 7.3) to obtain specific ENT 

information. For example, the senior nurses asked detailed questions about how a
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patient’s condition was affecting them whereas the junior nurses concentrated on 

ensuring the nursing documentation was complete (section 7.2.1.3). This has been 

found in previous studies where nurses who lack knowledge and are inexperienced 

tend to be task-orientated (Andersson et al. 2012).

All nurses sought essential information pertaining to the care of the ENT patient; for 

the most part, this was generic whereas the gathering of specific ENT information 

during the second phase was limited to experienced nurses who sought to gather 

information pertaining to how the patient’s ENT condition was affecting them. This 

is similar to other studies where nurses are more intent in completing documentation 

(Mitcheson and Cowley 2003) and where the admission procedure is viewed as a 

missed opportunity to empower the patient to take control of their condition 

(Mitcheson and Cowley 2003; Casey 2007a).

The seeking of clinically relevant information on which to base appropriate care is 

considered the cornerstone of all nursing (Secrest et al. 2005; Fennessey and 

Wittmann-Price 2011) and this should be speciality-specific (Orem et al. 1995; 

Giddens 2007). One might argue that holistic assessment of patients within a 

speciality is the realm of the experienced nurse where previous exposure to situations 

will equip the nurse with the necessary knowledge to identify nuances and subtleties 

within the patient’s condition (Benner et al. 1992; Currey et al. 2006). A lack of 

knowledge (Andersson et al. 2012) and or relevant experience (Tynjala 2008) can 

impact on the nurse’s ability to decide what is clinically relevant (Currey et al. 

2006). Some nurses within this study considered the seeking of speciality-specific 

information to be the role of the doctor (section 7.2.1.3), as has been found in other 

studies (West 2006; Fennessey and Wittmann-Price 2011). A systematic review also 

found that not all undergraduate nurses are taught to conduct a comprehensive 

physical assessment of all body systems (West 2006).

9.6.2.2 Monitoring

Many nurses referred to carrying out monitoring of their patient on an ‘as necessary’ 

basis, whilst recognising that many of their patients are mobile in the preoperative 

period and have minimal periods of immobility in the post-operative period (section 

7.2.2.1). The intensive care society acuity criteria outlined by Eddleston et al (2009)
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refers to the patient’s need for monitoring in terms o f the risk o f requiring intensive 

care facihties. This is based on a continuum o f 0-3 levels where level 0 means 

patients can be solely managed on a general ward, level 1 refers to the patient on a 

general ward but may require support from intensive care. Level 2 suggests that the 

patient may be at greater risk or is stepping down from specialist services, whilst 

level 3 acknowledges that the person is dependent and has complex needs. These 

criteria were developed in response to patient need and the risk o f unsafe standards 

o f monitoring on general wards (McQuillan et al. 1998; Oliver 2010). These criteria 

provide guidance to nursing staff and establish standards o f monitoring that ensure 

patient safety. Others while agreeing with the utilisation o f such criteria argue that 

monitoring patients should be structured around risk to the patient (Smith 2008; 

Orphanidou et al. 2009). During the second phase o f the study there was recognition 

amongst nurses that the patient required close observation. Patients were routinely 

attached to monitors during the immediate post-operative period and nurses regularly 

checked the data from the monitor during this period. Senior nurses with experience 

referred to needing to observe the patient for swallowing to rule out bleeding in the 

post-operative period (section 7.3.3.2), or used touch or facial expressions when 

assessing the patient who may have communication difficulties (section 1.2.2.2).

The nurse’s competence to interpret observations with which they engage have been 

questioned by many and have been found to be problematic (McQuillan et al. 1998; 

Smith 2008; Boulanger and Toghill 2009). Furthermore, the accuracy o f the 

machinery to monitor patient parameters (Preston and Flynn 2010) has been 

questioned in some hospitals and they have consequently reverted back to assessing 

patients manually (Kendall-Raynor 2010). The reliance on machinery to monitor 

patient’s parameters was particularly evident amongst all nurses during this phase of 

the study (section 7.2.2.1). Some experienced ENT nurses expressed concerns about 

the use o f mechanical monitoring and in conjunction with the machinery were often 

seen to talk and listen to the patient in order to gain greater insight into the patient’s 

ability to cope with their condition (section 7.2.1.2). These advantages are 

acknowledged and are offered by some authors as the rationale for a return to a more 

manual approach to monitoring patients (Kendall-Raynor 2010) as practices that 

should involve a greater level o f nurse-patient interaction (Adomat and Hewison 

2004).
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During the first phase of data collection, 95% (n=127) of the nurses referred to 

assessing and monitoring the functional changes in the ENT patient’s condition 

regularly. However, the timing and recording of routine observations was less 

evident in the second phase of the study within the ENT ward. Similarly, a 

correlation study was undertaken in 1972/3 to test the assumptions of what 321 

student nurses thought they would do within specific practical situations with what 

they actually did do. This study found very little statistical evidence existed between 

what the nurses were saying and what they were actually doing in reality (Bendall 

2006).

9.6.3 Practice

The theme of practice was constructed from the categories of an advocate, a support 

and a collaborator. The categories that emerged from within the data for this theme 

recognize the senior ENT nurses’ role in using their knowledge and experience of 

ENT nursing, to organise and speak out on their behalf, to inform and advise the 

ENT patient, and to join forces with the patient and others when necessary. These 

pursuits were designed to enable the ENT patient to take greater control of their ENT 

health and wellbeing.

9.63.1 Advocacy
Advocacy in terms of a dictionary definition refers to, “the giving o f public support 

to an idea, a course o f  action or belie f’ (Hornby 2010: 23). The giving of 

demonstrable help and encouragement to the person with an ENT problem was 

highlighted throughout this study. The principles of advocacy that fall within the 

remit of all nurses’ activities are designed to increase the person’s knowledge about 

factors that affect their health in an effort to facilitate the taking of control of their 

health and wellbeing (Casey 2007a) and promoting choice (Mallik 1997). The 

aforementioned definition of advocacy permeates all aspects of this study.

The early literature can be seen to imply advocacy where, in the late 1800s, nurses 

working in ENT were advised by the medical staff of their responsibilities to instruct 

patients in maintaining their ENT health (Yearsley 1899). This concept began to 

emerge within the ENT nursing textbooks when Riley (1987) proposed the need for 

nurses to promote independence in relation to the person’s ENT health. Additionally,
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changes in technology and the management of disease have resulted in a reduction in 

the average length of stay in acute services (Downing et al. 2009) with many ENT 

patients being treated as day cases (Riley 1987; Harris et al. 2008) or having limited 

periods of hospitalisation (Ferguson et al. 1991). As a consequence the ENT nursing 

textbooks now advise nurses to promote ENT health by educating, supporting and 

helping the ENT patients take a more active role in their self-management (Riley 

1987; Harris e/a/. 1998; Harris e/a/. 2008).

While the term ‘advocacy’ was not specifically referred to within the first phase, 

using the aforementioned descriptive terms (chapter 5), senior nurses were found to 

be regularly and frequently engaging in specific informal, empowerment and self- 

care programmes, for patients with conditions of the ear, nose and throat. Whereas 

within the second phase of the study, advocacy relates to senior nurses, with the 

necessary knowledge, recognising the importance of the patient’s condition could be 

found speaking out on the patients’ behalf and reconfiguring the ward to meet the 

patients’ need (section 7.3.1.2).

In discussion with senior ENT nurses, many were of the opinion that some patients 

may be cared for on non-ENT wards by nurses with little or no ENT experience. 

These nurses referred to feeling obligated to provide the patient with information 

because they have the experience and knowledge about the ENT condition and how 

it will be managed. Nurses with the appropriate knowledge are best placed to 

advocate for the patient (Mallik 1997). This concept of advocacy where someone 

with knowledge can affect the health of others as it relates to ENT nursing extends 

the idea of nurses advocating for others within the system. The issue of bed shortages 

and the lack of ring-fenced beds necessitated experienced ENT nurses using their 

knowledge to lobby administration to secure an ENT bed (section 7.3.1.2). The 

concept of being an advocate is well recognised in nursing and included in the code 

of professional conduct in some countries (American Nurses Association 2001; 

Nursing Midwifery Council (UK) 2008) and is alluded to in the Irish code of 

professional nursing conduct and scope of practice document (An Bord Altranais 

2000a, 2000b). If one considers the advocacy role of the nurse to inform, to 

empower, to protect the patients’ rights, to ensure adequate access to resources, to
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support and to represent the needs of the patient (Schwartz 2002) one can see that the 

ENT nurse is fulfilling his or her obligations to advocate for the patient.

9.6.3.2 A support

The second category of being ‘a support’ to the ENT patient identifies the nurse’s 

role as knowing when and how to inform, to reassure and to advise the ENT patient 

on elements of their ENT condition. Similarly, during the second phase of the study 

senior ENT nurses were repeatedly found to be providing patients with information 

pertaining to their specific ENT condition and on occasions were organising formal 

programmes with invited guests to offer support on aspects of their care (sections 

7.3.2.3-5). This process is referred to as enablement, by which nurses help the person 

by providing knowledge about their condition designed to promote a better of 

understanding of their problem and facilitate the person to take control of their health 

(Henderson 2006; Casey 2007a; Egan 2009). Professional helping (Egan 2009) 

within the context of ENT nursing is akin to what Leininger (1991) suggests is 

transcultural nursing, whereby the nurse on recognising difference plans appropriate 

care to assist, to support, to facilitate and to enable patients to maintain their health 

and wellbeing.

ENT nursing texts refer to changes in the patients’ ENT system that results in 

difficulties with communication and upper aero-digestive tract and disfunctionality. 

This can result in significant disability for the person with an ENT disorder that 

consequently can consume a significant amount of nursing time (Stalker 1984; limes 

and Gates 1985; Serra et al. 1986; Riley 1987; Harris et al. 2008). Consequently 

reference is made to the ENT patients as having complex needs that are not always 

apparent to non-ENT nursing staff as they relate specifically to maintaining the 

health and wellbeing (Khan et al. 2006) of the airway, communication and 

nutritional status. The need for time and experience are noted to be important 

characteristics when dealing with people who have communication difficulties 

(Lowden 2002). The findings from this study highlight that many experienced ENT 

nurses engage in activities to inform, reassure and advise the patient, to address a 

self-management need. The less experienced or junior nurse when caring for ENT 

patients were, similar to other areas of specialist practice, concerned about following 

procedures and completing a task (Hurst 2005; Casey 2007a; Gerrish et al. 2008). A
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knowledgeable and suitably experienced nurse will address the specific and more 

complex needs (Andersson et al. 2012) o f the ENT patient.

Many experienced ENT nurses referred to the ENT patients as being “independent” 

or physically independent, as the ENT patients’ reliance on the nurses’ time for their 

physical needs is low (Innes and Gates 1985). The report o f the Spilsbury et al 

(2010) national study into the impact o f new roles on nursing highlights that there is 

a shift in the focus from nurses as providers of direct care to being instrumental in 

the management and supervision o f nursing. The support role o f the ENT nurse 

identified within this current study highlights that the nurse needs to take time in 

advising, informing and reassuring the ENT patients about their condition. 

Experienced ENT nurses within this study would argue that they are not necessarily 

less involved in direct patient care but more involved in the care o f non-ENT patients 

with which they are less familiar which limits the time they can spend interacting 

with ENT patient. A quantitative study by Hurst (2005), involving the nursing 

workforce of 347 wards in the UK, in relation to patient dependency, nursing 

workload and quality. This study found that poor quality care is associated with 

larger wards and fluctuating workloads. Furthermore the study found that nurses who 

were more involved in supporting patients and junior staff were working in high- 

quality wards.

9.63.3 A collaborator

The category o f being a collaborator appreciates the ENT nurse’s ability to join 

forces with the patient in teaching and raising consciousness about their ENT 

condition to facilitate the ENT patient in taking an element o f control o f their ENT 

health. In the main the collaborating role refers to educating and empowering the 

patient. The person’s active engagement and collaboration in care is central to social 

and political poHcy (WHO 1984; DoH 1994; Savage 1998; DoHC 2001b; McCarthy 

and Lynch 2003; Health Service Executive (HSE) 2010). Likewise, An Bord 

Altranais, the Irish Nursing Board advocates patient involvement in their care:

It is necessary fo r  patients to have appropriate information fo r  making an 

informed judgement. Every effort should be made to ensure that a patient 

understands the nature and purpose o f  their care and treatment. In 

certain circumstances there may be a doubt whether certain information
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should be given to a patient and special care should be taken in such 

cases. (An Bord Altranais 2000a: 5)

However, this must be viewed in the context where not all patients wish to engage in 

this process (May 1995) or feel that health care professionals have the necessary 

knowledge to make what are essentially their decisions (Waterworth and Luker 

1990). Nevertheless, it can be argued that a person’s perceived efficacy within 

situations is reliant upon the person’s level o f control within the situation (Bandura 

1997), the complexity o f their illness, their dependency levels and the trustworthiness 

of the relationship with the professional (Biley 1992).

In terms o f collaborating, the ENT nurses were seen to work with the patient and 

others to help the patient achieve their potential. Whilst the first phase data do not 

specifically refer to the collaborating role o f the ENT nurse there is reference to the 

domains o f patient empowerment and self-care together with the domain o f health 

promotion as educating and empowering the patient to care for their own ENT 

health. It was established during this phase that ENT nurses would regularly engage 

with such practices. These key activities were seen to be common practices o f the 

senior ENT nurse during the second phase o f data collection. Flores and Ershler 

(2010) conducted a clinical trial in America to examine the benefits o f colony 

stimulating agents for 852 older patients with cancer in 192 community cancer 

centres. This study was not looking at nurses per se, but used their findings and the 

literature to bolster the argument that nurses providing collaborative cancer care 

resulted in better patient outcomes for the elderly. The nurses’ ability to assess and 

review patients undergoing chemotherapy, were working within previously agreed 

guidelines to deliver timely, appropriate care to this group o f patients. The nursing 

contribution o f educating others led to fewer delays and complications during 

treatment. Whilst there are no objective data to compare ENT patient outcomes, 

nonetheless, many senior ENT nurses were observed collaborating with others to 

ensure timely treatment and provide education for the ENT patient as outlined by the 

examples within sections 7.3.3.1 and 7.3.3.2.

Similarities can also be drawn with the collaborating role o f nurses outlined within 

the model o f ‘collaborating through reciprocation’ for occupational health nurses
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(Thomason and Lagowski 2008). Within this model, occupational health nurses work 

with the employees and the corporation to identify their needs and develop action 

plans. This approach goes beyond the individual to corporate systems that address 

health and safety issues and prevention strategies that not only affect the individual 

but the organisation. As a result, more employees engage with the process and the 

proposed action plans on an individual and corporate level. In the present study, 

whilst hospital management systems were not always compatible with the objectives 

of the ENT nurse, nurses were seen to collaborate with others to ensure that the 

needs of the individual patient were addressed, albeit at times by covert means. 

Senior nurses were repeatedly seen to educate the patient, although these interactions 

were not formal action plans, there was constant implicit reference about the 

patients’ ENT conditions and the measures they needed to take to circumvent or deal 

with the problems they were encountering.

9.7 Objective 4

To observe levels o f  expertise within ENT nursing practice in Ireland or alternatively 

to ascertain why differing levels o f expertise do not exist.

9.7.1 Introduction

Dialogue about levels of expertise in nursing practice is not new (Benner et al. 2009) 

and the findings of this study demonstrated that two levels of nurses were operating, 

in keeping with Benner’s concept of novice to expert, hi terms of knowledge, skills 

and ability the nurses participating in this study were divided into two specific 

groups. These were nurses with ENT experience and those working in ENT but with 

limited exposure to ENT nursing. It can be argued that expertise within a discipline 

cannot be gained without theoretical knowledge and practical experience (Benner 

2001). A study by Gerrish et al (2008) showed a difference between the approaches 

taken utilising evidence based practice between senior (UK grades F to H) and junior 

(UK grades C to E) nurses (Gerrish et al. 2008).

As revealed within this study, most nurses working in ENT in Ireland do not hold an 

ENT qualification (73%, n=17). Throughout the second phase of data collection 

many of the nurses during discussion were seen to reflect on their experience of 

practice of ENT nursing. There is a suggestion that this type of reflection adds to
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theoretical knowledge, which facilitates appropriate decision making (Tanner 2006; 

Tynjala 2008). In terms of developing expertise within a speciality of breast care, 

standards have been developed, suggesting that a senior nurse should have a 

minimum of five years’ of experience in nursing, two of which has to be 

concentrated within the speciality to ensure patients are exposed to high quality care 

(Permery et al. 2007).

Factors that inhibit or facilitate the efficiency and effectiveness of the ENT nurse 

have been identified throughout this study. Second phase data collection identifies 

factors that were found to neutralise and facilitate the practice of ENT nursing, and 

affected the efficacy of ENT nursing. Nurses within this setting with the necessary 

knowledge, at times had the power and conversely, at other times did not have the 

power to act intentionally (Bandura 1997). The elements rendering the ENT nurse’s 

role less effective included non-ENT nursing, devaluing ENT nursing, and non

nursing activities. The elements facilitating the role of the ENT nurse included 

experience, nurses pursuing knowledge and focusing on ENT nursing. The findings 

in this section will thus be presented under the two headings of “neutralising factors” 

and “facilitating factors” (Figure 8.1).

9.7.2 Neutralising factors

9.7.2.1 Non-ENT nursing

Most nurses (84.5%, n=109) were working on designated ENT wards; however, 98% 

of them (n=107) cared for a myriad of other, non-ENT, patients on their wards 

(Table 5.9), which brings into question the nurse’s repeated exposure to the generic 

practice domains identified within the meta-ethnography. Given that it is known that 

the ward environment may affect practice (Nightingale 1863; Hurst 2008), the fact 

that 15.5% of these nurses work in a non-designated ENT ward may have 

considerable effect on patient outcomes. Technological advancements (Innes and 

Gates 1985; Serra et al. 1986), rationalisation and reduced ENT bed occupancy 

within departments (Comhairle na nOspideal 1983; Innes and Gates 1985; Comhairle 

na nOspideal 2005) may also impact on the nursing environment (Meleis 1997; Hurst 

2005).
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9.7.2.2 De-valuing ENT nursing

The ward location and the physical environment were noted as factors affecting the 

efficacy of the ENT nurse’s activity. Consideration of the ward layout and design to 

maximise nursing efficiencies is a concept that has challenged nurses over centuries 

and is viewed as essential to good nursing care (Nightingale 1863). Nurses within 

this study were expected to work in cramped conditions and the distance between the 

ENT ward and other hospital utilities meant that the ward was devoid of nursing staff 

for prolonged periods of time to facilitate the safe transfer of patients (section 

8.2.2.3). An observational study by Hurst (2008) was designed to test the efficiency 

and effectiveness of nursing based on the ward design. The variables used to test 

quality included the ward design, patient dependency levels and nursing workload 

and staffing. This study highlighted that the ward design impacted on the efficiency 

and effectiveness of nursing. The virtual ward where the ENT nurses were working 

was divided into cubicles with side-rooms. Long open wards are less flexible in 

terms of changing configuration. However, they were more amenable to direct 

patient care and are less demanding of nursing time in terms of workload 

(Nightingale 1863). Wards with bays are more flexible in terms of changing 

configurations, and they facilitate greater communication with patients but consume 

more nursing time and the nurses’ workload is increased (Seelye 1982; Hurst 2008).

The allocation of beds within ENT wards was an executive decision based on the 

overall demand for beds within the hospital, and was not necessarily based on the 

medical prioritisation of ENT patients. The degree to which ENT nurses were 

expected to care for the non-ENT patient led some nurses to refer to some of their 

ENT nursing activities as being ‘invisible’. This invisibility of nursing was at times 

subordinate to managerial structures and routines which took precedence over actual 

care (Maben 2008). In addition, non-ENT nursing management assessed ENT 

patients solely based on general nursing principles, which neglected the uniqueness 

of the ENT patient-nurse interaction. For example, the misreading of the rapid 

turnover of ENT patients and their ability to mobilise in hospital failed to recognise 

the more unique supportive needs of this particular patient group (section 8.2.2.3) 

and their lack of capacity to control their ENT health (Stalker 1984).
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Some ENT nurses at times were unable to articulate their unique contribution to ENT 

nursing care. When asked about their specific role in managing ENT patients, some 

senior ENT nurses did not always identify their care as being unique (section 

8.2.2.4). There appeared to be a lack of recognition of the ENT nurses’ experience 

and knowledge within the system and, at times, nurses needed to call on endorsement 

for their endeavours to advocate on the patient’s behalf.

9.7.2.3 Non-nursing activities

Many of the activities that nurses were engaging in were identified, by nurses, as 

‘non-nursing’ to a lesser or greater extent. For example, the nursing staff were 

regularly reading, filtering and updating specific information within the patient’s 

chart, which at times involved them having to dismantle a chart to place a document 

or part of the file in chronological order. Nurses were also regularly seen to be 

involved in tasks such as washing, cleaning, stocking, tidying the clinical 

environment and decontamination of equipment (8.2.3.1 - 8.2.3.3.).

While as nurses we all engage in activities that are considered non-nursing, the 

frequency with which ENT nurses were expected to engage with such activities was 

quite substantial. Engaging in time monitoring was not a function of this study; 

however, it should be acknowledged there were periods during the observations of 

nurses where I saw little in the way of nursing activities, yet, the nurses were 

working continuously throughout the period of observation. Mooney (2007) reports 

the findings from a grounded theory study on the transition of student nurses to staff 

nurse. This highlighted that junior nurses, following registration, were not prepared 

for less patient contact time and the amount of non-nursing tasks with which they 

had to engage. Similarly, even in areas where the patient to nurse ratio is high and 

dependent upon technical nursing skills, such as intensive care, nurses spend about 

6% of their time in non-nursing activities with some nurses in charge spending over 

24% of their time on administrative duties (Harrison and Nixon 2002).

The introduction of skill-mix within healthcare to meet the demands of service 

delivery has been lauded for its ability to free up necessary nursing time to address 

more complex issues (Powers et al. 1990; Spilsbury and Meyer 2005). However, the 

arrival of these ancillary nursing roles may not necessarily be cost effective where
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decreasing numbers of regulated staff have resulted in increased nursing hours 

(McGillis Hall et al. 2003a). Additionally, this has been compounded by negative 

patient outcomes and dissatisfaction with the care being provided (Powers et al. 

1990; Aiken et al. 2001; McGilhs Hall et al. 2003a; Dubois and Singh 2009). 

Moreover, the complexity of the nursing role allows for flexibility of nursing to 

adopt other roles within the system whereas the inverse of others adopting nursing 

roles is less fluid (Dubois and Singh 2009). The dichotomy of work content and the 

environment can often refer to routine work being completed at the expense of work 

that requires more detailed professional skills (Aiken et al. 2001; Needleman et al. 

2007). It can be further argued that the commercialisation of healthcare and the 

changing of role boundaries have seen nurses divest themselves of roles that may 

have more clinical merit on the grounds of being perceived as a menial task (Pearson 

2003).

9.7.3 Facilitating factors 

9 .7.3.1 Experience

Prior experience of the most senior nurses was constantly being used to inform their 

ENT nursing care. Repeatedly, nurses expressed the opinion that prolonged exposure 

to ENT patients perfected ENT nursing skills. Nurses were seen to apply previously 

acquired knowledge in all situations. A small group of senior nurses had experience 

of working in dedicated ENT units in the UK where they had responsibility for 

procedures that would have traditionally been carried out by medical colleagues. In 

particular, they would have engaged in practices such as, assessing and booking 

patients for tonsillectomy, nurse discharging, or running independent nasal and ear 

care clinics (section 8.3.1.2). The findings from a quantitative study of 19 teaching 

hospitals in Canada by Hall et al., (2003b) into the skill-mix of nursing, their level of 

qualifications and the association with patient outcomes, found that higher patient’s 

functional independence levels were reported when exposed to suitably qualified, 

regulated, nursing staff. In deference to patient outcomes, positive benefits have 

been acknowledged for both the patient and the organisation by nurses taking on 

what are essentially doctors’ roles (Dubois and Singh 2009). The discipline of ENT 

within the United Kingdom published a document ‘‘Action on ENT (2002)” outlining 

reforms designed to meet national targets. Chapter 8 of that document details how
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ENT nursing has adapted to these demands by taking on roles essentially within the 

domain of others. Like other disciplines, ENT nurses with the requisite knowledge, 

skills and ability are provided with in-house training to provide specialised care 

(Ellis 1994; Durston and Ranee 1995) that is necessary to meet the service need 

(National Health Service (UK) 2002).

The benefits of experience were apparent when observing senior nurses who seemed 

to have developed a “knack” for caring for the ENT patient (Dreyfus and Dreyfus 

1996:31). For example, during the admission procedure senior ENT nurses appeared 

to be incorporating knowledge and logic in rationalising their actions, instinctively 

asking patients pertinent questions about their ENT condition and how their 

condition was affecting them (section 8.3.1). In contrast to their junior colleagues, 

this probing and seeking of information resulted in obtaining more ENT-specific 

details, offering the nurse an opportunity to address the person’s individual 

condition. Often during the discussion following an interaction nurses were unaware 

that they were seeking specific information and referred to this as addressing the 

patient’s needs, similar to findings of an ethnographic study into community nurse- 

patient interactions with older people (Zola 1963). Experienced ENT nurses were 

less reliant on seeking basic information through the routine assessment (Casey 

2007a) such as using activities of daily living (Zola 1963) where specific information 

may be obtained by accident rather than design (Pettigrew 2000).

A recent study amongst 21 nurses working in the specialist area of paediatrics in 

Sweden identified three different levels of decision-making: task-, action- and 

hypothesis-orientated decision-making. Very little difference was noted between the 

novice and the experienced in terms of their decision-making whereas the specialist 

nurse tended to use a more holistic approach to problem solving. In particular, the 

nurse specialist tended to use both knowledge and experience when working with 

complex cases (Andersson et al. 2012), similar to the senior nurses in the present 

study.

9.7.3.2 Pursuing knowledge

Twenty percent (n=28) of the nurses participating in the study held an ENT 

qualification and had acquired a degree of theoretical knowledge of ENT nursing
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Table 5.6). Academic preparation for practice has been found to facilitate greater 

decision-making and professional development (Bartlett et al. 2000). All but one of 

the participating hospitals have qualified ENT nurses working in their departments; 

however, the greater number of nurses working in ENT do not hold a specific ENT 

nursing qualification. This is not necessarily unusual within speciality-specific 

practice, as issues of staff retention have resulted in the employment of generic 

nurses to ensure continuation of service delivery (Nevidjon et al. 2010).

This raises issues about the nurses’ knowledge or standard of ENT nursing practice 

within Ireland. Similar concerns have been raised in other countries due to a lack of 

standardisation of qualifications and accepted standard of ENT nursing practice 

(Duvvi et al. 2006). When there is consistency between core nursing knowledge, 

speciality-specific knowledge and competence, this congruence benefits the 

speciality and the service (Aitken et al. 2006). Some countries have attempted to 

develop structures within ENT nursing practice but without valid credentialing of the 

speciality practice (Holloway et al. 2009). In the United States however, the Society 

of Otorhinolaryngology Head and Neck nurses (SOHN) have had standards and 

credentialing since the late 1980s (SOHN 1986). These standards continue to be 

developed and modified to accommodate changes within ENT nursing practice they 

are broad and generic aspiring to set out the minimum criteria for credentialing 

pracfice within ENT nursing (SOHN 1993, 1994b). These standards are not designed 

to address specific ENT nursing skills. However, to encompass this deficit, this 

Society has issued and updated a series of guidelines and a core curriculum for ENT 

nurses (SOHN 1994a, 1996; Harris et al. 1998; Harris et al. 2008).

The varying work environment of nursing dictates that nurse’s knowledge must be 

constantly updated to ensure practice development (Lawton and Wimpenny 2003). 

However, lack of funding and or transferability o f knowledge gained from a formal 

course to address service need has resulted in in-house learning (National Health 

Service (UK) 2002). One is cautioned however, that this should be dependent upon a 

suitable learning environment within the workplace (Berings et al. 2007).

Nurses within the present study expressed concern about dwindling patient numbers 

and mixed patient profiles diluting their exposure to ENT nursing practice. It has
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been noted, in other areas of speciaUst practice, that junior or inexperienced nurses 

can feel ill equipped for specialist care, employing avoidance tactics to manage 

specific situations (Knight and Field 1981) or expressing feelings of lack of 

confidence in providing appropriate care (Mohan et al. 2005). Senior nurses, 

however, use prior knowledge, experience and colleagues to inform their practice 

(Gerrish et al. 2008). Senior nurses in this study frequently sourced information from 

nursing colleagues, medical staff and patients whilst continually adapting and 

developing awareness of the changes that were occurring within ENT practice 

(8.3.2). Nurses who had experience and in-house training from other jurisdictions 

where skills were developed in line with service need (National Health Service (UK) 

2002), were keen to share their knowledge with nursing colleagues (Zungolo 2003). 

These nurses were, however, reticent about employing the skills developed in 

practice as they felt they lacked the collaborative support from the multidisciplinary 

team, which is viewed as being important within service development (Dyer 2003).

9.7.3.3 Focusing on ENT nursing

While not neglectful of the non-ENT patient, ENT nurses had a strong affiliation 

with the needs of ENT patients and were seen, despite on-going distractions, to 

attend to the specifics required of the ENT patient. Senior nurses, being more aware 

of the precise needs of these patients, were seen to work together to support one 

another in putting the needs of the ENT patient centre stage. Many referred to ENT 

nursing as helping the person to deal with major life changes to their aero-digestive 

tract and altered body image, which were considerable nursing challenges but very 

rewarding. During observation, it was clear there was an underlying allegiance and 

faithfulness to the practice of ENT nursing. Nurses spoke ardently about their 

attachment to working within this discipline. The data highlighted senior ENT nurses 

as attempting to prevent the erosion of the role of the ENT nurse by supporting 

others within the system with less experience and constantly looking for ways to 

promote nurse-led ENT services (section 8.3). In a study exploring teamwork, staff 

characteristic, work schedules and staffing amongst 1758 nurses in 38 units across 

America it was found that older nurses worked well with one another as they felt 

they shared professional standards and had similar knowledge and skill. Similarly 

junior nurses were reliant on their more senior colleagues to provide direction and 

advice on aspects of care for which they lacked knowledge and needed assistance
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(Kalisch and Lee 2009). Nurses being focused on specialised areas of practice are 

necessary and resource nurses have been introduced in some hospitals in America 

where nurses with specialist knowledge and skills are not always available. These 

resource nurses work on specific units to provide direct care to patient and support 

other staff in dealing with patients who require specialised nursing (Quinn-O'Neil et 

al. 2011).
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Chapter 10 Conclusion

10.1 Introduction

The aim o f this study was to develop a model o f Ear, Nose and Throat nursing 

practice in Ireland that would facilitate the effective delivery o f an ENT nursing 

service and inform developments within the speciality. This was achieved by: 

identifying generic practices o f ENT nursing through a meta-ethonography o f 12 

ENT nursing text-books; specifying the practices of ENT nursing in Ireland by 

descriptive survey o f 135 nurses working in ENT wards; establishing the extent to 

which ENT nursing practices identified from within the ENT nursing literature were 

being practised in wards where ENT patients were being cared for, through 40 

observational sessions in 3 designated ENT units; and observing and ascertaining 

why differing levels o f expertise exist within ENT nursing practice in Ireland.

10.2 Summary of findings

The domains o f ENT nursing practice identified from the meta-ethnography, in 

essence, focus on the functions o f ENT nursing as specialist practice within the wider 

discipline of nursing and less on the use o f technology. The gathering o f specific 

ENT information was exclusive to the experienced ENT nurses who sought to gather 

details on how the patient’s ENT condition was affecting them, through asking 

pertinent questions. Their experience enabled them to use this information to address 

the appropriate focus o f ENT nursing.

ENT nurses, in general, are not carrying out a physical assessment o f the ENT 

system during the admission process. In particular, the majority did not feel capable 

o f using technical ENT equipment, which was regarded more as a medical 

responsibility. When assessing patients, some experienced ENT nurses, in 

association with mechanical monitoring, often talked and listened to the patient in 

order to gain greater insight into their ability to cope with their condition.

The nurses’ engagement with the domains o f self-care and empowerment, coupled 

with health promotion for patients with specific ENT conditions, were regularly
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recorded. ENT nurses engaged in primary, secondary and tertiary health promotion 

practices more often in relation to throat care than to ear and nasal care, and health 

promotion practices were seen more commonly among experienced ENT nurses.

The experienced ENT nurses, recognising the importance of the patient’s ENT 

condition, advocated for these patients by speaking out on the patients’ behalf and 

reconfiguring the ward to meet the patients’ needs. Many experienced ENT nurses 

engaged in activities to inform, reassure and advise the patient, to address a self

management need, often collaborating with others to ensure timely treatment. Once 

again, the less experienced or junior nurse when caring for ENT patients were more 

concerned about following procedures and completing a task.

The elements that rendered the ENT nurse’s role less effective included non-ENT 

nursing, devaluing ENT nursing, and non-nursing activities, all of which led to ENT 

nursing being described as ‘invisible’, with a consequent lack of recognition and 

appreciation of the ENT nurses’ role, experience and knowledge within the system. 

The elements facilitating the role of the ENT nurse included experience, nurses 

pursuing knowledge and focusing on ENT nursing. Senior nurses frequently sourced 

information from nursing colleagues, medical staff and patients but were, however, 

sometimes reticent about employing the skills developed in practice as they felt they 

lacked the collaborative support from the multidisciplinary team. ENT nurses had a 

strong affiliation with the needs of ENT patients and were seen, despite on-going 

distractions, to attend to the specifics required of the ENT patient.

10.3 Model of ENT nursing in Ireland

ENT is a unique discipline of nursing that empowers patients to take care of 

themselves. The model of ENT nursing is designed to address the self-management 

needs of patients with low physical dependency levels but lack knowledge about 

their structural and functional deficit (Figure 10.1).The model developed within this 

study provides a previously absent insight into the role of the ENT nurse in service 

delivery and lies within a situation specific theory of nursing. This is limited in terms 

of ^scope and focus' (Meleis 2007: 538) and specifically relates to the concerns of 

the discipline of ENT by exemplifying the complex phenomenon of ENT nursing,
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diagrammatically. This representation o f  ENT nursing does not seei< to debate 

semantic clarity on the issues of theories and models (McKenna and Slevin 2008) but 

attempts to draw attention to ENT nurses working at a "primary practice level' 

(Commission on Nursing 1998; Meleis 2007). The import o f this information is that 

it establishes the prototypical role o f  the ENT nurse in service delivery in the 

provision of day to day ENT nursing (SOHN 1994b; Commission on Nursing 1998: 

105). These activities seek to maintain the ENT patients’ health in terms o f  assessing, 

advocating, collaborating and supporting the patient. Furthermore it highlights the 

endeavours o f  nursing within the discipline of ENT that are designed to benefit 

patients (McKenna and Slevin 2008) as outlined in Chapter 7.

Historically nursing has developed in response to the specialisation and sub

specialisation of medicine. Nurses working in specialist areas of practice have 

developed skills and knowledge unique to the particular discipline (Albarran and 

Fulbrook 1998) and these are illustrated within this model of ENT nursing. This 

framework for nurses’ focuses less on the patients’ physical dependence and generic 

nursing concerns and more on the personal needs associated with alterations in their 

ENT health.

While two different levels of nursing, the senior and junior, were identified within 

this study as working within the discipline o f  ENT, this is synonymous with nurses 

working at a “prim ary practice level"  within a speciality and does not necessarily 

refer to nurse specialists (Albarran and Fulbrook 1998; NCNM 2003).The 

development o f  advanced practice roles requires nurses to possess the necessary 

qualifications and experience to be so called within an Irish healthcare setting 

(NCNM 2004a, 2004b, 2007b, 2007c, 2008). It is imperative that in the development 

o f  CNS and ANP roles that the essence o f  elementary nursing practice within the 

speciality is illuminated (NCNM 2001a, 2001b) and not lost in role expansion and 

developments (Daly and Carnwell 2003; NCNM 2003).

The establishment o f  a “prim ary practice level” for ENT nursing within this study 

provides a platform for the development o f  nursing within the clinical discipline of
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ENT. Moreover, it maintains a nursing focus for the clinical career pathway o f the 

CNS and the ANP (Commission on Nursing 1998) within the discipline. Integrating 

this model o f ENT nursing within the developments o f CNS and ANP roles 

acknowledge the "primary practice leve l’’ o f  ENT nursing and also facilitate ENT 

nurses taking on additional roles and responsibilities by utilising a nursing model 

(Daly and Carnwell 2003; Gardner et al. 2007).

Figure 10.1 A model of ENT nursing practice

Overview of the generic 
practices of ENT nursing

P a tie n t  
E m p o w e rm e n t 
a n d  S e lf -C a re

H ea lth
P ro m o tio nA s s e s s m e n t

a n d
M on ito h n g

P rac tica l
Skills

The Core Role of the ENT 
Nurse

F acilita tin g  F ac to rsN e u tra lis in g  F ac to rs

Assessment: 
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Monitoring changes

E x p e n e n c e  
P u rs u in g  K n o w le d g e  

F o c u s in g  on  EN T n u rs in g

N on-E N T  N u rsin g  
D e v a lu in g  EN T N u rsin g  
N o n -N u rs in g  Activities Practice:

An Advocate 
A Support 

A Collaborator

Figure 10.1, is the representation o f the model o f ENT nursing practice that was 

found in this study, as illustrated in Chapters 5, 6, 7 and 8. The first phase data 

provided a descriptive overview of ENT nursing practice in Ireland. The four 

categories highlighted were constructed initially from the meta-ethnography, and to a 

lesser or greater extent nurses working with ENT patients in this study were found to 

be engaging in the identified practices o f ENT nursing. These categories formed the 

core role o f the ENT nurse.
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The second phase data were designed to build upon the core role o f ENT nursing 

practice by narrowing the focus o f attention and concentration on the day to day 

activities of the ENT nurse through observation. The core role o f the ENT nurse 

involved the appropriate assessment and monitoring o f the ENT patient’s condition 

together with the practice o f being an advocate, a support and a collaborator. 

Circumstances were identified that neutralised or facilitated the ENT nurses’ role. In 

particular, the organisation o f wards resulted in considerable ENT nurses’ time being 

allocated to caring for non-ENT patients and conducting non-nursing duties. This, 

coupled with disempowering attitudes and practices that devalue ENT nursing, 

weakened the ENT nurse’s role in service delivery.

This study has highlighted that experienced, motivated ENT nurses, in addition to 

providing high quality nursing care, use their unique knowledge and skills to assist, 

enable and empower patients to take control o f their own ENT health and well-being. 

They are, however, hampered in engaging with ENT patients by current 

organisational structures and support systems that fail to recognise the unique role 

and functions of ENT nursing in service delivery. This may result in attrition among 

the present cadre o f experienced nurses that will inevitably impact on ENT patient 

care.

10.4 Recommendations

This study has highlighted that, like other areas o f practice (Daly 2012; Hough et al. 

2012) and international trends in ENT (National Health Service (UK) 2002), senior 

ENT nurses with the requisite education and experience could operate automomously 

at advanced practice level to enhance patient care, and provide timely treatment 

interventions for patients with ENT conditions, as proposed by policy documents 

(DoHC 2001a; 2001b; DoHC and Hanly 2003).

When one considers that between 9% and 11 % o f all hospital (Milford and Rowlands 

1999; Comhairle na nOspideal 2005) and 20% of all GP referrals (Milford and 

Rowlands 1999) relate to ENT disorders, this translates to a large cohort o f patients, 

who will also require the skills of nursing (Millington 1976) to ensure core elements 

o f ENT health care are being addressed (Albarran and Fulbrook 1998; Daly and
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Camwell 2003). Measures need to be taken to ensure that “Primary Practice Levels” 

o f ENT nursing are sustained into the future. More importantly we need to ensure 

that a community o f ENT nurses exist for the development o f advanced nursing 

practice roles that meet the recognised criteria for such posts (NCNM 2001a, 2001b; 

2004a, 2004b, 2007b, 2007c, 2008) and the changing healthcare demands o f the 

future (Daly and Camwell 2003; Gardner et al. 2007; Duke 2012).

It is recommended for;

10.4.1 Clinical practice:

This study has highlighted that there are experienced knowledgeable nurses working 

in ENT departments within the country in the form o f senior nurses. Each hospital 

that has an ENT unit should identify nurses that meet or could be supported to meet 

the criteria for CNS and ANP roles that could be developed to provide nurse-led 

clinics.These developments should be in line with national policy (DoHC 2001a; 

2001b; DoHC and Hanly 2003) and international trends where suitably qualified and 

experienced nurses in collaboration with colleagues can provide services designed to 

improve patient compliance, and reduce waiting lists and times (National Health 

Service (UK) 2002) in the form of:

Nures led ENT screening clinics: ENT patients on a long term waiting list for a 

medical review could be reviewed by an expert nurse who within defined parameters 

would assess, manage (Cohen et al. 1998) and discharge the patients from the 

waiting list as appropriate. Furthermore the ENT patient would be provided with 

relevant advice on their ENT condition or their referral could be expedited for 

medical review. In the future this clinic could be developed as an outreach 

programme for health centres to streamline and expedite referral from primary to 

secondary care (Duke 2012).

Nurse led ear-care clinic: for patients with acute and chronic ear conditions may be 

seen by an expert nurse who will assess, advise and treat patients with particular ear 

condition within defined protocols (NHS 2002).
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Treatment compliance clinics could be run for chronic ENT conditions: Expert 

nurses with the required knowledge and experience could; assess, support, counsel, 

evaluate, treat, and refer patients as necessary to the multidisciplinary team for 

holistic treatment (Daly and Camwell 2003).

The model of ENT nursing practice should be incorporated into the practice of ENT 

nurses working in outpatient, treatement room and daycare facilities. Suitably 

knowledgeable nurses integrating this model into their practice can appropriately 

assess, advocate for, support and collaborate with the patient to address their 

speciality-specific ENT nursing care needs to facilitate the person taking control of 

the ENT health. Additionally changes to the treatment plan for many ENT conditions 

has resulted in patients attending for day case surgery (Khan and Parab 2012) 

requiring appropriate speciality specific supportive care to facilitate early discharge 

(Lee et al. 2007).

10.4.2 Healthcare Policy:

Due to the current fiscal constraints and the amalgamation of ENT wards the 

resource of the senior ENT nurse is being neutralised. Nurses need to work with 

policy makers to explore innovative ways for each ENT unit to retain a sufficient 

cohort of nurses with knowledge and experience of ENT nursing to ensure that 

standards of ENT nursing practice are maintained in line with standards of medical 

practice.

Moreover, to ensure the safe delivery of care to this patient group “primary practice 

levels ” of ENT nursing will need to be sustained into the future, hi each hospital that 

has an ENT unit, there should be a designated ENT ward with dedicated, 

knowledgeable and experienced ENT nursing staff If this is not possible, policy 

makers need to explore the possibility of amalgamated wards retaining a designated 

area for ENT patients. As has been highlighted within this study the routine ENT 

patients’ period of hospitalisation is short. An alternative approach may be to operate 

the ENT area within an amalgamated ward as a dedicated five day service with a 

dedicated ENT nursing team to facilitate the rapid turnover of the ENT patient within 

service delivery (Balraj et al. 2004; Khan and Parab 2012). However consideration 

would need to be given to retaining access to ENT beds in the amalgamated ward for
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patients requiring a longer stay for; non-scheduled or complicated ENT conditions 

and those being treated for Head and Neck cancer.(Balraj et al. 2004).

Taking this approach would ensure the retention of experienced knowledgeable 

nurses within the discipline to address the specific ENT needs of the patient. This 

would enable ENT nurses to maintain clinical currency in this area of specialist 

practice (Andersson et al. 2012). Futhermore, it would facilitate the rotation of others 

with less experience, in gaining access to knowledge and experienced senior 

colleagues within the discipline and uphold “primary practice levels” of ENT 

nursing into the fijture (Commission on Nursing 1998).

10.4.3 Education

To maintain ‘primary practice levels ’ of ENT nursing into the future each hospital 

with an ENT unit should provide in-house training and continuing professional 

development within the discipline of ENT for all nurses working with ENT patients.

To ensure the potential to develop advanced practice in the form of the CNS and the 

ANP roles within the speciality, an ENT nursing course should be provided in 

partnership between a university and the designated ENT units, which will support 

experiential and theoretical learning.

10.4.4 Research

Further research should be conducted in the area of ENT patient outcomes:

Within this study nurses provided post-operative advice to patients. In light of ward 

closures and some ENT wards being amalgamated with other disciplines replicating 

the Khan et al (2006) study into post-operative advice given to patients following 

discharge from non-ENT wards may provide insightful information as to where, how 

and from whom ENT patients are accessing post-operative advice.

Within this study nurses were a source of information for patients in relation to their 

ENT health. A survey by Rokade et al (2002) of 330 patients attending ENT 

outpatient services in the UK was designed to investigate how many ENT patients 

accessed ENT health information prior to their visit, from what source and how good 

was the information received. The study concluded that the GP was the main source

350



of beneficial health information for most patients; however, this study did not include 

nurses as a resource for ENT health information. In light of the findings from this 

current study the Rokade et al (2002) survey could be replicated and modified to 

include pre and post hospital visits but also include ENT nurses as a resource.
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Appendicies
Appendix 1: Overview of textbooks used in the meta-ethnography

Table 1: Books Year and titles

A uthor Year Title

Vlasto M. 1951 The nose, ear and throat fo r  nurses and dressers.

Rotter K 1956 The Ear, Nose and Throat fo r  Nurses.
Marshall S 1962 Aids to ear, nose, and throat nursing.

Pracy R., Stell P. and Rogers J. 1977 Ear, nose, and throat: surgery and nursing.

Stalker A.E. 1984 Ear, nose and throat nursing

Downie P.A. 1984 Ear, nose and throat nursing.

Innes A.J. and Gates N. 1985 ENT surgery and disorders : with notes on nursing care 
and clinical management.

Serra A.M., Bailey C.M. and 
Jackson P.

1986 Ear, nose, and throat nursing.

Riley M.A.K 1987 Nursing care o f  the client with ear, nose and throat 
disorders.

Sigler B.A. and Schuring L.T. 1993 Ear, nose, and throat disorders
SOHN 1994 Guidelines fo r  otorhinolaryngology : head and neck 

nursing practice.
Harris L.L., Huntoon M.B., and 
SOHN

1998 Core curriculum fo r  otorhinolaryngology and head- 
neck nursing

Table 2; Anatomy Physiology, Pathology and Treatment (TX) included in text.

Author Pages Anatomy and physiology Pathology TX
Vlasto M 209 Beginning of each section yes Yes

Rotter K 207 Beginning of each section yes Yes

Marshall S 247 Beginning of each section yes Yes

Pracy R., Stell P. and Rogers J 187 Beginning of each section yes Yes

Stalker A.E 226 Beginning of each section yes Yes

Downie P.A. 147 Beginning of each section yes Yes

Innes A.J. and Gates N 186 Beginning of each section yes Yes

Serra A.M., Bailey C.M. and Jackson
P

278 Beginning of each section yes Yes
r .

Riley M.A.K 356 Beginning of each section yes Yes

Sigler B.A. and Schuring L.T. 281 Beginning of the book yes Yes

SOHN 224 Not included No Yes

Harris L.L., Huntoon M.B., and SOHN 326 Beginning of the book yes Yes
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Table 3: Inclusion of Nursing care, Nursing process and References in the text

Author Nursing Care Nursing process References

Vlasto M Minimal focus within text Not included Not included
Rotter K Minimal focus within text Not included Not included
Marshall S Minimal focus within text Not included Not included
Pracy R., Stell P. and Rogers J Minimal focus within text Not included Not included
Stalker A.E Minimal focus within text Not included Not included
Downie P.A. Moderate focus within text Included Not included
Innes A.J. and Gates N Minimal focus within text Not included Not included
Serra A.M., Bailey C.M. and 
Jackson P.

Minimal focus within text Not included Not included

Riley M.A.K Moderate focus within text Included Included
Sigler B.A. and Schuring L.T. Major focus within text Included Included
SOHN Major focus within text Included Included
Harris L.L., Huntoon M.B., Major focus within text Included Included

The six goals of Riley’s (1987) text-book were to:

• Provide a comprehensive text book for nurses with a special emphasis on the 

nursing process.

• Incorporate current advances in scientific technology into the clinical practice 

of caring for clients with altered sensory patterns.

• Augment major comprehensive medical and surgical nursing by providing 

much needed and often omitted information relative to the care of clients with 

sensory disorders.

• Present the entire text in a nursing format citing specific examples of 

implementation through client case study situations complete with are plans.

• Integrate professional nursing behaviours such as the inclusion of family and 

community into nursing management, collaboration with other professionals, 

preventative measures and discharge plans.

• Integrate client teaching and rehabilitation into the care of the clients with 

altered sensory function thus providing a clear concise easy to read reference 

for nurses with the emphasis on the psychological and social implications of 

dysfunction as their need for care changes on the lifespan continuum (p ix-x).
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Appendix 2: Examples o f the domain analysis used within the m eta-ethnography

Example 1: "The nose, ear and the throat fo r  nurses and dressers ” Vlasto (1951)

Domain

Ear Assessment

i i i

Sematic relationship

Is a kind o f

Included Terms

Presenting complaint
(

Past ear history 

History o f hearing loss 

History o f  balance disturbance 

Pinna skin 

Angle and folds o f peri-auricular skin 

Post auricular area 

Pre auricular area 

External auditory meatus 

Ear discharge 

Tympanic membrane 

Clinical hearing test 

Tuning fork test 

Balance 

Tinnitus 

Post nasal space 

Facial nerve 

General malaise 

Auriscope 

Audiograph 

Caloric testing 

Rotation test
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Example 2: “The nose, ear and the throat fo r  nurses and dressers ” Vlasto (1951)

Domain

Nasal care skills

t \ t

Sematic relationship

Is an attribution of

Included Terms

Clean and prepared instruments 

Quiet well ventilated room 

Appropriate light source mirrors 

Appropriate preparation for the doctor 

Prepare the patient for the doctor 

Digital pressure to anterior epistaxis 

Preparation for nasal packing 

Nasal packing 

Nasal pack removal assisting 

Nasal drops/spraying/irrigation/sniffing/cleaning 

Appropriate medication administered 

Mouth care 

Positioning o f  patients 

Giving prescribed medication 

Knowledge o f complications 

Strict infection control 

Nasal hygiene control o f droplet 

Disposal and disinfection o f  nasal equipment 

Taking nasal swabs 

Steam inhalations/menthol inhalations 

Appropriate mobilisation o f  patient 

Humidification 

Hot fomentations
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Appendix 3: SOHN Standards of Care and Standards of Professional Practice

In addressing standards of nursing care SOHN (1994) structure these using the 

process of nursing.

Standard I Assessment:

The ORL nurse collects client health data 

Standard II: Diagnosis:

The ORL nurse analyses the assessment data to determine diagnosis 

Standard III: Outcome identification:

The ORL nurse identifies expected outcomes individualised to the client 

S tandard ly: Planning:

The ORL nurse develops a plan o f care that prescribes interventions to attain 

expected outcomes.

Standard V: Implementation:

The ORL nurse implements the intervention identified in the plan o f care 

Standard VI: Evaluation:

The ORL nurse evaluates the client’s progress towards attainment o f outcomes.

In addressing standards of professional performance the standards emphasise 

the importance of clinical effectiveness and quality in practice (SOHN 1994). 

Standard I: Quality o f care:

The ORL nurse systematically evaluates the quality and effectiveness o f nursing 

practice.

Standard II: Performance appraisal:

The ORL nurse evaluates his or her own nursing practice in relation to professional 

practice standards and relevant statutes and regulations.

Standard III: Education:

The ORL nurse acquires and maintains current knowledge in nursing practice. 

Standard IV: Collegiality:

The ORL nurse contributes to the professional development o f peers, colleagues and 

others.

Standard V: Ethics:

The ORL nurse’s decisions and actions on behalf o f clients are determined in an 

ethical manner.
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Standard VI: Collaboration:

The ORL nurse collaborates with clients, significant others and health care providers 

in providing client care.

Standard VII: Research:

The ORL nurse uses research findings in practice.

Standard VIII: Resource utilization:

The ORL nurse considers factors related to safety, effectiveness and cost in planning 

and delivering client care (SOHN 1994 pp3-14).

Standards of ORL Nursing Care (2009)

In addition to the 1994 Standards of Nursing Care and professional 

performance there is an additional standard of professional performance in the 

second edition 2009.

Standard IX Futurism/Leadership

The ORL nurse, in a leadership position, anticipates the dynamic nature of ORL 

Head and Neck Nursing and prepares for the evolving future.
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Appendix 4: Informal telephone survey prior to study commencement (2006)

Informal telephone conversations with nurses-in-charge on all designated ENT units in

Ireland inclusive o f  paediatric units

H ospitalA V ard W ard  descrip tion  (sum m ary  of 
conversations)

W hole tim e equivalent 
nurses W T E ’s

C ontac t
person

Hospital A 19 bedded designated ENT Head and 
Neck Ward. Mixed patient profile 
while designated ENT many non-ENT 
patients being cared for

(13.5)
Mixed ward profile 
problems with staff 
development

CNM2

Hospital B 
(Paediatric)

No specific ENT ward or OPD staff) Designated ENT nursing 
team: Two airway nurses + 
ENT nurse, T ’s A ’s G ’s (3 
ENT CNS + 3 dedicated 
ENT OPD Nurses

Staff
Nurse

Hospital C 30 Bedded ward surgical 
(ENT/Plastics/general) 15 designated 
ENT beds but mixed patient 
occupancy.

Mixed ward profile 
problems with staff 
development 21.3 W TE’s

CNM Il

Hospital D 19 ENT beds plus paediatric 
Dedicated ENT OPD and Casualty. 
Mixed patient occupancy

18 WTE CNMII

Hospital E 28 bedded ENT/Surg Ward Mixed 
occupancy) Dedicated ENT OPD 
treatment room

M ixed ward profile 
problems with staff 
development. 20 WTE

CNMII

Hospital F Surgical Ward 8 designated ENT Beds 
Mixed occupancy

M ixed ward profile 
problems with staff 
development. 13.5 W TE’s 
(6 ENT nurses)

CNMII

Hospital G No designated ENT Ward 
Male and female surgical wards.

ENT dedicated OPD staff 
(ENT CNS + 3 dedicated 
OPD staff)

CNS

Hospital H No designated ENT Ward
Male and female surgical wards ENT
dedicated OPD staff

(1 Paediatric ENT CNS) 
M ixed ward profile 
problems with staff 
development.

ENT CNS

Hospital I 31 beds ENT/Surgical 
Equally distributed 
Mixed occupancy

M ixed ward profile 
problems with staff 
development. 22 (WTE)

CNMII

Hospital J 
(Paediatrics)

No definitive ward, No designated 
ENT OPD staff

2 ENT CN S’s ENT CNS

Hospital K Surgical/medical/orthopaedics 
No Ward, No designated ENT OPD

22 WTE CNMII

Hospital L Not Participating
Pilot study Phase one and two Mixed 
patient occupancy (18 beds)

21.3 W TE’s CNMI

Hospital M 25 bedded ENT/Eye W ard Mixed 
occupancy. M ixed ward profile 
problems with ENT staff development

18 WTE CNMII
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HospitalAVard W ard description (summary 
of conversations)

W TE’s Contact
person

Hospital N 30 Bedded ENT ward (Poor 
ENT occupancy). Mixed ward 
profile problems with ENT staff 
development.

21.5 WTE’s CNMII

Hospital 0 28 Beds. Mixed patient profile, 
problems ENT with staff

20WTE’s CNMII
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Appendix 5: Information pack and questionnaire for study participants

1. Letter

Re: L e t te r  o f  reques t  to  part ic ipa te  in study
Date: 11.02.07

Dear Colleague,
I  would like to  begin by introducing myself; my name is Theresa  Frawley, I  am currently  a post 
graduate Student in th e  School of Nursing and Midwifery, Trinity College, Dublin where I  am a 
Doctoral s tudent.  My background; however, is in clinical nursing practice; prior to  commencing 
th is  course of study I  was working as an Ear Nose and Throat (ENT) Clinical Nurse Specialist in 
th e  Midland Regional Hospital Tullamore. My course requires me to  complete a major piece of 
research  and to  this  end I  would hope to  explore th e  experience of nurses' working in ENT wards 
within th e  Republic of Ireland. Information pertaining to  what should or ought to  be done in ENT 
nursing practice ex is ts  in th e  form of journal ar ticles and textbooks; however, very little 
research  ex is ts  into what th e  practice is in reality. I t  is hoped th a t  an exploration of the  
practices of ENT nursing will provide meaningful information th a t  will allow fo r  th e  s t ruc tu red  
development of a  "Model of ENT Nursing".

The cu rren t  working t i t le  of this  piece of research  is: An exploration of  th e  experience of Ear 
Nose and T h ro a t  (ENT) nursing prac ticc  within th e  Republic o f  I re land : The development of 
a  model o f  ENT Nursing.

The method being employed fo r  th is  study is one of sequential triangulation. This means th a t  th e  
study has two phases, one designed to follow th e  o ther  essentially trying to  explore ENT nursing 
practice from d if fe re n t  perspectives. The f i r s t  phase is a  descriptive questionnaire; which will 
be followed by a: non-participant observation, where th e  re se a rch e r  will observe ward based 
nursing activities in o rder  to  describe  th e  practice of ENT nursing.

The Comhairle Na nOspideal repo rt  into otolaryngology services (2005) has identified th ir teen  
adult ENT units. Twelve of th e se  units a re  being asked to  participate; th e  th i r te e n th  unit, having 
participated in th e  pilot phase of th e  study, is being excluded on th e  grounds of possibly 
introducing bias. All nurses working on identified ENT wards within th e se  units will be asked to  
play a p a r t  in th e  f i r s t  phase. The second phase however, will be limited to, two wards; the  
selection of th e s e  wards will be based on "purpose". I t  is thought t h a t  wards where maximum 
numbers of  ENT patients  are  being cared fo r  will b es t  inform th is  study, th is  decision can be 
made following evaluation of th e  descriptive questionnaire.

I  have sought and obtained ethical approval from th e  following bodies; The School of Nursing and 
Midwifery Studies: The Faculty of Health Science; Trinity College Dublin; and One Health 
Services Executive Network Area. Subsequently, I  have contacted th e  Director of Nursing to 
seek  permission to conduct th e  study  within th e  hospital and this  was granted. I  am now a t  th e  
crucial s tage  of engaging th e  nursing s ta f f 's  co-operation in participating in this  study.
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Due to its detailed nature o f th is study and to encourage participation; the researcher, is 
providing information session, in each of the participating ENT units and where possible; 
personally, d istribute  the questionnaire. The design o f these sessions is to provide a rationale 
fo r the study, d ifferentia ting between the two d istinct phases, a summary o f the aims and 
objectives while also describing the advantages and implications fo r nurses participating in one or 
both aspects of the study. I f  you have been unable to attend I  am enclosing an information 
leaflet detailing the study.

Please find enclosed questionnaire, consent fo r th is phase will be presumed by return of 
completed questionnaire and limited f ir s t  phase only. I  would appreciate i f  the questionnaire 
could be returned in the stamp addressed envelope provided, by Tuesday 27^^ February 2007. 
In  the event of your ward being selected to participate in the second phase fu rthe r written 
consent will be obtained prior to any data being collected.

I f  you have any queries regarding th is study or need fu rthe r clarification on any issues I  would 
be happy to address any such concerns. I  can be contacted at the above address, or via email at; 

or Mobile; j U j j H I j l H

Thanking you in anticipation.
Yours sincerely

Theresa Frawley: RSN, RM, Dip N., B.Sc. (Hons); FFNRCSI; M.Sc.
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2. Participant information leaflet

PARTICIPANT INFORMATION LEAFLET

Title of study
An exploration of the experience of Ear Nose and Throat (ENT) nurses 

practising within the Republic of Ireland: The development of a model of ENT
Nursing.

Introduction: My Name is Theresa Frawley and I  am currently a PhD student in 
the School of Nursing and Midwifery, Trinity College Dublin. My interest in 
this topic of study is as a consequence of working in the clinical area of ENT  
nursing, for a number of years. I  would often ponder on such questions as: 
What is it that differentiates the ENT nurse from the generalist nurse? What 
is the unique contribution of ENT Nursing when caring for a person with an 
ENT disorder? Or indeed, do we as ENT nurses have a unique contribution to 
make? Despite searching the literature these questions remained largely 
unanswered. Essential information on caring for the ENT patient can be 
obtained from journal articles and te x t books. I t  can be argued; however, that 
what is referred to in these texts, is an ideal and the reality of everyday ENT  
nursing practice with its competing priorities has yet to be described. This 
study is designed to address such issues by exploring the practice of ENT 
nursing as experienced by Registered General Nurses (RNs) currently working 
within ENT wards in the Republic of Ireland. This information, once gained, will 
be utilised to describe the practice and establish a framework or model of ENT 
nursing to assist nurses in their everyday work.

This study is divided into two phases'-
The f irs t phase: All RNs currently working in twelve of the thirteen wards 
where ENT patients are being cared for within the Republic of Ireland will be 
asked to participate. This involves completing a detailed questionnaire 
developed from the literature and subdivided into functional sections. I t  will 
take approximately 30 minutes to complete. I  appreciate that you are all very 
busy, but I  should be very grateful if you would find time to complete this, as it 
will be very helpful to me.

The sccond phase: RNs working in two purposefully selected ENT wards, 
where maximum numbers of ENT patients are being cared for, will be asked to 
participate in the second or follow-up "ethnographic" phase of this study. An 
"ethnography" is “the culture or reality" from the informant's perspective; 
therefore, over a period of a month the researcher (T  Frawley) will be present 
in the ward as a non-participant observer in ward based nursing activities. This 
phase is about observing the practice of ENT nursing within the ward; what it 
is, why it is being done and how it is being done, looking beyond what should or 
ought to be done, to the reality of everyday ENT nursing being practised. I  am 
not there to criticise or judge, merely to observe and document. I  know from
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my own practice that it is not always possible or appropriate to give care in a 
certain way; there are many good ways of giving care, all of them d ifferent and 
I  am interested in finding out what works for ENT nurses in Ireland. The tools
that I  will use to capture appropriate data will include: field notes and voice
recordings via an MP3 player. The firs t week will be an introductory period with 
the researcher's time being spent getting to know the nursing and allied health 
s ta ff within the ward and vice versa, clarifying issues of concern, conducting 
pilot work and obtaining consent from all the study participants. The following 
three weeks will be the study phase, when data will be collected.

Information sessions: Will be conducted in each of the 12 ENT wards prior to 
the firs t phase of the study commencing. The researcher will provide an 
overview of the aims and objectives, outlining the two distinct phases and the 
implications fo r nurses participating in all aspects of the study:

Procedures: Prior to commencing this study ethical approval was sought and 
granted from:

• The Faculty of Health Sciences, Trinity College Dublin
• One Health Services Network Area

Permission to conduct the study was obtained from:
• The Director of Nursing within each hospital where ENT Wards are 

situated.
Permission from study participants will be requested following information 
sessions:

Primary participants:
First phase participation: Registered nurses, currently working in twelve of 
the thirteen ENT wards within the Republic of Ireland. Inclusive of: part-time, 
full-time, temporary and permanent nurses. Participation involves completing 
and returning the questionnaire.
Second phase: Registered nurses working in two purposefully selected ENT  
wards: where maximum numbers of ENT patients are being cared for.
Participation involves agreeing to their everyday activities being observed and 
data recorded. The researcher may also ask some s ta ff to be interviewed 
briefly, perhaps to clarify some interaction or task that was observed. These 
interviews will be tape-recorded, with your permission, in order not to miss any 
data.
Excluded from the study; Registered nurses, currently working in paediatric 
units as this is considered a speciality within a speciality. Registered nurses, 
currently working in the ENT unit where the pilot-study was conducted, this is 
on the grounds of possibly introducing bias to the study.

Participation is voluntary and you may withdraw at any time.
First phase: Consent will be presumed by return of completed questionnaire.
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Second phase: Following information and clarification o f the second phase of 
the study during the introductory week;

• W ritten consent will be obtained from nursing and other s ta ff to collect 
and record data.

• Secondary participants are those with whom the nurse interacts; such as 
patients, family members, medical and paramedical s ta ff, information 
leaflets will have been previously distributed throughout the preliminary 
week. W ritten consent will be obtained from patients and or family 
members to observe and record data about the ir interactions with the 
s ta ff  during the ir period o f hospitalisation.

• Transcripts o f all recorded data will be available fo r all study 
participants should they wish to review them.

• Stopping participation in the study: you need to be aware tha t the 
researcher may stop your participation in the study at any time and 
without your consent.

Risks:
• To anonymity/privacy/confidentiality

1®̂ phase: Questionnaires a ffo rd  respondents a considerable degree of 
anonymity, privacy and confidentiality as names are not required.

• No correlation o f any data between the number series on the 
questionnaire and the individual respondent.

• Additional measures fo r this study include participants' responses being 
number coded.

• Raw data will be filed in a locked cabinet.
• Spread-sheets o f collected data will be held on computer with each file  

being password protected.
2'^ phase: The qualitative strand o f this study may out o f necessity be subject 
to greater levels o f scrutiny in relation to the individual's 
anonymity/privacy/confidentiality. The use o f raw material such as field notes 
and audio data may place the participant at greater risk o f being identified.

• Apart from the interaction as it  relates to the study and its 
participants, no other personal information will be recorded.

• Information will be transcribed or electronically transferred to a 
computer.

• All electronic records held will be backed up and stored in password 
protected files.

• Access to all raw data; fie ld notes and audiov material, where possible 
will be rendered anonymous and access to data limited to the researcher 
and supervisor.

• Any professional assistance tha t the study may require (e.g. secretarial 
help) will demand s tr ic t adherence to codes o f conduct to preserve the 
participants' anonymity, privacy and confidentiality.
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No names or geographical locations will be disclosed; nor will they appear, in 
any subsequent discussion documentation, publications or presentations from  
this research. No audiovisual material will be released or published without the 
prior permission and written consent o f the parties involved.

• The potential to unearth professional misconduct or malpractice;
Issues such as an individual's sensitivity, their accountability, potential 
breaches of codes of professional practice or misconduct may be revealed 
during the second phase of this study. In  the event of a participant being upset 
or inconvenienced by the researcher's presence during observation or 
interviewing, I  will remove myself or stop the interview, respectively. A t a later 
suitable time I  will discuss the event and we can agree a solution to the 
identified problem. In  the unlikely event of my witnessing an illegal act such as 
patient abuse, this will be reported to the relevant authorities immediately. In  
the event of witnessing an act o f professional misconduct, this impropriety will 
initially be discussed with the individual concerned and subsequently the usual 
reporting mechanisms will be utilised.

Benefits:
• I t  is hoped th a t the provision of a model of ENT Nursing practice will 

enhance the working lives of nurses in this speciality in Ireland.
• An acknowledged model of ENT Nursing practice, tha t is derived from  

real nursing practice, in our own country and culture, could be utilised to 
guide the practices of the novice nurse while also informing curricula in 
the development of structured ENT courses.

Ultimately, this information will be used to facilitate  nurses wishing to advance 
their clinical practice within the speciality.

Further information or answers to your questions about the study and your 
participation in the study, can be obtained by contacting: 
on mobile n u m b er^^^^^^^^.
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3. Questionnaire

Trinity College Dublin 
Faculty o f Health Sciences
SCHOOL OF N I RSING &  M ID W IFER Y
24 D ’Olier Street. Dublin 2
T e l:+ 353 1 6082692 Fax:+ 353 1 6083001 http://www.tcd.ie/Nursing_Midwifery/

Title

An exploration of the experience of Ear Nose and Throat (ENT) nurses 
practising within the Republic of Ireland: The development of a model of ENT

Nursing.

By
Theresa Frawley 

ENT Clinical Nurse Specialist 
Doctoral Student, TCD

• This is a descriptive questionnaire developed following a review of 
twelve ENT nursing text books.

• There are no right or wrong, good or bad answers.

• The questionnaire is not designed as a test but to explore the reality of 
ENT nursing practised in Ireland

• The questionnaire should take approximately 30 minutes to 
complete.

• As a token of appreciation an Mp3 player will be raffled between every 
twenty five participants who complete and return the questionnaire
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Section One Demographic details
This section is designed to give the researcher basic background information 
on; age, qualifications, type of ward, etc; without revealing your identity.
This section is completed by ticking the appropriate boxes

1 Age:-
21 years to 35years 1

36years to 40years 2

41 years to 45years 3

46years to SOyears 4

51 years to 55years 5

56years to 60years 6

61 years to 65years 7

2 Gender:-
Male 1
Female 2

3 Qualifications currently registered with An Bord Altranais:- (Tick all that apply)

1 Registered General Nurse RGN 3.1

2 Registered Midwife RM 3.2

3 Registered Nurse Mental Handicap RNMH 3.3

4 Registered Psychiatric Nurse RPN 3.4

5 Registered Sick Children’s Nurse RSCN 3.5

6 Registered Public Health Nurse RSCN 3.6

7 Registered Nurse Tutor RNT 3.7

8 Others, please specify 3.8

4 Do you hold an ENT qualification: - (T ick all that apply)

1 Certificate 4.1

2 Diploma 4 2

3 Higher Diploma 4.3

4 Other Please specify 4.4

5 No Qualification held 4.5

5 Current grade within your area of practice:-
Staff Nurse 1

Clinical Nurse Manager 1 2

Clinical Nurse Manager II 3

Clinical Nurse Manager III 4

Divisional Nurse Manager 5

Clinical Nurse Specialist 6

Other please specify 7

6 Do you routinely care for ENT Patients:-
Yes 1
No 2

7 Is this on a designated ENT ward or department;-
Yes 1
No 2

If “yes”, please go to question »  8. If “no”, please go to question »  9
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8) A. If it is a designated ENT ward/department, are other patients, not categorised 
_______as ENT, being cared for on this ward?_________________________________

Yes 1
No 2

8) B. If yes please specify categories (General medical, surgical or other clinical 
specialty)

Please then go to question » 1 1 .

9 If it is not a designated ENT ward what is the ward’s current designation?
Please specify

10 If it is not a designated ENT ward how many beds are designated to the care of 
ENT patient’s?
Please specify a number............................................................................................

11 Is your current employment within this department?
Temporary { 1

Permanent | 2

12 Is your current position within this department?
Full-time 1
Part-time 2

13 How long have you been working with ENT patients?
0 to 6 Months 1
7 to 11 Months 2
1 to 2 Years 3

3 to 4 Years 4

5 to 6 Years 5

7 to 8 Years 6

9 to 10 Years 7

11 Years + 8
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Section Two: Assessment and Monitoring role of the ENT Nurse.
The literature would suggest that nurses; working within ENT wards, could or may be 
assessing and monitoring certain functions of the ENT system. These questions simply ask 
do you?

• This section requires you to answer by ticking yes or no to the appropriate 
questions.

• Answering no to questions 15, 17 and 19, you are directed to the next question.

14 History taking: When you admit an ENT Patient to your ward does history 
  taking include: - (Tick yes or no to all questions)________________________________________ ______

Yes
(1)

No
(2)

1 Demographic details
2 Presenting ENT complaint
3 Co-existing ENT history
4 Past medical and surgical history
5 Development history
6 Immunisation history
7 Family history
8 Psychosocial history
9 Cultural History
10 Sexual history

15 Admission assessment: when admitting an ENT patient to your ward do you 
_______include a specific evaluation of the patient’s ENT presenting complaint: -

Yes 1
No 2

If “no”, please go to question »»» 17

If “yes”, please go to question »»»16

16 Do you assess the patient’s specific ENT problems when it relates to:-
A.____ Ear: - (Tick yes or no to all questions)_________________________________________________

Yes
(1)

No
(2)

1 Pain
2 Itching
3 Deafness
4 Discharge
5 Tinnitus
6 Dizziness
7 Balance

B. Nose: - (Tick yes or no to all questions)

Yes
(1)

No
(2)

1 Obstruction
2 Rhinorrhoea
3 Sneezing
4 Discharge
5 Epistaxis
6 Anosmia
7 Headaches
8 Facial pain
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C. Throat; - (Tick yes or no to all questions)

Yes
(1)

No
(2)

1 Pain
2 Swelling
3 Foreign body sensation
4 Obstruction
5 Dysphagia
6 Reflux
7 Hoarseness
8 Respiratory difficulties

17 On admission: Does your initial assessment, of an ENT patient include, a 
Physical examination of the patient’s ENT system:_____________________________
Yes 1
No 2

If “no”, please go to question »»» 19

If “Yes”, please go to question »»» 18

18 Which of the following are included in a physical examination of the patient’s
ENT system: - (please ticl< either, ttie “yes” or "no” box for all questions)

A. External head and neck:
Y e s (1 ) No (2)

1 The hair, scalp and contours of the skull
2 Facial symnnetry
3 Movement and sensation (cranial nerve function)
4 The head and neck inspected for visible abnormalities
5 Neck and shoulders palpation for abnormalities
6 Auscultation of larynx and trachea for respiratory abnormalities

B Nose and Para-nasal sinuses external and internal
Y e s (1 ) No (2)

1 Observe the shape and contour of the nose and face
2 Palpation of nose and sinuses
3 Trans-illumination the sinuses
4 Assess airflow
5 Smell test (using strong odours)
6 Nasal examination
7 Nasal examination with speculum and light source
8 Light source and post nasal space mirror
9 Endoscope

C Mouth and Pharynx external and internal
Y e s (1 ) No (2)

1 Shape and contour lips, mouth and tempo-mandibular joint
2 Mouth (opening and closing)
3 Tempo-mandibular joint (mal-occlusion, clicking joint)
4 Breathing
5 Voice
6 Enlargement of parotid and salivary glands
7 Inspection of the oral mucosa
8 Gums
9 Teeth
10 Hard and soft palates
11 Tongue
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C Mouth and Pharynx external and internal (continued)

12 Movement and sensation (cranial nerve function)
13 Use of light source and spatula
14 Use of light source and mirror
15 Use of Nasopharyngoscope

D Ear external and internal
Y e s (1 ) No (2)

1 Pinna skin, angle and folds and post auricular area
2 External auditory meatus (skin integrity, swelling or discharge)
3 The tympanic membrane
4 Tympanic membrane movement (Valsalvas manoeuvre)
5 Hearing assessed by clinical hearing or whisper test.
6 Rinne and Weber tuning fork test
7 Review of audiograms
8 Balance (proprioception and co-ordination testing)
9 Auriscope
1 0 Microscope and speculum

Monitoring role of the ENT Nurse

19 Following admission: Do you regularly monitor specific Ear Nose Throat
changes in the patient’s condition as it relates to their treatment?

Yes 1
No 2

If no please go to Section 3, question »»» 21

If “Yes” please complete question »»» 20

20 Which of the following specific Ear Nose and Throat changes in the patients’ 
condition do you monitor? (Please tick either, the “yes" or “no” box for all questions)

A. Ears:
Y e s (1 ) No (2)

1 Pain
2 Swelling
3 Discharge
4 Hearing
5 Tinnitus
6 Vertigo
7 Balance
8 Intake and output
9 Taste disturbances
10 Dressing’s
11 Skin integrity
12 Positioning of the patient
13 Cerebral functioning
14 Cranial nerve function
15 Compliance with treatment

400



B.

T~
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

C.

T~
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

Nose and sinuses:
Yes (1) No (2)

Pain_______________________________
Swelling___________________________
Discharge (type colour and consistency)
Bleeding (source and site)____________
Intake and output___________________
Obstruction_________________________
Allergy____________________________
Respiratory function_________________
Dressing’s_________________________
Eye function________________________
Cranial nerve function________________
Anosmia___________________________
Swallowing_________________________
Positioning of the patient_____________
Skin discolouration__________________
Shock
levels of consciousness

Oropharyngeal and Laryngeal:
Y es(1) No (2)

Breathing___________________________________
Bleeding (source and site)_____________________
Pain_______________________________________
Swelling____________________________________
Discharge__________________________________
Wound (integrity, colour, sensation and discharge)
Swallowing__________________________________
Intake and output____________________________
Communication______________________________
Compliance with treatment____________________
Voice quality________________________________
Patient positioning___________________________
Mouth care_________________________________
Head and neck movement’s___________________
Medication reactions_________________________
Trismus
TMJ Function
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Section Three: Empowerment and self care practices of the ENT Nurse
We encourage and empower patients in so many ways; the literature suggests that ENT 
nurses can help the patient achieve this aim both through formal and informal activities. 
These practices in the main relate to information that is given to the person or their carer to 
increase their level o f awareness to the impact the disease processes is having on their 
health and wellbeing. These practices in particular relate to the support, guidance and 
education provided by the nurse to facilitate the development o f skills to manage the disease 
process or its treatment; towards coping with limitations and ultimately, minimising the 
impact on the individual or carer’s lifestyle

•  This section is completed by ticking the most appropriate box from the three options provided.

21 When a patient is admitted, diagnosed and being treated for a specific Ear 
Nose Throat condition: - Do you undertake formal (structured educational 
sessions) or informal (chatting, discussing, giving an advice leaflet etc...) self 
care or patient empowerment programmes for patients or their carers in the 
following circumstances?

A. Ear Care: -
Informal
(1)

Formal
(2)

None
(3)

1 Pain
2 Sw/elling
3 Discharge
4 Hearing
5 Tinnitus
6 Vertigo
7 Balance
8 Intake and output
9 Taste disturbances
10 Dressing’s
11 Instillation of ear drop
12 Skin integrity
13 Ear protection
14 Positioning of the patient
15 Cerebral functioning
16 Cranial nerve function
17 Compliance with treatment

B. Nasosinus Care
Informal
(1)

Formal
(2)

None
(3)

1 Pain
2 Swelling
3 Discharge
4 Nasal airway obstruction
5 Anosmia (loss of sense of smell)
6 Health and safety
7 Hygiene practices
8 Sneezing
9 Allergy awareness
10 Mouth breathing
11 Mouth care practices
12 Intake and output
13 Taste disturbances
14 Diet and weight loss
15 Dressings/packs
16 Nasal humidification
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B. Nasosinus Care (Continued)

17 Nasal hygiene
18 Skin/mucosal integrity
19 Infection control measures
20 Positioning of the patient
21 Cerebral functioning
22 Compliance with treatment

C. Oropharyngeal Laryngotracheal
Informal
(1)

Formal
(2 )

None
(3)

1 Pain
2 Swelling
3 Discharge
4 Bleeding
5 Airway obstruction
6 Difficulty in swallowing
7 Health and safety and hygiene practices
8 Medication management
9 Allergy awareness
10 Mouth breathing
11 Mouth care practices
12 Intake and output
13 Renal complications
14 Diet, weight loss, risk factors
15 Dressing’s
16 Altered airway
17 Humidification
18 Altered Nutrition
19 Skin/mucosal integrity
20 Infection control measures
21 Positioning of the patient
22 Altered communication
23 Altered body Image
24 Altered psychological wellbeing
25 Altered social functioning
26 Compliance with treatment

22 Prior to undertaking any formal or informal self care programmes for patients
or their carers do you assess their readiness to learn:-

Yes 1
No 2
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Section Four; Health promotional practices of the ENT Nurse
Health promotional role of the ENT Nurse: This aspect o f ENT nursing care includes formal 
and informal patient, family and carer educational programmes on the normal functioning o f 
the ear, nose and throat, conditions, diseases, hygiene practices, treatment options and 
follow-up procedures: This section is divided into three different levels; o f health promotional 
activities, designed to explore ENT nurses’ involvement in promoting health fo r EN T patients. 

• This section requires simple yes or no answers to all questions.

Primary health prevention being where the individual is aware o f risks associated with ENT  
disease, believes that they are healthy and employs preventative measures to remain so. 
Examples o f prim ary health promotion could be when: a patient is educated on other aspects 
o f ENT health or when information is being imparted to, fam ily members, friends, work 
colleagues and other groups, on ENT health related issues.

23 Do you either informally or formally engage in primary health promotional
programmes for ENT disease for the following: - 

A____ Ear: - (tick either yes or no for each question)__________________________________________________________

Yes
(1)

No
(2)

1 Normal structure and function of the ear
2 Ear conditions, acute, chronic and consequences
3 Ear hygiene practices: cleaning and ear protection
4 Routine screening for ear conditions and appropriate referral
5 Hearing loss causes and prevention
6 Balance disorders

B_____ Naso -sinus: - (ticl< either yes or no for each question)

Yes
(1)

No
(2)

1 Normal structure and function of nose
2 Nasal conditions acute, chronic and consequences
3 Hygiene practices: cleaning, irrigation, humidification, lubrication
4 Nasal infection control: droplet, ventilation
5 Social habits and environmental pollutants
6 Identifying risk factors and allergy screening
7 Immunization programmes
8 Screening programmes and appropriate referral

C. Oropharyngeal Laryngotracheal: - (tick either yes or no for each question)

Yes
(1)

No
(2)

1 Normal structure and function of Mouth Pharynx and Larynx
2 Conditions of mouth Pharynx and Larynx and consequences
3 Mouth Pharynx and Larynx hygiene practices and infection control
4 Social habits: alcohol tobacco and environmental pollutants irritants
5 Diet nutrition exercise
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Secondary prevention strategies address the situation where the patient has an ENT 
condition and wants to minimise the impact to improve or eradicate it:

24 When a patient is admitted to the department with a specific ENT condition do 
you engage in Secondary health prevention for the following?

A_____ Ear: -  (tick either yes or no for each question)

Yes
(1)

No
(2)

1 Treatment options for ear disease and possible complications
2 Compliance and follow-up
3 Ear hygiene and protection
4 Ear care: effects of sneezing, coughing, straining and blowing
5 Eustachian tube exercises
6 Instillation of ear medication
7 Different types of hearing loss treatment options
8 Balance disorders: diet and exercise
9 Ear disease and health and safety
10 Hearing aid or noise generator use and maintenance
11 Medication compliance and complications
12 Appropriate ear cleaning and protection
13 Measures to be taken when flying or swimming

B_____ Nose: -(tick either yes or no for each question)

Yes
(1)

No
(2)

1 Treatment options for nasal disease and possible complications
2 Compliance and follow-up
3 Nasal hygiene practices and protection
4 Infection control: Sneezing, coughing, straining and blowing
5 Medication compliance and complications
6 Identify risk factor (Infection/insult/injury/trauma) educate
7 Allergy identification and education
8 Appropriate exercise and diet

C Oropharyngolaryngeal:-(tick either yes or no for each question)

Yes
(1)

No
(2)

1 Treatment options and possible complications of oropharyngeal disease
2 Compliance and follow-up procedures for treatment options
3 Hygiene practices and protection
4 Infection control: Sneezing, coughing, straining and blowing
5 Appropriate exercise and diet
6 Identify risk factor (alcohol/tobacco/irritants) educate
7 Education on altered Body Image
8 Altered airway management education
9 Altered Nutrition
10 Altered communication rehabilitation

405



Tertiary health prevention strategies is where the ENT patient has a chronic or disabling ENT 
condition that requires support and education to facilitate adaptation and treatment 
compliance:

25 When a patient is admitted to the ward with a chronic ENT condition do you 
engage in Tertiary health prevention measures for the following?

A Ear disease chronic benign/malignant: -(tick either yes or no for each question)

Yes
(1)

No
(2)

1 Ear condition treatment options and disease limitation
2 Tinnitus coping strategies
3 Hearing aid or noise generator use and maintenance
4 Social interaction and environmental noise protection
5 Compliance with treatment options
6 Vocational rehabilitation and health and safety
7 Altered Body Image
8 Balance and Dizziness diet and exercise programmes

B Nasal disease acute/chronic benign/malignant: -(tick either yes or no for each question)

Yes
(1)

No
(2)

1 Nasal condition treatment options and disease limitation
2 Prevention of further infection/insult/injury/trauma
3 Knowledge of possible complication
4 Social interaction and infection control
5 Compliance with treatment options
6 Vocational rehabilitation and health and safety
7 Altered Body Image
8 Diet and exercise programmes

C. Oropharyngolaryngeal disease acute/chronic benign/malignant
Yes
(1)

No
(2)

1 Treatment options and possible complications
2 Compliance and follow-up
3 Hygiene practices and protection
4 Infection control: Sneezing, coughing, straining and blowing
5 Appropriate exercise and diet
6 Identify risk factor (alcohol/tobacco/irritants) educate
7 Education on altered Body Image
8 Altered airway management education
9 Tracheostomy tube management: changing/suctioning/humidification
10 Tracheostomy decannulation programme
11 Coping with limitation of permanent tracheostome
12 Altered communication rehabilitation
13 Vocational rehabilitation med alert and health and safety
14 Altered Nutrition
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Section five: Practical skills of the ENT Nurse
Following review o f the available textbooks on Ear Nose and Throat; ENT; nursing practice, 
a list o f skills were identified as required to care for the ENT patient. The skills identified 
within the literature highlight differences; some texts refer to these skills being the domain of 
the doctor, whereas others suggest they are the responsibility o f the nurse. The question is 
posed to examine two aspects o f the identified skills, A) responsibilities and B) capabilities.

• This section is completed by ticking the most appropriate box in both columns’ A 
and B

26. A) Do you consider the following ear care skills the domain of the ENT nurse, 
doctor, both or neither? And B) as a Nurse working with ENT patients, would 
you consider yourself capable of the following ear care skills?

E_____ Ear care skills: - (Please tick appropriate answer for both column A and B)__________________________

Responsibilities 
26 A

Capabilities 
26 B

Nurse
(1)

Doctor
(2 )

Both
(3 )

Neither
(4 )

Yes
(1)

No
(2)

1 Ear Examination

2 Clarification of diagnostic 
procedures

3 Clarification of condition

4 Clarification of treatment 
options

5 Clarification of specific 
problems

6 Support for alternative 
communication system

7 Preparation of the 
environment

8 Use of light source
9 Use of head mirror
10 Use of microscope
11 Use of auriscope
12 Use of an ear probe
13 Use of ophthalmoscope
14 Use of stethoscope
15 Use of eye test
16 Use of skills of palpation
17 Aural hygiene
18 Aural skin care
19 Canal cleaning
20 Canal painting
21 Ear bandaging

22 Ear dressing, wick or ointment 
insertion

23 Advice on ear protection

24 Insertion of ear 
drops/instillations

25 Irrigation
26 Micro-suction of ears
27 Removal of foreign bodies'

28 Instruction on eustachian tube 
exercises

29 Instruction on eye care and 
facial exercises

30 Instruction on medication 
compliance
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Ear care skills: Continued
Please tick appropriate answer for 
both column A and B

Responsibilities 
26 A

Capabilities 
26 B

Nurse
(1)

Doctor
(2)

Both
(3)

Neither
(4)

Yes
(1)

No
(2)

31 Clinical hearing test
32 Tuning fork test
33 Audio interpretation

34 Hearing aid use and 
maintenance

35 Appropriate ear drying 
techniques

36 Use of noise generator and 
maintenance advice

37 Co-ordination of care
38 Referral to allied professionals

39 Proper positioning of patient’s
40 Managing the dizzy patient

41 Facilitating exercise 
programme

42 Head movement’s

43 Awareness to health and 
safety

44 Coping with limitations
45 Knowledge of equipment
46 Patient reassurance
47 Follow up procedures

27. A) Do you consider the following naso-sinus care skills the domain of the ENT 
nurse, doctor, both or neither? and B), as a Nurse working with ENT patients, 
would you consider your self capable of the following Naso-sinus care skills?

N Naso-sinus care clinical skills: - (Please tick appropriate answer for both column A and B)

Responsibilities 
27 A

Capabilities 
27 B

Nurse
(1)

Doctor
(2)

Both
(3)

Neither
(4)

Yes
(1)

No
(2)

1 Room Preparation

2 Clean and prepare 
instruments

3 Nasal examination

4 Explanation of patient 
condition

5 Explain and clarify expectation

6 Explain and clarify diagnostic 
procedures

7 Explain and clarify 
complications

8 Explain and clarify limitations
9 Use of light source
10 Use of nasal Speculum
11 Use of nasal endoscope

12 Application of digital pressure 
to anterior epistaxis

13 Application of cold 
compresses

14 Preparation for nasal packing
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Naso-sinus care clinical
skills
Continued

Responsibilities 
27 A

Capabilities 
27 B

Nurse
(1)

Doctor
(2)

Both
(3)

Neither
(4)

Yes
(1)

No
(2)

15 Insertion of nasal pacl<ing

16 Nasal balloon catheter 
insertion

17 Nasal pack or catheter 
removal

18 Nasal hygiene
19 Instillation of nasal drops

20 Application of nasal 
ointment/medication

21 Instructions on use of nasal 
Sprays

22 Instructions on use Irrigation
23 Instructions on nasal sniffing
24 Instructions on nasal cleaning
25 Taking of nasal swabs
26 Smell testing
27 Skin Testing
28 Desensitization of allergens
29 Mouth care
30 Eye care

31 Decision on positioning of 
patients (with nasal packs)

32 Decision on patient 
mobilisation (with nasal packs)

33 Instruction nasal droplet 
contamination

34 Instruction on nasal infection 
control

35 Disposal and disinfection of 
nasal equipment

36 Use of steam inhalation
37 Use of humidification
38 Monitoring intake and output
39 Monitoring vital signs

40 Monitoring nasal 
condition/discharge

41 Identifying raised intracranial 
pressure

42 Referral to allied professionals

43 Provide education on nasal 
care

44 Provide education on loss of 
sense of smell

45 Provide education on 
treatment compliance

46 Provide education on 
eustachian tube functioning

47 Provide education on nasal 
health and safety
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28. A) Do you consider the following Oropharyngeal/laryngotracheal clinical skills 
the domain of the ENT nurse, doctor, both or neither? and B), as a Nurse 
worl<ing with ENT patients, would you consider yourself capable of the 
following Oropharyngeal/laryngotracheal clinical skills?

T. Oropharyngeal/laryngotracheal clinical skills: - (Please tick appropriate answer for both column
A and B)

Responsibilities 
28 A

Capabilities 
28 B

Nurse
(1)

Doctor
(2)

Both
(3)

Neither
(4)

Yes
(1)

No
(2)

1 Room Preparation
2 Clean and prepare instruments
3 Throat examination

4 Appropriate use of light source 
and head mirror

5 Appropriate use of microscope

6 Appropriate use of 
nasopharyngoscope

7 Appropriate use of a tongue 
depressor

8 Assessment of gag response
9 Taking of a throat swab
10 Explanation of patient condition
11 Explain and clarify expectation

12 Explain and clarify diagnostic 
procedures

13 Explain and clarify complications
14 Explain and clarify limitations
15 Explanation of treatment options

16 Explanation of consent 
Information

17 Instigating appropriate Infection 
control measures

18 Support patient in treatment 
decisions

19 Co-ordination of Patient care
20 Oropharyngeal hygiene
21 Oropharyngeal Humldificatlon
22 Throat gargles/lrrigatlon
23 Monitoring medication effects
24 Monitoring Swallowing
25 Monitoring Bleeding
26 Monitoring diet and fluid
27 Monitoring respiratory effort

28 Monitoring Oropharyngeal 
obstruction

29 Monitoring sign of oesophageal 
perforation

30 Monitoring intake and output

31 Employment of alternate means 
of communication

32 Support for alternate 
communication instruction

33 Mouth care
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Oropharyngeal/laryngotracheal 
Clinical skills continued

Responsibilities 
28 A

Capabilities 
28 B

Nurse
(1)

Doctor
(2)

Both
(3)

Neither
(4)

Yes
(1)

No
(2)

34 Skin and wound care
35 Oropharyngeal suctloning

36 Dental and oral prosthetic care

37 Managing altered nutrition (NG, 
PEG, and PEJ

38 Maintaining activity rest balance

39 Prepared for respiratory 
emergencies

40 Management of airway 
obstruction

41 Perform an emergency 
cricothyroidotomy

42 Positioning of patient's
43 Management of altered airway

44 Tracheostomy maintenance and 
care

45 Tracheostomy tubes changing
46 Tracheal instillation of saline

47 Decannulation of tracheostomy 
tube

48 Management of patient and 
family anxiety

49 Medication management

50 Management of facial and eye 
paresis

51 Facilitation of coping with 
condition

52 Hygiene and Infection control 
measures

53 Compliance with shoulder and 
neck exercises

54 Educate on loss of sense of 
smell

55 Patient teaching on throat 
condition

56 Educate patient following throat 
surgery

57 Educate patient altered airway

58 Educate patient altered 
communication

59 Educate on altered body image
60 Educate on altered Nutrition

61 Explanation on specific health 
and safety

Thank you for your time and effort in completing this questionnaire. 
Theresa Frawley
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To be included in the raffle please, fill in the slip below, separate and place in the smaller 
envelope (included) seal and return it “inside” the large envelope together with the 
completed questionnaire.

Name:

Address:

Telephone No:
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Appendix 6:Matrix of literature justifying questions included in the ENT nursing 
survey

Demographic details o f  the questionnaire:

Section One Demographic details_____________________________________________________________________

1 Age_______________________________________________________________________________________________

2 G ender___________________________________________________________________________________________

3: Qualifications currently registered with An Bord Altranais:__________________________________________
4: Do you hold an ENT qualification: - (Tick all that apply)_____________________________________________
5:C urren t grade within your area of practice:-_________________________________________________________
6:Do you routinely care for ENT Patients:- Yes/No_____________________________________________________
7:1s this on a designated ENT w ard or departm ent:- Yes/No____________________________________________
8a: If it is a designated ENT w ard/departm ent, are other patients, not categorised as ENT, being cared for
on this w ard?_______________________________________________________________________________________
8 b :lf yes please specify categories (General medical, surgical or other clinical specialty)___________________
9: If  it is not a designated ENT w ard w hat is the w ard ’s curren t designation? Please specify_______________
10: If it is not a designated ENT w ard how many beds are designated to the care of ENT patient’s? Specify 
num ber_____________________________________________________________________________________________
I I :  Is your cu rren t employment within this departm ent? T em porary/Perm anent_________________________
12: Is your cu rren t position within this departm ent? Full-tim e/Part-tim e_________________________________
13: How long have you been working with ENT patients?_______________________________________________

Book Key

1: Vlasto, M; (1951) The E ar Nose and T hroat for Nurse and Dressers. 4’'' Edition Faber and Faber limited: 
London_____________________________________________________________________________________________

2: Rotter; K; (1956) The Ear Nose and T hroat for Nurses; Faber and Faber limited: London._________________

3: Marshall; S; (1962): Aids to E ar Nose and T hroat Nursing, Edition: Bailiiere Tindall and Cox: London 
4:Pracey, R; Siegler,J; Stell; P;M; Rogers,J; (1977) E ar Nose and T hroat Surgery and Nursing. Hodder and
Stoughton: London___________________________________________________________ ______ ______________ __
5: Stalker, A;E; (1984) E ar Nose and T hroat Nursing: C u rren t Nursing Practice: 6 Edition; Bailiiere
Tindall: London______________________________________________________________________________________
6: Downie; P. A. (1984) E ar Nose and T hroat Nursing: Penguin Nursing Revision Notes: Revised edition;
Penguin Books: London_______________________________________________________________________________
7: Innes A; J; Gates, N; (1985); ENT surgery and disorders w ith notes on nursing care and clinical
management. London Faber and Faber._________________________________________________________________
8: Serra A.M; Bailey C.M; Jackson P;(1986) E ar Nose and T h roa t Nursing. Blackwell Scientific Publications: 
London_____________________________________________________________________________________________

9: Riley M.A.K., (1987) Nursing care of the client with ear nose and th roat disorders. New York; Springer 
10: Sigler B.A; Schuring L.T; (1993) E ar nose and th roat disorders: Mosby Clinical Nursing Series. Mosby
St. Louis.____________________________________________________________________________________________
11: Society o f Otolaryngology Head and Neck Nurses (SOHNN) (1994) Guidelines for Otorhinolaryngology 
Head and Neck Nursing Practice. SOHNN Inc: Florida

12: Harris, L;L; Huntoon, M;B; Society o f Otorhinolaryngology Head and Neck Nurses (1998) Core
Curriculum  for O torhinolaryngology and Head and Neck Nursing. SOHNN Inc: Florida.__________________
13: Moser, C.A; Kalton, G; (1971) Survey Methods in Social Investigation. (2nd ed.). Dartmouth: England. 
Demographic details only______________________________________________________________________________

Section Two: Assessment and M onitoring role 
of the ENT Nurse. 1 2 3 4 5 6 7 8 9 10 11 12
14:History taking: W hen you adm it an ENT Patient to your w ard does history taking include: - (Tick yes 
or no to all questions)
1 :Demographic details Yes/No 1 2 3 4 5 6 7 8 9 10 11 12
2:Presenting ENT complaint Yes/No 1 2 3 4 5 6 7 8 9 10 11 12

415



H is to ry  tak in g  co n tin u ed :

3:Co-existing ENT history Yes/No I 2 3 4 5 6 7 8 9 10 11 12

4:Past medical and surgical history Yes/No 1 2 3 4 5 6 7 8 9 10 11 12

5:Development history Yes/No 10 11 12

6:lm m unisation history Yes/No 9 10 11 12

7:Family history Yes/No 4 5 8 9 10 11 12

8:Psychosocial history Yes/No 5 6 7 8 9 10 11 12

9:Cultural History Yes/No 5 7 9 10 11 12

10;Sexual history Yes/No 1 2 9 10 11 12
15:Admission assessment: when adm itting an ENT  
patient to your ward do you include a specific evaluation 
of the patient’s ENT presenting complaint: - Ves/No 1 2 3 4 5 6 7 8 9 10 11 12

16:Do you assess the patient’s specific ENT problems when it relates to:-

Ear: - (Tick yes o r no to all questions)

Pain 1 2 3 4 5 6 7 8 9 10 11 12

Itching 5 6 7 8 9 10 11 12

Deafness 1 2 3 4 5 6 7 8 9 10 11 12

Discharge 1 2 3 4 5 6 7 8 9 10 11 12

Tinnitus 1 2 3 4 5 6 7 8 9 10 11 12

Dizziness 1 2 3 4 5 6 7 8 9 10 II 12

Balance 1 2 3 4 5 6 7 8 9 10 11 12

Nose: - (Tick yes or no to all questions)

Obstruction 1 2 3 4 5 6 7 8 9 10 11 12

Rhinorrhoea 1 2 3 4 5 6 7 8 9 10 11 12

Sneezing 4 5 6 7 8 9 10 11 12

Discharge 1 2 3 4 5 6 7 8 9 10 II 12

Epistaxis 1 2 3 4 5 6 7 8 9 10 II 12

Anosmia 4 5 6 7 8 9 10 11 12

Headaches 1 2 3 4 5 6 7 8 9 10 II 12

Facial pain 1 2 3 4 5 6 7 8 9 10 II 12

Throat; - (Tick yes or no to all questions)

Pain 1 2 3 4 5 6 7 8 9 10 11 12

Swelling 1 2 3 4 5 6 7 8 9 10 11 12

Foreign body sensation 1 2 3 4 5 6 7 8 9 10 11 12

Obstruction 1 2 3 4 5 6 7 8 9 10 11 12

Dysphagia 1 2 3 4 5 6 7 8 9 10 11 12

Reflux 6 7 8 9 10 11 12

Hoarseness 1 2 3 4 5 6 7 8 9 10 11 12

Respiratory difficulties 1 2 3 4 5 6 7 8 9 10 11 12
17:On admission: Does your initial assessment, o f an 
ENT patient include, a physical exam ination of the 
patient’s ENT system: - Ves/No 1 2 3 4 5 6 7 8 9 10 11 12
18: W hich o f the following are included in a physical exam ination o f the patient’s EN T  system: - (please 
tick either, the “yes” or “no” box for all questions)

A External head and neck: 1 2 3 4 5 6 7 8 9 10 11 12

The hair, scalp and contours o f  the skull 1 2 3 4 5 6 7 8 9 10 11 12

Facial symmetry 1 2 3 4 5 6 7 8 9 10 11 12

M ovem ent and sensation (cranial nerve fiinction) 1 2 3 4 5 6 7 8 9 10 11 12

The head and neck inspected for visible abnormalities 1 2 3 4 5 6 7 8 9 10 11 12

Neck and shoulders palpation for abnormalities 1 2 3 4 5 6 7 8 9 10 11 12
Auscultation o f  larynx and trachea for respiratory 
abnormalities 1 2 3 4 5 6 7 8 9 10 11 12
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P h y s ica l e x a m in a tio n  co n tin u ed :

B Nose and Para-nasal sinuses external and internal 1 2 3 4 5 6 7 8 9 10 11 12

Observe the shape and contour o f  the nose and face 1 2 3 4 5 6 7 8 9 10 11 12

Palpation o f  nose and sinuses 1 2 3 4 5 6 7 8 9 10 11 12

Trans-illumination the sinuses 1 2 3 4 5 6 7 8 9 10 11 12

Assess airflow 1 2 3 4 5 6 7 8 9 10 11 12

Smell test (using strong odours) 1 2 3 4 5 6 7 8 9 10 11 12

Nasal exam ination 1 2 3 4 5 6 7 8 9 10 11 12

Nasal exam ination with speculum and light source 1 2 3 4 5 6 7 8 9 10 11 12

Light source and post nasal space m irror 1 2 3 4 5 6 7 8 9 10 11 12

Endoscope 1 2 3 4 5 6 7 8 9 10 11 12

C M outh and Pharynx external and internal 1 2 3 4 5 6 7 8 9 10 11 12

Shape and contour lips, mouth and tem po-m andibular joint 1 2 3 4 5 6 7 8 9 10 11 12

Mouth (opening and closing) 1 2 3 4 5 6 7 8 9 10 11 12

Tem po-m andibular joint (m al-occlusion, clicking joint) 1 2 3 4 5 6 7 8 9 10 1! 12

Breathing 1 2 3 4 5 6 7 8 9 10 11 12

Voice 1 2 3 4 5 6 7 8 9 10 11 12

Enlargem.ent o f  parotid and salivary glands 1 2 3 4 5 6 7 8 9 10 11 12

Inspection o f  the oral mucosa 1 2 3 4 5 6 7 8 9 10 11 12

Gums 1 2 3 4 5 6 7 8 9 10 11 12

Teeth 1 2 3 4 5 6 7 8 9 10 11 12

Hard and soft palates 1 2 3 4 5 6 7 8 9 10 11 12

Tongue 1 2 3 4 5 6 7 8 9 10 11 12

M ovement and sensation (cranial nerve fiinction) 1 2 3 4 5 6 7 8 9 10 11 12

Use o f  light source and spatula 1 2 3 4 5 6 7 8 9 10 11 12

Use o f  light source and mirror 1 2 3 4 5 6 7 8 9 10 11 12

Use o f  Nasopharyngoscope 1 2 3 4 5 6 7 8 9 10 11 12

D Ear external and internal 1 2 3 4 5 6 7 8 9 10 11 12

Pinna skin, angle and folds and post auricular area 1 2 3 4 5 6 7 8 9 10 11 12
External auditory m eatus (skin integrity, swelling or 
discharge) 1 2 3 4 5 6 7 8 9 10 11 12

The tympanic m em brane 1 2 3 4 5 6 7 8 9 10 11 12

Tympanic m em brane m ovem ent (Valsalvas manoeuvre) 1 2 3 4 5 6 7 8 9 10 11 12

Hearing assessed by clinical hearing or whisper test. 1 2 3 4 5 6 7 8 9 10 11 12

Rinne and W eber tuning fork test 1 2 3 4 5 6 7 8 9 10 11 12

Review o f  audiograms 1 2 3 4 5 6 7 8 9 10 11 12

Balance (proprioception and co-ordination testing) 1 2 3 4 5 6 7 8 9 10 11 12

Auriscope 1 2 3 4 5 6 7 8 9 10 11 12

M icroscope and speculum 1 2 3 4 5 6 7 8 9 10 11 12

M onitoring role o f the ENT Nurse 1 2 3 4 5 6 7 8 9 10 11 12
19:Following admission: Do you regularly monitor 
specific Ear Nose Throat changes in the patient’s 
condition as it relates to their treatment? Yes/No 1 2 3 4 5 6 7 8 9 to 11 12

20:W hich of the following specific Ear Nose and Throat changes in the patients’ condition do you monitor?
(Please tick either, the “yes” or ‘"no” box for all questions)

A:Ears: - 1 2 3 4 5 6 7 8 9 10 11 12

Pain 1 2 3 4 5 6 7 8 9 10 11 12

Swelling 1 2 3 4 5 6 7 8 9 10 11 12

Discharge 1 2 3 4 5 6 7 8 9 10 11 12

Hearing 1 2 3 4 5 6 7 8 9 10 11 12

Tinnitus 1 2 4 5 6 7 8 9 10 11 12
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M o n ito r in g  ro le  co n tin u ed ;

Vertigo 3 4 5 6 7 8 9 10 11 12

Balance 1 2 3 4 5 6 7 8 9 10 11 12

Intake and output 1 2 3 4 5 6 7 8 9 10 11 12

Taste disturbances 1 2 3 4 5 6 7 8 10 11 12

Dressing’s 1 2 3 4 5 6 7 8 9 10 11 12

Skin integrity 1 2 3 4 5 6 7 8 9 10 11 12

Positioning o f  the patient 7 8 9 10 11 12

Cerebral functioning 1 2 3 4 5 6 7 8 9 10 11 12

Cranial nerve function 3 4 5 6 7 8 9 10 11 12

Com pliance with treatm ent 1 2 3 4 5 6 7 8 9 10 11 12

B:Nose an d  sinuses: - 1 2 3 4 5 6 7 8 9 10 11 12

Pain 1 2 3 4 5 6 7 8 9 10 11 12

Swelling 1 2 3 4 5 6 7 8 9 10 11 12

Discharge (type colour and consistency) 1 2 3 4 5 6 7 8 9 10 11 12

Bleeding (source and site) 1 2 3 4 5 6 7 8 9 10 11 12

Intake and output 1 2 3 4 5 6 7 8 9 10 11 12

Obstruction 1 2 3 4 5 6 7 8 9 10 11 12

Allergy 3 5 6 10 11 12

Respiratory function 1 2 3 4 5 6 7 8 9 10 11 12

Dressing’s 1 2 3 4 5 6 7 8 9 10 11 12

Eye fiinction 1 2 3 4 5 6 7 8 9 10 11 12

Cranial nerve function 3 4 5 6 7 8 9 10 11 12

Anosmia 1 2 3 4 5 6 7 8 9 10 11 12

Swallowing 1 2 3 4 5 6 7 8 9 10 11 12

Positioning o f  the patient 1 2 3 4 5 6 7 8 9 10 11 12

Skin discolouration 1 2 3 4 5 6 9 10 11 12

Shock 1 2 3 4 5 6 7 8 9 10 11 12

levels o f  consciousness 1 2 3 4 5 6 7 8 9 10 11 12

C: O ro p h a ry n g ea l an d  L ary n g eal: 1 2 3 4 5 6 7 8 9 10 11 12

Breathing 1 2 3 4 5 6 7 8 9 10 11 12

Bleeding (source and site) 1 2 3 4 5 6 7 8 9 10 11 12

Pain 1 2 3 4 5 6 7 8 9 10 11 12

Swelling 1 2 3 4 5 6 7 8 9 10 11 12

Discharge 1 2 3 4 5 6 7 8 9 10 11 12

W ound (integrity, colour, sensation and discharge) 1 2 3 4 5 6 7 8 9 10 11 12

Swallowing 1 2 3 4 5 6 7 8 9 10 11 12

Intake and output 1 2 3 4 5 6 7 8 9 10 11 12

Communication 1 2 3 4 5 6 7 8 9 10 11 12

C om pliance with treatm ent 1 2 3 4 5 6 7 8 9 10 11 12

Voice quality 1 2 3 4 5 6 7 8 9 10 11 12

Patient positioning 1 2 3 4 5 6 7 8 9 10 11 12

M outh care 1 2 3 4 5 6 7 8 9 10 11 12

Head and neck m ovem ent’s 1 3 4 5 6 7 8 9 10 11 12

M edication reactions 1 2 3 4 5 6 7 8 9 10 11 12

Trismus 10 11 12

TMJ Function 10 11 12
Section T h ree : E m p o w erm en t an d  self-care  p ractices o f 
the E N T N urse 1 2 3 4 5 6 7 8 9 10 11 12
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Self-care and patient empowerment practices continued:

21: When a patient is adm itted, diagnosed and being treated for a specific Ear Nose Throat condition: - Do 
you undertake formal (structured educational sessions) or inform al (chatting, discussing, giving an advice 
leaflet etc...) self-care or patient em powerm ent program m es for patients or their carers in the following 
circum stances? Form al/Inform al/None Tick as appropriate

A:Ear Care: - 3 4 5 6 7 8 9 10 11 12

Pain 3 4 5 6 7 8 9 10 11 12

Swelling 3 4 5 6 7 8 9 10 11 12

Discharge 3 4 5 6 7 8 9 10 11 12

Hearing 1 2 3 4 5 6 7 8 9 10 11 12

Tinnitus 1 2 3 4 5 6 7 8 9 10 11 12

Vertigo 3 4 5 6 7 8 9 10 11 12

Balance 3 4 5 6 7 8 9 10 11 12

Intake and output 4 5 6 7 8 9 10 11 12

Taste disturbances 4 5 6 7 8 9 10 11 12

Dressing’s 1 2 3 4 5 6 7 8 9 10 11 12

Instillation o f  ear drop 1 2 3 4 5 6 7 8 9 10 11 12

Skin integrity 4 5 6 7 8 9 10 11 12

Ear protection 3 4 5 6 7 8 9 10 11 12

Positioning o f  the patient 4 5 6 7 8 9 10 11 12

Cerebral functioning 8 9 10 11 12

Cranial nerve function 8 9 10 11 12

Compliance with treatm ent 4 5 6 7 8 9 10 11 12

B: Nasosinus Care 4 5 6 7 8 9 10 11 12

Pain 4 5 6 7 8 9 10 11 12

Swelling 5 6 7 8 9 10 11 12
Discharge 5 6 7 8 9 10 11 12

Nasal airway obstruction 4 5 6 7 8 9 10 11 12

Anosmia (loss o f  sense o f  smell) 1 2 4 5 6 7 8 9 10 11 12

Health and safety 4 5 6 7 8 9 10 11 12

Hygiene practices 1 2 4 5 6 7 8 9 10 11 12

Sneezing 5 6 7 8 9 10 11 12

Allergy awareness 4 5 6 7 8 9 10 11 12

Mouth breathing I 2 4 5 7 8 9 10 11 12

Mouth care practices 1 2 4 5 7 8 9 10 11 12

Intake and output 1 2 5 7 8 9 10 11 12

Taste disturbances 5 8 9 10 11 12

Diet and weight loss 5 7 9 10 11 12

Dressings/packs 4 5 6 7 8 9 10 11 12

Nasal hum idification 1 2 4 5 6 7 8 9 10 11 12

Nasal hygiene 1 2 4 5 6 7 8 9 10 11 12

Skin/mucosal integrity 4 6 7 8 9 10 11 12

Infection control m easures 1 2 4 5 6 7 8 9 10 11 12

Positioning o f  the patient 1 2 4 5 6 7 8 9 10 11 12

Cerebral functioning 8 9 10 11 12

Com pliance with treatm ent 8 9 10 11 12

C:O ropharyngeal Laryngotracheal 3 5 6 7 8 9 10 11 12

Pain 1 2 5 6 7 8 9 10 11 12

Swelling 5 6 7 8 9 10 11 12

Discharge 3 4 5 6 7 8 9 10 11 12

Bleeding 1 2 4 5 6 7 8 9 10 11 12

Airway obstruction 1 2 3 4 5 6 7 8 9 10 11 12
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S e lf-ca re  a n d  p a tie n t e m p o w e rm e n t p ra c tic e s  co n tin u ed :

Difficulty in swallowing 1 2 4 5 6 7 8 9 10 11 12

Health and safety and hygiene practices 3 4 5 6 7 8 9 10 11 12

M edication m anagem ent 1 2 3 4 5 6 7 8 9 10 11 12

Allergy awareness 3 4 5 6 7 8 9 10 11 12

Mouth breathing 1 2 3 4 5 6 7 8 9 10 11 12

M outh care practices 1 2 3 4 5 6 7 8 9 10 11 12

Intake and output 1 2 3 4 5 6 7 8 9 10 11 12

Renal com plications 4 5 6 7 8 9 10 11 12

Diet, weight loss, risk factors 3 4 5 6 7 8 9 10 11 12

Dressing’s 1 2 5 6 7 8 9 10 11 12

Altered airway 1 2 3 4 5 6 7 8 9 10 11 12

Hum idification 1 2 3 4 5 6 7 8 9 10 11 12

Altered Nutrition 3 4 5 6 7 8 9 10 11 12

Skin/mucosal integrity 3 4 5 7 8 9 10 11 12

Infection control measures 1 2 3 4 5 6 7 8 9 10 11 12

Positioning o f  the patient 4 5 7 8 9 10 11 12

Altered com m unication 3 4 5 6 7 8 9 10 11 12

Altered body Im age 4 5 6 7 8 9 10 11 12

Altered psychological wellbeing 4 5 8 9 10 11 12

Altered social functioning 4 5 8 9 10 11 12

Com pliance with treatment 3 4 5 6 7 8 9 10 11 12
2 2 :P rio r to u n d e rta k in g  any fo rm al o r  in fo rm al self-care  
p ro g ram m es fo r  p a tien ts  o r  th e ir  c a re rs  do you assess 
th e ir read in ess to lea rn :-  Yes/No 4 5 6 7 8 9 10 11 12
Section F our: H ealth  p ro m o tio n a l p rac tices  o f the  EN T 
N urse 1 2 3 4 5 6 7 8 9 10 11 12
23:Do you e ith e r in form ally  o r fo rm ally  engage in p r im a ry  health  p rom otiona l p ro g ram m es fo r ENT 
disease fo r the  follow ing: -

A :E ar: - (tick either yes or no for each question) 1 2 3 4 5 6 7 8 9 10 11 12

Normal structure and function o f  the ear 4 6 8 9 10 11 12

Ear conditions, acute, chronic and consequences 4 7 8 9 10 11 12

Ear hygiene practices: cleaning and ear protection 3 4 5 6 7 8 9 10 11 12

Routine screening for ear conditions and appropriate referral 4 5 6 8 9 10 11 12

Hearing loss causes and prevention 4 5 6 7 8 9 10 11 12

Balance disorders 3 4 5 7 8 9 10 11 12

B :N aso-sinus: - (tick either yes o r no for each question) 1 2 3 4 5 6 7 8 9 10 11 12

Normal structure and function o f  nose 9 10 11 12

Nasal conditions acute, chronic and consequences 6 9 10 11 12
Hygiene practices: cleaning, irrigation, humidification, 
lubrication 3 4 5 6 7 8 9 10 11 12

Nasal infection control: droplet, ventilation 3 4 6 7 8 9 10 11 12

Social habits and environmental pollutants 1 2 3 4 5 6 7 8 9 10 11 12

Identifying risk factors and allergy screening 6 7 8 9 10 11 12

Im munization program m es 10 11 12

Screening program m es and appropriate referral 7 8 9 10 11 12
C :O ro p h a ry n g ea l L ary n g o trach ea l: - (tick either yes o r no 
for each question) 1 2 3 4 5 6 7 8 9 10 11 12
Normal structure and function o f  M outh Pharynx and 
Larynx 3 9 10 11 12

Conditions o f  m outh Pharynx and Larynx and consequences 3 8 9 10 11 12
Mouth Pharynx and Larynx hygiene practices and infection 
control 1 2 3 4 5 7 8 9 10 11 12
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Self-care and patient empowerment practices continued:

Social habits: alcohol tobacco and environmental pollutants 
irritants 3 4 5 6 7 8 9 10 11 12
Diet nutrition exercise 3 5 6 7 8 9 10 11 12
24: When a patient is adm itted to the departm ent with a specific ENT condition do you engage in 
Secondary health prevention for the following? Secondary prevention strategies address the situation where 
the patient has an ENT condition and wants to minimise the impact to improve or eradicate it:
A :Ear: - (tick either yes or no for each question) 1 2 3 4 5 6 7 8 9 10 11

Treatment options for ear disease and possible complications 3 7 8 9 10 11 12
Compliance and follow-up 3 4 5 6 7 8 9 10 11 12

Ear hygiene and protection 3 4 5 6 7 8 9 10 11 12
Ear care; effects o f sneezing, coughing, straining and 
blowing 1 2 3 4 5 6 7 8 9 10 11 12

Eustachian tube exercises 1 2 3 5 6 7 8 9 10 11 12
Instillation o f ear medication 1 2 3 4 5 6 7 8 9 10 11 12
Different types o f hearing loss treatment options 3 5 6 7 8 9 10 11 12

Balance disorders: diet and exercise 8 9 10 11 12
Ear disease and health and safety 3 4 5 6 8 9 10 11 12
Hearing aid or noise generator use and maintenance 4 5 6 7 8 9 10 11 12
Medication compliance and complications 3 4 5 6 7 9 10 11 12
Appropriate ear cleaning and protection 3 4 5 6 7 8 9 10 11 12
Measures to be taken when flying or swimming 3 7 8 9 10 11 12

B:Nose: - 3 4 5 6 7 8 9 10 11 12
Treatment options for nasal disease and possible 
complications 3 5 6 7 8 9 10 11 12
Compliance and follow-up 3 7 8 9 10 11 12
Nasal hygiene practices and protection 1 2 3 4 5 6 7 8 9 10 11 12
Infection control; Sneezing, coughing, straining and blowing 1 2 3 4 5 6 7 8 9 10 11 12

Medication compliance and complications 1 2 3 4 5 6 7 8 9 10 11 12
Identify risk factor (Infection/insult/injury/trauma) educate 3 5 6 7 8 9 10 11 12
Allergy identification and education 5 6 7 8 9 10 11 12

Appropriate exercise and diet 8 9 10 11 12
C:Oropharyngolaryngeal: -(tick either yes or no for each 
question) 3 4 5 6 7 8 9 10 11 12
Treatment options and possible complications o f 
oropharyngeal disease 3 4 5 7 9 10 11 12

Compliance and follow-up procedures for treatment options 3 4 5 7 8 9 10 11 12

Hygiene practices and protection 1 2 3 4 5 6 7 8 9 10 11 12
Infection control: Sneezing, coughing, straining and blowing 1 2 3 4 5 6 7 8 9 10 11 12

Appropriate exercise and diet 4 5 7 8 9 10 11 12

Identify risk factor (alcohol/tobacco/irritants) educate 4 5 6 7 8 9 10 11 12

Education on altered Body Image 4 5 6 7 8 9 10 11 12

Altered airway management education 3 4 5 6 7 8 9 10 11 12

Altered Nutrition 3 4 5 6 7 8 9 10 11 12

Altered communication rehabilitation 3 4 5 6 7 8 9 10 . 11 12
25: When a patient is admitted to the ward with a chronic ENT condition do you engage in Tertiary health 
prevention measures for the following? Tertiary health prevention strategies is where the ENT patient has a 
chronic or disabling ENT condition that requires support and education to facilitate adaptation and treatment 
compliance:
A: Ear disease chronic benign/malignant: -{tick either yes 
or no for each question) 4 5 6 7 8 9 10 11 12
Ear condition treatment options and disease limitation 5 7 8 9 10 11 12
Tinnitus coping strategies 5 6 7 8 9 10 11 12
Hearing aid or noise generator use and maintenance 4 5 6 7 8 9 10 11 12
Social interaction and environmental noise protection 4 5 6 7 8 9 10 11 12
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Teritary health prevention strategies continued

Com pliance with treatm ent options 4 5 6 7 8 9 10 11 12

Vocational rehabilitation and health and safety 4 5 7 8 9 10 11 12

Altered Body Image 5 6 7 8 9 10 11 12

Balance and Dizziness diet and exercise program m es 5 8 9 10 11 12
B;Nasal disease acute/chronic benign/m alignant: -(tick 
either yes o r no for each question) 4 5 6 7 8 9 10 11 12

Nasal condition treatm ent options and disease limitation 5 7 8 9 10 11 12

Prevention o f  further infection/insult/injury/traum a 5 6 7 8 9 10 11 12

Knowledge o f  possible complication 4 5 6 7 8 9 10 11 12

Social interaction and infection control 4 5 6 7 8 9 10 11 12

Com pliance with treatm ent options 5 7 8 9 10 11 12

Vocational rehabilitation and health and safety 5 7 8 9 10 11 12

Altered Body Image 5 7 8 9 10 11 12

Diet and exercise program m es 5 7 8 9 10 11 12
C:O ropharyngolaryngeal disease acute/chronic 
benign/m alignant 4 5 6 7 8 9 10 11 12

Treatm ent options and possible complications 4 5 7 8 9 10 11 12

C om pliance and follow-up 3 5 6 7 8 9 10 11 12

Hygiene practices and protection 4 5 6 7 8 9 10 11 12

Infection control: Sneezing, coughing, straining and blowing 4 5 6 7 8 9 10 11 12

A ppropriate exercise and diet 5 6 7 8 9 10 11 12

Identiiy risk factor (alcohol/tobacco/irritants) educate 5 6 7 8 9 10 11 12

Education on altered Body Image 4 5 6 7 8 9 10 11 12

Altered airway m anagem ent education 4 5 6 7 8 9 10 11 12
Tracheostom y tube management: 
changing/suctioning/hum idification 4 5 6 7 8 9 10 11 12

Tracheostom y decannulation program m e 4 5 6 7 8 9 10 11 12

Coping with lim itation o f  permanent tracheostom e 3 4 5 6 7 8 9 10 11 12

Altered comm unication rehabilitation 4 5 6 7 8 9 10 11 12

Vocational rehabilitation med alert and health and safety 5 6 7 8 9 10 11 12

Altered Nutrition 5 6 7 8 9 10 11 12
Section five: Practical skills o f  the ENT Nurse These questions are posed to examine two aspects o f  the 
identified skills. A) responsibilities and B) capabilities.
26. A) Do you consider the following ear care skills the domain of the ENT nurse, doctor, both or neither? 
And B) as a Nurse working with ENT patients, would you consider yourself capable o f  the following ear 
care skills? This question is answered by ticking appropriate boxes in both colum n A and B

Ear care skills: - 5 6 7 8 9 10 11 12

Ear Examination 10 11 12

Clarification o f  diagnostic procedures 9 10 11 12

Clarification o f  condition 9 10 11 12

Clarification o f  treatm ent options 7 8 9 10 11 12

Clarification o f  specific problems 5 6 7 8 9 10 11 12

Support for alternative communication system 3 4 5 6 7 8 9 10 11 12

Preparation o f  the environment 1 2 3 4 7 8 10 11 12

Use o f  light source 4 6 7 8 9 10 11 12

Use o f  head m irror 4 6 7 8 9 10 11 12

Use o f  m icroscope 7 8 9 10 11 12

Use o f  auriscope 1 2 3 4 7 8 9 10 11 12

Use o f  an ear probe 1 2 3 4 5 6 7 8 9 10 11 12

Use o f  ophthalm oscope 8 10 11 12

Use o f  stethoscope 10 11 12

Use o f  eye test 4 9 10 11 12
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Ear care skills continued

U se o f  skills o f  palpation 4 8 9 10 11 12

Aural hygiene 1 2 3 4 5 6 7 8 9 10 11 12

Aural skin care 4 5 6 7 8 9 10 11 12

Canal cleaning 4 5 6 7 8 9 10 11 12

Canal painting 4 5 6 7 8 9 10 11 12

Ear bandaging 1 2 3 4 5 6 7 8 9 10 11 12

Ear dressing, wick or ointm ent insertion 1 2 3 4 5 6 7 8 9 10 11 12

Advice on ear protection 3 4 5 6 7 8 9 10 11 12

Insertion o f  ear drops/instillations 1 2 3 4 5 6 7 8 9 10 11 12

Irrigation 1 2 3 4 5 6 7 8 9 10 11 12

M icro-suction o f  ears 5 5 8 9 10 11 12

Removal o f  foreign bodies’ 3 4 6 8 9 10 11 12

Instruction on eustachian tube exercises 5 6 7 8 9 10 11 12

Instruction on eye care and facial exercises 3 4 5 8 9 10 11 12

Instruction on medication compliance 3 4 5 6 7 8 9 10 11 12

Clinical hearing test 5 6 7 8 9 10 11 12

Tuning fork test 5 6 7 8 9 10 11 12

Audio interpretation 5 6 7 8 9 10 11 12

Hearing aid use and m aintenance I 2 3 4 5 6 7 8 9 10 11 12

Appropriate ear drying techniques 1 2 3 4 5 6 7 8 9 10 11 12

Use o f  noise generator and m aintenance advice 4 7 8 9 10 11 12

Co-ordination o f  care 5 6 7 8 9 10 11 12

Referral to allied professionals 5 6 7 8 9 10 11 12

Proper positioning o f  patient’s 1 2 3 4 5 6 7 8 9 10 11 12

Managing the dizzy patient 3 4 5 6 7 8 9 10 11 12

Facilitating exercise program m e 5 6 7 8 9 10 11 12

Head m ovem ent’s 3 4 5 6 7 8 9 10 11 12

Awareness to health and safety 1 2 4 5 6 7 8 9 10 11 12

Coping with lim itations 3 4 5 6 7 8 9 10 11 12

Know ledge o f  equipment 1 2 4 5 7 8 9 10 11 12

Patient reassurance 4 5 7 8 9 10 11 12

Follow up procedures 4 7 8 9 10 11 12
27 A)Do you consider the follow ing naso-sinus ca re  skills the  dom ain  o f th e  E N T  n urse , d oc to r, bo th  o r 
n e ith e r?  a n d  B), as a  N urse  w ork ing  w ith  E N T p a tien ts , w ould you consider y o u rse lf cap ab le  o f the 
follow ing N aso-sinus ca re  skills?

Room Preparation 1 2 3 4 10 11 12

Clean and prepare instruments 1 2 3 4 5 9 10 11 12

Nasal examination 5 7 8 10 11 12

Explanation o f  patient condition 4 5 6 7 8 9 10 11 12

Explain and clarify expectation 4 5 6 7 8 9 10 11 12

Explain and clarify diagnostic procedures 4 5 6 7 8 9 10 11 12

Explain and clarify complications 5 6 7 8 9 10 11 12

Explain and clarify lim itations 5 6 7 8 9 10 11 12

U se o f  light source 4 5 7 8 9 10 11 12

U se o f  nasal Speculum 8 9 10 11 12

U se o f  nasal endoscope 8 9 10 11 12

Application o f  digital pressure to anterior epistaxis 1 2 3 4 5 6 7 8 9 10 11 12

Application o f  cold compresses 1 2 3 4 5 6 7 8 9 10 11 12

Preparation for nasal packing 1 2 3 4 5 6 7 8 9 10 11 12

Insertion o f  nasal packing 5 8 9 10 11 12
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Naso sinus skills continued

Nasal balloon catheter insertion 8 10 11 12

Nasal pack or catheter removal 4 5 6 7 8 9 10 11 12

Nasal hygiene 1 2 3 4 5 6 7 8 9 10 11 12

Instillation o f  nasal drops I 2 3 4 5 6 7 8 9 10 11 12

Application o f  nasal ointm ent/m edication I 2 3 4 5 6 7 8 9 10 11 12

Instructions on use o f  nasal Sprays 1 2 3 5 6 7 8 9 10 11 12

Instructions on use Irrigation 1 2 3 4 5 6 7 8 9 10 11 12

Instructions on nasal sniffing 1 2 3 4 5 6 7 8 9 10 11 12

Instructions on nasal cleaning 1 2 3 4 5 6 7 8 9 10 11 12

Taking o f  nasal swabs 1 2 3 4 5 6 7 8 9 10 11 12

Smell testing 8 9 10 11 12

Skin Testing 5 6 7 8 9 10 11 12

Desensitization o f  allergens 4 5 6 7 8 9 10 11 12

Mouth care I 2 3 4 5 6 7 8 9 10 11 12

Eye care 1 2 3 5 7 8 9 10 11 12

Decision on positioning o f  patients (with nasal packs) 1 2 3 4 5 6 7 8 9 10 11 12

Decision on patient mobilisation (with nasal packs) 1 2 3 4 5 6 7 8 9 10 11 12

Instruction nasal droplet contamination 1 2 3 4 5 6 7 8 9 10 11 12

Instruction on nasal infection control 1 2 3 4 5 6 7 8 9 10 11 12

Disposal and disinfection o f  nasal equipm ent 1 2 3 4 5 7 8 9 10 11 12

Use o f  steam inhalation 1 2 3 4 5 6 7 8 9 10 11 12

Use o f  hum idification 1 2 3 4 5 6 7 8 9 10 11 12

Monitoring intake and output 1 2 3 6 7 8 9 10 11 12

Monitoring vital signs 1 2 3 4 5 7 8 9 10 11 12

Monitoring nasal condition/discharge I 2 3 4 7 8 9 10 11 12

Identifying raised intracranial pressure 1 2 3 4 5 6 7 8 9 10 11 12

Referral to allied professionals 1 2 3 4 5 6 7 8 9 10 11 12

Provide education on nasal care 1 2 3 4 7 8 9 10 11 12

Provide education on loss o f  sense o f  smell 8 9 10 11 12

Provide education on treatm ent compliance 1 2 3 4 6 7 8 9 10 11 12

Provide education on eustachian tube functioning 4 5 6 7 8 9 10 11 12

Provide education on nasal health and safety 1 2 3 4 5 8 9 10 11 12

28; A) Do you consider the  follow ing O ro p h a ry n g ea l/la ry n g o trach ea l clinical skills the  dom ain  of the EN T 
n urse , doctor, bo th  o r n e ith e r?  an d  B), as a  N urse  w ork ing  w ith E N T patien ts , w ould you consider 
yourself capab le  o f th e  follow ing O ro p h a ry n g ea l/la ry n g o trach ea l clinical skills?

Room Preparation 1 2 3 4 10 11 12

Clean and prepare instruments I 2 3 4 5 10 11 12

Throat examination 5 6 7 8 9 10 11 12

A ppropriate use o f  light source and head m irror 6 7 8 9 10 11 12

A ppropriate use o f  m icroscope 9 10 11 12

y^^ropria te  use o f  nasopharyngoscope 9 10 11 12

Appropriate use o f  a  tongue depressor 6 7 8 9 10 11 12

Assessm ent o f  gag response 6 7 8 9 10 11 12

Taking o f  a throat swab 1 2 3 4 5 6 7 8 9 10 11 12

Explanation o f  patient condition 3 4 5 6 7 8 9 10 11 12

Explain and clarify expectation 3 4 5 7 8 9 10 11 12

Explain and clarify diagnostic procedures 3 4 5 7 8 9 10 11 12

Explain and clarify complications 3 4 5 6 7 8 9 10 11 12

Explain and clarify lim itations 3 4 5 7 8 9 10 11 12

Explanation o f  treatm ent options 4 5 6 7 8 9 10 11 12
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Oropharyngeal and laryngotracheal skills continued

Explanation o f  consent information 4 5 8 9 10 11 12

Instigating appropriate infection control measures 1 2 3 4 5 6 7 8 9 10 11 12

Support patient in treatm ent decisions 3 4 5 6 7 8 9 10 11 12

Co-ordination o f  Patient care 1 2 3 4 5 6 7 8 9 10 11 12

Oropharyngeal hygiene 1 2 3 4 5 6 7 8 9 10 11 12

Oropharyngeal Hum idification 1 2 3 4 5 6 7 8 9 10 11 12

Throat gargles/Irrigation 1 2 3 4 5 6 7 8 9 10 11 12

M onitoring m edication effects 1 2 3 4 5 6 7 8 9 10 11 12

M onitoring Swallowing 1 2 3 4 5 6 7 8 9 10 11 12

M onitoring Bleeding 1 2 3 4 5 6 7 8 9 10 11 12

M onitoring diet and fluid 1 2 3 4 5 6 7 8 9 10 11 12

M onitoring respiratory effort 1 2 3 4 5 6 7 8 9 10 11 12

M onitoring Oropharyngeal obstruction 1 2 3 4 5 6 7 8 9 10 11 12

M onitoring sign o f  oesophageal perforation 4 5 6 7 8 9 10 11 12

M onitoring intake and output 1 2 3 4 5 6 7 8 9 10 11 12

Employment o f  alternate m eans o f  communication 3 4 5 6 7 8 9 10 11 12

Support for alternate communication instruction I 2 3 4 5 6 7 8 9 10 11 12

M outh care 1 2 3 4 5 6 7 8 9 10 11 12

Skin and wound care 1 2 3 4 5 6 7 8 9 10 11 12

Oropharyngeal suctioning 3 4 5 6 7 8 9 10 11 12

Dental and oral prosthetic care 4 5 6 7 8 9 10 11 12

M anaging altered nutrition (NG, PEG, and PEJ 3 4 5 7 8 9 10 11 12

M aintaining activity rest balance 3 4 5 6 7 8 9 10 11 12

Prepared for respiratory emergencies 1 2 3 4 5 6 7 8 9 10 11 12

M anagem ent o f  airway obstruction 3 4 5 6 7 8 9 10 11 12

Perform an emergency cricothyroidotomy 5 8 9 10 11 12

Positioning o f  patient’s 1 2 3 4 5 6 7 8 9 10 11 12

M anagem ent o f  altered airway 1 2 3 4 5 6 7 8 9 10 11 12

Tracheostom y m aintenance and care 1 2 3 4 5 6 7 8 9 10 11 12

Tracheostom y tubes changing 1 2 3 4 5 6 7 8 9 10 11 12

Tracheal instillation o f  saline 5 7 8 9 10 11 12

Decannulation o f  tracheostom y tube 3 4 5 6 8 9 10 11 12

M anagem ent o f  patient and family anxiety 9 10 11 12

M edication management 1 2 3 4 5 6 7 8 9 10 11 12

M anagem ent o f  facial and eye paresis 3 4 5 6 7 8 9 10 11 12

Facilitation o f  coping with condition 3 4 5 6 7 8 9 10 11 12

Hygiene and infection control measures 1 2 3 4 5 6 7 8 9 10 11 12

Com pliance with shoulder and neck exercises 4 8 9 10 11 12

Educate on loss o f  sense o f  smell 5 7 8 9 10 11 12

Patient teaching on throat condition 3 4 5 6 7 8 9 10 11 12

Educate patient following throat surgery 3 4 5 6 7 8 9 10 11 12

Educate patient altered airway 3 4 5 6 7 8 9 10 11 12

Educate patient altered communication 3 4 5 6 7 8 9 10 11 12

Educate on altered body image 4 5 6 7 8 9 10 11 12

Educate on altered Nutrition 3 4 5 6 7 8 9 10 11 12

Explanation on specific health and safety 4 5 7 8 9 10 11 12
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Appendix 7: Two preliminary drafts of the ENT nursing practice questionnaire

1. 1*' Draft o f the questionnaire:

ORL Nursing Practice Questionnaire

Demographic details
1 Age:- 

21 years to 3 5 years 
36years to 40years 
41 years to 45years 
46years to SOyears 
51 years to 55years 
56years to 60years 
61years to 65years

2 Gender:
Male 
Female

3 Qualifications currently registered with An Bord Altranais:-
Registered General Nurse 
Registered Midwife 
Registered Nurse Mental Handicap 
Registered Psychiatric Nurse 
Registered Sick Children’s Nurse 
Registered Public Health Nurse 
Registered Nurse Tutor 
Others, please specify .................

6 Do you hold an ENT qualification:- 
Certificate 
Diploma 
Higher Diploma

7 Current grade within your area o f  practice:- 
Staff Nurse
Clinical Nurse M anager 1 
Clinical Nurse M anager 2 
Clinical Nurse Manager 3 
Divisional Nurse M anager 
Clinical Nurse Specialist 
O ther please sp ec ify ........................................

8 Are you currently working with ENT patients’?
Yes No

9 Is this on a designated ENT ward or department?
Yes No

10 If  it is a designated ENT ward/department do you care for other non-ENT Categorised 
patient’s?

Yes No

I f  yes please specify categories (General medical, surgical clinical specialities)

RGN
RM
RNMH
RPN
RSCN
PHN
RNT

Yes No 
Yes No
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11 If it is not a designated ENT ward what is the wards current designation? 
Please specify

12 If it is not a designated ENT ward how many beds are designated to the care of ENT 
patient’s?
Please specify a number

13 Is your current employment within this department?
Temporary
Permanent

14 Is your current position within this department?
Full-time
Part-time

15 How long have you been working with ENT patients?
0 to 6 Months 
7 to 12 Months
1 to 2 Years 
3 to 4 Years 
5 to 6 Years 
7 to 8 Years 
9 to 10 Years 
11 Years +
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Assessment
16 When conducting an initial assessment o f  an ENT patient:- 

Does history taking include:-
Demographic details 
Presenting ENT complaint 
Co-existing ENT history 
Past medical and surgical history 
Development history 
Immunisation history 
Family history 
Psychosocial history 
Cultural History 
Sexual history

17 Does the initial assessment include an ENT assessment?

18 I f  Yes which o f the following are included:- 
Ears 
Pain 
Itching 
Deafness 
Discharge 
Tinnitus 
Dizziness 
Balance 
Nose
Obstruction
Rhinorrhoea
Sneezing
Discharge
Epistaxis
Anosmia
Headaches
Facial pain
Throat
Pain
Swelling
Foreign body sensation
Obstruction
Dysphagia
Reflux
Hoarseness
Respiratory difficulties

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

18 Is a physical examination o f the ENT system included during the initial assessment o f  an 
ENT Patient? Yes No

19 If  Yes which o f  the following are included:-
Extemal head and neck:
The hair, scalp and contours o f  the skull Yes No
Facial symmetry Yes No
Movement and sensation (cranial nerve function) Yes No
The head and neck inspected for visible abnormalities Yes No
Neck and shoulders palpation for abnormalities Yes No
Auscultation o f larynx and trachea for respiratory abnormalities Yes No

Nose and Para-nasal sinuses external and internal
Observe the shape and contour o f the nose and face Yes No
Palpation o f  nose and sinuses Yes No
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Trans-illumination the sinuses Yes No
Assess airflow
Smell test (using strong odours) Yes No
Nasal examination Yes No
Nasal examination with speculum and light source Yes No
Light source and post nasal space mirror Yes No
Endoscope Yes No
Mouth and Pharynx external and internal
Shape and contour lips, mouth and tempo-mandibular joint Yes No
Mouth (opening and closing) Yes No
Tempo-mandibular joint (mal-occlusion, clicking joint) Yes No
Breathing Yes No
Voice Yes No
Enlargement o f parotid and salivary glands Yes No
Inspection o f  the oral mucosa Yes No
Gums Yes No
Teeth Yes No
Hard and soft palates Yes No
Tongue Yes No
Movement and sensation (cranial nerve function) Yes No
Use o f  light source and spatula Yes No
Use o f  light source and mirror Yes No
Use o f  Nasopharyngoscope Yes No
Ear external and internal
Pinna skin, angle and folds and post auricular area Yes No
External auditory meatus (skin integrity, swelling or discharge) Yes No
The tympanic membrane Yes No
Tympanic membrane movement (Valsalvas manoeuvre) Yes No
Hearing can be assessed by clinical hearing or whisper test. Yes No
Rinne and W eber tuning fork test Yes No
Review o f audiograms Yes No
Balance (proprioception and co-ordination testing) Yes No
Auriscope Yes No
Microscope and speculum Yes No

Monitoring o f an ENT Patient:
20 Following admission do you monitor specific ENT changes within the patient’s condition:-

Yes No

21 If  Yes which o f  the following are included;-
Ears:
Pain Yes No
Swelling Yes No
Discharge Yes No
Hearing Yes No
Tinnitus Yes No
Vertigo Yes No
Balance Yes No
Intake and output Yes No
Taste disturbances Yes No
Dressings Yes No
Skin integrity Yes No
Positioning o f the patient Yes No
Cerebral flinctioning Yes No
Cranial nerve fiinction Yes No
Compliance with treatment Yes No
Nose and sinuses:
Pain Yes No
Swelling Yes No
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Discharge (type colour and consistency) Yes No
Bleeding (source and site) Yes No
Intake and output Yes No
Obstruction Yes No
Allergy Yes No
Respiratory function Yes No
Dressings Yes No
Eye function Yes No
Cranial nerve function Yes No
Anosmia Yes No
Swallowing Yes No
Positioning of the patient Yes No
Skin discolouration Yes No
Shock Yes No
Level of consciousness Yes No
Orocharvneeal and Laryngeal:
Breathing
Bleeding (source and site) Yes No
Pain Yes No
Swelling Yes No
Discharge Yes No
Wound (integrity, colour, sensation and discharge) Yes No
Swallowing Yes No
Intake and output Yes No
Communication Yes No
Compliance with treatment Yes No
Voice quality Yes No
Patient positioning Yes No
Mouth care Yes No
Head and neck movements Yes No
Medication reactions Yes No
Trismus Yes No

22: Patient empowerment and self-care practices

Ear Care
Pain Yes No
Swelling Yes No
Discharge Yes No
Hearing Yes No
Tinnitus Yes No
Vertigo Yes No
Balance Yes No
Intake and output Yes No
Taste disturbances Yes No
Dressing’s Yes No
Instillation of ear drop Yes No
Skin integrity Yes No
Ear protection Yes No
Positioning of the patient Yes No
Cerebral fiinctioning Yes No
Cranial nerve function Yes No
Compliance with treatment Yes No

Nasosinus Care
Pain Yes No
Swelling Yes No
Discharge Yes No
Nasal airway obstruction Yes No
Anosmia Yes No
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Health and safety Yes No
Hygiene practices Yes No
Sneezing Yes No
Allergy awareness Yes No
Mouth breathing Yes No
Mouth care practices Yes No
Intake and output Yes No
Taste disturbances Yes No
Diet and weight loss Yes No
Dressings/packs Yes No
Nasal humidification Yes No
Nasal hygiene Yes No
Skin/mucosal integrity Yes No
Infection control measures Yes No
Positioning of the patient Yes No
Cerebral functioning Yes No
Compliance with treatment Yes No

23: Oropharyngeal Laryngotracheal Care
Pain Yes No
Swelling Yes No
Discharge Yes No
Bleeding Yes No
Airway obstruction Yes No
Difficulty in swallowing Yes No
Health and safety and hygiene practices Yes No
Medication management Yes No
Allergy awareness Yes No
Mouth breathing Yes No
Mouth care practices Yes No
Intake and output Yes No
Renal complications Yes No
Diet and weight loss Yes No
Dressing’s Yes No
Altered airway Yes No
Humidification Yes No
Altered Nutrition Yes No
Skin/mucosal integrity Yes No
Infection control measures Yes No
Positioning of the patient Yes No
Altered communication Yes No
Altered body Image Yes No
Altered psychological wellbeing Yes No
Altered social functioning Yes No
Compliance with treatment Yes No

24 Prior to undertaking any formal or informal self-care programmes for patients or their carers do
you assess their readiness to leam:- Yes No

25 Do you either informally or formally engage in primary health promotional programmes for ENT
disease for the following:-

Ear Yes No
Normal structure and function of the ear Yes No
Ear conditions, acute, chronic and consequences Yes No
Ear hygiene practices: cleaning and ear protection Yes No
Routine screening for ear conditions and appropriate referral Yes No
Hearing loss causes and prevention Yes No
Balance disorders Yes

Naso-sinus
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Normal structure and function o f  nose Yes No
Nasal conditions acute, chronic and consequences Yes No
Hygiene practices: cleaning, irrigation, humidification, lubrication Yes No
Nasal infection control: droplet, ventilation Yes No
Social habits and environmental pollutants Yes No
Identifying risk factors and allergy screening Yes No
Immunization programmes Yes No
Screening programmes and appropriate referral Yes No

Oropharyngeal Laryngotracheal
Normal structure and function o f Mouth Pharynx and Larynx Yes No
Conditions o f  mouth Pharynx and Larynx and consequences Yes No
Mouth Pharynx and Larynx hygiene practices and infection control Yes No
Social habits; alcohol tobacco and environmental pollutants irritants Yes No
Diet nutrition exercise Yes No

26 W hen a patient is admitted to the department with a specific ENT condition do you engage in 
Secondary health prevention for the following:-

Ear
Treatment options for ear disease and possible complications Yes No
Compliance and follow-up Yes No
Ear hygiene and protection Yes No
Ear care: effects o f  sneezing, coughing, straining and blowing Yes No
Eustachian tube exercises Yes No
Instillation o f  ear medication Yes No
Different types o f  hearing loss treatment options Yes No
Balance disorders: diet and exercise Yes No
Ear disease and health and safety Yes No
Hearing aid or noise generator use and maintenance Yes No
M edication compliance and complications Yes No
Appropriate ear cleaning and protection Yes No
Measures to be taken when flying or swimming Yes No

Nose Yes No
Treatment options for nasal disease and possible complications Yes No
Compliance and follow-up Yes No
Nasal hygiene practices and protection Yes No
Infection control: Sneezing, coughing, straining and blowing Yes No
Medication compliance and complications Yes No
Identify risk factor (Infection/insult/injury/trauma) educate Yes No
Allergy identification and education Yes No
Bleeding appropriate exercise and diet Yes No

Orooharvngolarvngeal
Treatment options and possible complications Yes No
Compliance and follow-up Yes No
Hygiene practices and protection Yes No
Infection control: Sneezing, coughing, straining and blowing Yes No
Appropriate exercise and diet Yes No
Identify risk factor (alcohol/tobacco/irritants) educate Yes No
Education on altered Body Image Yes No
Altered airway management education Yes No
Altered Nutrition Yes No
Altered communication rehabilitation Yes No

27 When a patient is admitted to the department with a chronic ENT condition do you engage in 
Tertiary health prevention measures for the following:-
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Ear disease acute/chronic benign/malienant Yes No
Ear condition treatment options and disease limitation Yes No
Tinnitus coping strategies Yes No
Hearing aid or noise generator use and maintenance Yes No
Social interaction and environmental noise protection Yes No
Compliance with treatment options Yes No
Vocational rehabilitation and health and safety Yes No
Altered Body Image Yes No
Balance and Dizziness diet and exercise programmes Yes No

Nasal disease acute/chronic benign/malignant
Nasal condition treatment options and disease limitation Yes No
Prevention o f  fiirther infection/insult/injury/trauma Yes No
Knowledge o f  possible complication Yes No
Social interaction and infection control Yes No
Compliance with treatment options Yes No
Vocational rehabilitation and health and safety Yes No
Altered Body Image Yes No
Diet and exercise programmes Yes No

Orooharvneolarvngeal disease acute/chronic benign/malignant Yes No
Treatment options and possible complications Yes No
Compliance and follow-up Yes No
Hygiene practices and protection Yes No
Infection control: Sneezing, coughing, straining and blowing Yes No
Appropriate exercise and diet Yes No
Identify risk factor (alcohol/tobacco/irritants) educate Yes No
Education on altered Body Image Yes No
Altered airway management education Yes No
Tracheostomy tube management: changing/suctioning/humidification Yes No
Tracheostomy decannulation programme Yes No
Coping with limitation o f  permanent tracheostome Yes No
Altered communication rehabilitation Yes No
Vocational rehabilitation med alert and health and safety Yes No
Altered Nutrition Yes No

28 Practical skills o f the ENT Nurse
Ears
Ear Examination Yes No
Clarification o f  diagnostic procedures Yes No
Clarification o f condition Yes No
Clarification o f  treatment options Yes No
Clarification o f specific problems Yes No
Support for alternative communication system Yes No
Preparation o f  the environment Yes No
Use o f  light source Yes No
Use o f  head m irror Yes No
Use o f  microscope Yes No
Use o f  auriscope Yes No
Use o f  an ear probe Yes No
Use o f  ophthalmoscope Yes No
Use o f  stethoscope Yes No
Use o f  eye test Yes No
Use o f  skills o f  palpation Yes No
Aural hygiene Yes No
Aural skin care Yes No
Canal cleaning Yes No
Canal painting Yes No
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Ear bandaging Yes No
Ear dressing, wick or ointment insertion Yes No
Advice on ear protection Yes No
Insertion o f  ear drops/instillations Yes No
Irrigation Yes No
Micro-suction o f ears Yes No
Removal o f  foreign bodies’ Yes No
Instruction on eustachian tube exercises Yes No

Instruction on eye care and facial exercises Yes No
Instruction on medication compliance Yes No
Clinical hearing test Yes No
Tuning fork test Yes No
Audio interpretation Yes No
Hearing aid use and maintenance Yes No
Appropriate ear drying techniques Yes No
Appropriate use o f cotton and sponges for ear Yes No
Use o f noise generator and maintenance advice Yes No
Co-ordination o f care Yes No
Referral to allied professionals Yes No
Proper positioning o f  patient’s Yes No
M anaging the dizzy patient Yes No
Facilitating exercise programme Yes No
Head movements Yes No
Awareness to health and safety Yes No
Coping with limitations Yes No
Knowledge o f  equipment Yes No
Patient reassurance Yes No
Follow up procedures Yes No

Naso-sinus
Room Preparation Yes No
Clean and prepare instruments Yes No
Nasal examination Yes No
Explanation o f patient condition Yes No
Explain and clarify expectation Yes No
Explain and clarify diagnostic procedures Yes No
Explain and clarify complications Yes No
Explain and clarify limitations Yes No
Use o f light source Yes No
Use o f mirrors Yes No
Use o f nasal Speculum Yes No
Use o f  nasal endoscope Yes No
Application o f digital pressure to anterior epistaxis Yes No
Application o f cold compresses Yes No
Preparation for nasal packing Yes No
Insertion o f  nasal packing Yes No
Nasal balloon catheter insertion Yes No
Nasal pack or catheter removal Yes No
Nasal hygiene Yes No
Instillation o f  nasal drops Yes No
Application o f  nasal ointment/medication Yes No
Instructions on use o f  nasal Sprays Yes No
Instructions on use Irrigation Yes No
Instructions on nasal sniffing Yes No
Instructions on nasal cleaning Yes No
Taking o f  nasal swabs Yes No
Smell testing Yes No
Skin Testing Yes No
Desensitization o f allergens Yes No
Mouth care Yes No
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Eye care Yes No
Decision on positioning o f  patients (with nasal packs) Yes No
Decision on patient mobilisation (with nasal packs) Yes No
Instruction nasal droplet contamination Yes No
Instruction on nasal infection control Yes No
Disposal and disinfection o f  nasal equipment Yes No
Use o f  steam inhalation Yes No
Use o f humidification Yes No
M onitoring intake and output Yes No
Monitoring vital signs Yes No
Monitoring nasal condition/discharge Yes No
Identifying raised intracranial pressure Yes No
Referral to allied professionals Yes No
Provide education on nasal care Yes No
Provide education on loss o f  sense o f  smell Yes No
Provide education on treatment compliance Yes No
Provide education on eustachian tube functioning Yes No
Provide education on nasal health and safety Yes No

Oropharvngeal/larvngotracheal
Room Preparation Yes No
Clean and prepare instruments Yes No
Throat examination Yes No
Appropriate use o f light source and head mirror Yes No
Appropriate use o f  microscope Yes No
Appropriate use o f  nasopharyngoscope Yes No
Appropriate use o f  a tongue depressor Yes No
Assessment o f  gag response Yes No
Taking o f a throat swab Yes No
Explanation o f  patient condition Yes No
Explain and clarify expectation Yes No
Explain and clarify diagnostic procedures Yes No
Explain and clarify complications Yes No
Explain and clarify limitations Yes No
Explanation o f  treatment options Yes No
Explanation o f  consent information Yes No
Instigating appropriate infection control measures Yes No
Support patient in treatment decisions Yes No
Co-ordination o f Patient care Yes No
Oropharyngeal hygiene Yes No
Oropharyngeal Humidification Yes No
Throat gargles/Irrigation Yes No
Monitoring medication effects Yes No
M onitoring Swallowing Yes No
M onitoring Bleeding Yes No
M onitoring diet and fluid Yes No
M onitoring respiratory effort Yes No
M onitoring Oropharyngeal obstruction Yes No
Monitoring sign o f  oesophageal perforation Yes No
Monitoring intake and output Yes No
Employment o f  alternate means o f  communication Yes No
Support for alternate communication instruction Yes No
M outh care Yes No
Skin and wound care Yes No
Oropharyngeal hygiene Yes No
Oropharyngeal suctioning Yes No
Oropharyngeal humidification Yes No
Dental and oral prosthetic care Yes No
M anaging altered nutrition (NG, PEG, and PEJ) Yes No
M aintaining activity rest balance Yes No
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Prepared for respiratory emergencies Yes No
M anagement o f airway obstruction Yes No
Perform an emergency cricothyroidotomy Yes No
Positioning o f patient’s Yes No
Management o f altered airway Yes No
Permanent tracheostome Yes No
Tracheostomy maintenance and care Yes No
Tracheostomy tubes changing Yes No
Tracheal instillation o f  saline Yes No
Decannulation o f tracheostomy tube Yes No
M anagement o f patient and family anxiety Yes No
Medication management Yes No
M anagement o f facial and eye paresis Yes No
Facilitation o f coping with condition Yes No
Hygiene and infection control measures Yes No
Compliance with shoulder and neck exercises Yes No
Educate on loss o f sense o f  smell Yes No
Patient teaching on throat condition Yes No
Educate patient following throat surgery Yes No
Educate patient altered airway Yes No
Educate patient altered communication Yes No
Educate on altered body image Yes No
Educate on altered Nutrition Yes No
Explanation on specific health and safety Yes No

29: As a Nurse working with ENT patients would you consider yourself capable of the following 
skills:-
Ears: Yes No
Ear Examination Yes No
Clarification o f diagnostic procedures Yes No
Clarification o f condition Yes No
Clarification o f treatment options Yes No
Clarification o f  specific problems Yes No
Support for alternative communication system Yes No
Preparation o f  the environment Yes No
Use o f light source Yes No
Use o f head mirror Yes No
Use o f microscope Yes No
Use o f auriscope Yes No
Use o f an ear probe Yes No
Use o f ophthalmoscope Yes No
Use o f stethoscope Yes No
Use o f eye test Yes No
Use o f skills o f palpation Yes No
Aural hygiene Yes No
Aural skin care Yes No
Canal cleaning Yes No
Canal painting Yes No
Ear bandaging Yes No
Ear dressing, wick or ointment insertion Yes No
Advice on ear protection Yes No
Insertion o f  ear drops/instillations Yes No
Irrigation Yes No
Micro-suction o f ears Yes No
Removal o f  foreign bodies’ Yes No
Instruction on eustachian tube exercises Yes No
Instruction on eye care and facial exercises Yes No
Instruction on medication compliance Yes No
Clinical hearing test Yes No
Tuning fork test Yes No

437



Audio interpretation Yes No
Hearing aid use and maintenance Yes No
Appropriate ear drying techniques Yes No
Appropriate use o f  cotton and sponges for ear Yes No
Use o f noise generator and maintenance advice Yes No
Co-ordination o f  care Yes No
Referral to allied professionals Yes No
Proper positioning o f  patient’s Yes No
Managing the dizzy patient Yes No
Facilitating exercise programme Yes No
Head movement’s Yes No
Awareness to health and safety Yes No
Coping with limitations Yes No
Knowledge o f  equipment Yes No
Patient reassurance Yes No
Follow up procedures Yes No
Room Preparation Yes No
Clean and prepare instruments Yes No

Naso-sinus
Room Preparation Yes No
Clean and prepare instruments Yes No
Nasal examination Yes No
Explanation o f patient condition Yes No
Explain and clarify expectation Yes No
Explain and clarify diagnostic procedures Yes No
Explain and clarify complications Yes No
Explain and clarify limitations Yes No
Use o f light source Yes No
Use o f mirrors Yes No
Use o f  nasal Speculum Yes No
Use o f  nasal endoscope Yes No
Application o f  digital pressure to anterior epistaxis Yes No
Application o f  cold compresses Yes No
Preparation for nasal packing Yes No
Insertion o f  nasal packing Yes No
Nasal balloon catheter insertion Yes No
Nasal pack or catheter removal Yes No
Nasal hygiene Yes No
Instillation o f  nasal drops Yes No
Application o f nasal ointment/medication Yes No
Instructions on use o f  nasal Sprays Yes No
Instructions on use Irrigation Yes No
Instructions on nasal sniffing Yes No
Instructions on nasal cleaning Yes No
Taking o f  nasal swabs Yes No
Smell testing Yes No
Skin Testing Yes No
Desensitization o f allergens Yes No
Mouth care Yes No
Eye care Yes No
Decision on positioning o f patients (with nasal packs) Yes No
Decision on patient mobilisation (with nasal packs) Yes No
Instruction nasal droplet contamination Yes No
Instruction on nasal infection control Yes No
Disposal and disinfection o f  nasal equipment Yes No
Use o f  steam inhalation Yes No
Use o f  humidification Yes No
Monitoring intake and output Yes No
Monitoring vital signs Yes No
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Monitoring nasal conditionydischarge Yes No
Identifying raised intracranial pressure Yes No
Referral to allied professionals Yes No
Provide education on nasal care Yes No
Provide education on loss o f  sense o f smell Yes No
Provide education on treatment compliance Yes No
Provide education on eustachian tube functioning Yes No
Provide education on nasal health and safety Yes No

OroDharvngeal/Larvneotracheal
Room Preparation Yes No
Clean and prepare instruments Yes No
Throat examination Yes No
Appropriate use o f light source and head mirror Yes No
Appropriate use o f microscope Yes No
Appropriate use o f nasopharyngoscope Yes No
Appropriate use o f a tongue depressor Yes No
Assessment o f  gag response Yes No
Taking o f a throat swab Yes No
Explanation o f patient condition Yes No
Explain and clarify expectation Yes No
Explain and clarify diagnostic procedures Yes No
Explain and clarify complications Yes No
Explain and clarify limitations Yes No
Explanation o f  treatment options Yes No
Explanation o f  consent information Yes No
Instigating appropriate infection control measures Yes No
Support patient in treatment decisions Yes No
Co-ordination o f Patient care Yes No
Oropharyngeal hygiene Yes No
Oropharyngeal Humidification Yes No
Throat gargles/Irrigation Yes No
Monitoring medication effects Yes No
Monitoring Swallowing Yes No
Monitoring Bleeding Yes No
Monitoring diet and fluid Yes No
M onitoring respiratory effort Yes No
Monitoring Oropharyngeal obstruction Yes No
Monitoring sign o f  oesophageal perforation Yes No
Monitoring intake and output Yes No
Employment o f alternate means o f communication Yes No
Support for alternate communication instruction Yes No
M outh care Yes No
Skin and wound care Yes No
Oropharyngeal hygiene Yes No
Oropharyngeal suctioning Yes No
Oropharyngeal humidification Yes No
Dental and oral prosthetic care Yes No
Managing altered nutrition (NG, PEG, and PEJ) Yes No
Maintaining activity rest balance Yes No
Prepared for respiratory emergencies Yes No
M anagement o f  airway obstruction Yes No
Perform an emergency cricothyroidotomy Yes No
Positioning o f  patient’s Yes No
M anagement o f  altered airway Yes No
Permanent tracheostome Yes No
Tracheostomy maintenance and care Yes No
Tracheostomy tubes changing Yes No
Tracheal instillation o f saline Yes No
Decannulation o f tracheostomy tube Yes No
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M anagement o f  patient and family anxiety Yes No
M edication management Yes No
M anagement o f  facial and eye paresis Yes No
Facilitation o f  coping with condition Yes No
Hygiene and infection control measures Yes No
Compliance with shoulder and neck exercises Yes No
Educate on loss o f  sense o f  smell Yes No
Patient teaching on throat condition Yes No
Educate patient following throat surgery Yes No
Educate patient altered airway Yes No
Educate patient altered communication Yes No
Educate on altered body image Yes No
Educate on altered Nutrition Yes No
Explanation on specific health and safety Yes No

As a token o f  appreciation an Mp3 player will be raffled between every twenty five participants who 
complete and return the questionnaire.

To be included in the raffle please, fill in the enclosed slip, place in separate envelope (included) seal 
and return it inside the large envelope with the completed questionnaire.

Thank you for your time and effort in completing this questionnaire.
Theresa Frawley
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2. 3'^^ draft o f the ENT nursing questionnaire

The first phase: Descriptive Questionnaire;

Title
An exploration o f the experience o f Ear Nose and Throat (ENT) nurses practising 

within the Republic o f Ireland: The development o f a model o f ENT Nursing.

This is a descriptive questionnaire developed following a review o f twelve ENT 
nursing text books. There are no right or wrong, good or bad answers. The 
questionnaire is not designed as a test but to explore the reality o f ENT nursing 
practised in Ireland

Data that describes ENT nursing was extracted from the literature, and sub-divided 
into functional sections as outlined below:

Section 1: Demographic details
This section is designed to give the researcher basic background information on; age, 
qualifications, type o f ward, etc; without revealing your identity.

• This section is completed by ticking the most appropriate box.
Section 2: Assessment and Monitoring
The literature would suggest that nurses; working within ENT wards, could or should 
be assessing and monitoring certain fiinctions o f the ENT system.

• This section requires you to answer yes or no to as many questions as you 
feel appropriate.

Answering no to questions 15, 19 and 24, you are directed to the next question. 
Section 3: Patient empowerment and Self-care
We encourage and empower patients in so many ways; the literature suggests that 
ENT nurses can help the patient achieve this aim both through formal and informal 
activities.

•  This section is completed by ticking the most appropriate box.
Section 4: Health Education and Promotion
This section is divided into three different levels; o f health promotional activities, 
designed to explore ENT nurses’ involvement in promoting health for ENT patients.

• This section requires simple yes or no answers to as many questions as you 
feel are appropriate.

Section 5: Clinical Skills
Skills identified within the literature highlight differences; some texts refer to these 
skills being the domain o f the doctor, whereas others suggest they are the 
responsibility o f the nurse. This section examines responsibilities and capabilities.

• This section is completed by ticking the most appropriate box.

• The questiormaire should take approximately forty-five minutes to complete.
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Questionnaire on ENT Nursing Practice:

Section One; Demographic details
1 Age:-

21 years to 3 5 years □  1

36years to 40years D2

41years to 45years 0 3

46years to SOyears D4

51years to 55years 0 5

56years to 60 years D6

61years to 65years □ ?

2 Gender:-

Male □ !

Female D2

3 Qualifications currently registered with An Bord Altranais:-

Registered General Nurse RGN 03:1

Registered Midwife RM □3:2

Registered Nurse Mental Handicap RNMH □3:3

Registered Psychiatric Nurse RPN ^3:4

Registered Sick Children’s Nurse RSCN ^3:5

Registered Public Health Nurse PHN ^3:6

Registered Nurse Tutor RNT □S:?

Others, please specify  ^3:8

4 Do you hold an ENT qualification:-

Certificate ^4:1

Diploma ^4:2

Higher Diploma ^4:3

Other please Specify............................................................................................... ^4:4
No qualification held 04:5

5 C urren t grade within your area of practice
Staff Nurse d 1
Clinical Nurse Manager 1 d 2
Clinical Nurse Manager 2 d3
Clinical Nurse Manager 3 d4
Divisional Nurse Manager d5
Clinical Nurse Specialist d6
Other please specify.......................................................................................................  □?
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6 Are you currently working with ENT patients’? Yes No 
□ 1 d 2

7 Is this on a designated ENT ward or departm ent? Yes No
□ 1 o2

If “yes”, please go to question 8 »»». If “no”, please go to question 9 »»»

8 If  it is a designated ENT w ard/departm ent, are other patients, not categorised as ENT, 
being cared for on this ward?

Yes No
□ 1 d 2

If yes please specify categories (General medical, surgical clinical specialities)

(Please then go to question 11 »»»)

9 If it is not a designated ENT ward what is the w ards curren t designation?
Please specify

10 If  it is not a designated ENT ward how many beds are designated to the care of ENT 
patient’s?
Please specify a number...........................................................................................

11 Is your current employment within this departm ent?
T emporary □ 1
Permanent a2

12 Is your current position within this departm ent?
Full-time □!
Part-time d2

13 How long have you been working with ENT patients?
0 to 6 Months □ 1
7 to 12 Months o2
1 to 2 Years n3
3 to 4 Years d4
5 to 6 Years d5
7 to 8 Years d6
9 to 10 Years □?
11 Years + n8
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Section Two: Assessment and Monitoring role o f  the ENT Nurse
14 History taking: W hen you admit an ENT Patient to your ward does history taking
include: - Yes No

Demographic details □ 1 □ 2
Presenting ENT complaint □ 1 □ 2
Co-existing ENT history □ 1 □ 2
Past medical and surgical history □ 1 □ 2
Development history □ 1 □ 2
Immunisation history □ 1 □ 2
Family history □ I □ 2
Psychosocial history □ 1 □ 2
Cultural History □ 1 □ 2
Sexual history □ 1 □ 2

15 Admission assessment: when admitting an ENT patient to your ward do you include a 
specific evaluation o f the patient’s ENT Problems: -

Yes No 
□ 1 □ 2

I f  no please go to Question 19 »»»

16 If Yes: Do you assess the patient’s specific ENT problems when it relates to:-
Ears Yes No
Pain □ 1 □ 2
Itching □ 1 □ 2
Deafness □ 1 □ 2
Discharge □ 1 □ 2
Tinnitus □ 1 □ 2
Dizziness □ 1 □ 2
Balance □ 1 □ 2

17 Nose Yes No
Obstruction □ 1 □ 2
Rhinorrhoea □ 1 □ 2
Sneezing □ 1 □ 2
Discharge □ 1 □ 2
Epistaxis □ 1 □ 2
Anosmia □ 1 □ 2
Headaches □ 1 □ 2
Facial pain □ 1 □ 2

18 Throat Yes No
Pain □ 1 □ 2
Swelling □ 1 □ 2
Foreign body sensation □ 1 □ 2
Obstruction □ 1 o 2
Dysphagia □ 1 □ 2
Reflux □ 1 □ 2
Hoarseness □ 1 □ 2
Respiratory difficulties □ 1 □ 2

19 On admission: Does your initial assessment, o f an ENT patient include, a physical
examination o f the patient’s ENT system: - Yes No

I f  no please go to Question 21 »»»
□ 1 □2

20 If Yes which o f the following are included:-
External head and neck: Yes No
The hair, scalp and contours o f  the skull □ 1 □ 2
Facial symmetry □ 1 □ 2
M ovement and sensation (cranial nerve function) □ 1 □ 2
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The head and neck inspected for visible abnormalities □ 1 □ 2
Neck and shoulders palpation for abnormalities □ 1 □ 2
Auscultation o f  larynx and trachea for respiratory abnormalities □ 1 □ 2

Nose and Para-nasal sinuses external and internal Yes No
Observe the shape and contour o f  the nose and face □ 1 □ 2
Palpation o f  nose and sinuses □ 1 □ 2
Trans-illumination the sinuses □ 1 □ 2
Assess airflow n 1 □ 2
Smell test (using strong odours) □ 1 □ 2
Nasal examination □ 1 □ 2
Nasal examination with speculum and light source □ 1 □ 2
Light source and post nasal space mirror □ 1 □ 2
Endoscope □ 1 □ 2

Mouth and Pharynx external and internal Yes No
Shape and contour lips, mouth and tempo-mandibular joint □ 1 □ 2
Mouth (opening and closing) □ 1 □ 2
Tempo-mandibular jo in t (mal-occlusion, clicking joint) □ 1 □ 2
Breathing □ 1 □ 2
Voice □ 1 n 2
Enlargement o f  parotid and salivary glands □ 1 □ 2
Inspection o f the oral mucosa □ 1 □ 2
Gums □ 1 □ 2
Teeth □ 1 n 2
Hard and soft palates □ 1 □ 2
Tongue □ 1 □ 2
Movement and sensation (cranial nerve function) □ 1 □ 2
Use o f  light source and spatula n 1 n 2
Use o f  light source and mirror □ 1 □ 2
Use o f Nasopharyngoscope □ 1 □ 2

Ear external and internal Yes No
Pinna skin, angle and folds and post auricular area □ 1 □ 2
External auditory meatus (skin integrity, swelling or discharge) □ 1 □ 2
The tympanic membrane □ 1 n 2
Tympanic membrane movement (Valsalvas manoeuvre) n 1 n 2
Hearing assessed by clinical hearing or whisper test. □ 1 □ 2
Rinne and W eber tuning fork test □ 1 □ 2
Review o f audiograms □ 1 □ 2
Balance (proprioception and co-ordination testing) n 1 □ 2
Auriscope n 1 □ 2
Microscope and speculum □ 1 □ 2

M onitoring role o f the ENT Nurse

24 Following admission: Do you regularly monitor specific Ear Nose Throat changes in the 
patient’s condition as it relates to their treatment: - Yes No

If  no please go to Section 3, Question 28 »»»
□ 1 □ 2

25 If Yes which o f the following are included:-
Ears: Yes No
Pain □ 1 □ 2
Swelling □ 1 □ 2
Discharge □ 1 □ 2
Hearing □ 1 □ 2
Tinnitus □ 1 □ 2
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Ears (Continued): Yes No
Vertigo □ 1 □ 2
Balance □ 1 □ 2
Intake and output □ 1 □ 2
Taste disturbances n 1 □ 2
Dressing’s n 1 □ 2
Skin integrity □ 1 □ 2
Positioning o f the patient □ I □ 2
Cerebral functioning □ 1 □ 2
Cranial nerve function □ 1 □ 2
Compliance with treatment □ 1 □ 2

Nose and sinuses: Yes No
Pain □ 1 □ 2
Swelling □ 1 □ 2
Discharge (type colour and consistency) □ 1 n 2
Bleeding (source and site) n 1 □ 2
Intake and output □ 1 □ 2
Obstruction □ I □ 2
Allergy □ 1 - □ 2
Respiratory function n 1 □ 2
Dressing’s □ 1 □ 2
Eye function □ 1 □ 2
Cranial nerve function □ 1 □ 2
Anosmia □ 1 □ 2
Swallowing □ 1 n 2
Positioning o f  the patient □ 1 □ 2
Skin discolouration □ 1 □ 2
Shock □ 1 □ 2
Level o f  consciousness n 1 □ 2

Oropharyngeal and Laryngeal: Yes No
Breathing □ 1 □ 2
Bleeding (source and site) □ 1 □ 2
Pain □ 1 □ 2
Swelling n 1 □ 2
Discharge □ 1 □ 2
W ound (integrity, colour, sensation and discharge) □ 1 n 2
Swallowing n 1 □ 2
Intake and output □ 1 n 2
Communication □ 1 □ 2
Compliance with treatment □ 1 □ 2
Voice quality □ 1 d 2
Patient positioning □ 1 □ 2
M outh care □ 1 □ 2
Head and neck movem ent’s □ 1 □ 2
Medication reactions □ 1 □ 2
Trismus □ 1 □ 2
TMJ Function □ 1 □ 2

Section Three: Empowerment and self-care practices o f  the ENT Nurse 
Patient empowerment and self-care practices
These practices in the main relate to information that is given to the person or their carer to increase 
their level o f awareness to the impact this disease is having on their health and wellbeing. These 
practices in particular relate to the support, guidance and education provided by the nurse to 
facilitate the development o f  skills to manage the disease process or its treatment; towards coping 
with limitations and ultimately, minimising the impact on the individual or carer’s lifestyle.
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When a patient is admitted, diagnosed and being treated for a specific Ear Nose Throat 
condition: - do you undertake formal (structured educational sessions) or informal (chatting, 
discussing, giving an advice leaflet etc...) self-care or patient empowerment programmes for 
patients or their carers in the following circumstances:-

Ear Care Informal Formal None
Pain □ 1 □ 2 □ 3
Swelling □ 1 □ 2 n 3
Discharge □ 1 □ 2 □ 3
Hearing n 1 n 2 n 3
Tinnitus □ 1 □ 2 n 3
Vertigo n 1 □ 2 □ 3
Balance □ 1 □ 2 □ 3
Intake and output □ 1 □ 2 □ 3
Taste disturbances □ 1 □ 2 □ 3
Dressing’s □ 1 □ 2 □ 3
Instillation o f  ear drop □ 1 □ 2 n 3
Skin integrity □ 1 n 2 n 3
Ear protection □ 1 □ 2 □ 3
Positioning o f the patient n 1 □ 2 n 3
Cerebral flinctioning □ 1 □ 2 n 3
Cranial nerve function □ 1 □ 2 □ 3
Compliance with treatment □ 1 □ 2 □ 3

Nasosinus Care Informal Formal None
Pain n 1 □ 2 □ 3
Swelling □ 1 □ 2 □ 3
Discharge □ 1 □ 2 □ 3
Nasal airway obstruction □ 1 □ 2 □ 3
Anosmia n 1 □ 2 □ 3
Health and safety □ 1 □ 2 □ 3
Hygiene practices □ 1 □ 2 □ 3
Sneezing □ 1 □ 2 □ 3
Allergy awareness □ 1 n 2 n 3
M outh breathing □ 1 □ 2 □ 3
Mouth care practices n 1 □ 2 □ 3
Intake and output □ 1 □ 2 □ 3
Taste disturbances □ 1 □ 2 □ 3
Diet and weight loss □ 1 □ 2 □ 3
Dressings/packs □ 1 □ 2 n 3
Nasal humidification □ 1 □ 2 □ 3
Nasal hygiene □ 1 □ 2 □ 3
Skin/mucosal integrity □ 1 □ 2 n 3
Infection control measures □ 1 □ 2 □ 3
Positioning o f  the patient □ 1 □ 2 □ 3
Cerebral flinctioning □ 1 □ 2 □ 3
Compliance with treatment □ 1 □ 2 □ 3

Oropharyngeal Laryngotracheal Care Informal Formal None
Pain □ 1 □ 2 n 3
Swelling □ 1 □ 2 □ 3
Discharge □ 1 □ 2 □ 3
Bleeding □ 1 □ 2 □ 3
Airway obstruction □ 1 □ 2 □ 3
Difficulty in swallowing □ 1 □ 2 □ 3
Health and safety and hygiene practices □ 1 □ 2 n 3
Medication management □ 1 □ 2 □ 3
Allergy awareness □ 1 □ 2 □ 3
M outh breathing □ I □ 2 n 3
M outh care practices □ 1 □ 2 □ 3
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Intake and output □ 1 □ 2 □ 3
Renal complications □ 1 □ 2 □ 3
Diet and weight loss □ 1 □ 2 □ 3
D ressing’s □ 1 □ 2 □ 3
Altered airway □ 1 □ 2 □ 3
Humidification □ 1 □ 2 □ 3
Altered Nutrition □ 1 □ 2 □ 3
Skin/mucosal integrity □ 1 □ 2 □ 3
Infection control measures □ 1 □ 2 □ 3
Positioning o f the patient □ 1 □ 2 □ 3
Altered communication □ 1 □ 2 □ 3
Altered body Image □ 1 □ 2 □ 3
Altered psychological wellbeing □ 1 □ 2 □ 3
Altered social functioning □ 1 □ 2 □ 3
Compliance with treatment □ 1 □ 2 □ 3

Prior to undertaking any formal or informal self-care programmes for patients or their carers do you 
assess their readiness to learn;- Yes No

□ 1 u2

Section Four: Health promotional practices o f  the ENT Nurse
Health promotional role o f  the ENT Nurse: This aspect o f  E N T  nursing care includes form al and  
informal patient, fam ily  and carer educational programmes on the normal functioning o f  the ear, nose 
and throat, conditions, diseases, hygiene practices, treatment options and follow -up procedures:

Primary health prevention being where the individual is aware o f  risks associated with E N T  disease, 
believes that they are healthy and employs preventative measures to remain so. Examples o f  prim ary  
health promotion could be when: a patient is educated on other aspects o f  E N T health or when 
information is being imparted to, fa m ily  members, friends, work colleagues and other groups, on E N T  
health related issues.

Do you either informally or formally engage in primary health promotional programmes for 
ENT disease for the following:-

Ear Yes No
Normal structure and fijnction o f  the ear □ 1 □ 2
Ear conditions, acute, chronic and consequences □ 1 □ 2
Ear hygiene practices: cleaning and ear protection □ 1 □ 2
Routine screening for ear conditions and appropriate referral □ 1 □ 2
Hearing loss causes and prevention □ 1 □ 2
Balance disorders □ 1 □ 2

Naso-sinus Yes No
Normal structure and function o f nose □ 1 □ 2
Nasal conditions acute, chronic and consequences □ 1 □ 2
Hygiene practices: cleaning, irrigation, humidification, lubrication □ 1 □ 2
Nasal infection control: droplet, ventilation □ 1 □ 2
Social habits and environmental pollutants □ 1 □ 2
Identifying risk factors and allergy screening □ 1 □ 2
Immunization programmes □ 1 □ 2
Screening programmes and appropriate referral □ 1 □ 2

Oropharyngeal Laryngotracheal Yes No
Normal structure and ftinction o f Mouth Pharynx and Larynx □ 1 □ 2
Conditions o f  mouth Pharynx and Larynx and consequences □ 1 □ 2
M outh Pharynx and Larynx hygiene practices and infection control □ 1 □ 2
Social habits: alcohol tobacco and environmental pollutants irritants □ 1 □ 2
Diet nutrition exercise □ 1 □ 2
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Secondary prevention strategies address the situation where the patient has an ENT condition and 
wants to minimise the impact to improve or eradicate it:

When a patient is admitted to the department with a specific ENT condition do you engage in 
Secondary health prevention for the following:-

Ear Yes No
Treatment options for ear disease and possible complications □ 1 □ 2
Compliance and follow-up □ 1 □ 2
Ear hygiene and protection □ 1 □ 2
Ear care: effects o f  sneezing, coughing, straining and blowing □ 1 □ 2
Eustachian tube exercises □ 1 □ 2
Instillation o f  ear medication n 1 n 2
Different types of hearing loss treatment options □ 1 □ 2
Balance disorders: diet and exercise □ 1 n 2
Ear disease and health and safety □ 1 □ 2
Hearing aid or noise generator use and maintenance □ 1 □ 2
Medication compliance and complications □ 1 □ 2
Appropriate ear cleaning and protection □ 1 □ 2
Measures to be taken when flying or swimming □ I □ 2

Nose Yes No
Treatment options for nasal disease and possible complications □ 1 □ 2
Compliance and follow-up □ 1 n 2
Nasal hygiene practices and protection □ 1 □ 2
Infection control: Sneezing, coughing, straining and blowing □ 1 □ 2
Medication compliance and complications □ 1 □ 2
Identify risk factor (Infection/insult/injury/trauma) educate n 1 n 2
Allergy identification and education □ 1 □ 2
Bleeding appropriate exercise and diet □ 1 n 2

O ropharvnao la rvneea l Yes No
Treatment options and possible complications n 1 n 2
Compliance and follow-up □ 1 □ 2
Hygiene practices and protection n 1 □ 2
Infection control: Sneezing, coughing, straining and blowing n 1 □ 2
Appropriate exercise and diet □ 1 □ 2
Identify risk factor (alcohol/tobacco/irritants) educate □ 1 □ 2
Education on altered Body Image □ 1 □ 2
Altered airway management education □ 1 □ 2
Altered Nutrition □ 1 □ 2
Altered communication rehabilitation □ 1 □ 2

Tertiary health prevention strategies is where the ENT patient has a chronic or disabling ENT  
condition that requires support and education to facilitate adaptation and treatment compliance:

W hen a patient is admitted to the department with a chronic ENT condition do you engage in Tertiary 
health prevention measures for the following:-

Ear disease acute/chronic benign/malignant Yes No
Ear condition treatment options and disease limitation n 1 □ 2
Tinnitus coping strategies □ 1 □ 2
Hearing aid or noise generator use and maintenance □ 1 □ 2
Social interaction and environmental noise protection □ 1 □ 2
Compliance with treatment options n 1 □ 2
Vocational rehabilitation and health and safety □ 1 □ 2
Altered Body Image □ 1 □ 2
Balance and Dizziness diet and exercise programmes □ 1 □ 2
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40

Nasal disease acute/chronic benign/malignant Yes No
Nasal condition treatment options and disease limitation □ 1 □ 2
Prevention o f  further infection/insult/injury/trauma □ 1 □ 2
Knowledge o f  possible complication □ 1 n 2
Social interaction and infection control □ 1 □ 2
Compliance with treatment options □ 1 □ 2
Vocational rehabilitation and health and safety □ 1 □ 2
Altered Body Image □ 1 □ 2
Diet and exercise programmes □ 1 □ 2

Oropharyngolaryngeal disease acute/chronic benign/malignant Yes No
Treatment options and possible complications □ 1 □ 2
Compliance and follow-up □ 1 □ 2
Hygiene practices and protection □ 1 □ 2
Infection control: Sneezing, coughing, straining and blowing □ 1 □ 2
Appropriate exercise and diet □ 1 □ 2
Identify risk factor (alcohol/tobacco/irritants) educate □ 1 □ 2
Education on altered Body Image □ 1 n 2
Altered airway management education □ 1 □ 2
Tracheostomy tube management; changing/suctioning/humidification □ 1 □ 2
Tracheostomy decannulation programme □ I n 2
Coping with limitation o f  permanent tracheostome □ 1 □ 2
Altered communication rehabilitation □ 1 n 2
Vocational rehabilitation med alert and health and safety □ 1 □ 2
Altered Nutrition n 1 □ 2

Section five: Practical skills o f the ENT Nurse
Following review o f  the available textbooks on Ear Nose and Throat; ENT; nursing practice, a list o f  
skills were identified as required to care fo r  the ENT patient

Do you consider the following skills the domain of the ENT nurse, doctor, both or neither?
41

Ear Examination □ 1 n 2 □ 3 □ 4
Clarification o f diagnostic procedures □ 1 □ 2 □ 3 □ 4
Clarification o f  condition □ 1 □ 2 □ 3 n 4
Clarification o f  treatment options □ 1 □ 2 □ 3 □ 4
Clarification o f  specific problems □ 1 □ 2 n 3 □ 4
Support for alternative communication system □ 1 n 2 □ 3 □ 4
Preparation o f  the environment □ 1 □ 2 □ 3 □ 4
Use o f  light source n 1 □ 2 □ 3 □ 4
Use o f  head mirror □ 1 □ 2 □ 3 □ 4
Use o f  microscope n 1 □ 2 □ 3 n 4
Use o f  auriscope □ 1 □ 2 □ 3 n 4
Use o f  an ear probe □ 1 □ 2 □ 3 □ 4
Use o f  ophthalmoscope □ 1 □ 2 □ 3 n 4
Use o f  stethoscope □ 1 □ 2 □ 3 □ 4
Use o f  eye test □ 1 □ 2 □ 3 □ 4
Use o f skills o f palpation □ 1 □ 2 □ 3 □ 4
Aural hygiene □ 1 □ 2 □ 3 □ 4
Aural skin care □ 1 □ 2 □ 3 □ 4
Canal cleaning □ 1 □ 2 □ 3 n 4
Canal painting □ 1 □ 2 □ 3 □ 4
Ear bandaging □ 1 □ 2 □ 3 □ 4
Ear dressing, wick or ointm ent insertion □ 1 □ 2 □ 3 □ 4
Advice on ear protection □ 1 □ 2 □ 3 n 4
Insertion o f  ear drops/instillations □ 1 n 2 □ 3 □ 4
Irrigation □ 1 □ 2 □ 3 □ 4
Micro-suction o f  ears □ 1 n 2 □ 3 n 4
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Removal o f foreign bodies □ 1 □ 2 n 3 □ 4
Instruction on eustachian tube exercises □ 1 n 2 □ 3 □ 4
Instruction on eye care and facial exercises □ I □ 2 □ 3 □ 4
Instruction on medication compliance □ 1 n 2 □ 3 □ 4
Clinical hearing test n 1 n 2 □ 3 □ 4
Tuning fork test n 1 □ 2 □ 3 □ 4
Audio interpretation □ 1 n 2 □ 3 □ 4
Hearing aid use and maintenance □ 1 □ 2 □ 3 □ 4
Appropriate ear drying techniques □ 1 n 2 □ 3 □ 4
Appropriate use o f cotton and sponges for ear □ 1 □ 2 □ 3 □ 4
Use o f  noise generator and maintenance advice □ 1 □ 2 □ 3 □ 4
Co-ordination o f  care □ 1 □ 2 □ 3 □ 4
Referral to allied professionals n 1 □ 2 □ 3 n 4
Proper positioning o f patients n 1 □ 2 □ 3 □ 4
Managing the dizzy patient □ 1 n 2 □ 3 □ 4
Facilitating exercise programme □ 1 □ 2 □ 3 □ 4
Head movements □ 1 n 2 □ 3 □ 4
Awareness to health and safety □ I □ 2 □ 3 □ 4
Coping with limitations □ 1 □ 2 n 3 □ 4
Knowledge o f equipment □ 1 □ 2 □ 3 □ 4
Patient reassurance □ 1 □ 2 □ 3 □ 4
Follow up procedures □ 1 □ 2 □ 3 □ 4

42 Naso-sinus Nurse Doctor Both Neither
Room Preparation □ 1 □ 2 □ 3 □ 4
Clean and prepare instruments □ 1 n 2 □ 3 □ 4
Nasal examination □ 1 □ 2 □ 3 □ 4
Explanation o f patient condition □ 1 □ 2 □ 3 □ 4
Explain and clarify expectation n 1 □ 2 □ 3 □ 4
Explain and clarify diagnostic procedures □ 1 □ 2 □ 3 □ 4
Explain and clarify complications □ I □ 2 □ 3 □ 4
Explain and clarify limitations □ 1 n 2 □ 3 □ 4
Use o f light source □ 1 □ 2 □ 3 □ 4
Use o f  mirrors □ 1 n 2 n 3 □ 4
Use o f nasal Speculum □ 1 □ 2 □ 3 □ 4
Use o f nasal endoscope □ 1 □ 2 □ 3 n 4
Application o f  digital pressure to anterior epistaxisa 1 □ 2 □ 3 □ 4
Application o f  cold compresses □ 1 □ 2 □ 3 □ 4
Preparation for nasal packing □ 1 n 2 □ 3 □ 4
Insertion o f  nasal packing □ 1 n 2 n 3 □ 4
Nasal balloon catheter insertion □ 1 □ 2 □ 3 □ 4
Nasal pack or catheter removal □ 1 □ 2 □ 3 □ 4
Nasal hygiene □ 1 n 2 □ 3 □ 4
Instillation o f nasal drops □ 1 □ 2 □ 3 □ 4
Application o f  nasal ointment/medication □ 1 □ 2 □ 3 □ 4
Instructions on use o f nasal sprays □ 1 □ 2 n 3 □ 4
Instructions on use Irrigation □ 1 □ 2 □ 3 □ 4
Instructions on nasal sniffing □ 1 □ 2 □ 3 □ 4
Instructions on nasal cleaning □ 1 □ 2 □ 3 □ 4
Taking o f nasal swabs □ 1 n 2 □ 3 □ 4
Smell testing □ 1 □ 2 □ 3 □ 4
Skin Testing □ 1 n 2 n 3 n 4
Desensitization o f  allergens □ 1 □ 2 □ 3 □ 4
Mouth care □ 1 □ 2 n 3 □ 4
Eye care □ 1 □ 2 □ 3 □ 4
Decision on positioning of patients (with nasal packs) □ 1 □ 2 □ 3 □ 4
Decision on patient mobilisation (with nasal packs) □ 1 □ 2 □ 3 □ 4
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Naso-sinus (continued) Nurse Doctor Both Neither
Instruction nasal droplet contamination □ 1 □ 2 □ 3 □ 4
Instruction on nasal infection control □ 1 n 2 n 3 □ 4
Disposal and disinfection of nasal equipment □ 1 □ 2 □ 3 □ 4
Use of steam inhalation n 1 □ 2 □ 3 □ 4
Use of humidification □ 1 n 2 □ 3 n 4
Monitoring intake and output □ 1 □ 2 □ 3 □ 4
Monitoring vital signs □ 1 □ 2 □ 3 □ 4
Monitoring nasal condition/discharge □ 1 □ 2 □ 3 n 4
Identifying raised intracranial pressure □ 1 □ 2 □ 3 □ 4
Referral to allied professionals □ 1 □ 2 □ 3 □ 4
Provide education on nasal care □ 1 n 2 □ 3 □ 4
Provide education on loss of sense of smell □ 1 □ 2 □ 3 □ 4
Provide education on treatment compliance □ 1 □ 2 □ 3 □ 4
Provide education on eustachian tube functioning □ 1 □ 2 □ 3 □ 4
Provide education on nasal health and safety □ 1 □ 2 n 3 □ 4

O ropharyngeal/laryngotracheal Nurse Doctor Both Neither
Room Preparation n 1 □ 2 □ 3 □ 4
Clean and prepare instruments □ 1 □ 2 □ 3 □ 4
Throat examination □ 1 □ 2 □ 3 n 4
Appropriate use of light source and head mirror □ 1 □ 2 □ 3 □ 4
Appropriate use of microscope □ 1 □ 2 □ 3 □ 4
Appropriate use of nasopharyngoscope □ 1 n 2 □ 3 □ 4
Appropriate use of a tongue depressor □ 1 □ 2 □ 3 □ 4
Assessment of gag response n 1 n 2 □ 3 □ 4
Taking of a throat swab □ I □ 2 □ 3 □ 4
Explanation of patient condition □ 1 □ 2 □ 3 □ 4
Explain and clarify expectation □ 1 □ 2 □ 3 □ 4
Explain and clarify diagnostic procedures □ 1 □ 2 □ 3 n 4
Explain and clarify complications □ 1 □ 2 □ 3 □ 4
Explain and clarify limitations □ 1 □ 2 □ 3 □ 4
Explanation of treatment options □ 1 □ 2 □ 3 □ 4
Explanation of consent information n 1 n 2 □ 3 □ 4
Instigating appropriate infection control measures □ 1 n 2 □ 3 □ 4
Support patient in treatment decisions □ 1 □ 2 □ 3 □ 4
Co-ordination of Patient care □ 1 □ 2 □ 3 □ 4
Oropharyngeal hygiene n 1 □ 2 □ 3 □ 4
Oropharyngeal Humidification □ 1 □ 2 □ 3 □ 4
Throat gargles/Irrigation □ 1 □ 2 □ 3 □ 4
Monitoring medication effects □ 1 □ 2 □ 3 □ 4
Monitoring Swallowing □ 1 □ 2 □ 3 □ 4
Monitoring Bleeding □ 1 □ 2 □ 3 n 4
Monitoring diet and fluid n 1 □ 2 n 3 □ 4
Monitoring respiratory effort □ 1 □ 2 □ 3 □ 4
Monitoring Oropharyngeal obstruction □ 1 □ 2 □ 3 □ 4
Monitoring sign of oesophageal perforation □ 1 □ 2 □ 3 □ 4
Monitoring intake and output □ 1 □ 2 □ 3 n 4
Employment o f alternate means of communication □ 1 □ 2 □ 3 □ 4
Support for alternate communication instruction □ 1 □ 2 □ 3 □ 4
Mouth care □ 1 □ 2 □ 3 □ 4
Skin and wound care □ 1 n l □ 3 □ 4
Oropharyngeal hygiene □ 1 □ 2 □ 3 □ 4
Oropharyngeal suctioning □ 1 □ 2 □ 3 □ 4
Oropharyngeal humidification □ 1 □ 2 □ 3 □ 4
Dental and oral prosthetic care □ 1 □ 2 □ 3 □ 4
Managing altered nutrition (NG, PEG, and PEJ) □ 1 □ 2 □ 3 □ 4
Maintaining activity rest balance □ 1 □ 2 n 3 □ 4
Prepared for respiratory emergencies □ 1 □ 2 □ 3 □ 4
Management of airway obstruction n 1 n 2 □ 3 □ 4
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Perform an emergency cricothyroidotomy n □ 2 □ 3 n 4
Positioning o f  patient’s □ □ 2 □ 3 □ 4
Management o f  altered airway □ □ 2 □ 3 □ 4
Permanent tracheostome n □ 2 □ 3 □ 4
Tracheostomy maintenance and care □ 1 □ 2 □ 3 □ 4
Tracheostomy tubes changing □ n 2 n 3 □ 4
Tracheal instillation o f  saline □ 1 n 2 □ 3 n 4
Decannulation o f  tracheostomy tube □ □ 2 □ 3 □ 4
Management o f patient and family anxiety □ □ 2 □ 3 □ 4
M edication management □ □ 2 n 3 □ 4
M anagement o f facial and eye paresis □ □ 2 □ 3 □ 4
Facilitation o f  coping with condition □ 1 □ 2 □ 3 □ 4
Hygiene and infection control measures n □ 2 □ 3 □ 4
Compliance with shoulder and neck exercises □ □ 2 □ 3 □ 4
Educate on loss o f sense o f smell □ □ 2 □ 3 □ 4
Patient teaching on throat condition □ □ 2 □ 3 □ 4
Educate patient following throat surgery □ 1 n 2 □ 3 □ 4
Educate patient altered airway □ 1 □ 2 □ 3 □ 4
Educate patient altered communication □ 1 □ 2 □ 3 □ 4
Educate on altered body image □ □ 2 □ 3 □ 4
Educate on altered Nutrition □ □ 2 □ 3 n 4
Explanation on specific health and safety □ □ 2 □ 3 □ 4

44 As a Nurse working with ENT patients would you consider your self ca
following:-

Ears: Yes No
Ear Examination □ 1 □ 2
Clarification o f diagnostic procedures □ 1 □ 2
Clarification o f  condition □ 1 □ 2
Clarification o f treatment options □ 1 □ 2
Clarification o f specific problems □ 1 □ 2
Support for alternative communication system □ 1 □ 2
Preparation o f  the environment □ 1 □ 2
Use of light source □ 1 □ 2
Use o f head mirror □ 1 □ 2
Use o f microscope □ 1 □ 2
Use o f  auriscope □ 1 □ 2
Use o f  an ear probe □ 1 □ 2
Use o f ophthalmoscope □ 1 □ 2
Use o f  stethoscope □ 1 □ 2
Use o f  eye test □ 1 □ 2
Use o f skills o f palpation □ 1 D 2
Aural hygiene □ 1 □ 2
Aural skin care n 1 □ 2
Canal cleaning □ 1 □ 2
Canal painting □ 1 □ 2
Ear bandaging □ 1 □ 2
Ear dressing, wick or ointment insertion □ 1 □ 2
Advice on ear protection n 1 □ 2
Insertion o f  ear drops/instillations □ 1 □ 2
Irrigation □ 1 n 2
Micro-suction o f ears □ 1 □ 2
Removal o f  foreign bodies’ □ 1 □ 2
Instruction on eustachian tube exercises □ 1 □ 2
Instruction on eye care and facial exercises □ 1 n 2
Instruction on medication compliance □ 1 □ 2
Clinical hearing test □ 1 □ 2
Tuning fork test □ 1 n 2
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Oropharyngeal/Laryngotracheal (cont) Yes No
Tracheostomy maintenance and care □ 1 □ 2
Tracheostomy tubes changing □ 1 n 2
Tracheal instillation o f saline □ 1 □ 2
Decannulation o f  tracheostomy tube □ 1 □ 2
M anagement o f  patient and family anxiety □ 1 □ 2
Medication management □ 1 □ 2
M anagement o f  facial and eye paresis □ 1 □ 2
Facilitation o f  coping with condition □ 1 □ 2
Hygiene and infection control measures □ 1 □ 2
Compliance with shoulder and neck exercises □ 1 □ 2
Educate on loss o f  sense o f smell □ 1 □ 2
Patient teaching on throat condition □ 1 □ 2
Educate patient following throat surgery □ 1 □ 2
Educate patient altered airway □ 1 □ 2
Educate patient altered communication □ 1 □ 2
Educate on altered body image □ 1 □ 2
Educate on altered Nutrition n 1 n
Explanation on specific health and safety □ 1 □ 2

As a token o f  appreciation an Mp3 player will be raffled between every twenty participants who 
complete and return the questionnaire.

To be included in the raffle please, fill in the enclosed slip, place in separate envelope (included) seal 
and return it inside the large envelope with the completed questionnaire.

Thank you for your time and effort in completing this questionnaire.
Theresa Frawley
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Appendix 8: Ethical approval from Faculty of Health Sciences and one HSE site

FACULTY OF HEALTH SCIENCES

SCHOOL OF MEWCINE

Trinil) CoHcgc. Dublin 2. Ireland
Professor Dermot Kettther, MD, FRCPI, FRCP, F Med Sci
Head oJ School of Mcdtcine 
Vicc Provost for Mcdtcai AlTaiR

Tel: '♦•353 I 60S 1476 
Fax:+353 I 671 3956 

cfTiai}: jm^dicine^'lcdu:

Ms Fedelroa McN»asara
School Adininfstnoor

cmaji: fmcnamarujicd.'tc 

Ms T Frawley

Wednesday, 13 September 2006

Study; An exploration o f  ENT nursing practice

Dear Ms Frawley

Further to a meeting o f the Faculty o f  Health Sciences Ethics Committee 2006, we are 
pleased to inform you that the above project has been approved without fiirther audit.

Yours sincercly

Chairperson ■

Faculty o f  Health i^ ien ces Ethics Committee 

cc. Prof C Begley -  Nursing & M idw fery

o .- .i—  rvnial Science-Nursing and Miduifcn. Phamiao and Pharmaceutical Sciences
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Oropharyngeal/Laryngotracheal (cont) Yes No
Tracheostomy maintenance and care □ 1 □ 2
Tracheostomy tubes changing □ 1 n 2
Tracheal instillation o f saline □ 1 □ 2
Decannulation o f  tracheostomy tube □ 1 □ 2
M anagement o f patient and family anxiety □ 1 n 2
Medication management □ 1 □ 2
M anagement o f  facial and eye paresis □ 1 □ 2
Facilitation o f  coping with condition □ 1 □ 2
Hygiene and infection control measures □ 1 □ 2
Compliance with shoulder and neck exercises □ 1 □ 2
Educate on loss o f  sense o f smell □ 1 □ 2
Patient teaching on throat condition □ 1 □ 2
Educate patient following throat surgery □ 1 □ 2
Educate patient altered airway n 1 □ 2
Educate patient altered communication □ 1 □ 2
Educate on altered body image □ 1 □ 2
Educate on altered Nutrition □ 1 □
Explanation on specific health and safety □ 1 □ 2

As a token o f appreciation an Mp3 player will be raffled between every twenty participants who 
complete and return the questionnaire.

To be included in the raffle please, fill in the enclosed slip, place in separate envelope (included) seal 
and return it inside the large envelope with the completed questionnaire.

Thank you for your time and effort in completing this questionnaire.
Theresa Frawley
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Appendix 8: Ethical approval from Faculty of Health Sciences and one HSE site

FACULTY OF HEALTH SCIENCES

SCHOOL OF MEDICINE

Profeisor Dem tor Keftclien MD, FRCPJ. FRCP, F Sci 
Head ot School o f Mcdtcine 
Vicc Provost for Mcdical AfTairs
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Fax;+353 I 671 3956 
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Ms Fedeima McNamara
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fmcnamer^tcd.ie 

Ms T Frawley

Wednesday, 13 Sqjtember 2006

Study; An exploration of ENT nursing practice

Dear Ms Frawley

Further to a meeting of the Faculty o f Health Sciences Ethics Committee 2006, we are 
pleased to inform you that the above project has been approA’cd without further audit.

Y ours sincercly

Chairperson
Faculty o f Health l^ im ces Ethics Committee 

cc. Prof C Begley -  Nursing & Midwifery
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Copy o f  ethical approval: Health Service Executive (HSE) 

Page 1:

Our Refr eCM 5 (4) 10/10/06
11 "’ October 2006

Professor Cecily Begley --------------------
School of Nursing & Midwifery 
24 D’Olier Street 
Trinity College 
Dublin
02  ------------------------

Re: Ari*e3Cf>rorati'6h o f the’e^iOTence o fta r  kbse*ahdTfiroat (EMT) nurses 
practising wfthin tRe RepliBttc of li^larid; THe develdpmerit of a model oT EMT 
Nursing.

Dear Professor Begley

The Clinical Research Ethics Committee of the g Hospitals reviewed
your corre^ondence at its recent meeting held on 10" October 2006.

Full approval is granted by the Committee to this research study for the hospitals of 
the Health Services (HSE)

--------------------- SobjectlOTBceipt-of-the^btlowing:------- -̂--------------------------------------------- -----------------

> Changes in Hie Consent Fonm Page 31. This should be written in simple 
language that the average patient would understand

TfieTIoiTiniiill^approvecrTR^Tollowing documents: '

> Protocol Submission Form

_______ _______ > Phase 2: Participating Nurses Information Leaflet (A) , ______________

> Phase 2: Patient Infomiation l-eaiJet (Generic)
> Phase 2: Information Leaflet for Patients, Relatives and other Ward

i :-------------------- ta{otmar)ts.(oa.adgiissibn) "  • ’ -------------------------------- ----------- -----------

 ------------------------ fe—Ehase-2:-Re9istered Nurses Consent Fonn-------------------------------- --------------

> Phase 2: Consent Form for Patients. Relatives and other Ward Informants

------------------------>—1- Phase:-OoGcriptivo Quostionnaife-----------------------------------------------------

> Questiorjnaire on ENT’Nursing Practice



Page 2

We note the following Co-investigator will be involved:

>  MsTheresa-Frawley 

The folfowirig Ccaffnti'rt^ K/iemtlers attended the above rnfeeting.

-  (Chainman) 
f  (by phone)

The Glinicat Research Ethics Committee of the Cortc; Teaching Hospitals, UCC, is a 
recognised Ethics Committee under Regulation 7 of the European Communities 
(Clinical Trials on Medicinal Products for Human Use) Regulations 2004, and is 
authorised to cany out the ethical revievv of dinical trials of investigational medicinal 
products.

The Commtttee is fully compliant with the Regulations as they relate to Ethics 
Committees and the conditions and principles of Good Clinical Practice.

Yours sincerely

^— - 

;ommittee 
3iJals_._ _

Cc; Ms Theresa Prawley,
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Follow-up letter of the 13.10.06:

■ Our Ref: eCWS’fm m ro^/TW
13*^OcSBar2006 ---------------- -----

Professor Cecily Begley 
School of Nursing & Midwifery 
24 D'Olier Street 
Trinity Colfege

■ ~

D2 ■ ,

Re: An exploration o f the experience o f Ear Nose and Throat (ENT) nurses 
practis ing w ith in the Republic o f Ireland: The development o f a model o f ENT 
Nursing.

Dear Professor Begfey

FufI approval is grar*“ '̂  nhairman to this research study for ttje hospitals of 
the Health Services

The Chairman approved the following document i

>  Consent form for patients admitted as unscheduled -  consent relates 

specifically to the 2"^ observational phase of the study

Yours sincerely

Timittee...
als________

Cc: Ms Theresa Frawtey,
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Appendix 9: Letter of introduction sent to each of the 13 Directors of Nursing.

Ms. Theresa Frawley

Re: Letter o f  Introduction to Director o f Nursing 
Date: 29/10/06

Dear
I would like to begin by introducing m yself my nam e is Theresa Frawley, I am currently a fiill-time 
post graduate student in the School o f Nursing and Midwifery Studies, Trinity College Dublin, where 
I am undertaking a Philosophy Doctorate. My background however is in clinical nursing practice and 
prior to commencing this course, I was working as an Ear Nose and Throat (ENT) Clinical Nurse 
Specialist in the Midland Regional Hospital Tullamore. This programme o f study requires me to 
complete a major piece o f research that will contribute to the body o f  knowledge in nursing. As a 
consequence o f my clinical background I would hope to explore the experience o f nurses working in 
ENT wards within the Republic o f  Ireland with an ultimate goal o f developing practice. The working 
title o f  this piece o f  research is: An exploration o f  the experience o f Ear Nose and Throat (ENT) 
nursing practice within the Republic o f  Ireland: The development o f a model o f ENT Nursing.

Information pertaining to what should or ought to be done in ENT nursing practice exists in the form 
o f journal articles and textbooks; however, very little research exists into what the practice is in 
reality. It is proposed that an exploration o f the practices o f  ENT nursing will provide meaningful 
information that will allow for the structured development o f a “Model o f  ENT Nursing” . In order to 
generate such information the methodology I propose to employ is one o f  sequential triangulation. An 
initial quantitative phase; in the form o f a descriptive questionnaire, will be followed by a qualitative 
ethnographical phase of, non-participant observation. A total population sample will be asked to 
participate in the quantitative phase; whereas, two purposefully selected ENT wards, where maximum 
numbers o f ENT patients are being cared for will be asked to participate in the ethnography.

I am aware that some o f the identified ENT Units (Comhairle na nOspideal 2005, Otolaryngology 
Services) do not have designated ENT wards. In these circumstances my quest is to ask the nurses on 
wards where ENT patients are being cared for to participate in the study. Due to the detailed nature of 
this study and to encourage participation;

The researcher, would hope to provide information session, in each o f  the twelve participating 
units and where possible; personally, distribute the questionnaire.
• The information sessions would take the form o f providing: a rationale for the study,
differentiating between the two distinct phases, an overview o f  the aims and objectives while also 
describing the advantages and implications for nurses participating in one or both aspects o f the study.

Identified ethical issues are pro-actively addressed within the design o f the study. To ensure its ethical 
integrity the proposed study has been subject to review and approval has been granted by the Faculty 
o f  Health Sciences, TCD, and one Health Services Executive Network Area (present policy is that 
approval from one HSE is accepted in all HSE areas). Protecting the participating; w ards’ and 
individuals’, confidentiality, anonymity and privacy, is considered o f the utmost importance and 
measures such as; the use of, numbers and letters as unique identifiers, will be adhered to throughout 
the study. Data collected will be securely stored, and access limited to the researcher and supervisors’. 
On successful completion o f  the study all stored data will be destroyed. At no stage will names or 
geographical boundaries be mentioned in the final report or any publications relating to this study.

The pilot study was conducted in one o f the thirteen identified ENT wards and this ward is now being 
excluded on the ground o f possibly introducing bias. As one o f  the other twelve, recognised, ENT 
units, I am now seeking permission from you to carry out the study within the ward where ENT
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patients are being cared for within this Hospital. The selection o f the two wards, to participate in the 
second phase o f  the study can only be made following evaluation o f  the descriptive questionnaire.

To facilitate your decision I am enclosing a precis version o f  the research proposal and relevant 
appendices for your perusal. I would appreciate it if  you could give this request your earnest 
consideration and if  approval is granted, I would like to ask for the names and telephone numbers o f 
the Clinical Nurse M anager II or their Deputy on the ward where ENT patients are being cared for. 
This is in order to make available all relevant information about the study and to organise an 
appropriate date to provide information sessions for the staff and to distribute the questionnaire.

I f  you have any queries regarding this study or need fiirther clarification I would be happy to address 
any such concerns. I can be contacted at the above address, or via email; or via the
telephone: H B H ’ Mobile;

Thanking you in anticipation.
Yours sincerely

Theresa Frawley: RGN, RM, Dip N., B.Sc. (Hons); FFNRCSI; M.Sc.

Enclosures: A precis version o f  proposed study
Letters o f  ethical approval



Appendix 10: Information flyer for wards where the observational phase o f the study 
w as undertaken.

Ear N ose and Throat (ENT) Nursing Study  
patient information leaflet.

Question: What is this study about?

Answer; While you are in hospital, I  Theresa Frawley, a PhD 
Student in the School of Nursing and Midwifery, TCD, may be 
conducting the second part of a nationwide study into the prac
tice of ENT Nursing. A selection of wards within the  country 
have been asked and have agreed to take part in this 2nd phase of 
the study. The ward where you are being cared for is one of them 
and permission has been granted by the hospital for me to do so. 
The type of research I  am doing is called 'ethnography", and is 
designed to provide information about real life situations. You 
may see me follow the nurses around, watching them as they talk 
to you and others (patients and sta ff) I  am exploring how they do 
their work. You may see me recording a conversation or jotting 
down some points of interest in a notebook, I  may need to ask the 
nurse a question and record the answer. I  am not th ere  to criti
cize or check up on the nurses, quite the  opposite, I  wish to pro
vide meaning and more fully understand what they ore doing as 
they care for you and other ENT patients. Once the information 
has been collected, I  would hope to create a structure or frame
work that could guide the way ENT nurses work now and into the 
future. In other words A model of ENT Nursing practice. The 
following boxes are answers to some obvious questions.

Q: Whot do I  hove to  do, in o r
der to be part of this study ?
A; I t  means allowing the research
er to watch and record information 
about the nurse while he/she pro
vides care to you.

Q: Have the nurses agreed to 
take port In the  study?
A; All the  nurses that I  will be 

watching have previously agreed to 
take part in the study and signed a 
consent form.

Q: Oo I  hove to sign a consent 
form?
A; Yes, when you are being admit
ted or treated  on the word the 
nurse will ask you to sign o form. 
The nursing s ta ff  will also ask your 
permission before the researcher 
watches anything. I f  you do not 
want the researcher there, it is ok 
to say "no".

Q: How will this a ffe c t the core 
th a t I  receive?
A: The decision, to allow or not to 
allow the researcher to watch the 
nurse while he/she provides care to 
you, is yours. Either way the deci
sion you make will not affec t your 
care.

Q: Who is this person carrying out 
this study?
A: T h e re sa  Frawley has been a Clinical 
N urse  S pecia list in ENT, fo r  over 
lO years, S he is very in te re s te d  in 
developing th e  P ractice  o f ENT Nursing. 
As a re su lt o f th is  s tudy  she  would hope 
to  develop o model o r fram ew ork o f ENT 
N ursing P ractice. Hopefully th is  will help 
new or inexperienced nurses to  co re fo r  
ENT P a tien ts  when th e y  o re  ir hospital 
o r help experienced  nu rses  to  develop 
th e ir  c a re e rs  in th is  a re a  to  provide new 
se rv ices  fo r  po tien ts

Q: How will my rights be protected?
A: All information will be strictly confidential, I  do not record your 
name, age or where you are from. For the study you will be referred  
to as patient A or B or C.
The information I  record will be seen by myself and my research 
supervisor.
I f  I  need to get a trusted secretary to type up notes for me, this 
person will not know names, where you are from, what hospital you 
are in or any other information just letters or numbers.
I f  you feel uncomfortable and do not wish me to  record any further 
information about the care provided by the nurse, just say so and I 
will stop immediately.

H
Q; H o w  do I  contact Theresa 
Frawley if I  need to ?

A: Address
Trinity College Dublin 
24 b'Olier S treet 
Dublin 2
Phone: Available from Nursing Staff 

Date:00 /00 /00  E-mail:
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Appendix 11: Participant information leaflet and consent form for second phase data 

collection

In fo rm atio n  leaflet: Page 1

Trinity College Dublin 

School of Nursing and Mhtwifwy n t  3 0 / 0 9 / 0 7

Participant information leaflet 

ENT Nnrsing Practice Study
Introduction: As many of you may be aw are my nam e is Theresa Frawley and  I am  currently a  PhD stu d e n t in the  School of 
N ursing and  Midwifery, Trinity College Dublin. As a  conseq u en ce  of working In the  clinical a re a  of ENT nursing for a  num ber 
of years, I am  in terested  in research ing  the  topic of ENT nursing practice. I have often pondered  on such  q u estio n s  as: W hat 
is rt th a t differentia tes the  ENT n u rse  from th e  generalist n u rse?  W hat is th e  unique contribution of ENT Nursing w hen caring 
for a  person  with a n  ENT d iso rder?  Or indeed, do we a s  ENT n u rse s  have a  unique contribution to  m ake?  D espite searching  
the  literature th ese  questions rem ained  largely unanswered. Essential information on caring for th e  ENT patien t can  b e  ob
tained  from journal articles and  text books. It can be argued: however, th a t  what is referred to  in th ese  texts, is an  ideal and 
th e  reality of everyday ENT nursing  practice with its com peting priorities h a s  yet to be described. This study is designed  to 
a d d re s s  such  issu es  by exploring the  practice of ENT nursing a s  experienced  by R egistered N urses (RNs) currently working 
within ENT w ards in the  Republic of Ireland. This information, o nce  gam ed, will be utilised to  describe  the  practice and  e s tab 
lish a  fram ework or m odel of ENT nursing to  a ssis t n u rses  in their everyday work.

Aim:
To develop a  m odel of 
Ear. Nose and  Throat 
(ENT) Nursing practice in 
Ireland.
The objectives a re  to: 
Explore the  experience 
and  practices of nu rses 
currently working within 
the  speciality of ENT 
disorders.
Identify generic prac
tices of ENT nursing 
within Ireland.
Establish th e  ex ten t to 
which ENT nursing prac
tices  identified from the 
literature a re  being prac
tised in w ards where 
ENT pa tien ts a re  being 
cared  for.
Examine levels of speci
ality specific practice 
within ENT nursing in 
Ireland or alternatively 
to  ascerta in  why differ
ing levels of speciality 
specific practice does 
not exist.

This study  is divided into two p hases:
The first p h ase  w as com pleted on  1 7 /0 9 /0 7 ,  this, a s  many of you may know, involved RNs 
currently working within ten  of th e  th irteen  adult ENT units com pleting and  return a  detailed 
questionnaire  to  the  researcher, A resp o n se  rate  of 55 .66%  from th e  2 4 2  questionnaires 
delivered was achieved. Following analysis of the  q uestions  relating to  ENT, education  and 
capabilities two w ards were identified a s  key to  informing th e  second  p h ase  of th e  study. 
These units a re  now being a sk ed  to  participate in th e  s eco n d  p h ase  of th e  study, your ward is 
o n e  of them .
Ttie second phase; or follow-up p h ase  is called "ethnography" which is simply exploring the 
culture of ENT nursing practice within th e  two identified units. Describing the  reality of every
day ENT nursing practice allows for a  g rea te r understand ing  and  m eaning  from w hat nu rses  
do while caring for the  ENT patient. The resea rch e r (T Frawley) will sp en d  a  month in each  of 
the  two units a s  a  non-participant observer in nursing activities in order to  describe  the  cul 
tu re  from th e  inform ants perspective. This p hase  is ab o u t observing the  practice of ENT 
nursing within th e  vrard; what it is. why it is being d o n e  and  how it is being done, looking be
yond w hat should or ought to  b e  done, to th e  actual ENT nursing being practised  within the 
unit. I am  not there  to  criticise or judge, m erely to  o bserve and  docum ent. I know from my 
own practice th a t it is not always possible or appropriate  to give ca re  in a  certain  way; there  
a re  many good ways of giving care , all of th em  different and  I am  in terested  in finding out 
w hat works for ENT n u rses  in Ireland. The too ls th at I will u se  to  cap tu re  appropriate  d a ta  will 
include; field n o tes and voice recordings of sho rt intervievre via an  MP3 player. The first w eek 
will be an  introductory period with th e  rese a rch e r 's  tim e being sp en t getting to  know th e  nurs
ing and  allied health  staff within the  ward an d  vice versa , clarifying issu es  of concern, con
ducting pilot work and obtaining consen t from  all th e  s tudy participants. The following t tiree  
w eeks will be the  study phase, w hen d a ta  will be  collected.

Information se ss io n s  and leaflets disUibirtion:
Information se ss io n s  will be conducted  in e a ch  of th e  two ENT w ards during th e  introductory 
w eek and  throughout for any new participants to th e  study. The research er will provide an 
overview of the  aim s and  objectives, outlining the  im plications for nurses, distributing the  
Information leaflet and consen t forms;

Permission to  cor>duct th e  study w as s o u ^  from:
The Ethics Committee Faculty of Health Sciences, Trinity College Dublin 

One Health Services Network Area
The Director of Nursing within each hospital where ENT D epartm ents a re  situated.

Permtsston from study partrcipents w»ll be requested  foltowing mfornrwOon sessions:

Consent will be obtained from ea ch  participant prior to  any data  being collected.
The researcher will liaise with the person in charge on a  daily basis and  seek  their permission pnor to any penod of da ta  collection

465



Information leaflet; Page 2

1Who will participate in the second phase of the study?
This research is desigr>ed to address the reality of ENT nursing practice in Ireland, therefore, all RNs’ working within the 
purposefully selected ENT wards will be asked to participate in the second phase of the study. The selection for this 
phase is based on the Tindings from the specific questions within the questkinnaire that address the nurses capabilities 
in terms of skills in caring for a person with an ENT disorder. While scores may differed in terms of each subsection the 
selected wards were thought to be able to contribute meaningfully to this second phase. Participation involves agreeing to 
their everyday activities t)eing observed arul this data recorded. The researcher may also ask some staff to be interviewed 
briefly, perhaps to clarify some interaction or task that was observed. These interviews will be recorded, with your permis
sion. in order not to miss any important data.
Particlpatk>n is voluntary ar>d you may withdraw at any time.
Following infom)ation and clarification of the second phase of the study during the introductory week; Written cortsent will 
be obtained from nursing and other staff to collect and record data.
Folk>wing consent being obtairted each participant has the right to ask the researcher to cease observatior^ a t any time 
should they feel uncomfortable or unhappy to proceed.
Secondary participants are those wtth whom the nurse interacts; such as patients, family members, medical and para
medical staff, information leaflets will have been previously distributed throughout the preliminary week. The nurse car
ing for the patient will ask the patients permission prior to any observations being recorded consent will be obtained from 
patients and or family members to observe and record data about the interaction vtrrth the nursing staff during their period 
of hospitalisation.
Transcripts of all recorded data will be available for all study participants shouM they wish to review them.
Stopping partKipatKHi in the study:
you r>eed to be av^re that the researchcr may stop vtxir partKipation in the study at any time and without your consent.

Risks associated with the second phase of the study:
To arK>TTymity/privacy/cor}fldentlailty'.
The qualitative strand of this study may out of necessity be subject to greater levels of scrutiny in relation to the individ- 
ual’s anortymity/privacy/confidentiality. The use of raw nnaterial such as fiekJ notes and audio data niay place the partici 
pant at greater risk of being identified. Apart from the interaction as it relates to the study and its participants, no other 
personal informatk>n will be recorded. Information will be transcrit>ed or electronically transferred to a computer.
All electronic records held will be backed up and stored in password protected files. Access to all raw data: field notes and 
audk> material, where possible will be rendered anonymous and access to data limited to  the researct>er and supervisor. 
Any professional eissistance that the study may require (e.g. secretarial help) will demand strict adherence to codes of 
conduct to preserve the participants' anorYymity. privacy and confidentiality.
No names or geographical locauons will be disclosed: nor v/ill they appear, in any subsequent discussion docuoientation, 
publications or presentatk>ns from this research. No audio material will be released or published without the prior permis
sion and written cortsent of the parties involved.
The potential to unearth professtonai misconduct or malpractice;
Issues such as an ir>dividuars sensrtivtty, their accountat>illty, potential breaches of codes of professional practice or mis 
cortduct may be revealed during the second phase of this study. In the event of a participant being upset or inconven 
lenced by the researcher’s presence during ot>servation or interviewing, I will remove myself or stop the interview, respec
tively. At a later suitable tio>e I will discuss the event and we can agree a solution to the identified problem. The partici
pant nr^y cease participation with the study should they feel uncomfortable with their continuation. In the unlikely event 
of my witnessing an illegal act such as patient abuse, this will be reported to the relevant authorities im n ^ ia te iy . In the 
event of witnessing an act of professional misconduct the usual reporting mechanisms will be utilised to deal with this 
impropriety.

Benefits to participating m the study:
it is hoped that the provision of a model of ENT Nursing practne will enhance the working lives of nurses in this speciality 
in lretar>d.
An acknowledged model of ENT Nursing practice, that is derived from real nursing practk^e, in our own country and cul 
ture, couM be utilised to guide the practices of the novice nurse while also informing cumcula in the devek>pment of 
structured ENT courses.
Uitin^tely. this information will be used to facilitate nurses wishing to advance their clinical practice within the speciality.

Any questions or queries regarding the study please do not hesitate to contact me, 
details included. Many thanks for taking the time to consKJer this study.

Contact Details

Ms. l^ieresa Frawley 
PhD Student 
Trinity CoHege Dublin 
School of Nursing and Midwtfety 
24 D’Olier Street
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Participant consent form:
Phase II
R egistered  Miirses: C onsen t form
T itle : An exploration o f  the experience o f  Ear N ose and Throat (EN T) nurses practising w ithin the 
Republic o f  Ireland: The developm ent o f  a model o f  ENT N ursing.
P ro jec t: The research study is designed to explore the relationship betw een EN T nursing theory and 
the reality o f  practice as experienced by Registered N urses w orking in ENT wards in the Republic o f
Ireland ________________
R esearcher; Ms. Theresa Frawley: D octoral Student, TCD. Phone H H H H  
You are being asked to participate in a research Study. This study is designed to explore the reality o f  
ENT nursing practice o f  nurses w orking in this area, within the Republic o f  Ireland. The idea is to 
capture and describe the actual practices o f  the ENT nurse to facilitate the developm ent o f  a 
framework for practice. In order to decide whether or not you wish to participate in this study, you 
should understand enough about the risks and benefits to make an informed decision. O nce you 
understand the study and if  you wish to participate you are asked to sign this form.

B A C 'K G R O liM ): The methodology being employed within this project is sequential triangulation: 
This simply means one phase follows the other to provide information about the same thing. M any o f 
you will have participated in the first phase, descriptive questionnaire. I am now starting the second 
phase which is called non-participant ethnography in tw o purposefully selected wards. This involves 
the researcher exploring the activities o f  the ENT nurse, operating as a non-participant observer, for 
the period o f  a month and conducting some short interviews with nurses as may be necessary to 
provide in depth information about the observations being recorded.
P roposed  outcom e: The developm ent o f  a model o f  ENT nursing practice based on reality.
E thical ap p ro v a l has been ob ta ined  from ; The Faculty o f  Health Sciences Ethics Committee, 
Trinity College Dublin, and ten o f  the tw elve research sites participating in the study.
P erm ission to conduct phase 2 o f  th is the  study has been g ran te d  by:
D irec to r o f M u rs in g :_____________________________________________________
I'his consent form  specifically  re la tes to partic ip a tio n  in the  2'“' phase  o f th is s tudy :
I am aware that the researcher while conducting this research will be observing my practice and that 
data may be collected using: field notes and audio taping.
Assurances have been given that:
That the researcher, on a daily basis, will seek prior perm ission from the nurse in charge before 
com m encing a period o f  observation.
Any nurse can make known to the nurse in charge or the researcher any objections/ concerns he or she 
may have about the researchers presence in the ward. This information will be discussed with the 
researcher in order to negotiate and accom modate a solution.
A part from the interactions that specifically informs the study, no other intimate information 
pertaining to me will be recorded.
Protection o f  my anonym ity/privacy/confidentiality will be assured by the use o f  num ber and letter 
coding. Access to coded information will be limited to the researcher T. Frawley only.
All data collected will be securely stored in a locked cupboard or electronically in password protected 
files.
A ccess to data pertaining to the study will be limited to the research team  who will at all times adhere 
to  codes o f  conduct that will preserve my anonym ity/privacy/confldentiality.
In the unlikely event o f  the researcher unearthing an illegal act or issues o f  professional m isconduct or 
m alpractice; I am aware that the researcher is duty bound to report illegal acts.
In the event o f  an act o f  professional m isconduct o r impropriety being discovered the normal 
professional and hospital reporting procedures will be instigated.
N o names or geographical locations are disclosed; neither will they appear in any subsequent 
discussion docum entation, publications or presentations from this research.
I understand that audio material from interviews with me may be used, in an anonym ous form  that 
w ill ensure my right to privacy and confidentiality in the final report and publications.
N o audio material pertaining to me will be released or published w ithout my specific prior permission 
and separate written consent.
I note that it is possible that I may be inconvenienced by the researcher’s presence in my workplace, 
through her physical presence in a confined space, or her effect on my confidence or emotional state. 1 
understand that the researcher is aware o f  this possibility and will endeavour to m inim ise this effect.
I f  required by law the records o f  this research may be reviewed by governm ent agencies.
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D E C L A R A IIO N :
I have read, or had read to me, this consent form. 1 have had the opportunity to asi< questions and all 
my questions have been answ ered to my satisfaction. I freely and voluntarily agree to be part o f  this 
research study, though w ithout prejudice to my legal and ethical rights. I have received a copy o f  this 
agreem ent and can at any tim e contact the N urse named above. I understand I may w ithdraw  from the 
study at any time.
P a r t ic ip a n t’s n a m e :____________________________________________________
C o n tac t d e ta i ls :_________________________________________________________
P a rtic ip a n t's  s ig n a tu re :_________________________________________________
S ta tem en t o f in v es tig a to r 's  responsib ility : 1 have explained the nature and purpose o f  this research 
study, the procedures to be undertaken and any risks that may be involved. I have offered to answer 
any questions and fully answ ered such questions. I believe that the participant understands my 
explanation and has freely given informed consent.
R e sea rch e r 's  s ig n a tu r e :________________________________ D a te :__________________
D E C L A R A T IO N :
I have read this consent form. I have had the opportunity to ask questions and all my questions have 
been answ ered to my satisfaction. I have decided not to participate in this study
P a r tic ip a n t’s n a m e :____________________________________________________
C o n tac t d e ta i ls :_________________________________________________________
P a rtic ip a n t’s s ig n a tu re :_________________________________________________
S ta tem en t o f Investiga to r's  responsib ility : I have explained the nature and purpose o f  this research 
study, the procedures to be undertaken and any risks that may be involved. I have offered to answer 
any questions and fully answered such questions. I believe that the participant understands my 
explanation and has decided not to participate.
R esea rch e r’s s ig n a tu r e :________________________________ D a te :__________________



Appendix 12: Observational sessions and the ward activities

Day O utpatient Inpatient Timing Activities

Day 1 AM Overview/orientation/routines/discussion/ 
preliminary observations

Day 2 PM Overview/orientation/routines/discussion/ 
preliminary observations

Day 3 AM Overview/orientation/routines/discussion/ 
preliminary observations

Day 4 Evening Overview/orientation/routines/discussion/ 
preliminary observations

Day 5 Yes Yes AM Overvievv/orientation/routines/discussion/ 
preliminary observations

Day 6 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 7 Yes AM/PM Room preparation, treatment, patient-interactions, 
cleaning and decontamination, patient-follow-up

Day 8 Yes AM Room preparation, treatment, patient-interactions, 
cleaning and decontamination, patient-follow-up

Day 9 Yes PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 10 N/A N/A PM Informal discussions only

Day 11 Yes AM/PM Room preparation, treatment, patient-interactions, 
cleaning and decontamination, patient-follow-up

Day 12 Yes PM Room preparation, treatment, patient-interactions, 
cleaning and decontamination, patient-follow-up

Day 13 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 14 Yes AM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 15 Yes PM
Evening

Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 16 Yes AM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 17 Yes PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 18 Yes AM/PM Room preparation, treatment, patient-interactions, 
cleaning and decontamination, patient-follow-up

Day 19 Yes AM/PM Room preparation, treatment, patient-interactions, 
cleaning and decontamination, patient-follow-up

Day 20 Yes PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 21 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room
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Day O u tp atien t In p a tien t T im ing Activities

Day 22 Yes PM Room preparation, treatment, patient- 
interactions, cleaning and decontamination, 
patient-follow-up

Day 23 Yes AM/PM Room preparation, treatment, patient- 
interactions, cleaning and decontamination, 
patient-follow-up

Day 24 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 25 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 26 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 27 Yes PM
Evening

Room preparation, treatment, patient- 
interactions, cleaning and decontamination, 
patient-follow-up

Day 28 Yes AM/PM Room preparation, treatment, patient- 
interactions, cleaning and decontamination, 
patient-follow-up

Day 29 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 30 Yes AM/PM Room preparation, treatment, patient- 
interactions, cleaning and decontamination, 
patient-follow-up

Day 31 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 32 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 33 Yes PM
Evening

Room preparation, treatment, patient- 
interactions, cleaning and decontamination, 
patient-follow-up

Day 34 Yes AM/PM Room preparation, treatment, patient- 
interactions, cleaning and decontamination, 
patient-follow-up

Day 35 Yes AM/PM Room preparation, treatment, patient- 
interactions, cleaning and decontamination, 
patient-follow-up

Day 36 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 37 Yes PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 38 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 39 Yes AM/PM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

Day 40 Yes AM Report, ward rounds, theatre, admissions, 
discharge, medications, observations, treatment 
room

470



Appendix 13: Physical locations for observations and activities during second phase

T he locations Activities
The ward office Communication hub; Telephone, computer, documentation depot for 

Medical/Nursing/Allied Health Professional noticeboards; Location 
for nurse to nurse; nurse to doctor; nurse to allied health professional 
communication; Area for liaising with other departments, and 
coordinating care; Chart reading and location for preparing 
documentation for admission and discharge o f  patients. Informal 
meetings: interdisciplinary, multidisciplinary, patients and family; 
Informal clinical discussion amongst staff, social chit-chat.
Where the stationary for the ward is housed

The office desk a focal point 
within the office

W ard report location, administration activities, data input and 
extraction, co-ordination o f care: central point for formal and informal 
patient discussion, nurse to nurse, nurse to patient, nurse to doctor, 
nurse to allied health professional

The corridor The main thoroughfare o f  the ward, access and egress linking cubicles 
and side rooms, facilitates transfer o f  patients to and fi'om allied 
departments, catering, cleaning and portering services for the ward; 
Houses the emergency trolley, overflow o f  stationary from the ward 
office, unofficial; storeroom and location for reporting, patient 
discussion when office is busy and a site for social chit-chat amongst 
staff.

The treatment room Emergency medical ENT care; M inor ENT procedures; Dressings; 
Physical evaluation o f  ENT patients; Admissions and Discharges o f  
ENT patients; Nurse-led services; Preparing, cleaning, stocking and 
decontamination o f  equipment, Record keeping, patient and 
equipment logs, co-ordinating ENT care

Bedside Admission and discharge o f  patients; Administration o f treatment. 
Observations, Nurse patient communication, preparation for theatre, 
post-operative management. Doctor-patient interactions

Cubicles Patient care; adm inistering prescribed treatment, observing, updating 
nursing documentation, medical ward rounds, patient discussion, 
informal inter-disciplinary and multi-disciplinary discussion

Medication trolley Administering medication, nurse to nurse and patient to nurse 
discussion

Medication preparation and 
store room:

Stocking and checking medications, IV medication preparation. 
Informal professional discussion, co-ordinating care, social chit chat

The sluice room Stocking non-sterile equipment such as denture cartons, emesis bowls, 
paper clothing, wipes, disposable bedpans and bottles, measuring 
utensils for body fluids, disposing o f  clinical and non-clinical waste, 
preparing and organising equipment for sterilisation

The out-patient department Clearing, stocking and replenishing equipment at clinical stations, pre
patient attendance coordination. Nurse to nurse and nurse to doctor 
communication, decontamination and the completing documentation 
and logs

The ENT examination chair/ 
trolley

Manually adapt the chair/trolley to position the patient. M oving the 
light source/microscope to facilitate review o f  the patient

The ward kitchen Usually after the catering staff have gone off-duty preparing food for 
patients who have been fasting, iced drinks/mouth washes for patients 
who have had oro-pharyngeal surgery. Informal meeting area for staff

Operating theatre Surgical treatment o f  patients, nursing transfer to and from the 
department

The waiting room Nurse to patient information sharing, coordinating patients journey
The decontamination area The processing o f  equipment for decontamination and sterilisation
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T he locations Activities
The coffee/dining room Eating, informal professional discussion and social chit chat
The changing room Where nurse’s personal belongings are kept and social interactions 

occurred, off-duty rosters and leave request posted on the wall.
Noticeboards Current duty rosters, changes to clinical practice, letters o f 

complaint, letters o f  commendation, thank you cards. Theatre lists, 
specific OPD review times, Patient admission lists, ENT 
emergency triage protocols, clinical waste management and 
decontamination procedures, upcoming educational events and 
ward social activities.
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Appendix 14: Native language terms used in the hospital and the ENT department

1. ENT native Ian guage:
Acoustic neuroma A tumour usually benign that develops on the vestibular 

component o f  the VIII cranial nerve
Acquired deaftiess Deafness that is not present at birth
Adenoid Lymphoid tissue in the nasopharynx
Anosmia absence o f sense o f smell
Aphasia Loss difficulty with ability to use language
Aphonia absence o f voice
Articulation disorder Imprecision in the production o f speech
Aspiration Removal o f  fluid by suction/ Breathing in foreign material
Audio Audiology department, test and or the result o f a hearing test

Audiogram Hearing test
ABR Auditory Brainstem response test
ACBC Air conduction Bone conduction
External auditory canal The ear canal leading to the drum
Cochleovestibular Auditory 
nerve / Vestibular cochlear 
nerve

The eighth cranial nerve responsible for hearing and balance

Balance disorder Unsteadiness that may be associated with feelings o f  dizziness and 
spinning

Barotrauma Damage to the ear due to pressure differences between outside and 
inside the ear drum

BPPV Benign paroxysmal positional vertigo
Bilateral Affecting two sides.
BAHA Bone Anchored Hearing Aid
Branchial cyst Developmental epithelial cyst in the neck
Bolster Dressing applied under the nose following nasal intervention
CAPD Central auditory processing disorder, normal hearing and unable to 

differentiate, recognise or understand sound
Cerumen Earwax
Chemosensory Associated the sense o f  smell or taste
Choanal atresia Blockage or narrowing o f  the passage between the back o f the nose 

and the nasopharyru
Cholesteatoma Cyst like mass o f keratinising squamous epithelium within the 

middle ear and mastoid cavity
Cilia Small hair-like protrusions from epithelial cells in respiratory 

mucosa
Cleft palate A birth defect o f  the soft and or hard palate
Cochlea Part o f the internal ear concerned with hearing
Cochlear implant An electronic device the restores a perception o f  hearing to a 

person with sensorineural deafness
Conductive hearing loss Any hearing loss associated with damage or disease associated 

with the outer or middle ear
CPAP Continuous Positive Airways Pressure
dB Decibel a unit o f  measurem ent for the intensity or loudness o f 

sound
Deviated Nasal Septum Deformity o f  the septum to one side or the other
Dizziness Unsteadiness, spatial disorientation, abnormal perception o f  

motion within the environment, light-headedness
Disequilibrium Disturbance o f  balance
Dysosmia Disturbance in the sense o f  smell
Dysphagia Difficulty in swallowing
Dysphonia Altered quality o f  voice
Dystonia Abnormal muscle tone
Drops Nasal, oral, aural
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ENT native language continued:
Ear drum Translucent fibrous membrane separating the external and middle 

ear
ENG Electronystagmogram a test o f the vestibular system in balance 

disorders
Endolymph The fluid in the membranous labyrinth o f  the ear
Endoscope Flexible or rigid telescope with a light used to examine the internal 

surfaces o f  the ENT system
Endoscopic sinus surgery 
(FESS)

Endoscopic guided surgery (Functional endoscopic sinus surgery)

Epiglottitis Infection and or swelling o f  the epiglottis (the flap o f  cartilage that 
protects the larynx

Epistaxis Nose bleed
Ethmoid sinus M edial to the orbit (Located between the eyes)
ENT Ear nose and throat
EUM Examination under the microscope
Eustachian tube Tube extending from the middle ear to the nasopharynx to 

ventilate and drain the middle ear
Otitis externa Inflammation and or infection o f the external ear canal
FNA Fine needle aspirate cytology
Frenulum Mucous membrane connecting the floor o f mouth to the ventral 

surface o f  the tongue
Frontal sinuses Located in the forehead
GORD Gastro oesophageal reflux disease
Grommet Ventilation tube
Gastrostomy An opening for feeding passing from the abdomen skin to the 

stomach
Hair cells Sensory cells o f  the inner ear
Hearing The ability to perceive sound
Hearing aid A device that amplifies sound
Hoarseness Abnormal changes to the voice quality
Hyperplasia Overgrowth o f cells
Hyposmia Diminished sense o f  smell
I and D Incision and drainage
Incus Middle ossicle
Inner ear Contains the organ o f  hearing and balance
Labyrinth (boney and 
membranous spaces o f  the inner 
ear

Organs o f  balance

Labyrinthine hydrops Excessive fluid in the labyrinth
Labyrinthitis Infection or inflammation o f  the labyrinth
Larynx Voice box
Laryngitis Inflammation or infection o f the voice box
Laryngeal neoplasm A tum our in the larynx
Laryngeal nodules Benign localised thickening o f  the vocal cords
Laryngeal paralysis Loss o f  fiinction o f  one or both vocal cords
Laryngectomy Removal o f  part or all o f the larynx
Laryngoscopy (direct) Examination o f the voice box with a fibre optic instrument
Laryngoscopy (indirect) Exam ination the voice box with a mirror
Malleus The ossicle nearest the ear drum First in chain o f  three ossicles
Mandible The jaw bone
Mastoid The bone located behind the ear and houses the middle and inner 

ear structures
Mastoidectomy Surgical exploration o f  the mastoid to remove disease from within 

the bone
M astoiditis Infection within the bone
M axilla The upper jaw bone
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ENT native language continued:

Myringotomy Incision o f  the ear drum
Myringoplasty Repair o f ear drum
Micro ears M icro suctioning o f  ears
Maxillary sinuses Located within the cheek bone
M eniere’s disease Fluid balance D isorder o f  the inner ear affecting both hearing and 

balance
M iddle ear The between the outer and inner ear and contains the ossicles
MAT Micro-Aural toilette
Nasopharyngoscope Fibre optic instrument
Neck dissection Removal o f lymph nodes and allied structures from the neck
Noise induced hearing loss Hearing change due to repeated exposure to loud sounds
Nasal rinse Flushing o f  the nasal cavity to remove excessive secretions
OSA Obstructive sleep apnoea

Olfaction Sense o f  smell
Ossicles Chain o f  three bones in the middle ear
Otitis media Middle ear infection/inflammation
OAE Oto-acoustic emissions measurement o f  inner ear sound
Otorhinolaryngologist ENT surgeon/physician
OME Otitis media with effusion
Otologist A doctor who specialises in diseases o f  the ear
Otorrhea Discharge fr-om the ear
Otosclerosis Abnormal growth o f  bone causing fixation o f  stapes
Ototoxic drugs Drugs that can damage the organ o f  hearing and balance
ORL Otorhinolaryngology
Outer ear External or visible part o f  the ear
Palate R oof o f  the mouth
Panendoscopy A series o f  telescopes that are used to carry out a detailed 

examination o f  the mouth, nose, throat and the larynx
Parathyroid Small glands located behind the thyroid secrete parathyroid 

hormone (PTH) that regulates calcium
Paresis Partial paralysis
Parotid Salivary gland
Parotidectomy Removal o f  part or all o f  the parotid gland
Perilymph Inner ear fluid surrounding the membranous labyrinth
Perilymphatic fistula Leakage o f  inner ear fluid to the middle ear
Pinna (auricle) Outer ear
PTA Pure tone audiogram
Post-lingually deaf Deafness that occurs after acquiring language
Pre-lingually deaf Deafness that occurs prior to acquiring language
Presbycusis Loss o f hearing associated with aging
Rhinitis Inflammation, swelling or infection o f  the nose
Rhinoplasty Surgery to improve the appearance o f the nose
Rhinorrhea Discharge from the nose
Round window One o f the membranes separating the middle and inner ear
Salivary glands The glands around the mouth and throat that secrete saliva
Semi-circular canals Part o f  the vestibular system that controls balance
SNHL Sensorineural hearing loss
Septoplasty Correction o f deviation o f  the nasal septum
Septum Cartilaginous and bone partition diving the nasal cavity t
Sign language A method o f communication for the deaf or hard o f  hearing
Sinus A cavity or space within the bones o f  the skull
Sinusitis Infection or inflammation o f  the sinuses
Smell Perception o f  odour
Smell disorder Inability to perceive odour (temporary or permanent)
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ENT native language continued:

Spasmodic dysphonia In coordinate movement o f the laryngeal muscles on phonation
SALT Speech and language therapist
Sphenoid sinuses Located at the back o f  the nose in the skull base
Stapedectomy Removal o f stapes and replacing it
Tracheostome Artificial opening into the trachea
Stomal stenosis Narrowing o f the tracheal stoma
Stridor Noisy breathing associated with obstruction within the larynx or 

trachea
Sudden deafness Unexpected, rapid onset o f  deafiiess due to trauma, infection or 

medication
Swallowing disorders Difficulty in passage o f  food and fluids from oral cavity to the 

stomach
T aste buds Organs o f  taste located in the tongue
Taste disorder Conditions relating to the perception o f taste
TEP Tracheoesphageal puncture
Temporal bone Situated either side o f  the base o f  the skull and protects the middle 

and inner ear structures
TMJ Temporomandibular joint
Throat disorder Conditions affecting the larynx pharynx and upper oesphagus
Thyroid Endocrine gland below the level o f  the larynx secretes thyroxine
Tongue tie Tongue tethered to floor o f  mouth
Thyroidectomy Partial or total removal o f  the thyroid gland
Tinnitus Abnormal perception o f  noise in the ear often associated with 

hearing loss
TM Tympanic membrane
Tongue Large muscle floor o f  the mouth designed to aid speech and 

swallowing
Tonsil Lymphoid tissue located in the side o f  the throat (oropharynx)
T ’s and A’s Tonsils and Adenoids
Tonsillitis Inflammation and swelling o f one or both o f  the tonsil
Trachea W indpipe
Tracheal stenosis Narrowing o f  the windpipe due to a birth defect or as a result o f an 

infection or injury
Tracheostomy A surgically created opening into the windpipe
Trismus Inability or difficulties with mouth opening
Turbinate A bony protuberance o f  the nasal cavity that assists in warming 

and moisturising air as it passes into the lungs.
Tympanoplasty Surgery on the ear drum and or middle ear reconstruction
Uvula Small projection hanging from the posterior aspect o f  the soft 

palate
UP3 Uvulopalatopharyngoplasty: surgical removal o f  tissue for OSA
Vestibular system System responsible for maintaining balance
Vertigo Abnormal sensation o f  movement or unsteadiness
Vestibular neuronitis Viral infection o f  the vestibular nerve resulting in, vertigo, nausea 

and vomiting
Vocal cords M uscularised folds within the larynx that protect the airway and 

control the flow o f  air and assist in the production o f  voice
Voice The sound produced by vibration o f  the vocal cords
Xerostomia Dry mouth
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2. Hospital native language:
Admissions Office where patient attends prior to be admitted on to the ward/ or 

it can be the number o f  patients admitted to a ward in a given time 
period

Admissions list Patients scheduled to come in to hospital list
TCI list Patients scheduled to come in to hospital list
Agency Temporary staff provided by agency
ASAP As soon as possible
AMA Against medical advice
Abs Antibiotics (antibodies)
Antiemetic Anti-sickness control o f  vomiting
ADL’s Activities o f  daily living
B.P Blood pressure
B.D./B.I.D Twice daily
Biohazard Biological or chemical to others
CNS Central Nervous System/Clinical Nurse Specialist
CA Cancer
Care-plan Nursing documentation for assessment, planning implementation 

and evaluation o f  care
Cath Catheter
CPR Cardiopulmonary resuscitation
CT Computed tomography
Consultant The senior doctor responsible for the care o f  a group o f  patients
CSSD Central sterile supplies department
SNC/CNM2/CNM1 Senior Nurse in Charge/Clinical Nurse M anager 2/Clinical Nurse 

M anager 1
Clinical waste Hazardous and infective waste
Clinic OPD
Crash trolley Emergency resuscitation trolley with standard equipment and 

drugs required in a medical emergency.
Catchment area Area served by the hospital

Discharge lounge/ward Ward patients are transferred to when discharged from their 
designated ward

Day ward Patients admitted for day procedure
5 Day ward Patients admitted for short overnight stay investigations or 

treatment
DNR Do not resuscitate
Drugs/medicines/meds Medications, carrying out the medications or pharmacy ordering or 

receipt
Drug-chart Patient’s medication that is prescribed and administered
D. 0. B. Date o f birth
Enteral feeding NG, (nasogastric) Gastrostomy, Jejunostomy
EEG Electroencephalograph
ECG Electrocardiograph
FBC Full blood
Febrile Relating to pyrexia
Fluids Oral, IV, parentral, enteral.
JHO Junior House Officer (Junior doctor)
Hb Haemoglobin
Hx History
H 20 Water
ICU Intensive care unit
I and 0 Intake and output/ Fluid balance
IM Intra-muscular injection
IV Intra-venous injection
K+ Potassium
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Hospital native language continued:

Kg Kilogram
KVO Keep vein open
LFT’s Liver fiinction test
LOC Loss o f consciousness
MAU Medical assessment unit
MRI Magnetic resonance imaging
MDT Multidisciplinary team
MRSA Methicillin resistance staphylococcus aureus
Mrs Brown T ea-break
NCHD Non Consultant Hospital Doctor
NA Not applicable/ Nursing assistant
NS Normal saline
Na Sodium
NG Nasogastric
NPO Nil per oral
NKA No known allergies
N and V Nausea and vomiting
OT Occupational therapy
Obs The observations to be cairied out
Obs chart Where the vital signs about the patient are recorded
OPD Outpatients department
o- Oxygen
Parenteral Injection or infiision
Pre-admission assessment Assessment o f patients attending prior to scheduled admission
PRN As necessary
Pre-op Before operation
Post-op After operation
PEG Percutaneous endoscopic gastrostomy
PET scan Positron emission tomography
PT Physiotherapy
PO Per oral
Pt. Patient
PU (PUed) Pass urine (Passed urine)
QDS/QID Four times a day
RR (recovery) Recovery room
Report Transfer o f information from one shift to another/a document 

outlining clinical findings from an investigation requested
Registrar Senior Hospital Doctor
RGN (RN) Registered General Nurse
Resus (Resuscitation) Revival following medical emergency. Rhesus
RT Radiotherapy
Radiology Pertaining to the taking of x-rays and other radiological tests
SHO Senior House Officer (Junior doctor)
SN Staff nurse
SALT Speech and language therapist
SOB Shortness o f breath
Subcut Subcutaneous injection (under the skin)
Stat Immediately
T.P.R. Temperature, pulse and respiration
T.I.D./T.D.S Three times daily
Theatre Where surgical procedures are carried out
Theatre list List of patients for surgical procedures
Patient theatre check list To minimise the risk of surgical errors
Tx Treatment
Temp. Temperature/Temporary worker
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Hospital native language continued:

Theatre Operating theatre
Tab Tablet
TLC Total lung capacity/tender loving care
TEDs Anti-embolism stockings
Tx room Treatment room
TTO To take out discharge prescription
Trolley Drug trolley, medicine trolley, dinner trolley, chart trolley, 

dressing trolley, patient trolley, crash trolley
U and E/ Renal function Urea and electrolyte/Renal fiinction test
URTI Upper respiratory tract infection
UTI Urinary tract infection
Urinary catheter Placed in urinary bladder to drain urine
Urinalysis Testing urine
Ultrasound High frequency imaging
Void Urinate
VS Vital signs
Vital signs Temperature, Pulse, Respiratory Rate, plus or minus O ' saturation 

and Blood Pressure
Ward Cubicle o r room where the patient is being cared for or the 

collective name for the ward
WB W eight bearing
WBC White blood cells
WL Waiting list
X-ray An X-ray or the department
X-Match Cross match blood
Yankeur Suction catheter
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Appendix 15: Examples of structural and contrast questions that emerged from within 
the data.

Ths structural and contrast questions that emerged from within the data were formulaic and the same 
for each o f  the emerging categories.

The structural questions were designed to provide answers to what, when, why and who engaged with 
the identified ENT nursing practices.
For example:__________________________________________________________________________________
Theme C ategory S tru c tu ra l questions

Assessmen
t

seeking
information

W hat information is being obtained?

Who is gathering this information?

Where is the information being gathered from?

W hat questions does the ENT nurse ask the patient?

W hat ENT specific information is being gathered about the 
condition?
When do the nurses gather ENT specific information?
W hat are the benefits to obtaining this information?
W hat do the nurses do with the information they obtain?

The contrast questions were designed to identify the similarities and differences from within the data:

Theme C ategory C o n tra st questions

Neutralising
Factors

Non-ENT nursing W hat are the similar non-ENT nursing activities that 
the ENT nurse engages with?
W hat are the different non-ENT nursing activities that 
the ENT nurse engages in?
W hat are the differences in nurses who engage with 
non-ENT nursing activities and those that do not?
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Appendix 16: Codified examples of how the category of support emerged from the raw 
data.

The codified components drawn from the raw data for the sub-category o f  informing:

SN2b explained w hen washing o ne 's  hair or 
sw im m ing the pa tien t is encouraged to use cotton  
w ool sm eared in Vaseline and  p lace it gently in the 
ear canal. D ay 30
The SN C ] to ld  the patien t that i f  the M ax is hard and  
im pacted that normally the doctors w ill try to soften  
it w ith some drops. Day 22  
The SN 2a explained about the nasal splints and  
about fee lings o f  nasal blockage a nd  the difficulties  
they w ill experience w ith nasal breathing. Day 30 
The SN C ] to ld  the pa tien t who had  ju s t  returned  

fo llow ing  panendoscopy that it h ’a s  normal to fe e l  
uncomfortable and  the throat w ill fe e l  quite dry'.
Day 38
The nurse explained that alteration in blood  
pressure can cause dizziness but not usually hearing  
loss that this sometim es happens w hen we have an 
infection in the inner ear. Day 33 
The nurse fSN2) advised the fa m ily  that the doctors 
had  taken samples fro m  around h is throat he w ould  
be quite sore and  they should try’ not to make him  
talk too much. Day 6
While the doctor w as rem oving the m erocelpack  

fr o m  the nose the nurse (SN2) was explaining to the 
patien t they w ill fe e l  a  tugging sensation, they 
should  try and  keep their head s till and  ‘breathe  
nice a nd  slowly. " D ay 30
The nurse  M a 5  speaking to the patien t (who had  a  
p o st tonsillectomy bleed) in a very' light hearted  
manner repeating the advice about pain. diet, mouth  
care. Day J7
In stressing the importance o f  ear care the SN2  
suggested  the ear has its own self-cleaning  
mechanism  using the o ld  adage, "not pu tting  
anything b igger than your  elbow in yo u r  ear  ” Day 
30

Example from the raw dataCategory Sub-category Coding

Informing R eveahngSupport

Telling

Providing an 
account

M aking known

Explaining

Warning

Briefing

Speaking

Sum m arising
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The codified components drawn from the raw data for the sub-category o f reassuring:
Category

i Support
f '

Sub-category Coding

Reassuring Convincing

Providing
understanding

Recounting

Distinguishing

Describing

Teasing out

Consoling

Comforting

Soothing

Providing
solace

Examples from the raw data

The nurse explained that he had slightly more than a 
regular sore throat and that the swelling and the burning 
sensation that he was feeling was at the top o f  his 
windpipe (rather than the throat) and therefore it was 
important that they keep him in hospital. Day 19 
While carrying out the a dressing o f  a peg (Percutanous 
endoscopic gastrostomy) site the SNCI was seen to 
encourage the patient to look and examine the site 
explaining what was happening around the wound. Day 
21
In response to a question about the impact o f  tonsillitis 
the SN2 explained that following tonsillectomy patient 
would be able to eat and drink normally without the 
recurrent infections how it would allow him to keep his 
strength up and not ‘miss training and then it's Just up to 
y o u D a y  30
The SNCI informed the patient that initially, following  
the surgery’ there will be no difference in his ability to 
breathe ju st like how you fee l with the polyps so you will 
continue to mouth breath because o f  the swelling and 
possibility o f  packs in his nose. Day 25 
SN2 was discussing discharge with a patient who had a 
nasal tumour, the nurse referred to the needfor regular 
mouth where the discharge coming from  the back o f  his 
nose can lead to a bad taste in his mouth especially 
before eating and drinking. Further reference was needed 
to sleep upright to ease breathing where sleeping fla t can 
sometimes lead to a feeling o f  choking. Day 14 
The SN2 having asked the patient about the ear 
condition, about medications, activities, possible trauma 
and the use o f  cotton buds. The nurse went on to explain 
the condition to the patient, highlighting that fungal ear 
infection may be caused by trauma initially or moisture, 
swimming, temperature changes and the use o f  steroid 
drops The nurse explained that it would be treated by 
repeated cleaning and using the appropriate anti-fungal 
drops. Dcty 5
The SN2 was referring to a patient who had ju st returned 

from  radiotherapy fo r  a post nasal space tumour. After 
the simulation and markings etc. the nurses were 
weighing up the pros and cons o f  the different therapies 
fo r  the patient. Day 37
The SN2 explained that it was normal following  
tonsillectomy fo r  the patient to get small traces o f  blood 
in their mouth. It was best to allow things to settle down 
in the back o f  the throat Day 9 
The patient became a little bit alarmed about the 
perceivedfeeling o f  not being able to swallow, the nurse 
in a very gentle manner said to him. remember I  told you  
about the spray, i, would make the back o f  your throat 
fe e l numb and as i f  you can't swallow Day 19 
Before the treatment was initiated the nurse advised the 
patient o f  the findings, explaining that the condition was 
much improved and that ointment was going to be placed
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The codified components drawn from the raw data for the sub-category of advising:
Category Sub-category Coding

Support ^ A dvising  Suggesting

Proposing

Recommending

Discussing

Guiding

Encouraging

Directing

Examples from the raw data

The SN J whilst interacting w ith a young  w oman with  
sinusitis. The nurse suggested that often headaches are 
associated with pa in  around her fa c e  dem onstrating  
where one can expect o f  typical fa c ia l pa in  w ith sinuses. 
Day 6
The nurse explained to the patient that the doctor  m 'a j  

trying to seal o f f  this bleeding po in t t f  that doesn t work  
they w ould  have to pu l a pack up his nose f o r  a day or so 
to p u l pressure on the bleeding point. The nurse 
explained how the pa tien t needed to tell them i f  they 
could  still fe e l  blood trickling down the back o f  his throat. 
D ay 30
The nurse advised the pa tien t fo llow ing  nasal surgery  
that the nose w ould be very raw and  sensitive inside that 
they should  not p ick  o r poke her nose as that may initiate 
bleeding. D ay 14
The SN 2 advised  the patien t to pu t olive o il fas 
recom m ended by the doctor) in her ear m orning and  
evening fo r  the next week, dem onstrating how to do this 

f o r  the patient.
The nurse explained to the pa tien t that it w ould be 
uncomfortable f o r  a short p erio d  o f  time, advising  him  to 
relax, by breathing through his mouth a n d  i f  he could  
w ork w ith the doctors trying to keep his head still it w ill 
be a little less uncomfortable an d  it w ould soon be over 
D ay 30
S N l in a firm  voice asked the doctor to stop fo r  a second. 
The SN Iexp la ined  to the patien t (M  ho  M quite agitated  
and  m oving on the trolley) that they were both aware it 
wasn I pleasant, that the doctor w ould be able to control 
this bleeding fro m  his nose but that he had to work with  
them. Day 30
The pa tien t inform ed the nurse about using ear-buds. The 
nurse expla ined  that the ear is an organ that is self
cleaning. explaining that by p u tting  anything in to the ear 
was interfering with the norm al cleaning mechanism. Day 
22
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Appendix 17: Three examples of diary entries that facilitated decision making

1. Dairy extracts from  day 6 
Observation; While watching the JN I do the dressing I  noted that the patient was asking the nurse

pertinent questions about his condition [the patient had a total thyroidectomy eight weeks previously

complicated by infection and a vocal cord palsy]. The patient wanted to know specific information

about his calcium levels and fo r  how long he would need to take the supplementation that he was on

[neither the patient nor the nurse clarified whether it was it ju st calcium or his thyroid hormone

supplementation]. The JNI said to the patient that he would need to discuss this with the doctor.

After the dressing and during my casual conversation with the JN  [on the corridor] I  was trying to 

establish what the JN felt was the nursing role fo r  patients who undergo total thyroidectomy and what 

contribution does the ENT nurse make to the patient’s care. [This nurse knew I  was an ENT CNS and 

I was trying to tread very carefully. I  didn 't want the nurse to think that I  testing their ENT knowledge 

or that I  was undermining the care that had been provided], I  suggested that I  would like to 

understand more about their approach to caring fo r  this type o f  patient in this particular ward and 

asked what would the noimal procedures be fo r  a patient undergoing thyroidectomy here?]

Reference was made to the bloods and liaising with the doctor. Within the context o f  our discussion 

the nurse made reference to pre and post-operative care and administering medication or doing 

dressings but very little in the way o f  specific references to the potential nursing problems with a 

patient undergoing thyroidectomy, replacement therapy or how this condition or treatment may 

impact on the person's quality o f life [I have to remember that I have a particular interest in the 

nursing concerns fo r  this patient group and that not everybody may have the same interest in this 

patient group]

The nurse informed me that this particular patient had had their surgery elsewhere and that the 

doctor was the person who was looking after the patient's replacement therapy. The nurse then asked 

me had they passed the aseptic technique? I  had to admit to the nurse that 1 had not even noted that 

aspect o f  the nurse-patient interaction and that I  was watching the interaction in relation to the 

patient’s ENT care and the nurse made reference to it ‘only being a dressing ’.

Whilst observing a SN2 later that afternoon speaking with the same patient, [obviously the patient 

wanted the nurse to give him more infomation] the nurse made reference, to the fac t that sometimes 

the calcium levels can drop following this type o f  surgery. Sometimes this is short lived, at other times 

the patient may need to take these supplements long term. The nurse reinforced information about the 

patient's need to take thyroid hormone replacement therapy. The SN2 was also discussing the impact 

o f the patient’s vocal cord palsy on his work and personal life. [This nurse did not seem to be 

conscious o f  my presence within the environment]
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Thoughts on this: In the setting with the junior nurse who was being watched by an ENT CNS, how 

would I  fee l i f  the roles were reversed? Whilst not being paranoid, I  was conscious o f  my presence in 

the room and the nurse may have fe lt inhibited in pursuing this conversation further with the patient 

in front o f  me [although these concerns were not voiced during the casual conversation we had after 

the interaction], whereas, the SN2 did not seem to mind me being present.

The care being provided by the JN  was very general in nature and did not focus on the ENT problem 

nor did it provide the patient with the information that he had requested. During our conversation 

afterward the JN  did not convey to me that they had the knowledge to discuss the specific ENT  

concerns with the patient. The SN2 did, however, provide the patient with ENT specific information.

Ideas on how to proceed: I f  the J N ’s are nervous and or they lack knowledge or experience I  may be 

better concentrating my efforts on observing the S N ’s to get more specific ENT information about the 

nursing care that is being provided. I  may be better employing the observations and contributions 

from  the JNs fo r  context or comparison purposes.

2. Extract from  diary Day 16 

Observation: While there were 7 ENT patients on the ward today three o f  these patients had been 

discharged and were awaiting collection by their respective friends or relatives. There were some 

ENT patients being accommodated on another ward in the hospital but they were expecting most o f  

them to be discharged later today. Two very experienced SN 2’s were working within the ward, but 

they were not engaging with any o f  the ENT patients. They were washing beds and moving the 

patient’s belongings from one part o f the ward to another. I  was advised by one o f  the SN 2’s that they 

were trying to accommodate non-ENT patients from another ward fo r  the weekend. [The nurse was 

rather irritated] It was suggested to me that management were unaware o f  the amount o f  additional 

work this placed on the sta ff and how this impacted on the care the patients received because the 

nurses have to ensure that the patient mix is safe. The SN 2’s explained that because ENT cases can 

be openly infective or considered ‘dirty' it can place other cleaner surgeries at risk

Whilst obsei-ving these two nurses I  noted that, the configuration o f  the ward was constantly being 

modified, based on telephone calls from the other ward. The two nurses attempted to keep the ENT  

patients together so that one o f  the SN2 's could look after that section o f the ward. There a 

further proposed change to the ward configuration based on the fact that an ENT patient was in the 

treatment room, this patient had an infection and needed admission. The SN2 was rather bothered by 

this and made reference that they are constantly advising that, despite the patient transfer from  other 

wards, they need to keep beds fo r  emergency ENT admissions but no one listens. Apart from  

responding to phone calls about patients that would be coming to the ward, the ENT nurses, fo r  

approximately an hour, had very little time to do anything else other than organising the ward.
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Thoughts on this: Very frustrating experience. Initially, I  thought this is awful, I  am spending my time 

watching experienced ENT nurses wash beds and change the configuration o f  the ward to 

accommodate non-ENT patients. I  wondered, [selfishly] how am I  going to get exposure to nurses 

working with ENT patients fo r  this study? I  have to acknowledge that all patients need care but this is 

the designated ENT ward. Furthermore, i f  the ward is not busy or occupied then non-ENT patients 

should be accommodated. I  have to acknowledge my personal bias on this issue as a sta ff nurse prior 

to becoming an ENT CNS ‘bed moving’ to accommodate non-ENT patients was an aspect o f  my 

working life, on the ENT ward that I  found quite frustrating. Although I  do not think we had to do this 

to the same extent as these nurses are being expected to on this ward. Patient transfer and 

reconfiguring the ward appears to be a more frequent occurrence on this ward. I  also think it is a 

waste o f  nursing time and the resource o f  suitably experienced ENT nurses caring fo r  non-ENT  

patients especially when there are ENT patients in outlying wards.

Things I  learnt from  this observation: Maybe it was not so bad. Despite some grumbling, the nurses 

on this ward were remarkably tolerant o f  this situation [possibly more than I  would be]. Looking 

beyond the situation, the nurses were being innovative in trying to keep the ENT patients together on 

the ward. They were also trying to ensure that the ENT patients were being cared fo r  by experienced 

ENT nurses by sectioning the ward, to keep the EN T patients together. Furthermore this is not a 

simple procedure, it involves nurses having knowledge o f  all ENT conditions and the risks posed to 

both the ENT patient and to non-ENT patients in order to facilitate appropriate accommodation o f  all 

patients.

The physical movement o f  beds, the stripping, cleaning and making o f  beds is not necessarily a 

nursing duty. Accommodating all ENT patients on this ward may be a better way to utilise the 

experienced resource o f  ENT nurses on this ward.

I  am concerned about the study. The more the nurses are involved in other duties and caring fo r  non- 

ENT patients, I  may not get enough exposure to direct ENT nursing practice to explore ENT nursing 

practice as I  need to. I  may need to look fo r  other ways o f  securing relevant information.

The physical layout o f  this ward, where the side rooms, and the two and three bedded cubicles, impact 

on the degree to which changes to the configuration o f  the ward is possible. The mixing o f  patient 

profiles, male/female, dirty/clean, ENT/non-ENT makes this situation complex and there appears to be 

a lack o f  understanding about the additional work and the confusion that can be caused when 

admitting a non-ENT patient to the ENT ward or how it may inhibit an ENT patient being admitted to 

the EN T ward.

Ideas on how to proceed: Nurses do appear to be looking fo r  innovative ways to ensure that ENT  

nursing is being maintained, albeit with lower patient numbers. I  need to look beyond the non

nursing duties and the activities involved when caring fo r  other patients to discuss how the ENT
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nurses care fo r  the ENT patient. I  may need to look at nursing practice situations such as the 

treatment room where direct ENT nurse-patient interactions are occurring in order to get greater 

exposure to practice. I  need to place the practice o f  ENT nursing in a current context by looking at 

other non-nursing roles with which the EN T nurses engage. Also I  need to look at other circumstances 

where the needs o f  the EN T patient are being superseded by the needs o f  the hospital.

3. Extract from  diary Day 3 7 

Observation: The SN2 had just removed pre-auricular sutures from a patient who had a 

myringoplasty (repair o f  a perforation o f  the tympanic membrane (ear drum)). We struck up an 

informal conversation about the needs o f  the ENT patient This nurse suggested that because many 

ENT patients are taught to look after their own care early on in their treatment, this is construed as 

the ENT patient not requiring specialist nursing care. The nurse referred to the patient who had just 

left the treatment room, where following surgery, the patient would be self-caring but that patient 

does not know how to protect their ear following this type o f  surgery or what to expect in terms o f  

pain or what to watch out fo r  or how to care fo r  the ear in the short or long term. This nurse had 

reinforced this information during the visit to the treatment room. The nurse went on to give many 

more examples o f  how the ENT patient is taught to maintain their own care o f  their ENT condition 

and how the E N  patient is normally up and about within a relatively short period o f  time during their 

period o f  hospitalisation and unlike other patients are not dependant on nurses fo r  much o f  their 

physical care.

The nurse suggested to me that caring fo r  the ENT patient is not the same as no-nursing care. Many 

o f  the ENT patients need to be taught to care fo r  themselves. Sometimes because o f  their ENT  

condition where the patient cannot hear or speak this can be a very time consuming process fo r  

nurses. This nurse fe lt that others within the system cannot readily recognise or see this as a unique 

ENT nursing role because the patient is in hospital fo r  a short period o f  time and are not physically 

dependant. Furthermore most nurses who have never worked in ENT refer to this as not requiring 

much in the way o f  nursing care. The nurse fe lt that assessing the ENT patient using general nursing 

principles adds to the confusion about the role o f  the ENT nurse.

Thoughts on this: This idea, that inexperienced ENT nurses assess the ENT patient using general 

principles has permeated many o f  my discussions with ENT nurses throughout this phase o f  the study. 

A lack o f  understanding about ENT nursing and the ENT patient’s condition would appear to be at the 

heart o f  these sentiments. [I think it is an understandable opinion and one that exists within seminal 

literature]. In trying to be objective about this issue as opposed to looking at this with the tinted 

glasses o f an ENT nurse, the patients' progress through the system quickly, their physical dependence 

needs are low and they are relatively capable o f  caring fo r  themselves so one could reasonably ask 

how difficult is it to look after an ENT patient? Unless a nurse is knowledgeable about the care the 

ENT patient requires and experienced enough to provide that care then unique needs are not met as 

the patients ’ general needs are low. [I am not suggesting that it is bad general nursing care it is not
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meeting the specific ENT needs o f  the patient]. However, many o f  the patients do not know how to 

care fo r  themselves or are aware o f  the risks or expectation following treatment fo r  ENT conditions 

and this essentially is a contribution the experienced ENT nurse makes to the care o f  this patient 

group. [It is understandable that others have this idea. Personally, I  as an experienced ENT nurse 

have never articulated the role in terms o f  what we do but tend to defend why we do what we do]

Things I  learnt from  this observation; From this informal discussion there was a degree o f  clarity 

about factors that many ENT nurses suggest impede the recognition o f  the role o f  the ENT nurse. ENT  

nurses fee l there is a distinct lack o f  awareness about the role that the ENT nurse undertakes with this 

patient group. There would also appear to be an opinion permeating my many in fom al discussions 

with nurses that there is a lack o f  awareness o f  the nursing need o f  this patient group.

Ideas on how to proceed: I  need to clarify with ENT nurses i f  this is what they actually mean.
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Appendix 18: Demographic details of nurses participating during second phase

Day Senior Nurse 1: > 3 years 
non-ENT qualified

Senior Nurse 2: > 3 years 
ENT qualified

Junior Nurse 1: < 3years non- 
ENT qualified

Day 1

Day 2

Day 3

Day 4

Day 5 2 SN2's IJN l

Day 6 3 SN2’s IJN l

Day 7 2 SN2's IJNl

Day 8 ISNl 1 SN2

Day 9 3 SN2's IJNl

Day 10 1SN2

Day 11 1 SNl 1SN2

Day 12 2 SN2's

Day 13 2 SN2's IJN l

Day 14 2 SN2's IJNl

Day 15 2 SN2's 3JN l’s

Day 16 3SN2's

Day 17 2SN l’s lSN2's IJN l

Day 18 ISNl 1SN2

Day 19 ISNl 1SN2

Day 20 2SNI's 2SN2’s

Day 21 2SNl's 1SN2 IJN l

Day 22 ISNl 1SN2

Day 23 ISNl 1SN2

Day 24 ISNl 1SN2 3JNl's

Day 25 2SNl's 2JNl's

Day 26 ISNl 1SN2 2JNl's

Day 27 ISNl 1SN2

Day 28 ISNl 1SN2

Day 29 2SNl's IJNl

Day 30 2SN2's

Day 31 2SNl's 1SN2 IJNl

Day 32 ISNl 1SN2 2JNl's

Day 33 2SNl's

Day 34 ISNl 1SN2

Day 35 ISNl 1SN2

Day 36 ISNl 1SN2 3JNl's

Day 37 3SN2's IJNl

Day 38 2SNl's 3JNl's

Day 39 ISNl 3JNl's

Day 40 2 SN2's IJNl
Owing to the small community of ENT nurses in Ireland the age and gender of the individual nurse 
was not documented during second phase to protect their anonymity.
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Appendix 19: Patient unscheduled consent form and withdrawal of consent form

Consent form  fo r : Patients, adm itted as unscheduled
This consent relates specifically to  the 2'"  ̂ observational phase o f the  study:

Your admission to th is ward fo r  ENT care may have been sudden or unplanned. As a 
result you may have had litt le  time to consider the information lea fle t th a t you have 
previously received about the ENT nursing study. Your consent to participate involves 
signing a form  agreeing to the researcher, Ms. Theresa Frawley observing and 
recording the activ ities o f the nurse while caring fo r  you. This consent to participate 
is entire ly your own decision however, following a few days o f re flection, you may wish 
to change your mind and withdraw these observations from  the study.
To perm it you to make th is decision unhindered on discharge the researcher will give or 
send you another form , a “Withdrawal o f consent form". In  the week following your 
discharge you may decide to withdraw consent. This can be done by filling  in th is  form  
and sending it  back to  the researcher in the stamped envelope provided. On receipt of 
th is form  the rescarcher will "discard" any observations recorded about the  nurses 
while providing care to you.

declaration:

Consent to  Participate: I  am aware tha t the researcher, Ms Theresa Frawley, is 
conducting research into the practice o f ENT Nursing. This will involve the researcher 
observing the activities o f nurses and the ir interaction with ENT patients and others 
using; fie ld  notes and audio taping.

Assurances have been given th a t:
• Apart from  the interactions th a t specifically re late to the study, no other 

intimate information about me will be recorded.
• Protection o f my anonym ity/privacy/confidentiality will be assured by the use 

of: number and le tte r coding instead o f names and hospital names.
• All information collected will be securely stored in a locked cupboard or, i f  on a 

computer, in password protected files.
• Access to all information from  the study will be limited to the researcher team 

who will a t all times adhere to codes o f conduct tha t will preserve my 
anonymity/privacy/confidentiality.

• No names or geographical locations are disclosed; nor will they appear in any 
subsequent discussion documentation, publications or presentations from  th is 
research.

• I f  required by law the records o f th is research may be reviewed by government 
agencies.

• No audio material will be released or published without my prior permission and 
w ritten  consent.

• I  have the righ t to withdraw from  this study should I  wish to do so
• I  am aware tha t following my discharge and a period o f re flection  I  may 

withdraw my consent to have the observations made o f the nurses giving care to 
me included in th is study.

• I  am aware th a t following withdrawal o f my consent all observations o f nurses' 
while giving care to me will be discarded.

495



Name of participant (please print);________________________________________

Signature of participant: ________________________________________

Contact details;__________________________________________________________

Name of consenter, (parent or guardian) please p rin t;________________________

Contact details:_____________________________________________________________

Signature of consenter, (parent or guardian)________________________________
(In  cases where the participant is unable to understand the scope, nature or 
significance o f the study and in the case o f the participant being less than 18 years.)

Date: ________________

Part 2 -  declaration of researcher

I  have explained the study to th is person, have answered questions and believe tha t the 
participant understands and is free ly  giving consent.

Signature of researcher;________________________________

Date; __________________
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Withdrawal of Consent 
Unscheduled admissions

Following a period of reflection and as I  was admitted suddenly to the ENT ward, I  
have change mind and do not wish the observations of the nursing s ta ff while caring fo r 
me to be included in this study. Therefore I  am sending back this form, in order that 
any observations pertaining to me will be discarded.

Assurances were given that:
• I  have the right to withdraw from this study should I  wish to do so.
• I  am aware that following my discharge and a period of reflection I  may

withdraw my consent to the observations recorded of the nurses giving care to 
me being included in this study.

• I  am aware that following this withdrawal of my consent all observations of
nurses' while giving care to me will be discarded.

Please discard any observations of the nurses caring for:

Name of participant (please prin t):_______________________________________

Signature of participant:________________________________________________

Contact details:________________________________________________________

Name of consenter: (parent or guardian) please p rin t:______________________

Contact details:________________________________________________________

Signature of consenter, (parent or guardian)_______________________________
(In cases where the participant is unable to understand the scope, nature or 
significance of the study and in the case of the participant being less than 18 years.)

Date: ________________
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Appendix 20: Statistical extraction from An Bord Altranais Register 2009

An Bord Altranais Register (Active) as of 30-0ct-2009
Age profile, by gender, of nurses registered in the General Division of the register

All Bofd Altianais Register (Active) a s  of 30-0ct-20(l9
> register.

Sex  Age Group 2W 5 Age GroypM l g^ G royp 4145  Age Group M l  Age t o p  5 j:K  Age Group 5 6 ^  Ag e  Group 61-6S Age Group Over 66 Gender Total-
General F IS,628 8,470 6,857 6,268 5,992 4,401 2,702 1,079 54,397
General M 117? 758 1 1 162 71 39 18 2899

Total 13,805 9,228 7,263 6,536 6,154 4,472 2,741 1,097 57,296
Nurses with more than one other qualification registered with An Bord Altranais

Number of nurses in the General Division of the register only.
Divisions Gender Total l
General F 36,115
General M 2,255

Total (1 Division Registered) 38,370

Number of nurses in the General Division of the register and one other division. 
Divisions________________________________    Gender Total
General Childrens / F 2,810
General Childrens / M 33
General Clinical Teachers / F 6
General Fever / F 12
General Infectious Diseases / F 33
General Intellectual Disability / F 476
General Intellectual Disability / M 31
General Midwives / F 9,433
General Midwives / M 13
General Nurse Prescriber / F 49
General Nurse Prescriber / M 6
General Orthopaedic / F 27
General Psychiatric / F 1,681
General Psychiatric / M 459
General Public Health / F 154
General Public Health / M 3
General Tuberculosis / F 3
General Tutors / F 172
General Tutors / M 11

Total (2 Divisions Registered) 15,412
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Number of nurses in the General Division of the register and two other divisions. 
Divisions_________  ____  ____ ____________Cicnder Total
General Childrens / Clinical Teachers / F 1
General Childrens / Intellectual Disability / F 14
General Childrens / Nurse Prescriber / F 10
General Childrens / Nurse Prescriber / M 1
General Childrens / Orthopaedic / F 4
General Childrens / Public Health / F 32
General Childrens / Public Health / M 1
General Childrens / Tutors / F 36
General Childrens / Tutors / M 2
General Clinical Teachers / Intellectual Disability / F 1
General Clinical Teachers / Orthopaedic / F 1
General Clinical Teachers / Tutors / F 4
General Clinical Teachers / Tutors / M 1
General Intellectual Disability / Tutors / F 12
General Intellectual Disability / Tutors / M 2
General Midwives / Childrens / F 345
General Midwives / Clinical Teachers / F 8
General Midwives / Fever / F 1
General Midwives / Infectious Diseases / F 17
General Midwives / Intellectual Disability / F 39
General Midwives / Nurse Prescriber / F 32
General Midwives / Nurse Prescriber / M 1
General Midwives / Orthopaedic / F 24
General Midwives / Psychiatric / F 251
General Midwives / Psychiatric / M 3
General Midwives / Public Health / F 2,018
General Midwives / Tuberculosis / F 2
General Mid wives / Tutors / F 161
General Midwives / Tutors / M 2
General Psychiatric / Childrens / F 23
General Psychiatric / Childrens / M 2
General Psychiatric / Clinical Teachers / F 4
General Psychiatric / Clinical Teachers / M 8
General Psychiatric / Intellectual Disability / F 41
General Psychiatric / Intellectual Disability / M 26
General Psychiatric / Nurse Prescriber / F 4
General Psychiatric / Nurse Prescriber / M 1
General Psychiatric / Orthopaedic / F 3
General Psychiatric / Public Health / F 5
General Psychiatric / Tutors / F 30
General Psychiatric / Tutors / M 25
General Public Health / Intellectual Disability / F 2
General / Public Health /  Tutors / 

Total (3 Divisions Registered)

F 1

3,201
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Number of nurses in the General Division of the register and three other divisions. 
Divisions __________       . Gender Total
General Childrens / Clinical Teachers / Tutors / F 2
General Clinical Teachers / Intellectual Disability / Tutors / F 1
General Midwives / Childrens / Clinical Teachers / F 5
General Midwives / Childrens / Intellectual Disability / F 2
General Midwives / Childrens / Nurse Prescriber / F 2
General Midwives / Childrens / Orthopaedic / F 1
General Midwives / Childrens / Public Health / F 122
General Midwives / Childrens / Public Health / M 1
General Midwives / Childrens / Tutors / F 8
General Midwives / Clinical Teachers / Public Health / F 3
General Midwives / Clinical Teachers / Tutors / F 11
General Midwives / Infectious Diseases / Public Health / F 6
General Midwives / Infectious Diseases / Tutors / F 1
General Midwives / Intellectual Disability / Tutors / F 4
General Midwives / Nurse Prescriber / Tutors / F 1
General Midwives / Orthopaedic / Public Health / F 4
General Midwives / Orthopaedic / Tutors / F 1
General Midwives / Psychiatric / Childrens / F 2
General Midwives / Psychiatric / Clinical Teachers / F 1
General Midwives / Psychiatric / Intellectual Disability / F 1
General Midwives / Psychiatric / Nurse Prescriber / F 1
General Midwives / Psychiatric / Public Health / F 76
General Midwives / Psychiatric / Tuberculosis / F 1
General Midwives / Psychiatric / Tutors / F 4
General Midwives / Public Health / Intellectual Disability / F 14
General Midwives / Public Health / Nurse Prescriber / F 1
General Midwives / Public Health / Tutors / F 9
General Midwives / Tuberculosis / Public Health / F 1
General Psychiatric / Childrens / Public Health / F 1
General Psychiatric / Clinical Teachers / Intellectual Disability / M 1
General Psychiatric / Clinical Teachers /  Tutors / M 2
General Psychiatric / Intellectual Disability / Tutors / F 1
General Psychiatric / Intellectual Disability / Tutors / M 8
General / Psychiatric / Nurse Prescriber / Tutors / 

Total (4 Divisions Registered)

F 1

300
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Number of nurses in the General Division of the register and four other divisions.__________
I  Divisions Gender , T o t^

General / Midwives / Childrens / Clinical Teachers /  Public Health / F 1
General / Midwives / Childrens / Clinical Teachers / Tutors / F 2
General / Midwives /  Childrens / Fever / Public Health / F 1
General / Midwives / Childrens / Intellectual Disability / Tutors / F 1
General / Midwives / Childrens / Public Health / Nurse Prescriber / F 1
General / Midwives / Psychiatric /  Childrens / Public Health / F 2
General / Midwives / Psychiatric / Public Health / Intellectual Disability / F 2
General / Midwives / Psychiatric / Public Health / Tutors / F 1
General / Psychiatric / Clinical Teachers / Intellectual Disability /  Tutors / F 1

Total (5 Divisions Registered) 12

An Bord Altranais Register (Active) as of 30-0ct-2009
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Appendix 21: Structural layout of the virtual ENT ward
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Appendix 22: Sample of care-plan using the Roper Logan and Tierney model of 
nursing.
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Appendix 23: The number of ENT patients on the virtual ENT ward throughout the 40 
days of observation.

Day ENT patients Non-ENT Patients Total

Day 1
Orientation/ Staff discussion 
preliminary observation

Orientation/ Staff discussion 
preliminary observation N/A

Day 2
Orientation Staff discussion 
preliminary observation

Orientation Staff discussion 
preliminary observation N/A

Day 3
Orientation Staff discussion 
preliminary observation

Orientation Staff discussion 
preliminary observation N/A

Day 4
Orientation Staff discussion 
preliminary observation

Orientation Staff discussion 
preliminary observation N/A

Day 5
Orientation Staff discussion 
preliminary observation

Orientation Staff discussion 
preliminary observation N/A

Day 6 8 4 12
Day 7 OPD/Treatment room OPD/Treatment room
Day 8 OPD/Treatment room OPD/Treatment room
Day 9 5 5 10
Day 10 N/A N/A N/A
Day 11 OPD/Treatment room OPD/Treatment room
Day 12 OPD/Treatment room OPD/Treatment room
Day 13 5 5 10
Day 14 5 4 9
Day 15 5 4 9
Day 16 7 4 11
Day 17 7 5 12
Day 18 OPD/Treatment room OPD/Treatment room
Day 19 OPD/Treatment room OPD/Treatment room
Day 20 7 5 12
Day 21 8 4 12
Day 22 OPD/Treatment room OPD/Treatment room
Day 23 OPD/Treatment room OPD/Treatment room
Day 24 9 3 12
Day 25 8 3 11
Day 26 9 3 12
Day 27 OPD/Treatment room OPD/Treatment room
Day 28 OPD/Treatment room OPD/Treatment room
Day 29 7 3 10
Day 30 OPD/Treatment room OPD/Treatment room
Day 31 6 6 12
Day 32 6 6 12
Day 33 OPD/Treatment room OPD/Treatment room
Day 34 OPD/Treatment room OPD/Treatment room
Day 35 OPD/Treatment room OPD/Treatment room
Day 36 10 2 12
Day 37 9 2 11
Day 38 6 5 11
Day 39 6 5 11
Day 40 9 3 12

There were times when there were more than the stated non-ENT patients on the ward. These numbers 
specifically refer to non-ENT patients occupying dedicated ENT beds.
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