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ABSTRACT 

Very few research studies within the United Kingdom (U. K. ) compare diploma 

and undergraduate nursing students (Bartlett, Simonite, Westcott, Taylor 2000; 

While, Fitzpatrick and Roberts 1998). With the promotion of graduate 

preparation within nursing (U. K. C. C. 1999) and as the debate over diploma 

versus degree level education continues, there is a need to research the 

similarities and differences between diploma and undergraduate students. 

The aims of this study were to explore the preconceptions of pre-registration 

undergraduate and Diploma of Higher Education in Nursing (Dip. H. E. ) (Adult) 

students have in relation to their programme and the nursing profession, and 

students' perceptions as their programmes progress. In addition the study aimed 

to explore how pre-registration undergraduate and Dip. H. E. (Adult) students 

perceive their preparation for the qualified role, and compare pre-registration 

undergraduate and diploma nursing students' actual performance in the clinical 

area near to qualification. 

The study used grounded theory methodology (Glaser and Strauss 1967). 

Undergraduate (n=20) and Dip. H. E. (n=22) nursing (Adult) students from two 

institutions in Scotland were used. Volunteers for the study were sampled using 

the theoretical sampling technique (Glaser and Strauss 1967). Focus group 

interviews obtained data about the participants' preconceptions about their 

programme, from undergraduate (n=6) and diploma (n=6) participants within 

two months of commencing their nursing programme. Individual interviews 

were set up using undergraduate (n=8) and diploma (n=8) participants at the mid- 

point of each programme to investigate their opinions about the programmes and 

how they perceived their preparation for the qualified role. Undergraduate (n=6) 

and diploma (n=8) participants within the last two months of their programme 

(i. e within two months of qualifying as a Registered Nurse (Adult)), were 

individually interviewed to find out how they felt the educational programme 
had prepared them for clinical practice. Participant observation was carried out 

with the final year students in acute areas of practice. The researcher role was 

that of `participant as observer' (Gold 1958). 
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Data analysis was carried out using the constant comparative analysis where data 

collection and coding took place simultaneously (Glaser and Strauss 1967). Data 

was coded and analysed using substantive (Strauss and Corbin 1990) and 

theoretical coding (Hutchinson 1993, Stern 1980), with the formation of a core 

category (Gray 1997). Subsequently a grounded theory was developed (Glaser 

and Strauss 1967). 

Reliability and validity of the qualitative data produced was facilitated with the 

use of member validation (Guba and Lincoln 1981), outsider validation 

(Sandelowski 1986), the provision of an ̀ audit trail' (Leininger 1994), reflexivity 

of the researcher (Abbott and Sapsford 1998), and data saturation (Glaser and 

Strauss 1967). 

Findings from the focus groups indicated that both groups were apprehensive 

about their first clinical placement, especially in relation to their own self- 

confidence and the uncertainty about their role within those placements. All 

students wanted to have the qualities of a `good nurse' and expected to learn 

these qualities from clinical staff. Diploma level education was perceived as 

giving students better practical skills, while degree level education was perceived 

as giving students better theoretical skills. 

At the mid-point of the programmes, diploma participants were more confident 

in their practical ability, while undergraduate participants were more confident in 

their theoretical ability. The clinical learning environment had a major effect, 

both positive and negative, on both sets of students' practical abilities. Students 

had experienced good and bad mentors, which had affected the integration of 

theory and practice, had `shaped' their learning experience, and had resulted in 

different degrees of supervision and feedback. Overall, both groups of 

participants expressed their anxiety about their lack of practical skills, and their 

opportunities to link theory to practice. 
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In the last two months of each programme, both groups stated they felt that 

diploma students were more skilled in practice while undergraduate students had 

a better understanding and a deeper knowledge of certain areas of practice, 

especially when arguing the rationale for interventions (e. g. understanding drug 

actions and side effects). Undergraduate students stated that they were looking 

forward to the new challenge of being qualified staff nurses. However diploma 

students expressed concern and fear over the prospect of the added responsibility 

and accountability associated with the staff nurse's role. During the participant 

observation, undergraduate students demonstrated an understanding of patients' 

social, psychological and physical backgrounds. However, diploma students had 

difficulty demonstrating the same understanding of patients' problems, and 

found it more difficult solving clinical problems. 

Role models, the clinical learning environment and their mentors influence 

students' competence to practice. Students' professional self-concept is 

developed from their knowledge, values and beliefs, and skills as the programme 

progresses. They feel more competent if they are exposed to good role models, 

have mentors who have a planned learning experience during which they are able 

to learn new skills, and consolidate skills already learnt. Findings from my study 

indicate that graduate preparation produces nurses with a higher level of 

theoretical and practical ability. 
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Chanter One 

Background to the Study 

Traditionally, Colleges of Nursing based within National Health Service (N. H. S. ) 

hospitals provided nursing education. This training lead to registration as a 

Registered General Nurse (R. G. N. ), a Mental Illness nurse, Children's nurse, or a 

Mental Handicap nurse, with post-registration courses and qualifications being 

available in Midwifery. Following the pilot and implementation of Project 2000 

in England and Wales in 1986 (U. K. C. C. 1986), the Diploma of Higher 

Education in Nursing (Adult, or Mental Health, or Child, or Learning 

Disabilities, or Midwifery) replaced this system in Scotland in 1992. Thereafter, 

nurses were educated initially in Colleges of Nursing with Higher Education 

institutions validating courses, and later within Higher Education Institutions. 

Diplomates were also eligible to apply to the U. K. C. C. for registration as a 

Registered Nurse (R. N. ) on the appropriate part of the Register. This method of 

educating nurses was the main system in use within the U. K. from 1992. 

Since the late 1950s, a minority of nurses gained registration and a bachelor 

degree. These undergraduate programmes gradually became more popular. 

Opinion from the profession was divided over graduate level preparation 

(Chapman 1998; Murray 1997; Booth 1996; Kelly 1996; Garbett 1995; Smith 

1993; Kelly 1991; Millar 1991; Oakley 1984; O'Brien 1984; Alderton 1983). 

Some questioned the need for nurses to be academic, while others stated that 

graduate nurses could not carry out the practical skills with the same level of 

ability as traditionally trained nurses. In fact, many felt that graduate nurses 

would not want to stay in practice areas and would seek promotion into areas 

such as management and education. 

Upon qualification and registration within the U. K., graduate and diplomate 

nurses commence on the same grade of employment, and are expected to carry 

out that role to the same level of ability. Both groups meet minimum statutory 

requirement for competence to register (U. K. C. C. 1989). Therefore, there are a 

number of issues that I felt were unanswered in relation to graduate and diploma 
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nursing. The strengths and weaknesses of each programme were not apparent 

from the research available. There was a two-tier system of training nurses, but 

employers wanted the graduates and diplomates to carry out the same job to the 

same standard. There was no research evidence on the outcome of patient care or 

any patient satisfaction studies with graduate and diploma level prepared nurses. 

However, whilst graduates have a higher level of theoretical knowledge, there is 

very little evidence within nursing as to whether this has an effect on the 

practical ability of the graduate. In other words, there needs to be research 

evidence on whether the graduate can apply this advanced theoretical knowledge 

to practice, and whether this application to practice has an effect on the standard 

of care provided. Overall, there remains a two-tier system of nurse education, 

and perhaps this can be partly due to the lack of research-based evidence for and 

against each programme. 

My own experience as an undergraduate nursing student in the early 1990s made 

me aware of the opinions of others towards graduate preparation in nursing. 

However, I was sceptical about the opinions towards graduate nurses, as I was 

not aware of any research evidence to prove or disprove these opinions. 

The question of whether to prepare more graduate nurses was brought to the fore 

following a document by the Council of Deans and Heads of Departments of 

U. K. University Faculties for Nursing, Midwifery and Health Visiting (1998). 

This document advised that nursing should have a ten-year rolling programme 

towards an `all-graduate profession'. I was aware of other countries, such as 

Canada, which were well on their way to producing an all-graduate profession. 

However, there was continuing debate within the nursing press in the U. K.. 

By 2001, the Scottish Executive (2001, p. 57) aimed to produce more graduates 

from pre-registration programmes: "Education Providers will aim for the 

programmes to produce 80 per cent graduates at the point of registration, by 

2005. " 
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With other healthcare professionals within the multidisciplinary team studying to 

degree level, I felt it was appropriate to question the need for all nurses to be 

studying to this level. I was also aware of the increasing demands on nurses 

within the adult care areas. Technology has improved meaning nurses have to 

have an understanding of its uses. Clinical leadership and managerial skills were 

required as nurses were being made more aware of performance management. 
The level of clinical care provided by nurses was being scrutinised using 

methods such as evidence-based nursing, and clinical effectiveness. Therefore, 

nursing at this time not only demanded the newly-qualified to be able to carry 

out practical skills but also to provide a rationale for care, read and appraise 

research-based findings, and often defend their actions to legal, professional and 

multidisciplinary bodies. 

In addition, the general public expectation of nurses and the N. H. S. were 
increasing. Health service users were becoming more aware of their rights 

within healthcare, and were to be consulted more in clinical decisions. Patients 

were more informed of their choices due the increasing access to a vast amount 

of information via sources such as the Internet. Nurses needed to be up-to-date 
knowledgeable practitioners, with a wide range of practical skills. Therefore, the 

nurse's role is constantly changing and education is required to meet the needs of 

these changes. Therefore, the nursing profession should be asking whether one 

programme was more effective in preparing nurses to practice safely and 

effectively. 

Since 1992 the majority of pre-registration nurses have been educated to diploma 

level. Reports from the nursing press were still divided over the need for this 

academic level. It was well known from press reports that the diploma 

programme had some teething problems. However, the overall aim was to 

produce a ̀ knowledgeable doer'. In other words, a nurse who had the knowledge 

and could put that knowledge into practice. 

I commenced this study in May 1998, having been in a lecturer post within a 
diploma programme in Scotland since January 1998. 
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Given the difference in academic levels of a diploma and undergraduate degree 

programme, I was keen to: 

(a) investigate why nurses chose a diploma or 
degree programme; 

(b) ask if students on different academic 

programmes have different perceptions of 

nursing; 
(c) understand how students rated their 

preparation for the qualified role; and 
(d) understand the relationship between academic 

level and practical ability. 

Firstly, I reviewed the literature on diploma and graduate level preparation for 

nurses. This included the background to the development and subsequent 

literature of each programme. The aims of the study were then set from the 

literature searched. 
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Chapter Two 

Literature Review 

2.0 Introduction 

To establish what was known about diploma and graduate preparation for nurses, 
I began reviewing the literature on the implementation of Project 2000 (1986- 

1995) and subsequent Diploma of Higher Education in Nursing research (1995- 

1998). Thereafter, literature on the undergraduate preparation of nurses, and then 

literature comparing undergraduate and diploma preparation was reviewed. 

2.1 Diplomate preparation for nurses 

In May 1986 the United Kingdom Central Council for Nurses, Midwives and 

Health Visitors (U. K. C. C. ) published its proposals for the reform of nurse 

education under the title Project 2000 -a new Preparation for Practice 

(U. K. C. C. 1986). The overall terms of reference for Project 2000 were: 

"To determine the education and training 
required in preparation for the professional 
practice of nursing, midwifery and health 
visiting in relation to the projected health care 
needs in the 1990s and beyond, and to make 
recommendations. " 

(U. K. C. C. 1986, p. 3) 

The Report made five major recommendations. The first recommendation was 

to provide a three-year programme with a common foundation programme 

(C. F. P. ) of 18 months followed by an 18-month branch programme leading to a 

Diploma in Higher Education in Nursing. This type of education had been 

suggested by a number of reports prior to Project 2000, for example, the Report 

of the Committee on Nursing (Committee on Nursing 1972), the Reform of 

Nursing Education (Royal College of Nursing 1964), the Report of the Working 

Party on the Recruitment and Training of Nurses (Ministry of Health, 

Department of Health for Scotland, Ministry of Labour and National Service 
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1947). The Report also recommended that there would be midwifery, adult 

nursing, child nursing, learning disability nursing, and mental health nursing 

available as separate 18-month branch programmes. Thirdly, the second level 

training (i. e. Enrolled Nurses) would be phased out. 

Fourthly, students were to have full student status (supernumerary), with no 

contribution to rostered service. "Supernumerary status meant that students 

could not be counted on to provide a predictable contribution to service 

provision. " (White, Riley, Davies and Twinn 1993, p. 106). The U. K. C. C. (1986 

p. 54) describe supernumerary status as the `linchpin' of their recommendations. 
The U. K. C. C. stated that before supernumerary status the learner was not free to 

learn due to the pressure of work. Supernumerary status had also been 

suggested by a number of previous reports (Royal College of Nursing 1985; the 

Committee on Nursing 1972; the Ministry of Health, Department of Health for 

Scotland, Ministry of Labour and National Service 1947; the Interdepartmental 

Committee on Nursing 1938; the Lancet Committee 1932). Clay (1987) 

suggests that the main reason supernumerary status had been rejected prior to 

Project 2000 was the concern over staffing levels in clinical areas as students 
had been included as part of the staffing numbers. A change was made to the 

original Project 2000 proposals regarding supernumerary status to students 

providing a 20% service contribution (known as rostered service) within their 

three-year programme. This was to give recognition for use of the services 

throughout the three years, and was seen as a workable compromise between 

service and education (Bentley 1996). Interestingly, Jowett, Walton and Payne 

(1994) found that students valued their rostered service as a means of easing the 

transition from student to staff nurse. 

Finally, the recommendations stated that there was a need for improved 

educational facilities. This involved the development of links with the Higher 

Education (H. E. ) sector (see Chapter 1, p. 4). After consultation, the Project was 
launched in Scotland in 1993, when all Colleges of Nursing became part of the 

higher education sector. Initially courses were validated by Higher Education 

institutions but were provided within NHS Colleges of Nursing. Later, the 
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Colleges of Nursing were integrated, and programmes were provided entirely by 

H. E. institutions. 

To emphasise the separation from service and the control of education, the 

students' remuneration was to be a non-means-tested training grant, or bursary. 

Again this had been proposed by earlier reports (e. g. Committee on Nursing 

1972; Royal College of Nursing 1964). 

There still appeared to be debate in the nursing profession about nurses' 

academic ability and some questioned the need for nurses to be educated to 

diploma and degree level. Judge (1986, p. 31) highlighted this in pointing out 

public ambivalence in views on nursing. He expressed the opinion that: 

"... people care a great deal about nurses, but 
not very much about their education and 
training. The popular misconception is that 
nurses do not need to be clever (Indeed, it 
might be bad for us if they were), that their 
training needs to be severely practical, that 
they work in hospitals until they marry doctors, 
that they are girls and women, and that they 
should be kind and sensible. " 

However, Judge's view on the academic nature of nursing was anecdotal. 

Following the implementation of Project 2000, nurses in education, research and 

clinical practice have investigated the advantages and disadvantages of the new 

curriculum. The literature will be critically analysed (section 2.3, p. 11) 

involving findings from demonstration districts (i. e. until 1995) and from 1995 to 

1998 (i. e. the start of this project). 

2.2 Graduate Nursing 

Graduate nursing commenced within the U. K. at the University of Edinburgh in 

1956, followed by the University of Manchester, and later in other universities in 

the 1970s and 1980s (Altschul 1983). However most aspiring nurses did not 
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access degree programmes and traditional (and after 1986, diploma) programmes 

remained the main method of education in nursing. 

The Briggs Committee (Committee on Nursing 1972) recommended that five 

percent of nurses should be graduates, although the justification for this 

percentage was not reported by the Committee. Ten years later, Altschul (1983) 

stated that if the community at large had been asked about graduate nurses, there 

would still have been surprise that anyone wanting a degree should really want to 

nurse, or conversely that anyone wanting to nurse should wish a degree. 

Alderton (1983, p. 29) wrote that her training for State Registration was "... 

inefficient, inadequate and inappropriate for the developing role of the nurse in 

the 1980s and beyond". She went on to describe herself as a `worker' not a 

student, where she needed to build confidence from well-supervised and constant 

practice. Although Alderton's statement was anecdotal, it did reflect some of the 

views on the need for nursing to become more academic to keep up with the 

demands of the job. Thus it seems there was a view that `traditional' programmes 

needed to be made more academic to keep pace with the changing demands of 

nursing. However the nursing profession has continued to debate the issue of 

graduate nursing. I will firstly review the literature on diploma preparation, and 

then review the literature on the comparison of graduate and non-graduate nurses 
in practice. 

2.3 Literature review: Project 2000 (Dip. H. E. ) 

With the implementation of Project 2000 in England between 1986 and 1995, 

there were a number of research studies carried out in demonstration districts in 

which pilot studies of the programme were done. More recently, there have been 

reports of studies carried out in places other than the demonstration districts. 

This literature review will detail studies from 1986 until data collection 

commenced for my study (i. e. late 1998), and other contemporary literature. 

Research and literature opinions pointed to ten main areas: recruitment to the 

programme; the C. F. P.; the theory-practice gap; the role of the lecturer; 
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supernumerary status; preparation for professional practice; the lack of practical 

skills achieved during the programme; the perceptions of newly qualified 
diplomates; the `threat' to traditionally trained nurses; and trained nurses' 

perceptions of Project 2000. 

The literature was searched using databases such as OVID, CINAL, and 

MEDLINE. Sources were also found on the internet such as U. K. C. C. and 

Nursing and Midwifery Council (N. M. C. ) documents. Key words such as 

diploma, diplomate, undergraduate, graduate, pre-registration, nursing, nurse, 

supernumerary status, and competence, were used to search the databases. 

Literature sources were also searched as a result of reading literature found via 

the databases. Only literature that related to pre-registration diploma or 

undergraduate programmes in nursing were used. 

2.3.1 Recruitment to the programme 

At the time of the introduction of Project 2000, there was a growing recruitment 

crisis within nursing. Nurse education widened the entry gate to attract recruits 

and increase the number of entrants (Elkan and Robinson 1995). With the 

emphasis on academic standards within Project 2000, some remarked that 

widening the entry gate seemed a stark contrast to the overall aims of the project. 

A mature Project 2000 student explained: "It is a strange logic that leads a 

profession to raise its academic standards at the same time as lowering its 

conditions of entry ... " (Allen (1990, p. 43) cited in Elkan and Robinson (1995)). 

However, widening of the entry gate was done to attract people with academic 

qualifications of the same level (e. g. GSVQ III) as traditional qualifications (e. g. 

Standard Grades) or through the healthcare cadet schemes (Andalo 2003), but 

this has been associated with comments about lowering the entry criteria. 

Recruitment to and retention in the nursing profession, is discussed later in this 

chapter. 
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2.3.2 Common Foundation Programme (C. F. P. ) 

All students followed a Common Foundation Programme in the first eighteen 

months of the programme. Research studies identified that the C. F. P. was too 

adult based, with the other branches virtually ignored (White, Green and 

Williams 1999; Jowett 1995a; Jowett, Walton and Payne 1994; White, Riley, 

Davies, Twinn 1993). Eaton, Williams and Green (2000) found that diploma and 

undergraduate Child and Mental Health Branch students were more discontented 

with the C. F. P. than Adult students. Questionnaires were completed by 315 

students undertaking the C. F. P. at various intervals during their educational 

programme during 1995 to 1996. Although the authors provide details of the 

content of the questionnaire, they do not discuss any evidence of reliability and 

validity testing. Therefore the reliability and validity of the questionnaire 

remains questionable. Child and Mental Health students stated that the C. F. P. 

did not provide adequate preparation for placements, they found lecturers to be 

less supportive and were less satisfied with the teaching component of the C. F. P 

than Adult students. Maben and MacLeod Clark (1997, p. 58) recommended that 

the "perceived `adult' bias in the content of the common foundation programme 

could be reduced. " 

Bradby and Soothill (1993) investigated the status transition from C. F. P. to 

branch programme by studying the first two cohorts of students in one college of 

nursing and midwifery in England. The first cohort involved 53 Adult, 23 

Mental Health and five Learning Disability Branch students; the second cohort 

involved 42 Adult, eight Mental Health and 10 Learning Disability Branch 

students. Self-completed questionnaires were used three months into each 

branch programme. A response rate of 67% for the first cohort and 78% for the 

second cohort was obtained. 

The authors reported that students felt like `real nurses' once they entered the 

branch programme. According to the authors this implied being useful in the 

ward and being accepted as part of the team. Bradby and Soothill (1993) also 

noted that as students became more fulfilled in the branch programme their 
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confidence increased as placements were longer and they could settle into the 

ward routines and become part of the team. Gray (1997) points out that this level 

of confidence could have been due to the fact that the students had already gone 

through the status passage into the branch programme over the three months of 

the study. However students (21%) also voiced concern over their lack of 

practical skills. 

The report makes no attempt to inform the reader of the sampling strategy used 

which raises the question of potential bias within the sample (Polft and Hungler 

1995; Polgar and Thomas 1995). The results are difficult to generalise since a 

small sample from only one institution was used. The authors also state that they 

used open questions, no samples of which are included, and the way the data 

were coded and analysed is not mentioned. The potential for researcher bias and 
false inferences drawn from the data has to make me very cautious of the 

reliability and validity of the findings. 

In a four and a half-year longitudinal study, 'Jowett et al (1994) used six of the 13 

demonstration districts for Project 2000. Students (n=420) were contacted, and 

75% volunteered (n=317). A systematic sample produced 77 students for 

interview. The study used a triangulation of data sources (Polft and Hungler 

1995): twenty-nine sisters/charge nurses, four teacher practitioners, 35 student 

supervisors, and 22 nursing personnel. Triangulation means that more than one 

data source has been used and the data are compared to find what the `truth' is 

(Abbott and Sapsford 1998; Hammersley and Atkinson 1983). The use of 

triangulation adds to the reliability and validity of the findings. A random 

sampling strategy ensures that each subject has an equal chance of being selected 

and thus reduces the possibility of researcher bias (Polft and Hungler 1995). 

Students were interviewed three times during and once after the programme. 

Managers and practitioners were interviewed once at an early stage of the 

programme and again in third year. Educational staff were interviewed three 

times during the course. 
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Thematic analysis was used to analyse the interview data, but there was no report 

of the use of field notes, memos, diary/log or reflexivity. Therefore the `audit 

trail' may be difficult to follow causing the data to lack credibility (Guba and 
Lincoln 1981). Post verification validation was achieved by disseminating a 
draft report to all study sites. It is the opinion of Gray (1997) that although not 

explicitly stated, from the statements given in the report, verification was 

achieved and consequently credibility and confirmability. However, I would 

question this as it is not clear how the authors obtained feedback from the draft 

report they sent to study sites, and the `audit trail' would be difficult to follow. 

In summary, Jowett et al (1994) reported that there was often a lack of logical 

progression of subjects within the courses, with varying degrees of involvement 

of staff in the planning and providing of the diploma programme. Students 

reported difficulty relating to some subjects, often due to the lack of sufficient 

background and context of the topics. Students and staff reported concern over 

the overall structure and the priorities of the course. Students were concerned 

over their lack of knowledge and skills within the C. F. P., but at the same time 

were relieved to get into the branch programme, reporting a sense of relief and of 

`settling in' to what they perceived as more relevant material. 

On their review of the literature Elkan and Robinson (1995) concluded that some 

students felt swamped by both the breadth and the disparate nature of the 

programme during the C. F. P., and struggled to see the relevance attached to 

various subjects, the level of direction, and the level at which the programme had 

been pitched. 

Therefore the limited research available from the demonstration sites suggested 

that students had complaints about the C. F. P., and their lack of practical skills 

remained a concern for most students. In a later study in Scotland, the C. F. P. 

was described as inadequate in relation to theoretical input, practice development 

and branch specific preparation (May, Veitch, McIntosh, Alexander 1997). 

Students on the smaller branch programmes (i. e. Mental Health, Learning 
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Disabilities, Child) noted that the C. F. P. was disproportionately related to the 

Adult Branch programme. 

2.3.3 Theory-Practice Gap 

Pre-Project 2000 programmes identified the existence of a `theory-practice gap' 
i. e. what was taught in theory was different to what was observed/carried out in 

practice (Hislop, Inglis, Cope, Soddart, McIntosh 1996; Ferguson and Jinks 

1994; MacGuire 1966; Alexander 1983). The U. K. C. C. (1986) stressed the need 
for theory to relate closely to practice in the new Project 2000 programme. 

However, Project 2000 students within the demonstration districts still identified 

a gap between theory and practice (Elkan and Robinson 1995; Elkan, Hillman 

and Robinson 1993; White et al 1993; Elkan and Robinson 1991). Elkan and 
Robinson (1994) suggested that the theory-practice gap was highlighted due to 

the `research spotlight' on the new programme. Project 2000 did not bring the 

theory-practice gap into being, but clearly had not solved the problem (Ferguson 

and Jinks 1994). 

During a study of nurse managers' (n=60) perceptions of Project 2000 students, 
individual and focus group interviews revealed that students were felt to have 

problems applying theory to practice (Luker, Carlisle, Stilwell, Davies, Wilson 

1996). Project 2000 diplomates were viewed as having a good theoretical 

background with regard to professional and clinical issues. When this issue was 

discussed further with the managers some important points were raised. Often 

the managers explained that the diplomate was able to cite research papers to 

justify what they were saying particularly when challenging practice. However 

many managers felt that the diplomate frequently had difficulty applying some of 

this understanding to clinical issues in practice. 

Parker and Carlisle (1996) conducted a study of the perceptions of final year 

Project 2000 students towards their educational programme. One hundred and 

thirty one students were invited to participate from one site, and 114 took part (a 
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response rate of 87%). The study used a convenience sample, which is quick and 

easy to use, but is open to researcher bias (Polft and Hungler 1995). Students 

were in their final year but were excluded if they had previous experience of 

another nurse training. In terms of value, relevance, intellectual potency, 
teaching methods and organisation, data were collected using the Hoste scale, 

which uses bi-polar adjectival pairs of opposite meaning (e. g. useful and useless) 

and then groups them into six sub-scales. The authors state that the scale has 

been proved to be both reliable and valid in previous nurse education research 

studies. However, this does not prove it is so for their population. Polit and 
Hungler (1987, p. 316) state that "the reliability of an instrument is not a 

property of the instrument, but rather of the instrument when administered to a 

certain sample under certain conditions. " In other words, the researchers did not 

prove the quality or adequacy of the scale for use on their population of students. 

A statistical computer package was used for data analysis, and the mean scores 
for the sub-scales were calculated. The authors present the mean scores as a 

percentage of the maximum score, making the results easy to interpret. Analysis 

of variance (A. N. O. V. A. ) was used to test the significance of differences 

between the means. This is an appropriate statistical test when the researcher is 

looking to test the significance of the differences between the means of three or 

more groups (Polit and Hungler 1999). 

Findings from the study indicate that subjects appreciate the value (77%), 

relevance (78%) and breadth (71%) of training, which the authors conclude 

means that there must be a general satisfaction with the intellectual demands of 

the programme. The authors point out that this could have been due to the fact 

that these students had passed all theory assessments. However it does seem to 

contradict other findings that students of Project 2000 were dissatisfied with the 

academic component (Elkan and Robinson 1995; Jowett 1995a & 1995b; Millar 

1991). Ansari (2002a) reported that student age predicted performance and 

showed higher levels of satisfaction with their course than younger students. He 

used a variety of modules from both pre and post-registration courses at one 

university in England. Ansari (2002b) suggests that the academic level of the 
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module, the mode of study used, and the qualification aim also affects the level 

of satisfaction with the programme. I would suggest that further studies are 

required to investigate the level of performance and satisfaction with the 

academic and practical component within diploma and undergraduate 

preregistration programmes. Future studies should include correlation with other 
factors such as age, previous work experience and previous academic 

performance. These factors may influence the level of satisfaction and 

performance of the students. A larger sample over the whole of the U. K. would 

improve the generalisability of the findings. 

Parker and Carlisle (1996) reported that students (62%) complained about the 

high numbers in class which made small group work impractical. Parker and 

Carlisle (1996) stated that the students consistently rated practice above theory in 

their learning process. They suggest that students still regard theory as an 

abstract ideal, with the clinical areas being where most relevant learning takes 

place. 

Overall the findings of Parker and Carlisle (1996) must be viewed cautiously due 

to the lack of reliability and validity testing of the scale and the sampling strategy 

used. Since the findings relate to students on one site rather than to the diploma 

programme in general, the pros and cons could be caused by institutional factors. 

As part of a larger study, MacLeod Clark, Maben and Jones (1997a) examined 

the impact of Project 2000 on the philosophy and perception of the nature and 

the discipline of nursing. The authors argued that nursing was a subordinate and 

`womanly' occupation, dominated by the medical profession, ruled by the 

medical model and had poor academic status. According to MacLeod et al 

(1997a) Project 2000 initiated change, by shaking off the medical profession and 

pushed nursing into becoming a discipline in its own right. Therefore the authors 

aimed to investigate how students' perceptions and philosophy of nursing 

changed during Project 2000 as well as exploring others' (teachers, practitioners 

and managers) views. 
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The authors gathered the data over a three-year period in two education centres 

in England. Data collection involved interviews and questionnaires. Project 

2000 students from four cohorts within each centre completed a questionnaire. 

Students entered the research at different stages of their programme and were 

later accessed twice at nine monthly intervals within an 18-month data collection 

period. The questionnaire contained four-point Likert scales and open-ended 

questions. Each student completed the questionnaire three times during the 18- 

month data collection period. Four hundred and eighty nine students were 

recruited and 1200 questionnaires were completed. The recruitment and 

sampling (if any) procedure was not discussed by the authors and could have 

been biased. Response rates varied over the whole study from 27% to 98%. 

Parts of the study where response rates were poor could be subject to respondent 

bias (Polft and Hungler 1999). From the report, I am unsure of which findings 

were based on poor response rates and it is therefore impossible to gauge the 

reliability and validity of the findings presented. 

Two cohorts from each centre qualified within the life of the study and were sent 

a postal questionnaire at five to six months post-qualification (i. e. they completed 

questionnaires at 27 and 36 months into the diploma programme, and again in 

this post-qualification time). Eighty-seven responded from 240 (a response rate 

of 33%) but the authors concluded that they felt that the response sample was 

representative based on the demographic characteristics of the respondents, 

although how this was concluded is not explained in the study report. Therefore, 

due to the very small sample size, the findings could be prone to bias despite the 

assurances of the researchers that the response sample was representative (Polit 

and Hungler 1995). A sub-sample of each of the four cohorts who were qualified 

between five and 11 months took part in in-depth interviews (n=20). The sample 

procedure for interviewing is not reported, and therefore could have been biased 

(Polft and Hungler 1999). 

Overall, students' views changed over time with their perceptions broadening to 

include holism, health promotion, and theory and research as a basis for practice. 
As the course progressed research was seen as having an impact on practice 
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(from 70% at the end of the C. F. P. to 80% by the end of the course), especially in 

areas such as infection control, pre-operative care and pressure area care. Seeing 

nursing as caring for the sick decreased significantly over time (from 22% to 

6%). Promotion of health increased as the programme progressed especially 

when providing holistic care to the patient, and a verbatim statement was given 

to support this view. The authors explain that students wanted to provide holistic 

nursing care and this had increased significantly (from 37% to 69%). Students 

valued their interpersonal skills highly. Some students highlighted negative 

changes in their views of nursing, which included care being resource driven and 

being less patient-orientated due to changes in the N. H. S., with an emphasis on 

the administrative role of the nurse. 

MacLeod Clark et al (1997a) concluded that Project 2000 produced a different 

type of nurse to traditional courses. There seemed to be a shift from ritual and 

task orientation towards a patient-centred, research-based approach, with 

practitioners prepared to question colleagues and act as the patient's advocate. 

This is in keeping with the aim of Project 2000 which was to produce a 

`knowledgeable doer', with research based practice and sound rationale for care. 

However, the occasional low response rates, the small interviewee sample and 

the failure of the researchers to detail the sampling procedure used limit the 

ability to generalise the findings. However, the authors do suggest further study 

to support/refute their claims. I would suggest that the problem with the data 

collection methods is that it presumes that what the participants told the 

researcher is what they actually do in practice. An early seminal study by 

Bendall (1975) discussed the difficulty in assessing research subjects as the 

assessment can become a"... `performance' laid on for the occasion" [p. 66]. In 

other words, criteria may be used when assessing or researching an individual 

that may not be present in the individual's everyday work. Reliability of the 

findings by MacLeod Clark et al (1997a) could have been improved with the use 

of participant observation in the clinical areas. 
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2.3.4 Role of the lecturer 

The Project 2000 proposal warned that teaching in the practice-setting element 

should not be left entirely to service practitioners (U. K. C. C. 1986). There 

appeared to be confusion and uncertainty regarding nurse teachers' role in the 

practice setting (Elkan and Robinson 1995). However during the implementation 

of Project 2000, practitioners continued to be used within the practice area for 

teaching and assessing students. White et al (1993) stated that practitioners were 

overwhelmed by competing demands on their time and this impacted on the 

quality of learning experiences provided. Preparation of practice staff for the 

role of practitioner/teacher/assessor was also described as inadequate. 

Most nurse teachers were found not to have provided `hands-on' teaching to 

students. With the responsibilities of classroom teaching and pursuit of their own 

academic credibility it was proving too difficult for nurse teachers to maintain a 

clinical input as well (Crotty 1993; Elkan, Hillman and Robinson 1993; Luker, 

Carlisle, Kirk 1993; White et al 1993; Jowett Walton, Payne 1992 a&b; Payne, 

Jowett, Walton 1991). A similar finding was more recently reported by Kirk, 

Carlisle and Luker (1997) and May, Veitch, McIntosh and Alexander (1997). 

2.3.5 Supernumerary status 

Following the implementation of Project 2000, students had supernumerary 

status within the clinical areas. However, in reality, supernumerary status was 
found to be dependant on the availability of placements, staffing levels, adequate 

preparation of service practitioners, and co-ordination between teachers and 

practitioners (Elkan and Robinson 1995). 

With the inception of Project 2000, students were no longer `pairs of hands'. 

Students in research studies regarded being seen to be part of the ward team as 

important (Jowett et al 1994; White et al 1993; Bradby and Soothill 1993). 

Many found that integration into the team was difficult if their role was to 

`observe', which was their perception of supernumerary status (White et al 

1993). From the limited literature available, it appeared that there was a lack of 
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clear definition of the term, especially in terms of observation and participation 
in care when students were in practice. 

White et al (1993) recognised that practitioners did not wholly embrace 

supernumerary status especially when staffing levels were low. In such cases 

students were resentful at not having the necessary support from practitioners. 
White et al (1993 p. 205) pointed out that: 

"... supernumerary status meant that students 
could not be counted on to provide a 
predictable contribution to service provision; 
the corollary was that staff could not be 

counted on to provide predictable educational 
support to students. " 

Therefore support within the clinical area was often poor in quality and quantity 

depending on staff attitudes and staffing levels within the unit (White et al 1993). 

At this relatively early stage of Project 2000, students, clinical and lecturing staff 

had a lack of understanding of supernumerary status, both in terms of definition 

and in the reality of its working in practice. 

Watson and Kiger (1994) undertook a grounded theory study to investigate 

clinical staff's perceptions of Project 2000 students. This seems an appropriate 

method as little was known on the subject (Benton 1996) and data collection was 

from the clinical staff themselves. Fourteen staff nurses from different wards in 

a large teaching hospital were interviewed. The authors argue that interviews 

were appropriate as they provided the researcher with an opportunity to "... elicit 

expressions of attitudes, views, impressions and the like ... 
", but also point out 

that it is unsafe for the researcher to assume that these attitudes and views are 

translated into behaviour (Watson and Kiger 1994, p. 459). 

The participants, half of whom had recently been on a course to prepare them for 

being supervisors of the new students in the clinical areas, had a range of clinical 

experience and grades. All of them had experience of working with students, 

both traditionally trained and Project 2000 students. Data coding and analysis 
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used the constant comparative method (Strauss and Corbin 1990). Three main 

themes emerged, including the individual reaction to Project 2000, the practical 

and implied changes, and the influences affecting the student environment. The 

authors provided a diagram of how each theme and its sub-categories related to 

the other themes. 

Most participants felt that Project 2000 students were too academic and did not 

get enough `hands-on' experience, with supernumerary status making them 

almost a visitor in clinical placements. Trained staff expressed these views on 

supernumerary status in other research studies (Ramprogus 1995; White et at 

1993; Elkan and Robinson 1991). There was also a suggestion that students 

would experience what Kramer (1974) described as `reality shock' when they 

qualified. 

Watson and Kiger (1994) note that to gain a reliable understanding of the 

participants' world it could be argued that there needed to be a degree of 

objectivity. They state that their preconceptions had to be forgotten in order to 

find the aspects which were important to the informants. However, there is no 

evidence of the authors using the process of reflexivity or keeping field notes to 

record hunches, feelings, insights, assumptions and even possible sources of bias 

(Ely, Anzul, Friedman, Garner, Steinmetz 1991). Watson noted that the research 

supervisor (Kiger) scrutinised the data analysis as one means of gaining 

additional distance from potential preconceptions (Watson and Kiger 1994). In 

keeping with the essence of Grounded Theory, Watson and Kiger (1994) advise 

against generalising the results due to the small sample size, but conclude that 

they do offer some illumination of the subjective world of the clinical staff who 

participated. 

May et al (1997) completed a longitudinal study (four and a half years) of the 

diploma programme in Scotland. They examined the teaching and learning 

processes of the programme and their relationship to educational outcomes for 

the individual students. 
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The study used an illuminative evaluation approach, chosen because it was 

ideally suited to the study of curriculum innovations since the implementation 

was expected to be marked by wide variation and continuing development (May 

et al 1997). Six of the 12 Scottish Colleges of Nursing and Midwifery were used 
in the case study. The use of a purposive sample is common in qualitative 

research to provide a source of rich and meaningful data (Streubert and 
Carpenter 1999) but does make the sample susceptible to researcher bias (Polft 

and Hungler 1995). The overall sample included 41 principals/directors and 

course leaders, 62 teachers, 278 students and 113 mentors. 

To improve reliability and validity of the findings, triangulation of data 

generation and collection methods was used: semi-structured interviews; non- 

participant observation; documentary analysis; and Likert-type scales. The 

interview questions were developed using a nominal group technique which the 

authors describe as a "... valuable opportunity to secure expert views on issues of 

relevance" [p. 6]. The interview schedule became more focussed as the research 

progressed, and examples of this are included in the report. Non-participant 

observation took place in the theoretical element of the programmes, observing 

across a range of teaching methods most commonly used in the programmes. 

Documentary sources included curriculum documents and other relevant college 

reports. Likert-type scales were produced to investigate how prepared the 

student felt to practice as a qualified nurse or midwife. The authors stated that 

due to the unavailability of students on rostered service, little use was made of 

this method. 

Qualitative data were transcribed and entered into a computer package, 

`Hyperqual'. Inter-rater reliability in establishing categories was checked using 

two field researchers. To check the consistency of their categorising decisions, 

the project leader categorised 1000 pieces of `blind' text and an 87% level of 

agreement was achieved. In addition the authors state that the use of verbatim 

statements, together with extracts from observation sessions, provides the reader 

with a direct means of identifying whether the interpretations presented within 
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the report are reasonable and trustworthy. The categories were condensed into 

eight themes. 

Again a number of findings emerged, but only those relating specifically to 

student views and clinical areas will be discussed here. The impact of recent 

N. H. S. changes and further pressures on staff to act as mentors for students often 

resulted in limited support for students in the clinical areas. Tutors reported a 

lack of time to carry out their support role for students in the clinical areas, due 

to the emphasis on classroom teaching and research commitments. The role of 

students in placement-based learning was routinely compromised in order to fill 

the gaps in service provision, and often to the detriment of student learning. 

Students often contributed voluntarily or were expected to do so when staffing 

levels were inadequate - this frequently led to students being unable to direct 

their own learning and/or limited the support available. The authors concluded 

that in these situations the learning experience was of a lower quality. 

In agreement with a finding of previous studies already discussed, May et al 

(1997) noted that the lack of consistent understanding of supernumerary status 

had led to confusion. The student observer role was not, at the outset, well 

understood nor was it seen to be of any educational benefit, except by a minority 

of students. Full participation in care was associated with rostered service, but 

staff in many practice settings expected this throughout the branch programme. 

On a positive note, when students were exposed to areas that used up-to-date 

research and exemplified best practice, the authors concluded that students found 

this of significant educational benefit. However students noted the availability of 

these areas was limited. There seemed to be a difference between what students 

expected and what actually happened (e. g. holistic, individualised care was 

expected but care was task driven). Positive placement experiences were 

characterised by students retaining supernumerary status, being included as full 

members of the team, being able to identify and meet individual learning needs 

and having the time to learn at their own pace. Also if students had experience 
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of continuity of care through for example primary care team arrangements, their 

leaning was helped. 

Joyce (1999) documented similar problems and benefits of supernumerary status. 

The study aimed to explore the term `supernumerary status' and explore the 

implementation of supernumerary learning from students', clinical staff's and 

nurse teachers' perspectives. Joyce also advocated a framework for 

implementing supernumerary status for diploma nursing students. Using a 

phenomenological approach, Joyce (1999) purposively sampled eight clinical 

nursing staff, 31 second-year diploma students and four nurse teachers. All 

clinical staff had been involved in supervising supernumerary students, and took 

part in a focus group. The student nurses (n=68) were the first to gain 

supernumerary status in the hospital. Thirty-one students participated and were 

asked to write critical incidents. Semi-structured interviews were carried out on 

the purposive sample of teachers (who had been involved in teaching year one of 

the students' programme). Joyce (1999) described how data analysis was carried 

out with each group of participants. 

Joyce (1999) found that a number of meanings existed for the term 

`supernumerary status'. All three groups defined supernumerary in human 

resource terms, i. e. the student was not part of the workforce. Other meanings 

included `the students as both observer and participant' and `working under 

supervision'. Different interpretations of the term emerged from the data. 

The implementation of supernumerary status revealed interesting findings. All 

three groups stated that it had advantages such as providing the student with 

more time to see a procedure, but both teachers and students felt that clinical 

staff were unsure of their role. Clinical staff stated that they were unprepared for 

the role. Students stated that they could `go to see procedures' but at the same 

time clinical staff were unsure what to expect from the student. Students also 

noted that there were times they had been left unsupervised and also had 

experienced negative attitudes of staff towards them. Joyce (1999, p. 572) 

explained that "... not being part of the workforce sometimes meant partial 
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exclusion from the nursing team for students. " Teachers noted that there was a 

conflict between not allowing the student to do anything but on the other hand, 

not just using the student as `another pair of hands'. The author reports these 

findings as verbatim statements to enhance the credibility of the findings (Guba 

and Lincoln 1981). 

As in other studies (e. g. Gray 1997; May et al 1997), Joyce (1999) stated that she 

found mixed opinions on whether students should only observe or be allowed to 

participate in care. Joyce (1999) suggests that students may progress from being 

an observer to working under supervision, and then to working independently. 

However, they may have to revert back to the observer role for example if they 

have just moved onto a specialist ward. The role of the supervisor would need to 

be flexible and change with the needs of the student. 

Joyce (1999) warns against the generalisation of the results due to the small 

sample size and the small geographical area (one Irish hospital) used. The author 

admits that students documented a small number of critical incidents, but this 

may have been due to the lack of experience of the students. She recommended 

that students and clinical staff should be informed and educated on the 

supernumerary status of students. She also warned that the shortage of staff and 

busy periods in a ward environment, may result in inadequate supervision for the 

student (a findings also noted by May et al 1997). 

By 2002, a study by Hyde and Brady highlighted staff nurses' perceptions of 

diploma students with supernumerary students compared to traditionally trained 

students in the Republic of Ireland. The aim of the study was to explore staff 

nurses' perceptions of their role in facilitating learning for diploma students in 

clinical areas and their attitudes towards these students. Access to staff was 

granted via the Directors of Nursing in two large hospitals, and participants were 

informed of the study via an information leaflet. The staff nurses were 

Registered General Nurses (R. G. N), in full-time employment, and were qualified 

for at least two years. They had completed the traditional training programme in 

Ireland. A convenience sample of 16 were chosen and formally consented for 
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the study. Anonymity and confidentiality was assured and maintained. Most 

reported having had no formal training or preparation for their role in facilitating 

clinical learning for supernumerary students. 

During 2000-2001, Brady, who had no previous contact with the staff nurses, 

conducted semi-structured interviews. An interview guide was used and is 

provided as an appendix within the report. Data analysis was carried out using 

the software package NUD*IST, and data were combined to form themes. One 

of these themes was the participants' perceptions of supernumerary status in 

clinical settings. To enhance the credibility of findings, "... the researcher 

returned to three of the participants with the analysis of their own individual 

accounts and discussed them at length. " (Hyde and Brady 2002, p. 626). 

Documenting memos and theoretical notes of data analysis and interpretation 

ensured audibility. The authors support each theme and statements through the 

use of verbatim quotes. 

Participants (i. e. staff nurses) compared diplomates with supernumerary status to 

`traditionally trained' students within three categories: `learning by doing', 

`clinical responsibility' and `being part of the team'. The `learning by doing' 

theme described the diplomates as being overly focussed on theory, and were not 

sufficiently engaged within practical patient care. This led to a number of 

participants being concerned about the gaps between theory and clinical 

experience/practice. However, participants described `traditionally trained' 

students as keen to participate in patient care, and they felt that these students 

required less supervision. Due to the greater engagement in patient care, 

participants reported having a more positive attitude towards the traditionally 

trained students than the supernumerary students. Perhaps this was due to the 

fact that the participants had completed the same training as the traditionally 

trained students, and could have been bias towards this form of training. 

In keeping with earlier studies, there was confusion over the role of observation 

within supernumerary status which may have led to the diplomate being 

excluded from learning opportunities either by the participants or by the student 
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stating that they were no allowed to undertake a particular task. Participants 

misconstrued supernumerary status to imply that these students were "simply 

observers" (Hyde and Brady 2002, p. 629). "... this misconception of the role 
impeded the educational experience ... by excluding them [i. e. the students] from 

undertaking supervised practical activities necessary to develop `knowing how' 

(Polanyi 1958 cited by Hyde and Brady 2002)" (Hyde and Brady 2002, p. 629). 

Within the `clinical responsibility' theme, it emerged that traditionally trained 

students were given significantly more responsibility and as such were perceived 

to be more interested and motivated than their supernumerary counterparts. 
Participants also spoke of their reluctance to delegate responsibility to 

supernumerary diplomates as this would increase the amount of supervision 

required. Due to the pressure of workload many participants felt that they were 

unable to give this required level of supervision especially during busy periods. 

Within the `being part of the team' theme, traditionally trained students were 

perceived by participants as being more `like one of them'. The supernumerary 
diplomates were `different' in a number of ways as they worked different shift 

patterns to the participants, and had `visitor' status. Participants admitted to 

passing on information to traditionally trained students such as details of patients 

and ward rounds, since they were members of staff, while supernumerary 
diplomates were on a ̀ need to know' basis. 

Hyde and Brady (2002) discuss the similarities of the findings of this study to 

studies in the U. K. which have highlighted similar problems with supernumerary 

status especially in its early implementation. The authors caution readers of the 

small sample size and that student nurses' views were not considered. However, 

I think it is worth noting that despite the problems associated with the 

understanding of supernumerary status described in a large number of U. K. 

studies, Hyde and Brady (2002) did not consider how they would formally 

prepare qualified staff for their role with supernumerary diplomates. The authors 
do not discuss the future preparation of qualified staff to improve their 
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understanding supernumerary status. However, Joyce (1999) did acknowledge 

and suggest ways to implement supernumerary learning. 

2.3.6 Preparation for Professional Practice 

Luker et al (1996) examined the fitness for purpose of Project 2000 nursing 

students which the authors define as the appropriateness of the product for uses 

to which the consumer wishes to put it. One part of the study questioned nurse 

managers, most of whom were nurses, as to their satisfaction with Project 2000 

diplomates. The research consisted of individual and focus group interviews. 

A qualitative method of data collection was used as "... a valuable source of 

information on the lived experience of managers who are employing and 

working alongside the newly qualified diplomates" (Luker et al 1996, p. 18). 

The interviews were semi-structured to allow managers time and opportunity to 

consider and reflect upon the topic areas. However the authors do point out that 

due to the relatively small sample size and lack of quantitative data it was 

impossible to generalise the findings, but they argue that the use of verbatim 

statements provides a connection to the `real' experience of the managers. 

Luker et al (1996) aimed to assess the match between skills required of 

Registered Nurses by health service managers, and the skills exhibited by Project 

2000 diplomates. The study population comprised managers based in the 

Midlands and North East England. Each had at least one cohort of Project 2000 

diplomates qualifying within their region and diplomates who had taken up 

appointment within their Trust region. A convenience sample of 60 senior nurse 

managers was chosen for individual interviews. They were chosen to reflect 

diversity of responsibilities held for clinical specialities and administrative roles, 

both in N. H. S. and independent sectors. Convenience sampling has the largest 

risk of bias of all the sampling procedures (Polit and Hungler 1999). 

A semi-structured interview schedule was used but it was not available within 

the report. No pilot study had been carried out. Therefore I am unable to assess 
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the reliability and validity of the interview schedule. The authors stated that 

topics such as organisational change, recruitment policies and the skills and 

abilities of Project 2000 diplomates were included. Interviews were tape 

recorded and transcribed. Data analysis was carried out using content analysis 

and categories produced. 

Managers were asked to nominate suitable clinical managers with direct clinical 

responsibility, who had or had, had experience of working with diplomate nurses 

and were employed at a minimum of F grade so that they could be included 

within the focus groups. Focus group interviews were also carried out to explore 
in greater depth themes arising from the individual interviews and to gain the 

perspectives of nurse managers who were more likely to have clinical 

responsibility for client groups. An advantage of using a focus group is that it 

provides an efficient way of obtaining many viewpoints in a short time. 

However, a disadvantage is that some people may feel uncomfortable about 

expressing their views in front of a group (Polft and Hungler 1999). The lack of 

detail about how the authors managed the focus group does not give the reader 

any insight into how this possible disadvantage was overcome/reduced. 

Nine focus groups were carried out consisting of nurse managers from adult, 

mental health, child, community and learning disability areas. The focus groups 

were semi-structured using themes identified by managers during the individual 

interviews. The interviews focussed on the skills and abilities of newly qualified 

Project 2000 diplomates, and the differences in the quality of care delivered by 

these qualified staff compared to pre-Project 2000 qualified nurses. The authors 

stated that the questions related to the themes were used as triggers for discussion 

but were flexible enough to be included or not depending on the level of debate 

which ensued in each group. Two researchers attended each focus group 

interview: one acted as a primary facilitator for discussion and the other to take 

responsibility for taping the interview and for writing observational notes. 

From the data analysis, a number of findings emerged but only those of 

significance to this study will be documented and analysed. 
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The managers' expectations and experience of the diplomates were identified 

following analysis of all the interview transcripts. The qualities of the diplomate 

included good interpersonal and communications skills, positive personal 

qualities, and a good knowledge base. The positive qualities of the diplomate 

included such abilities as being articulate, having a questioning approach and 
being willing to challenge other member of the multidisciplinary team. However 

the authors noted that those managers with direct responsibility for 

patients/clients were less likely to raise the willingness to challenge as a positive 

quality without prompting. In fact one manager noted that there was a potential 
for arrogance where the diplomate would ignore others' views. 

The managers of Adult diplomates stated that the diplomates had good 
interpersonal skills and the authors concluded that managers were satisfied with 

diplomates' level of inter-professional and interpersonal communications skills. 

However, the managers pointed out that the time taken to build the relationship 

with the patient often meant that prioritising was frequently difficult for the 

diplomates. Therefore, I would argue that there was a conflict between the 

managers' expectations of `getting the job done' and the diplomates' expectation 

that they should get to know the patient and build a relationship with them. 

Managers also raised the issue of whether diplomates were ready and able to take 

decisions and accept responsibility for their actions. Managers stated that 

diplomates were sheltered from this due to lack of practice exposure, 

supernumerary status and the realities of shift hours as there was no compulsory 

requirement to do this within the diploma programme. All managers stated that 

newly qualified diplomates needed a period of preceptorship and indeed some 

diplomates even expected it. However, they acknowledged that this would 

require resources and commitment. 

Almost every focus group commented on the value of maturity and life 

experience of the diplomate when they attempted to summarise their views on 

the qualities of the diplomate. The authors concluded that managers were eager 
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to employ mature diplomates especially in community areas, and that the 

recruitment drive of Project 2000 with the widening of the entry gate was 

proving successful. This seemed to suggest that mature diplomates may have 

been viewed as being able make better decisions than younger newly-qualified 
diplomates. However, the authors did not investigate whether the nature of 

clinical preceptorship may have been different for more mature students. 

2.3.7 Lack of practical skills 

Initial reports from research studies on Project 2000 indicated that students were 

lacking in practical skills. Lecturers, practitioners and students agreed that there 

were problems with practical skill acquisition early on in their educational 

programme. Complaints from students regarding feelings of incompetence 

during their C. F. P. ward placements are documented in the literature (e. g. White 

et al 1993). However, practical competence of newly qualified diplomates from 

early Project 2000 programmes remained a concern for the diplomates, lecturers 

and practitioners (Robinson 1993; White et al 1993; Elkan et al 1993; Jowett et 

al 1992b; Robinson 1991; Leonard and Jowett 1990). 

This review of the literature of Project 2000 in England and Wales, provides a 

good summary of the `teething problems' of Project 2000. Much of the research 

concentrated on the thirteen demonstration districts, which were the pilot areas 

into which Project 2000 was implemented (Elkan and Robinson 1995). Elkan 

and Robinson (1995) point out that the comparatively small scale of the research 

studies makes it difficult to generalise the results. 

In the study by Luker et al (1996), most managers stated that the newly qualified 

diplomate lacked confidence in the clinical area but they did not feel that this 

was solely confined to Project 2000 diplomates. The authors concluded that the 

lack of confidence was often the single most limiting feature of the diplomate. A 

number of managers commented that lack of confidence could be related to the 

quality and nature of clinical areas in which they were working. Some felt that 

the clinical environment itself had some responsibility for the level of skill 
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acquisition of the diplomate. However, Jowett et al (1994) stated that the short 

placements within Project 2000 had hindered the development of confidence in 

ability as students were facing new situations more frequently. Luker et al 
(1996) also found that managers felt that placements were too short since the 

student did not have time to consolidate what they had learnt, and did not have 

the opportunity to gain new clinical skills or consolidate clinical skills already 
learnt. 

In agreement with other studies already reviewed, Luker et at (1996) identified a 

shortfall in the range and level of practical skills Project 2000 diplomates had on 

qualification. Clinical skills such as drug administration were regarded as poor. 
However, Luker et at (1996) stated that managers felt that the deficit was made 

up from between two to six months post qualification. Managers commented on 

the lack of practical skills within the C. F. P., and were dissatisfied with 
diplomates' lack of practice exposure over the whole programme. According to 

Luker et at (1996) managers attributed most of the difficulties diplomates 

experienced with their practice and role as a newly qualified staff nurse to the 

lack of suitable and timely practice exposure. They commented positively on 

the level of theoretical knowledge but pointed out that this had little benefit if 

the nurses were unable to use it to inform and improve their own practice. 
When students entered the branch programme, managers stated that they were 
`lagging behind' in practice. The diploma student was lacking in skills and 

confidence, which was blamed on the lack of practical input within the C. F. P.. 

Once qualified, managers felt that the diplomate required a "... considerable 

amount of support and instruction to ensure that they reached a suitable level 

whereby they could be left to practice in the knowledge that they would be safe 

and effective" (Luker et at 1996 p. 80). However, this could have been due to 

unrealistic expectations of the managers rather than a problem with the product 

of the diploma programmes. 

Using the participants from Luker et al's (1996) study, Carlisle, Luker, Davies, 

Stilwell and Wilson (1999) compared the match between skills required by 

health service managers from registered nurses, and the skill exhibited by 
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Project 2000 diplomates. A large number of managers raised the point that they 

did not believe the diplomates employed within their organisation possessed, to 

any reasonable degree, the kind of `basic nursing skills' they would have 

expected. Specific mention was made to such things as drug administration and 

injection technique, running a ward, and communicating with patients. 
However, they also pointed out that this skill deficit was quickly resolved when 

qualified (Carlisle et al 1999). 

The managers also noted that diplomates had difficulty in becoming team 

members and had failed to grasp the concept of teamwork. The lack of 

experience in working a shift pattern, and the short exposure to placements were 

reasons given for the poor professional socialisation of diplomates (Carlisle et al 

1999). 

Carlisle et al (1999) suggested that preregistration education providers should 

consider adjusting the content of their programmes to meet the changing 

demands placed on newly-qualified nurses. Changes to the role of the newly- 

qualified staff nurse included managing a team of patients rather than, as 

traditionally-qualified nurses would have been expected to do, completing a 

series of tasks. With the change in junior doctors' roles and the change in the 

role of Health Care Assistants, there needs to be a consensus view as to which 

`core skills' are required for a newly-qualified staff nurse. Carlisle et al (1999, 

p. 1262) also suggest that "... in the move away from task-orientated care, the 

profession has forgotten that the provision of holistic care also includes the 

ability effectively to implement clinical psychomotor skills. " 

Hickey (1996) examined traditionally trained R. M. N. s' views of Project 2000 

students and found similarities between his findings and those of Watson and 

Kiger (1994) and Elkan and Robinson (1991). Hickey (1996) used 556 nurses 

who were part of a larger longitudinal study investigating post-qualification 

career progression. The cohort involved `traditionally trained' R. M. N. s who 

qualified between January and March 1993, from a three year programme and 

from an 18 month post-registration programme in all colleges of nursing in four 

35 



selected health authorities. `Traditionally trained' nurses were those who 

qualified without an academic qualification (i. e. those who did not qualify with a 

degree or diploma), but did have a professional qualification. I referred to 

`training' and `education' throughout my thesis. I distinguished `traditionally 

trained' nurses from graduate/diploma `educated' nurses, as those who had a 

profession qualification and those who had a professional and an academic 

qualification, respectively. 

Bendall (1975, p. 9) stated that: 

"Learning to nurse is, by some, called 
"education" and by others "training". The 
process involves some elements taken from the 
apprenticeship, system, whereby the trainee 
learns by doing the job under the supervision 
of someone already trained; and some elements 
taken from the educational system whereby 
knowledge is imparted by means of lectures, 
discussions, seminars and so on. " 

In 1999, Taylor and Care argued that the traditional apprenticeship model of 

nurse education had eroded, and as the responsibility for nurse education had 

moved from practice sites to educational institutions, the nature of the 

apprenticeship model had changed. They argue that the current system of 

education should use a `cognitive apprenticeship' where there is still workplace 
learning, but that there should also be a cognitive development. For example, 

novices must not only learn from observable procedures and practices 
demonstrated by expert practitioners, but also must "... covert decision-making 

processes, values, and culture that guide ... 
behaviours. " (Taylor and Care 1999, 

p. 35). 

Therefore the words `training' and ̀ education' are still used within the literature. 

There appears to be no consensus as to which refers to nurse education in the 

present or the past. 

Within Hickey's (1996) study 80% (n=447) returned the questionnaire. The 

obvious advantage of this study is the large number of respondents used in a 
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large geographical area. However as the author fails to state how this sample 
was obtained it is difficult to generalise the results (Polft and Hungler 1995). 

Hickey also carried out a pilot study (n=120) and modified his questionnaire to 

suit his population before beginning the study. The questionnaire stated (Hickey 

1996, p. 391): "The route to registration as a psychiatric nurse is now through 

P2000". Respondents were then asked: What, if any, are your views on: (a) the 

new training? and (b) How do you think it will affect you? Hickey (1996) stated 

that his reason for having open-ended questions was that the pilot work had 

shown that closed questions had led some respondents, and therefore more valid 
data would be obtained through open-ended questions. A qualitative approach 

was used to develop categories with the categories emerging from the data rather 

than being predetermined. The data were then quantified by counting the 

frequency of the codes so that the magnitude of various categories could be 

assessed. Content analysis was carried out using two researchers to code and 

categorise responses and a third researcher to check the process for accuracy. 

The use of a third researcher is one way of ensuring that the results are credible 
in that the decision-making trail is clearly followed (Guba and Lincoln 1981). 

Over half the respondents (n=251,56%) thought that there was a lack of 

emphasis on practical skills in Project 2000 programmes. Fourteen percent 
(n=63) of respondents made comment about Project 2000 students' lack of 

practical experience. However Hickey (1996) points out that many nurses in the 

study would have formed their opinions on the basis of meeting students on 

C. F. P. placements and that during the C. F. P. research findings had indicated that 

students often still felt incompetent by the end of the C. F. P. (Elkan and Robinson 

1995). 

Ten percent (n=44) of respondents felt there was too much theory, while 14% 

(n=63) felt there was too little theory in the Project 2000 programme. Hickey 

(1996) stated that some of the comments about the practical and theoretical 

elements of the programme were concerned with the balance between the two. 

Some qualified staff believed that although diploma students needed theoretical 
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input, they felt that this had been achieved to the detriment of the amount of 

practical experience. These findings were also stated by Elkan and Robinson 

(1991). 

Many respondents (15 managers, four researchers and two teachers) expressed 

concern that diplomates would not be `hands-on nurses'. I feel this is an 
interesting finding that is regularly cited in graduate nurse research, where 

people expect graduates to avoid carrying out hands-on care (e. g. Bircumshaw 

1989a). Also, the word `concern' that Hickey used to describe the feelings of 

qualified staff perhaps demonstrates the continued opposition to diploma-level 

education for nurses at that time. 

However, there were some positive responses, with four (i. e. less than one per 

cent) respondents suggesting that there would be improved academic/research 

knowledge with the Project 2000 education. Hickey (1996) noted that few 

respondents made comment on the quality of patient care brought about by 

Project 2000. There were more respondents who commented on the negative 

effects on patient care (n=17,4%) than the positive aspects (n=9,2%). Hickey 

(1996) cites that most frequent negative responses were `possibility of 
deterioration in patient care' (n=6) and Project 2000 diplomates' `lack of interest 

in hands-on care nursing may precipitate poor patient care' (n=4). The author 

noted that some other categories, for example the lack of practical skills, also 

suggest that Project 2000 could have a detrimental effect on patient care. Of the 

positive comments, the most frequently cited was that `Project 2000 promotes 

the development of quality nurses/nursing/patient care' (n=6) and `satisfactory 

development of patient care skills' (n=3). It is difficult to generalise these 

findings, although the research does point out the lack of positive feedback from 

qualified staff about diplomates. 

The findings of this study confirm and/or add to those of previous studies. 

Although the study provided a large sample within a wide geographical area and 

high response rate, the sampling strategy used is not clear from this report, and as 

a result the generalisability of the findings are necessarily limited. I was aware 
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that Hickey's (1996) study involved Mental Health Branch students and 

questioned qualified R. M. N. s, which makes the result difficult to generalise to 

other specialities. However, the problems associated with the Adult Branch 

appeared to be similar to those problems identified within the Mental Health 

Branch by Hickey (1996). 

2.3.8 Perceptions of newly qualified diplomates 

Luker et al (1996) also used a national survey and follow-up questionnaire on 

students qualifying via the traditional route and those who had taken the Project 

2000 route. Following a pilot study, the initial questionnaire was sent to a 

random sample of qualifiers (sampled from students from the first survery). The 

sample was stratified according to speciality, pre-Project 2000 and Project 2000 

qualifiers and was weighted for each year. Over a three-year period (1992- 

1995), the study recruited 31476 nursing students. Thirty-three percent of 

students (n=10382) responded. Due to the low response rate the generalisability 

of the findings are questionable. 

The questionnaire indicated some interesting findings. Fifty percent of 

traditional qualifiers wanted more practical skills, while 75% of Project 2000 

qualifiers wanted more. Fifty percent of traditional qualifiers wanted more 

theoretical instruction while less than 10% of Project 2000 qualifiers wanted 

more. In both traditional and Project 2000 programmes, more than three-quarters 

of qualifiers stated that they wanted more instruction from tutors while on 

placements. Over 60% of Project 2000 qualifiers wanted longer placements, but 

only 15% of traditional qualifiers wanted longer placements. Of those qualifying 

in the Adult Branch, 60% wanted a shorter C. F. P. and no change in branch 

programme length, thus making the programme shorter. Those in other branches 

wanted a shorter C. F. P. and a longer branch programme in order that their 

programme would be focussed earlier within their nursing speciality (e. g. Mental 

Health) (Luker et al 1996), thus making the programme the same length. 

Making the transition from student to staff nurse had been focussed on in 
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previous research of traditional students (e. g. Kramer 1974). Kramer's (1974) 

was the first American study to describe the `reality shock' for newly qualified 

nurses. Therefore, this was not a phenomenon that was new to diplomate nurses. 
Maben and MacLeod Clark (1996) carried out a qualitative study of 10 newly 

qualified Project 2000 diplomates and compared their findings to the literature 

available on traditional qualifying students. In-depth interactive interviews were 

conducted with five staff nurses who were qualified five months and five staff 

nurses who were qualified 11 months. No other demographic variables are 

noted, for example what kind of environment the subjects worked in, the nature 

of the branch programme, or the age of the subjects. All of these factors could 
influence the findings. The authors transcribed tape-recorded interviews, and 

then analysed these using the concepts of unitising, categorising and pattern 

matching. 

When asked to describe the first few days and weeks after qualifying, the main 

areas included the following discussions: the diplomates described that the 

increased responsibility and accountability was nerve-wracking and stressful. 
The feelings of stress were reported to have been associated with `being alone' 

especially when it came to administering drugs. Diplomates also had a fear of 

making mistakes and were aware of the increased threat of litigation. 

Communication problems were also identified especially when breaking bad 

news to patients and relatives. Diplomates also stated that they felt that there 

was a stigma associated with the diploma programmes and had experienced 

negative staff attitudes towards diploma level education. 

Maben and MacLeod Clark (1996) stated that the lack of practical skills was an 

issue for the diplomates but that these deficits were quickly rectified post- 

qualification. Lack of practical skills of pre-Project 2000 nurses did not seem to 

be as problematic, but this could have been due to the limited research findings 

available, or could be due to the greater range of practical skills now expected 
from nurses. The interviews revealed that diplomates often showed confidence 

and uncertainty at the same time. The authors concluded that diplomates had a 
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high degree of confidence due to their theoretical knowledge, which enabled 
them to recognise their limitations by highlighting the gaps in their knowledge. 

The subjective nature of the interviews, together with the small sample size make 

the results of this study difficult to generalise. However many of the findings are 

consistent with those of other research from demonstration sites and later studies. 
Maben and MacLeod (1996) also compare their findings with those of pre- 

Project 2000 nursing research. However the authors fail to mention how the 

literature was obtained (i. e. what searches and key words were used) making the 

literature used for comparison susceptible to researcher bias. 

Jasper (1996) also conducted a qualitative study using phenomenological 

methodology to investigate the experiences of eight diplomates in the first year 

following qualification. Again a demonstration district was used. The author 

writes in the first person "... in recognition of ... subjectivity" (Jasper 1996, 

p. 780). Phenomenology was used as its "underpinning assumption" in "that the 

meaning of any phenomenon is that described by the person who has 

experienced it" (Jasper 1996, p. 780). Semi-structured focus groups produced 

verbatim statements that were used throughout to convey that the experiences 

were from the participants themselves, and were a key criterion of the validity of 

the project (Duffy 1985). 

Jasper (1996) as a nurse, teacher and previous pre-Project 2000 student, argued 

that phenomenology expects the researcher to enter the field without 

preconceptions, but the extent to which an interviewer can be totally naive is 

debatable. To minimise these effects the author used a technique of `bracketing', 

a process in which "... the researcher thinks about and records what his or her 

knowledge, beliefs and assumptions are regarding the phenomena" (Lackey 1992 

p. 120 cited by Jasper 1996, p. 781). She ̀ bracketed' before each interview and 

data analysis. Jasper (1996) used the process of theoretical sampling, which can 

be described as sampling on the basis of concepts that have proven theoretical 

relevance to the evolving theory (Streubert and Carpenter 1999; Strauss and 

Corbin 1990). Respondents were assured of confidentiality and anonymity. The 
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interviews used open-ended questions and the researcher only asked for 

clarification through reflection and expansion. Field notes, transcriptions and 
data analysis were carried out by the researcher. Data analysis used a 

phenomenological method transcription, extracting significant statements, 
identifying what the subjects had meant, clustering themes and validating themes 

(Colaizzi 1978 cited by Jasper 1996). The themes were then used to create "an 

exhaustive description of the experience as an unequivocal statement of its 

fundamental structure" (Jasper 1996, p. 782). 

Five themes emerged from the data; the first `coming out of school' described 

the difference between being a student and becoming a staff nurse. There was a 
feeling of `being thrown in at the deep end' (a finding also stated by Maben and 
MacLeod Clark 1996), and of lacking confidence. Jasper states that, implicitly 

rather than explicitly, the diplomates drew attention to their deeper knowledge 

base. However as she does not provide verbatim statements to support this point, 

it lacks credibility (i. e. a plausible and coherent explanation of the phenomenon 
is not provided) (Guba and Lincoln 1981). 

`From student to staff nurse' was also associated with feelings of inadequate 

preparation which the author argued was not confined only to Project 2000. 

However, on a positive note, diplomates seemed to have the required decision- 

making skills, and appeared at ease in challenging others (a finding also reported 
by MacLeod Clark et al (1997a; 1997b)). 

Jasper (1996) also noted that the theory-practice gap was evident and was 

leading to disappointment with the reality many newly qualified staff nurses 

were experiencing. She argued that although Project 2000 students had a deeper 

knowledge base and Project 2000 had equipped them with humanistic attitudes, 

this had led them to be more aware of the difference between theory and practice. 

The reality of nursing was apparent with many stating a lack of time to be with 

patients. The differences between student ideals and workplace reality has also 

been experienced and reported by graduates (e. g. Smithers and Bircumshaw 

1988) and nursing students in the 1970's (Bendall 1975). 
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As found by Maben and MacLeod Clark (1996) diplomates reported a stigma 

associated with Project 2000, a fear of associated accountability and 

responsibility, and that there was a contrast between their idea of holistic care 

and the `getting the job done quickly' approach which was evident in the clinical 

areas. The diplomates stated that they drew upon their theoretical knowledge to 

help them overcome problems within practice. However, Jasper (1996) provides 

no evidence of this. Newly-qualified staff nurses, in a study by MacLeod et al 
(1997a), also reported some hostile behaviour from other staff simply because 

they had come through a diploma programme. Jasper (1996) noted that 

diplomates believed that their knowledge and expertise allowed them to be 

independent professionals within the multidisciplinary team, and that they should 
be confident to express their opinion and the opinion of their patient. 

Jasper (1996) reported several limitations of the study. The diplomates were the 

product of a demonstration district when changes/implementation were still on- 

going, which could have influenced the product of the programme. The sample 

was not a representative sample and therefore the findings are not generalisable. 
The self-selected sample limited the results as the motivation for participation 

was not known. The experiences of the diplomates must have been dependent on 

the branch and the type of employment the diplomate was in. The use of an 
interview guide may have unknowingly limited the respondents' answers. 

Jasper (1996) proposed a list of strategies to help overcome the problems of the 

newly qualified staff nurse. She proposed a staff nurse preparation module 

within the curriculum for managerial and administrative purposes. Also, the 

provision of a supervisor in the first few months following completion of the 

programme was advocated. However, she provides no explanation of the 

practicalities of this arrangement, for example, the training required, the cost to 

the employer, or the problem of supervision when for example the diplomate 

works bank or agency shifts. Maben and MacLeod Clark (1997) also stated that 

diplomates wanted and expected to have a period of preceptorship, but stated that 

there appeared to be little evidence of this within practice. Bick (2000) also 
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recommended that newly-qualified staff nurses should be given effective support 
that was vital to effective role transition. 

While interviewing ten newly-qualified nurses, Amos (2001) identified problems 

associated with the role transition from student to staff nurse, such as having an 

increased responsibility and accountability. This was a `double-edged sword' as 

participants recognised that they enjoyed the added responsibility as they could 

`sort out problems', but this also caused anxiety due to the accountability 

associated with the staff nurse's role. As the newly-qualified staff nurse became 

more knowledgeable, they noted that their confidence improved, but any 

mistakes they made severely decreased their confidence. Amos (2001) also 

noted that the amount and quality of preceptorship affected the confidence 

required to practice. Participants reported that it was "... the single biggest factor 

that helps you to develop as a staff nurse" (Amos 2001, p. 39). 

In January 2001 the U. K. C. C. (2001) proposed the use of preceptorship for 

newly-qualified practitioners, those returning to practice after a break of more 

than five years or those entering a different area of practice by virtue of a new 

registrable qualification. The U. K. C. C. had first introduced this concept in 1990 

(U. K. C. C. 1990) and then again in 1994 (U. K. C. C. 1994). "The U. K. C. C. 

believes that all newly-registered nurses, midwives and health visitors should 

have a formal period of support, under the guidance of a preceptor, of about four 

months. " (U. K. C. C. 2001, p. 4). The period of preceptorship could be varied 

according to the individual and local circumstances. The preceptors should be 

practitioners with more than 12 months (or equivalent) experience in the same 

area of practice (N. M. C 2002). The U. K. C. C. did not make preceptorship a 

mandatory requirement, but "strongly advocate it as sound professional 

practice. " (U. K. C. C. 2001, p. 5). However, Bain (1996) questioned the role and 

function of the preceptor as there appeared to be differing definitions within the 

literature. 

In a study by MacLeod Clark et al (1997a), qualified diplomates emphasised 

holistic care, involving the patient in care planning and acting on their patients' 
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wishes. The authors argued that this was in contrast to the traditional views of 

nursing which were bound by ritual and routine, where there was an emphasis on 

routine and tasks rather than nursing care being tailored to meet patients' needs. 

However, the authors provide no literature or research evidence to support this 

view of traditional nursing. All those interviewed also expressed that 

`fundamental' nursing care (e. g. attending to personal hygiene needs) should be a 

job carried out by a qualified nurse, which was seen as being important if 

qualified nurses were to be more than managers of care. This is in contrast to 

Melia's (1987) study in which `traditional' students classified `real nursing' as 

being required to do some technical job, for example, administering intravenous 

fluids. 

MacLeod Clark et al (1997b) investigated the attitudes of newly qualified Project 

2000 diplomates to their preparation for professional practice through the Project 

2000 scheme. The same groups were used as for the previous study (MacLeod 

Clark et al 1997a). Focus group interviews were undertaken with homogenous 

groups of teachers, practitioners and nurse managers in each centre, but no 

details are given in this report as to the sampling procedure used or number of 

respondents. 

Over the course of the study more than three-quarters of students felt they were 

prepared for practice. Statistically significant (P<0.01) differences existed 

between nearly qualified students who felt less prepared for practice than 

students earlier in the course. The authors suggested that this was due to the fact 

that nearly qualified students now had a clear idea what preparedness really 

meant. The major strength of the preparation for practice was reported to be the 

broad theoretical base of the programme (end of C. F. P. 58%; end of programme 

44%). Other advantages included academic credit achieved (end of C. F. P. 37%; 

end of programme 38%), being a learner not worker (end of C. F. P. 25%; end of 

programme 28%), and the development of questioning and analytical skills (end 

of C. F. P. 17%; end of programme 23%). Disadvantages of the course towards 

preparing the student for practice included lack of practical skills and experience 

(end of C. F. P. 60%). This finding was also noted by Elkan and Robinson (1995) 
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and was expressed by qualified staff (Hickey 1996). However by the end of the 

programme the percentage of those who felt that they lacked practical skills had 

almost halved (31%). Focus groups containing newly qualified staff nurses 

stated that they felt a lack of practical skills initially but this had resolved by the 

time they were being interviewed (i. e. six months after registration). The 

students also stated that the practice experience was often `hit or miss'. As a 

result there could be difficulty in obtaining management skills such as 

prioritising, decision-making, organising the workload and delegating to others. 
Supernumerary status was again credited for facilitating confidence and 

nurturing, but was counterbalanced by not feeling part of the team and lack of 

practical skills. Unfortunately the feeling of confidence and nurturing did not 

seem to facilitate the development of practical skills. Within the focus group 

interviews, managers and practitioners expressed concern at newly qualified 

diplomates' initial skill deficit and expressed the need for support in the 

immediate post-registration period for approximately six months to one year. 

There were concerns over the increased amount of theory in the programme at 

the expense of practice. 

2.3.9 `Threat' to traditionally trained nurses 

Crabbe (1989) and Watson and Kiger (1994) reported that traditionally trained 

nurses felt threatened by the new diplomate. Hickey's (1996) study 

demonstrated that there was evidence that traditionally trained nurses were 

becoming increasingly worried about their promotion prospects and obtaining 

jobs when `competing' with nurses with the diploma qualification (n=71,16%). 

Some stated (n=93,21%) that they needed to embark on further education. 

Hickey (1996) recommended that `traditionally trained' nurses needed to be 

provided with opportunities to further their own career development, for example 

through courses. 
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2.3.10 Trained Staff's Perceptions of Project 2000 

Cuthbertson (1996) carried out a descriptive and correlation survey of pre-P2000 

qualified nurses' views of Project 2000 student nurses in the Western Isles 

Health Board in Scotland. A pilot study was undertaken before the main study to 

ensure that the questions did not contain bias and/or ambiguity (Cuthbertson 

1996). Three hundred and fifty qualified nurses were sent questionnaires with 

return envelopes. How the sample was obtained is not known and therefore there 

is a possibility of researcher bias. One hundred and seventy nine (51.1°/x) nurses 

responded. This response rate is lower than that recommended (i. e. 60%) by 

Polft and Hungler (1995), making the results prone to response bias. 

Open questions were included in the questionnaire. Only 15 respondents 

correctly estimated that students spent 60-70% of their time in placement, with 

only 17 correctly estimating that students spent 30-40% of their time in college. 

These views were sought to gauge the qualified staff's knowledge of Project 

2000. Respondents were then asked their opinion of Project 2000, and whether 

they felt the Project 2000 student spent enough time in placement, an appropriate 

amount of time in college, and whether the students would qualify with enough 

practical skills. A considerable majority (63.5%, n=1 17) felt that Project 2000 

students did not spend enough time in practice, with only 12 (6.7%) respondents 

of the view that they spent enough time in practice. Less than half (45.3%, 

n=81) felt that students spent an appropriate amount of time in college, while the 

others stated that the time in college was not appropriate (22.3%, n=40), and 

others not sure (30.2%, n=54). Almost two thirds (65.9%, n=1 18) felt that 

students would qualify with a lack of practical skills, with only five percent 

(n=9) expressing the view that they would qualify with sufficient skills. I think it 

is interesting to note that although 117 felt that students should have more 

practical experience, only 40 felt that the time in theory was inappropriate. I 

think it would have been more beneficial to measure whether they felt that 

theoretical hours were too much or too little, as the measurement recorded does 

not indicate this. Also, it may have been interesting for the author to question 
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participants whether this shortfall in practical hours should be at the expense of 

theoretical hours. 

From the results of this survey the author concluded that Project 2000 students 

may encounter negative attitudes in placements due to qualified staff's lack of 
knowledge about the programme, and that nurse educators had a responsibility to 

educate qualified staff about the programme. However, the sample location and 

size, sampling method, possible response bias due to poor response rate, and lack 

of reliability and validity testing limit the generalisability of the findings. 

2.4 Qualified nurses' perceptions of graduate nurses 

Given that the number undergraduate programmes and graduate nurses had 

increased considerably since 1956, Bircumshaw (1989a) felt that there was a 

need to investigate senior nurses' reactions to graduate nurses. The aim of this 

descriptive survey was to obtain views of senior nurses working in the same area 

as graduates from the University of Wales on whether they felt graduates should 

and actually did function differently to traditionally trained nurses. A postal 

questionnaire, accompanying letter, and a stamped addressed envelope were 

used. The questionnaire (a copy of which was attached to the research report) 

comprised open-ended and closed questions referring to graduates of a four year 
full-time undergraduate programme, which led to registration as a qualified 

general nurse. 

Chief nursing officers (n=11) and directors of nursing services (n=17) where the 

study graduates were employed were included in the sample. This is a form of 

accidental sampling and can be open to bias, since no other variables are 

considered. For example, the research does not detail whether any of the senior 

nurses were graduates, whether one health authority employed proportionally 

more graduates than the other. Therefore the results and findings of the study 

could be open to bias due to the small sample size and the possible bias in the 

sampling procedure (Polft and Hungler 1995). 
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Following a reminder to non-respondents, six (54.5%) Chief Nurses and 12 

(70.6%) Directors of Nursing responded. The overall response rate was 64% 

(n=18). A response rate of greater than 60% is sufficient to avoid response bias 

(Polft and Hungler 1995). Given that reminder notices were sent to non- 

respondents, this suggests that the questionnaires were not totally anonymous, 

therefore this could have biased the responses (Polft and Hungler 1995). 

Both groups were equally divided over those who felt graduates should or should 

not function differently from traditionally trained nurses (i. e. not Project 2000 

students). Different functioning comprised two views: that there should be 

different roles for graduate nurses such as those in management, teaching and 

research and that graduates should have the same roles as traditionally trained 

nurses, but should function differently. The respondents expected graduates to 

develop skills in areas such as utilising, implementing and carrying out research, 
developing different approaches to nursing care, reviewing nursing practice, and 

questioning and applying a deeper knowledge. Those who felt that there should 

be no difference in function between traditionally trained and graduate nurses 

made reference to the fact that graduates have the same legal responsibilities as 

traditionally trained nurses and should function to the level of their own ability 

and competence. They were essentially employed to carry out the same job and 

should have the same level of competency as traditionally trained nurses 

(Bircumshaw 1989a). 

Bircumshaw (1989a) then asked the same subjects to consider whether graduates 

do function differently. Again the chief nursing officers were equally divided, 

but two thirds of the directors of nursing services indicated that they felt that 

graduates did actually function differently. Some responded that graduates 

functioned differently because they did not `fit' into the present system, while 

others stated that their knowledge base improved their practice. Only three 

directors of nursing services felt that graduates should not, but actually did, 

function differently. Bircumshaw (1989a) concluded that there was little 

discrepancy between opinions of how a graduate nurse should function. 
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Bircumshaw (1989a) also noted that there were general comments made 

regarding graduate nurses taking longer than traditionally trained nurses to settle 

into the role of staff nurse. She concluded that investigations into why graduates 
do not appear as confident upon qualifying as traditionally trained nurses should 

be investigated, and that the role, function and clinical career ladder for graduate 

nurses should be explored. It is interesting to note that there were concerns that 

graduates did not develop sufficient practice skills (Watson and Thompson 

2000). 

One of the major limitations of the study (Bircumshaw 1989a) was the small 

number of senior nurses included and the sampling strategy used, making the 

reliability and generalisability of the results questionable (Polft and Hungler 

1987). The author also highlights the problem of using the word `function'. 

With hindsight, she admits that it would have been useful to include a definition 

of this word. The use of a pilot study may have helped to refine the 

questionnaire (Polft and Hungler 1995). 

It is interesting to note that many respondents felt that graduates should be in 

management, teaching or research posts which is in contrast to the findings of 

graduate follow-up studies (Ring 2002; Kemp 1994; Smith 1993; Bircumshaw 

and Chapman 1988; Howard and Brooking 1987; Reid, Nellis and Boore 1987; 

Kemp 1985; O'Brien 1984; Sinclair 1984). These studies have demonstrated 

that most graduate nurses remain within clinical practice. Some argue that 

graduate nurses will be less likely to stay in the profession due to their more 

transferable qualification (Akid 2001). 

Fitzpatrick, While and Roberts (1996a) investigated the process of professional 

socialization in Adult nursing students from a traditionally trained R. G. N. 

programme (n=34), a diploma programme (n=34), and a degree programme 

(n=31). Each programme was provided by three different institutions. A semi- 

structured interview was designed to explore the following areas: events 

considered significant to the participants' nursing practice; events considered to 

demonstrate high and low quality nursing care; issues considered important to 
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their practice; the participants' views of their strengths regarding practice; and 

practice areas in which they felt less confident; and finally key people who they 

considered had influenced their practice. The interview schedule was piloted on 
diploma students (n=7) and degree students (n=5) drawn from a location not 
involved in the study. 

From the tape-recorded interviews, content analysis was carried out. The 

researchers carried out rater-reliability on the coding process by randomly 

selecting 10% of the data to an independent researcher. Any disagreement was 
discussed and reviewed as necessary. The authors support the findings with 

verbatim statements from the participants. 

For both the degree programme (58%, n=18) and the R. G. N. programme (49%, 

n=16) the most frequent response to the question asked on the events which 
influenced their practice, was the therapeutic influences of the practice 

environment (e. g. role modeling and organization of nursing care). The majority 

of diploma students (53%, n=18) focused upon the positive influences of aspects 

of their course (e. g. course philiosophy, particular course units), and this was the 

second most frequent choice by degree participants (55%, n=17). However, 

none of the R. G. N. programme highlighted this category (Fitzpatrick et al 
1996a). The authors explain that this may be in part due to the changes seen 

within nurse education at the time i. e. the reallocation of resources away from the 

R. G. N. programme to the new diploma programmes. 

Participants' rationale for events which they considered significant to their 

practice were discussed. The degree programme participants highlighted the 

acquisition and application of new knowledge and skills to enhance role 

performance (55%, n=17) and modeling clinical performance on exemplars of 

good practice (52%, n=16). The R. G. N. participants also highlighted these 

categories as the most frequent. All three programme commented on the value 

of role modeling upon the development of their nursing practice. In particular, 

the therapeutic influence on the practice environment was highlighted by the 

R. G. N. and degree programme participants. The authors stated that this could 
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reflect the more extensive clinical placements experienced by these groups. 

All three programmes identified nurses in practice from the institutional setting 

as the key persons in their development as nurses. More than two fifths (45%, 

n=13) of degree participants particularly valued teachers from the educational 

setting, while only three diploma students, and two R. G. N. students felt this. 

Fitzpatrick et al (1996a) suggests that this may reflect the small class sizes within 

the degree programmes, which facilitate the use of student-centred approaches to 

learning. However, I think this could also be explained by institutional variance 
between the three groups as each group was selected from a different institution. 

In a large study by Robinson, Murrells, Hickey, Clinton and Tingle (2003), the 

researchers investigated the career and competencies of nurses qualifying from 

three-year degree and three-year diploma programmes. The aims of the research 

were firstly, compare the careers of graduate and diploma nurses (Part A) and, 

secondly, to compare the competencies of graduate and diplomate nurses (Part 

B). 

Although the authors pointed out that a longitudinal study would have been 

preferred, due to time constraints, a cross-sectional comparison approach was 

used. Within Part A cohorts of graduates and diplomates were recruited. The 

diplomate cohort had been recruited in the course of another study, and 

questionnaire data was available for the following time points: at qualification, 

six months, 18 months and three years after qualification. In generating the 

graduate cohorts, the authors used four retrospective cohorts: Cohort 1 who had 

qualified in 2001 (at qualification comparison), Cohort 2 who had qualified in 

2000 (six months after qualification comparison), Cohort 3 who had qualified in 

1999 (18 months after qualification comparison) and Cohort 4 who had qualified 

in 1998 (three years after qualification comparison). 

Graduates were recruited by sending letters requesting participation via the 

U. K. C. C., with the exception of Cohort 1 who were contacted via their 

university. The authors explained that the diplomats were recruited via an 
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invitation during a face-to-face meeting with the researchers. This impacted 

upon the response rates. Seventy-six percent (n=1596) of diplomats eligible to 

take part agreed to do so. Response rates at the various stages of the study were 
80%, resulting in 43% (n=900) of diplomate qualifiers being retained after three 

years. The percentage of the four graduate cohorts who agreed to participate 

ranged from 45% to 55%; subsequent questionnaire response rates from between 

90% and 98% resulted in the following proportion of graduate qualifiers in the 

study: 43% (n=99) of Cohort 1,50% (n=111) of Cohort 2,48% (n=53) of Cohort 

3 and 44% (n=57) of Cohort 4. Due to the very small number of other branch 

graduates used, only those for Adult branch data were presented. 

Robinson et al (2003) demonstrated that graduates were significantly younger, 

significantly less likely to have a partner, be married, have children living with 

them and significantly less likely to have pre-course childcare and employment 

experiences, than diplomats. Graduates were also found to be significantly more 
likely to have higher educational qualifications (e. g. 66% (n=1053) had two or 

more A-levels compared with 31% (n=31) of diplomates), and were significantly 
less likely to have entered their course without formal academic qualifications. 
Both groups attracted a very small proportion of men and members of ethnic 

minority groups (Robinson et al 2003). 

Upon and following qualification, both groups were satisfied with, and support 
from, colleagues or peers, availability of supplies and equipment, and the 

proportion of time providing direct patient care. However, sources of 
dissatisfaction common to all qualifiers were pay and grade in relation to the 

level of responsibility, career development discussions, paperwork and 

opportunities to reflect on practice (Robinson et al 2003). 

Robinson et al (2003) noted that at six months the overall level of satisfaction for 

diplomates and graduates were similar; at 18 months the level had fallen for both 

groups, at three years the diplomates were more satisfied than they were at six 

months, whereas this was not the case for graduates. Graduates had significantly 

lower levels of satisfaction than diplomates with pay in relation to the level of 
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responsibility at 18 months and three years. Graduates had significantly lower 

levels of satisfaction than diplomates with grade in relation to the level of 

responsibility at 18 months and three years. Graduates also had lower levels of 

satisfaction with opportunities to reflect upon practice and opportunities to 

provide good quality care. Within Part B, Robinson et al (2003) demonstrated 

that graduates had higher expectations in a number of respects and this may 

account for the higher level of dissatisfaction among graduates. 

Robinson et al (2003) explained that graduates were more career-minded than 

diplomates as they were significantly more likely to start their nursing course to 

gain a professional qualification or have an occupation with career prospects. 

Graduates appeared more certain about their career plans and were significantly 

more likely than diplomates to emphasise professional and career development 

opportunities as reasons for preferring to work in the N. H. S.. Interestingly, 

graduates were significantly more likely than diplomates to indicate that they 

hoped to be working at a higher grade at future time points when asked at 

qualification, six months, and 18 months after qualification. Graduates 

demonstrated dissatisfaction, particularly at three years, due to the "... substantial 
lack of fulfillment of these higher career expectations" (Robinson et al 2003, 

p. xix). Once graduates began working in the N. H. S. they were significantly less 

likely than diplomates to indicate that they would remain in nursing. However, 

no differences in retention were noted in the three-year study. Robinson et al 

(2003) suggest that it may be more difficult to retain graduates in the future. 

During Part B of their study, Robinson et al (2003) investigated the differences 

in competencies of graduates and diploma prepared nurses in the early- 

qualification period. Competencies were self-rated and rated by immediate line- 

managers at one, two, and three years after qualification. The Nursing 

Competencies Questionnaire (N. C. Q. ) developed by Bartlett, Westcott, Hind and 

Taylor (1998 cited by Robinson et al 2003), was used to measure nursing 

competence. The respondents were asked to rate how often each 103 

tasks/functions had been performed over the previous six months. Robinson et al 

(2003) highlight the limitations of this competency scale. Firstly, that while 

54 



other studies had found the scale to be reliable, "... very little evidence exists that 

it is valid to assert that the suggested constructs do underlie the items... " 

(Robinson et al 2003, p. 132). Secondly, all the items in the N. C. Q. are socially 
desirable items, in that there are no negatively worded items. This, the authors 

suggest, could lead to response bias, i. e. could lead to an inflation of estimated 

scores. Thirdly, the N. C. Q. uses a Likert-type scale ('always-usually- 

occasionally-never') which restricts the range of responses. Many of the items 

refer to "... basic nursing tasks or functions and leave no scope to differentiate a 

very high level of performance from an average but very acceptable level of 

performance. " (Robinson et al 2003, p. 133). The authors argue, that as a result, 

most answers were `always' or usually', thus leading to a very low level of 

variability within the scores. Finally, the authors point out that the N. C. Q. does 

not take into account the barriers to the provision of care: 

"For example, a nurse may be highly competent at 
initiating changes in the delivery of care, yet the 
organization is unsupportive and the nurse can only 
initiate change `occasionally', then that nurse will 
receive a low competency score... " 

(Robinson et al 2003, p. 133). 

Graduates who returned career questionnaires were then asked to complete the 

N. C. Q. A sample of the existing diplomate cohort who were qualified for three 

years were asked to complete the N. C. Q. Diplomate cohorts for one and two 

years after qualification had to be recruited via the U. K. C. C.. Line-managers 

were recruited through nurses who had returned their N. C. Q. All branches of 

nursing were included in order to create sufficient number for multivariate 

statistical analysis. Response rates for nurses were 66% for graduates (n=166), 

30% for diplomates (n=188). Response rates for line mangers were 36% (n=60) 

for graduates and 27% (n=5 1) for diplomates. 

Robinson et al (2003) concluded that there were no meaningful differences in 

graduates' and diplomates' competencies as measured by the N. C. Q.. They 

conclude: 
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"... this should alleviate concerns that graduate 
courses do not prepare nurses adequately in terms 
of practical skills or that diploma courses prepare 
nurses to a substantially lower level than degrees. 
This research also suggests that there is no 
advantage with three-year degrees in terms of 
competence and so raises the question ... about the 
advantages to nursing of the three-year degree... " 

(Robinson et al 2003, p. xxi) 

Robinson et al (2003) recommend further study to investigate the similarities and 

differences of graduate and diploma programmes. They also suggest that there is 

a need to develop a valid, reliable, and theoretically informed tool to measure 

nursing competency. 

Happell (2002) carried out a study investigating views of undergraduate nursing 

students towards desirable and undesirable areas of practice. The longitudinal 

study used two stages. Firstly, during the first three weeks of the course, a 

questionnaire, developed by Stevens and Crouch (1995 cited by Happell 2002), 

was administered to 834 first year undergraduate nursing students throughout 

Victoria, Australia. A response rate of 95% (n=793) was achieved. Secondly, 

the questionnaire was re-administered three years later at the end of the 

programme. Five hundred and fifty six questionnaires were distributed with a 

return rate of 92% (n=521). The lower sample in the second stage reflected the 

attrition from the programme. A pilot study using 30 students was carried out, 

with students commenting on the clarity of each question. The authors fail to 

state whether the pilot sample was from the same population as the main study, 

as subjects from the pilot study should possess the same characteristics as those 

subjects in the main study (Polit and Hungler 1987). The authors claim that this 

reflected the reliability of the instrument and no modifications were made. 

However, there are no reliability or validity tests used, which would raise 

questions as to the reliability and validity of the instrument on this sample 

population. 

Undergraduate students within stage one of the research indicated that areas of 
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nursing practice such as working with children, midwifery, intensive/critical care 

and theatre nursing were viewed as very popular. Areas such as psychiatric 

nursing, aged care, and community health nursing were not popular choices. 

Medical and surgical nursing were ranked in the middle of these areas. 

Stage two of the research indicated that by the end of the programme career 

preferences had changed. Surgical nursing demonstrated the most dramatic 

ascendancy, to become the most popular choice, followed by intensive/critical 

care. Midwifery and working with children had become less popular, but 

psychiatric nursing, aged care and community health nursing were still the least 

popular choices. 

Happell (2002) discussed the implications of her findings. The more 

technologically driven areas of practice emerged to be the most popular by the 

end of the programme, which supports earlier research cited within her article. 

Happell suggests changes in attitudes such as ̀ you need to consolidate your skills 

in a general hospital first' and also recommended a review of nursing curricula to 

reflect the image of nursing in less popular areas. 

I think Happell's research highlighted some interesting findings that could 

possibly be pertinent to the current situation in nursing within the U. K., although 

due to the Branch programmes some areas may be highlighted differently. 

Further research would be worthwhile within the U. K. to identify the similarities 

and differences in career aspirations between diplomates and graduates. It may 

be that graduates work within clinical practice rather than in management and 

education, but they may identify specific areas, such as those which are 

technology-driven. It may be the case that these areas would prefer to recruit 

graduates, leaving the less popular choices to be staffed by diplomates. There 

could be problems in attracting and retaining staff in the less popular areas, but 

perhaps the promotion prospects in those areas may be easier than in those which 

attract a high number graduates. However, at present there is a lack of research 

evidence to support or refute these hypotheses. 
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The literature review revealed a lack of research evidence into graduate nursing 

within the U. K.. With essentially two types of pre-registration nurse education in 

the U. K., the nursing profession has been asking questions as to the differences 

between the products of each programme. 

2.5 The product of the nurse education programmes 

Learning outcomes for pre-registration programmes are specified in the statutory 

rules (U. K. C. C. 1989) and these assume that in terms of competence to practice 

there is no difference between diploma and degree routes. It may be argued that 

a first level nurse is a first level nurse regardless of academic level of pre- 

registration preparation (Pleasance and Sweeney 1994). Hayward (1982) 

acknowledged that there is a need to study the `end products' but relatively little 

research has been undertaken in the area. 

Academic product 

The differences between diploma and degree education are the level of difficulty 

and amount of study taken at each level (Partington 1997). In 1997 Dr Roy 

Partington produced a report on levels, standards and credit award frameworks. 

For the purpose of explaining academic level, this report will be used as the 

source of information. Generic descriptors offer guidelines about the expected 

study features and degree dimensions at each level, commencing at level one and 

progressing to level four. 

a. Generic Descriptor 1 

The establishing of `ground rules' for the profession is taught mainly through 

directed study rather than self-directed study. Knowledge is understood but not 

necessarily integrated into the broader frame. Students reflect on their personal 

and professional experience and reflect on their own practice, drawing out 

strengths. 
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b. Generic Descriptor 2 

At this level students show a widening of the scope of their field of study 

enabling the student to map knowledge into a coherent picture of their discipline 

and professional field. Significant critical analysis is expected while still 

remaining under tutor supervision, although students are expected to work 

towards increasing independence from their tutors as they learn to question, 

challenge and evaluate different authorities. 

c. Generic Descriptor 3 

At this level students are expected to show familiarity with broad areas of 

knowledge, and are able to express viewpoints and address issues logically and 

systematically. More extensive literature and data searches, and advanced 

methods of information technology are expected. Within the practical area, 

students are expected to show confidence in planning, implementation and 

evaluation, together with application of particular knowledge and skills. 

Students should be beginning to develop self-directed learning. 

d. Generic Descriptor 4 

At this level students have a confident familiarity with defining concepts and 

features of their specialist subject of study. They have a clear understanding of 

the profession's boundaries, the limits of its application, and the range of 

methods of study and types of judgement involved. While their study may have 

some aspects of mastery, it will normally be distinguished from it by a relative 

lack of a body of experience. It is not normally expected that the work should 

meet criteria for publication in a professional or academic journal, but it should 

show potential to satisfy the criteria. These students should be able to criticise, 

evaluate and argue, and where appropriate, reflect the relevant academic and/or 

professional values, and challenge existing orthodoxies, and make cogent 

proposals for new approaches and understandings. 

59 



Therefore, according to Partington's (1997) those with higher academic 
achievements should also have better practical skill. 

Davis and Burnard (1992) asked all professors of nursing in UK universities to 

identify five characteristics of different levels of study, including diploma, 

undergraduate and post-graduate levels. Ten replies were received, but it is 

impossible to work out the response rate from the information given. Twenty- 

three masters students from Europe were asked to do the same. Content analysis 

of the participants' responses revealed the following characteristics of diploma 

and degree level education. 

At diploma level of study, the student has a broad spectrum of knowledge, made 

of discrete categories, and uses a problem solving approach. The model of 
diplomate education used is based on an apprenticeship model which emphasises 

task orientated practice, and disease. The diplomate's research activity is limited 

to data collection for others, and the application of others' evaluation of research, 

and an introduction to critical reviewing skills. During diploma education, there 

is a high proportion of time with tutor/student contact. 

At bachelor [i. e. undergraduate] level of study, the student has a professional 

orientation, which uses a broad and deep understanding demonstrating 

integration across categories. Translated into practical work, the graduate uses a 
holistic approach to care, using the application of the nursing process based on a 

conceptual model, with a move away from a disease model to a bio-psycho-social 

model. The graduate has an understanding of the research process, uses a broad 

range of literature to inform practice, shows self-awareness, and an ability to 

carry out independent study. The authors point out that the issue of academic 
level within nursing needs to be investigated further, both in terms of academic 

and practice differences. 

Bevis and Krulik (1991) discussed changes in the education system for nurses in 

Israel. Graduates were to be "... substantially different nurses who are more 

academic, more clinically competent, more creative ... " [p. 364] and would 
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provide an improvement in patient care. The authors felt that these graduates 

should be better equipped for make competent and self-reliant decisions, while 
being more assertive and accepting of the responsibility for ethical and moral 
decisions made. The authors discussed the changes to the programme and the 

preparation of teachers, but do not provide any evidence to support these claims 

that graduate nurses educated within institutions of higher education would be 

`substantially different' to those already trained within the hospital-based training 

system. 

McKenna (1994) investigated the attitudes of traditional (n=20 third-year R. G. N) 

and undergraduate (n=20 second-year Bachelor of Science (B. Sc. )) nursing 

students towards nursing models. The 20-item Likert-type questionnaire was 

tested for reliability using Cronbach's alpha (r=0.78), and the authors describe 

and detail the content of the questionnaire within the report. Twenty out of 21 

(95%) of traditional students and 20 (100%) B. Sc. students responded. Both 

groups of students responded similarly (i. e. no statistical significance) to the 

questionnaire in that the majority felt that nursing models would improve patient 

care, would incur more paperwork and more time would be required to do the 

paperwork, but would also identify patients' needs and become part of the 

patient's record. It is interesting to note that the traditional students had a more 

positive attitude to models `working well in practice'. McKenna (1994, p. 533) 

suggests reasons for this: 

"One could argue that third year college 
students [i. e. traditional] have spent more time 
in the clinical setting ... they have had more 
opportunity of seeing models work in practice. 
An opposing interpretation could be that 
university students [i. e. B. Sc. ] are more 
sceptical about the successful application of 
nursing models, because they are actively 
encouraged to be more questioning about 
innovations - especially those not supported by 
research. " 

McKenna's (1994) research used a relatively small convenience sample and the 

author warns against generalising these results across the U. K.. However, it may 
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suggest that the ̀ products' of different nurse education programmes are indeed 

different. 

During a workshop with pre-registration degree and Dip. H. E. providers held in 

1998 (National Board for Nursing, Midwifery and Health Visiting for Scotland 

(N. B. S. ) 1998a), the participants all agreed qualitatively that undergraduate 

preparation was different from that of the Dip. H. E., and that graduate nurses 

were distinct from diplomate nurses. These distinctions included better problem 

solving, decision making, communication, and leadership skills, and additionally, 

graduates were considered better prepared to develop their practice than 

diplomates. The participants also reported that they regularly received feedback 

from employers that indicated a difference between graduate and diplomate 

nurses. `Graduateness' was felt to have added value in terms of enhanced levels 

of critical, analytical, evaluative and decision-making skills (terms also found by 

Higher Education Quality Council 1997). The N. B. S. advised the profession 

that the current exit points within nursing should remain, but that it should aim 

for a greater percentage of students existing with degree, either after three years 

(Scottish Ordinary degree) or after four years (Honours degree). However no 

agreement has been reached on the number of students exiting with a diploma, a 

degree or an honours degree. The N. B. S. later explained that the rationale for a 

graduate-based profession is based on the complexities of health care, the 

demands for evidence-based-practice, comparability with other members of the 

health care team, and the increased expectations of society regarding educational 

preparation (N. B. S. 1999). The Scottish Executive (2001) later stated that 

education providers should aim to produce 80% graduates at the point of 

registration by 2005. 

However, the report (National Board for Nursing, Midwifery and Health Visiting 

for Scotland (N. B. S. ) 1998a) does not give any details of whether a sample of 

education providers was used and how this sample was obtained. Therefore the 

generalisability of the findings may be questionable (Polft and Hungler 1987). 

The data collection technique(s) employed during the workshops and the method 

of data analysis are not reported. This could make the findings susceptible to 
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researcher bias. There is no evidence of member validation of the findings, 

making the credibility of the findings questionable (Guba and Lincoln 1981). 

I will now discuss the literature available from the U. K. and U. S. A. comparing 

graduate and diploma programmes and the products of these programmes. 

2.6 Comparison of diploma and undergraduate preparation in nursing 

In the U. K., While, Fitzpatrick and Roberts (1998) carried out an exploratory 

study of traditionally trained nurses, diplomates and undergraduates to establish 

what they felt were the similarities and differences between senior students from 

different pre-registration nurse education courses. A triangulation design using 

two simulations, non-participant observation and a semi-structured interview, 

was used to explore senior student performance in Southeast England. Three 

groups were used: R. G. N. s (n=34); diplomate nurses (n=34); and undergraduate 

nursing students (n=31). The sample was selected from three institutions 

providing each type of programme so that the potential of individual centres 

confounding the findings would be minimised. The researchers used volunteers 

for the study, but the reader is not made aware of how the sample of the 

volunteers was obtained. A potential disadvantage of using volunteers is that 

only those students who felt confident or good enough to be assessed would 

actually volunteer for the study. The limitation of using a volunteer sample is 

that we know little or nothing about those who do not take part in the study 

(Parahoo 1997). Parahoo (1997) also argued that self-selected participants may 

show more interest and motivation, but at the same time they may also be "... 

conformists and traditional in outlook and could thus bias the sample" [p. 233]. 

The information seeking exercise involved a short written scenario presented to 

the participants, who were asked to list any information they would require 

before planning care. All participants were given a maximum of ten minutes to 

complete this part of the exercise. Two pilot studies were carried out to refine 

the exercise. The data were analysed quantitatively using Kruskal-Wallis and 

Mann-Whitney U-tests. These were appropriate statistical tests as both are 
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