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ABSTRACT 

Emergencies can occur at anytime and as such requires prompt and efficient 

interventions in order to ensure stability, prevention of complications and 

early recovery. The success of the intervention will depend on competence 

of health workers especially registered nurses who are in the forefront in 

providing the service to clients. 

A 1 iterature review was conducted to identify what emergencies are, as well 

as competencies that are expected of attending nurses if life is to be saved. 

Different definitions or concepts of emergencies were analysed. The 

underlying factor is that "an emergency is any condition requiring medical 

attention". Thus emergencies call for care aimed at stabilizing, prevention of 

complications, and early recovery. 

The professional nurses' competence is mainly the performance of skills and 

techniques that also requires integration of knowledge, skills, judgement and 

an array of characteristics that contribute to safe and ethical practice. 

Since the study was looking at 'job specific' competencies, the focus was on 

resuscitation skills expected of nurses, namely a primary and secondary 

survey. The nurses are also expected to participate in the triage of patients 

being seen in the emergency department. 
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The conceptual framework used was competence-based assessment that 

involved the observation and measurement of skills, for which the 

professional nurse was accountable . 

The research methodo1ogy covered the research design and a quantitative 

descriptive approach was applied in the study. The target population was 

registered nurses practicing in the casualty department. Data was collected 

by means of a checklist. Raw data was analyzed and presented as 

descriptive statistics of frequency distributions and cross tabulations . 

Correlations were also utilized where possible . 

The study sought to detennine the competence of registered nurses in 

managing emergencies at a teaching hospita1 's Accident & Emergency unit. 

The competence of nurses has been unsatisfactory according to the h:rradin g 

of scores. 
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CHAPTER 1 

INTRODUCTION AND BACKGROUND TO THE PROBLEM 

1.1 INTRODUCTION 

Emergencies can occur anywhere, such as in the community, emergency 

department and even nursing units . According to Black & Matassarin-Jacobs 

( 1993 :. 87-92), an emergency is any sudden illness or injury that is perceived by 

the client or significant other as requiring immediate attention. The emergency 

continues until the condition is stable or no longer threatens the clients' 

integrity or well-being. 

This calls for emergency nursing intervention that requires a broad knowledge 

base to provide safe and competent care to clients with a variety of conditions. 

Emergency nursing requires rapid and sound assessment skills, physiologic 

responses, psychosocial behavior cns1s intervention, communication 

techniques, triage, trauma care and the ability to provide care in uncontrolled or 

unpredictable environment. This implies that all nurses working in Accident 

and Emergency units must have the basic knowledge and skills needed for 

rapid assessment, intervention and safe management of emergencies. In other 

words quick and competent emergency care is the key to rapid stability, 

prevention of complications, and early recovery. 

The competencies in terms of skills in nurse are very crucial to any case that 

comes through Accident and Emergency (A&E) departments. The subject has 

drawn a lot of interest among society in general and nurse practitioners to the 

extent that different authors emphasize different aspects of core competencies 

that a professional nurse should possess, and can broadly be categorised as: -
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1. Professional (skill) competence accepts accountability and 

responsibility for own professional judgments. The nurse displays 

behaviour based on own be liefs, attitudes, and knowledge matched to 

and in the context of a set of expected outcomes as defined by nursing 

scope of practice and benchmarks that assure safe performance of 

professional activities . 

ii. Cognitive competence - demonstrates critical thinking, problem- solving 

skills across a range of professional and care delivery contexts. 

111. Inter-personal skills - ability to get on well with others m the work 

environment e .g. peers, doctors and others . 

1v. Emergency care patterns of interaction - involves relationships that are 

focused on teamwork during routine and emergency work as well as 

coordination with others within and outside the department in the 

delive1y of care (Seribante et al , 1996:217-26) 

The University Teaching Hospital (UTH), Lusaka, Zambia is no exception to 

current client and nurse practitioners' expectations and key competencies 

expected of professional nurses working in Accident and Emergency 

departments . 

The University Teaching Hospital is the national refe1ral hospital in Zambia. It 

also provid s care to its local population now estimated at 1.2 million (Central 

Stati tical Office Report, 2000) . With this increasing population comes a 
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corresponding increase in numbers of emergency cases attending the hospital 

as was seen from statistics for 2000 about casualty department (see Table 1.1 

for a summary of patient attendance) : -

TABLE 1.l: SUMMARY OF PATIENT ATTENDANCE PROFILE FOR 

THE YEAR 2000 

INJUB.IES/CASES MALE FEMALE TOTAL 

Road Traffic Accidents (RT A) 3,096 1,302 4,398 

Bums 447 313 760 

Accidental falls 1,263 832 2,095 

Dog bites 238 125 363 

Rape - 264 264 

Food poisoning 518 344 862 

Assault 3,246 1,238 4,484 

Other injuries 4,348 1,864 6,212 

All other diseases 21,655 21,200 42 ,855 

TOTAL 34,811 27,482 62,293 

SOURCE: UTH MEDICAL STASTISTICS FOR CASUALTY, 2000. 

1.2 STATEMENT OF THE PROBLEM 

Since nurses are the first to receive patients, the prov1s1on of timely 

intervention in emergency victims is critical if nurses in Accident and 

Emergency are to influence outcome of each patient. If nurses are competent in 

handling emergency cases , the life can be restored and if they are not, then , 

lives can be lost. This fact has been confirmed by evidence-based practice 

reports (Williams et al. , 1997 : 1-54 ; Esposito et al., 1995(10): 24-29) stating 

that a good mix of competent nurses and doctors is essential , and that they 
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should have had Advanced Trauma Life Support (ATLS) courses as part of the 

requirement in order to increase the possibility of better patient outcomes. 

It is not clear whether all the nurses practicing in the Accident and Emergency 

units are competent to handle emergencies. It is behind this scenario that the 

researcher would like to conduct a study on: 

"The .Competence of Registered Nurses in managing emergencies 

at a teaching hospital in Zambia". 

There is cutTently no record of any study done on the above topic in Zambia, 

however similar studies have been done outside the country. 

1.3 PURPOSE OF THE STUDY 

The purpose of the study was to explore and describe the professional nurses' 

competence in handling emergency cases that are brought to the Casualty 

Department at University Teaching Hospital, Lusaka, Zambia. 

1.4 OBJECTIVES 

The objectives of this study are to: -

- Ca1Ty out a literature review on Accident and Emergency nursing 

- De cribe the personal profile of nurses working in the accident and 

emergency department 

- Identify and adapt protocols used in the Accident and Emergency 

department as part of the instrument development 
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- Measure professional nurses' competence in managing emergencies m 

relation to Protocols of Trauma care. 

1.5 SIGNIFICANCE OF THE STUDY 

The study will be beneficial on the following aspects: -

All professional nurses registered with the Nursing Council of Zambia 

working in Accident and Emergency Units may benefit from the study, 

since findi_ngs could highlight strengths and weaknesses of the 

competencies of professional practices. 

The general public and community at large have explicit and ve1y high 

expectations regarding the quality of patient care in the health system; 

therefore it is important that nurses' competencies be checked at regular 

intervals . 

These expectations hold the professional nurse responsible for providing the 

expected competent emergency care. The public stands to benefit from the 

outcome of the study, as it will contribute to patient care in Emergency 

departments . 

1.6 DEFINITION OF CONCEPTS 

1.6.1 COMPETENCE 

Fairchild (1996:38) describes competence as the "ability to practice a skill with 

afety and efficiency and usually is a result of continual application of 

knowledge and skill." The International Council of Nurses (ICN) defines 
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competence as "a level of perfonnance demonstrating the effective application 

of knowledge, skill and judgement (ICN 1997:44) According to Troskie 

( 1993), "the nurse acquires the official mandate to practice as a registered nurse 

after successful completion of her training; this mandate recognizes the nurse's 

abilities, skills, knowledge, understanding and experience". This definition 

entails that the nurse should be able to perfonn nursing activities safely, 

according to determined standards, within the scope of her/his practice, in 

coordination with other members of the health care team . 

For the purpose of this study, competence will be assessed against Emergency 

department resuscitation protocol using primary and secondary surveys . 

Primary survey is an organised approach for the evaluation of atrway, 

breathing, circulation and neurological function . It also focuses on the 

identification of injuries that pose immediate threat to patients' life (Emergency 

Nurses Association, 1998: 230). 

Secondary survey is a more complete evaluation of the patient and includes 

vital signs, obtaining history, head-to-toe exami.nation and inspection of the 

back . Potential life threatening conditions that can be identified include 

hypothermia, pelvic fractures and spinal cord lllJLmes. Laboratory 

investigations may be requested for to help 111 the care of the patient 

(Emergency Nurses Association , 1998 : 230 - 234). 

1.6.2 REGISTERED NURSE/PROFESSIONAL NURSE 

This is a person regist red as a nurse by the General Nursing Council of 

Zambia under section 13 of the Nurses and Mid wive Act (No. 31 : 1997:295-
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318). The professional nurse is one, who "by virtue of intellectual capacity, 

education and moral outlook, is capable of the exercise of intellectual and 

moral judgement, at a high level of responsibility. Judgment is based on broad 

knowledge, penetrating wisdom about particular circumstances and great 

certitude about ones' actions which engenders societal trust" (Searle & Pera, 

1995: 119). The ICN also defines a Professional nurse as " a person who has 

complyted a programme of basic nursing education and is qualified in his/her 

country to practice nursing." 

For the purpose of this research the term professional nurse will be used and 

refers to a Registered nurse at functional level and in a specialized unit . 

1.6.3 ACCIDENT AND EMERGENCY DEPARTMENT 

Is a part of the health institution designated to attend to accident and emergency 

patients/cl ients being brought in from the surrounding community. 

1.6.4 EMERGENCIES 

According to Black et al (1993: 87-92), an emergency is any sudden illness or 

inju1y that is perceived by the client or significant other as requiring immediate 

attention. The emergency continues until the condition is stable or no longer 

threatens the clients' integrity or wellbeing. 

1.6.5 MANAGING 

Thi involves the actual attendance and provision of nursing and medical care 

to the patients coming to casualty unit seeking treatment for emergency 

conditions . 
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1.6.6 TEACHING HOSPITAL 

A teaching hospital is one that has an adequate mix of specialist services with 

sufficient manpower and facilities that can sustain both the service and teaching 

function of the hospital. University teaching hospital serves as a national 

referral hospital and provides training for doctors, nurses, clinical officers and 

paramedical staff like pharmacists, physiotherapists, laboratory technicians and 

radiog'.aphers. 

The arrangement of the research report is as follows: 

Chapter 1: 

Chapter 2: 

Chapter 3: 

Chapter 4: 

Chapter 5: 

SUMMARY 

Introduction and back!::,>-round to the problem 

Literature review and conceptual framework 

Research methodology 

Analysis and interpretation of data 

Discussion of findings, limitations, conclusions and 

recommendations 

Emergencies can occur at anytime and as such requires prompt and efficient 

interventions in order to ensure stability, prevention of complications and early 

recovery . The success of the intervention will depend on competence of health 

workers, especially Registered nurses who are in the forefront in providing the 

service to clients . 

The objectives of the study, purpose and tenns were stated. 
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The study was aimed at assessing the professional nurses' competencies m 

managing emergencies . The study is significant in that it will benefit the 

professional nurses working in accident and emergency units by highlighting 

the strengths and weaknesses. 

The next chapter will look at the Literature review and conceptual framework. 



CHAPTER2 

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK 

2.1 INTRODUCTION 

Advances in pre-hospital care, in emergency medical systems, and in transport 

to regional trauma stations together with advances in medical and nursing 

management of clients in emergency situations have led to increased survival 

among patients. Much of this is attributed to the role of the registered nurse. It 

is therefore necessaiy to describe and analyze the current role and 

responsibilities of the registered nurse. 

During the review of the literature, the following outline was followed: 

► A di cuss ion and analysis of what is meant by nursing competencies 

► The meaning of emergency care competencies 

► Emergency department resuscitation skills as a component of emergency 

care competencies 

► The tTimodal distribution of death and it's role in determining the skills 

required by emergency care nurses 

► The philosophy of care and it's effect on the care delivered in emergency 

care 

► Nurse triage as a priority directive in delivering emergency care 

► Clientele and client satisfaction 

► The role of continuing education 

► The conceptual framework of the study 
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Provision of emergency facilities in Zambia 1s a responsibility of the 

government through the Ministry of Health who run hospitals and hea1th 

centers scattered all around the country as is the case with some other countries 

around the world, both developed and underdeveloped. 

According to Black et al (1993 : 87-92), an emergency is any sudden illness or 

injury _that is perceived by the client or significant other as requiring immediate 

attention. The emergency continues until the condition is stable or no longer 

threatens the clients' integrity or wellbeing. 

Emergencies can occur anywhere such as community, emergency department 

and even nursing units. When emergencies arise, they call for competent 

emergency intervention or care. 

The Emergency Nurses Association of America defines emergency care as 

involving the: -

"Assessment, diagnosis and treatment o_f perceived, actual or potential, sudden 

or urgent physical or psychological problems that are primarily episodic or 

acute. Th ese may require minimal care or life support measures, client and 

sign[ficant other education, appropriate referral and knowledge of legal 

limilalions." (Dains , 1991 :98-100) 

From the above definition of 'emergency care' , it implies that Emergency 

nursing requires a broad knowledge and skills base to provide safe and 

competent care to clients with a variety of conditions . These include rapid and 

sound assessment skills , physiologic responses, psychosocial behaviours crisis 

intervention communication techniques, triage, trauma care and the ability to 
' 
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offer care in uncontrolled or unpredictable environment. It is therefore 

important that all nurses have basic knowledge and skills needed for rapid 

assessment, intervention and safe management of emergencies. Quick and 

competent emergency care is the key to rapid stability, prevention of 

complications, and early recovery . 

2.2 NURSING COMPETENCIES 
The definition of a professional nurse that underpins the competencies 1s 

derived from the ICN 'Report on the regulation of Nursing' (ICN 1986: 14). 

The report cites ICN ( 1983: 17) as "a person who has completed a programme 

of nursing education and is qualified in her/his country to practice nursing .. . the 

educational programme prepares the nurse, through study of behavioural, life 

and nursing sciences and clinical experience, for effective practice and 

direction of nursing care, and for leadership role". 

In order to provide the quality of care that can efficiently restore or stabilize the 

patient's condition, we have to identify the competencies possessed by the 

professional nurse. The International Labour Organisation (ILO, 2000) 

describes competencies in relation to work roles at three different levels of 

specificity. 'Core competencies' describes broad, generic competencies 

expected of all employees, whatever their grade or role in an organization; 

'level competencies' are those required of staff at specific grades or levels of 

seniority; and 'job specific competencies' are the most detailed and narrowly 

focused. 
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In line with the above, the ICN has provided fundamental competencies 

expected of a Professional nurse in its Code of Ethics (2000a) in cognisance of 

ILO competencies, namely: -

a. Accountability: 

Being answerable or accepting accountability and responsibility or one's 

~wn professional judgements and actions . Ability to recognise one's 

limitations in role and competence as well as being willing to consult 

fellow nurses and health care professionals when nursing care requires 

expertise beyond our own current competence or scope of practice and 

when individual or group needs fall outside the scope of nursing practice 

respectively. 

b. Ethical practice: 

The nurse practices in accordance with the ICN Code of Ethics (2000) 

and ensures that all aspects of ethical conduct are upheld in his/her area 

of practice. Ethical practice is one that will acknowledge patient's rights 

to choice in nursing and health care. It also encompasses the patients 

right to privacy and access to information. The nurse has to provide 

culturally sensitive care and acts in an advocacy role to protect human 

rights. This therefore calls for the nurse to recognise his or her own 

beliefs and values and respect the values, customs, spiritual beliefs and 

practices of individual groups. 

c. Legal practice: 

Demonstrates knowledge of relevant nursing and health care legislation 

and regulation and practice in accordance with all relevant legislation. 
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The nurse should recogmse and act upon breaches of law relating to 

nursing practice and/or professional code of conduct. 

From the above expectation of the professional nurse, competence is more than 

the ability to perform skills and techniques but requires the integration of 

knowledge, skills judgement and personal characteristics in order to practice 

safely .and ethically. Competence is more than the ability to perform skills and 

techniques. Competence involves the ability to assess the situation, understand 

the underlying factors contributing to the situation, to intervene appropriately, 

to be able to predict the outcome of an intervention, and be able to respond 

with alternative interventions in the event of a lack of response or an untoward 

response to the intervention (Gurvis & Grey, 1995). 

Seribante et al, ( 1996 :217-26) identified four main categories of competencies 

as follows: -

• Professional competence - accepts accountability and responsibility for 

own professional judgments and actions. 

• Cognitive competence - demonstrates critical thinking, and problem­

solving skills across a range of professional and care delivery contexts . 

• Inter-personal skills - ability to get on well with others 111 the work 

environment e.g. peers, doctors and others . 
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Emergency care patterns of interactions - involves relations that are 

focused on team work during routine and emergency work as well as 

coordination with others within and outside the departments. 

In another study, Zhang et al. (2001: 467-474) looked at personal 

characteristics that could influence the core person characteristics. In their 

study,. they pointed out the importance of competencies as enabling the 

individual to adapt to new environment. The following are some of the 

attributes: -

interpersonal understanding and commitment 

information gathering 

skills and traits 

motives and 

attitudes 

Despite the differences 111 emphasis on the core competencies, the nurse 

educators and practitioners must agree on competencies and attributes to ensure 

a more focused view of competencies (Porte - Gendron et al, 1997: 14 7-5 8). 

This calls for close collaboration between nurse educators and practitioners if 

competencies are to be understood using the same language by both parties . 

The competencies are well summarized by Troskie R (1993) as "the official 

mandate to practice as a :registered nurse after successful completion of her 

h·ai11i11g; this mandate recognizes the nurse 's abilities , skills, knowledge, 

understanding and experience". This definition entails that the nurse should be 

able to perform nursing activities safely, according to determined standards, 

within the scope of her/his practice, in coordination with other members of the 

health care team. 
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In line with the above, the General Nursing Council of Zambia has stated 4 key 

competencies required of a professional nurse, namely: -

Social ability - involves self-awareness and working along with colleagues. It 

also involves ability to interact with others at a professional level. 

Communication skills - involves the ability to listen, talk, read and write. 

Practical skills - involves ability to use equipment, maintaining aseptic 

technique and proper administration of drugs, and 

Deci,·ion making in nursing care - using the nursing process i.e. assessment, 

planning, implementation, evaluation and recording. 

The above competencies are accomplished through the General Nursing 

Council Registered nursing curriculum that provides the scope of practice for 

the professional nurse are in line with ICN (2000:13-16) and have been 

identified as core competencies for the professional nurse who has to meet the 

set standards. Variations in emphasis and expectation can be seen from among 

countries depending on their level of nursing development. 

While the key words or constructs within the definitions of competence do 

vary, they are based on the synthesis of various components and "that the 

whole is greater than the sum of its parts". In view of the above as well as 

nursing definitions, there is wide-ranging agreement that, in the performance of 

nursing roles to the standards required in employment, competence should 

reflect the following: -
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Knowledge, understanding and judgement; 

A range of skills - cognitive, technical or psychomotor and 

interpersonal; and 

A range of personal attributes . 

Emergency care competencies should therefore also reflect the above 

mentioned aspects. 

2.3 EM ERG ENCY CARE COMPETENCIES 

The definition of competence underpinning this framework of competencies for 

the professional nurse is that of the ICN (1997 and 2000c). The Emergency 

Nurses Association has formulated competencies that are expected of nurses 

working in emergency units. Emergency nursing requires a broad knowledge 

and skills base to provide safe and competent care to clients with a variety of 

conditions. These include rapid and sound assessment skills, physiologic 

responses, psychosocial behaviours cns1s intervention, communication 

teclmiques, triage, trauma care and the ability to offer care in uncontrolled or 

unpredictable environment. 

In relation to ILO classification , these competencies are 'job-specific ' and in 

this study will reflect the competencies expected of a professional nurse 

working in the Emergency unit using the Primary and Secondary survey 

protocol guidelines . 
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These competencies are described/outlined in the research instrument (See 
Annexure 1). 

2.4 EMERGENCY DEPARTMENT RESUSCITATION SKILLS 

The Emergency Nurses Association has developed a nursing model (Trauma 

Nurse Core Course - TNCC) similar to the one developed by the American 

College of Surgeons. Both emphasize the need for a systematic approach to 

care of trauma patients in the emergency department: Primary survey, 

Secondary survey to be conducted simultaneously with resuscitation, and 

Definitive management (Keenan, 1995:483). 

The Emergency Nurses Association (ENA) of the United States of America 

emphasizes that, " the optimal care of the trauma patient is best accomplished 

within a framework in which all members of the trauma team use a systematic, 

standardized approach to care of the injured patient (ENA, 1998). 

The Zambian nursrng curriculum equips professional nurses with basic 

knowledge and attending skills on Accident and Emergency nursing and some 

related aspects of Primmy m1d Secondary surveys. The University Teaching 

Hospital has set similar guidelines on patient care in Casualty department 

responsible for attending to trauma patients . 

As part of the Primary survey, trauma rules (Hodgetts et al. 1997 : 6) should be 

appreciated and that all trauma patients be considered a high risk for blood 

transmissible diseases particularly HIV, Hepatitis B, and Hepatitis C viruses. In 

view of this , are admonished to remember: "think of your safety to begin, when 
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infected you are no use" to the patient. This calls for provision and use of 

protective apparel in the resuscitation room like: -

• 
• 
• 

• 

Eye protection (goggles/safety glasses/face shield) 

Impervious gown or apron 

Latex gloves 

Lead apron fluids (Liverpool HospitaJ: Trauma unit - Education 

Handbook, 2002). 

Nurses should ensure safety of the patient, environment and self (by wearing 

protective eyewear, apron and mask if splatter with blood or body fluids is 

possible) always (Liverpool Hospital: Trauma unit - Education Handbook, 

2002) . 

Hand washing cleanses the hands of the member of staff and helps minimize 

chances of transmitting microbes on to the next patient (Liverpool Hospital: 

Trauma unit - Education Handbook, 2002). This approach calls for thorough 

hand washing with disinfectants or soap by all health workers in between 

patients and before attending to a new patient. 

2.4.I. Primarv survev 

Primary survey is an organised approach for the evaluation of arrway, 

breathing, circulation and neurological function. It also focuses on the 

identification of injuries that pose immediate threat to patients' life (Emergency 

Nurses Association , 1998 : 230). 
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History taking is vital to the understanding and subsequent management of the 

condition in which the victim, now a patient, is placed by events . Time should 

be allocated for getting a report on-time of accident or event, what has been 

done for the patient so that you don't waste time ( at least 45 seconds) to avoid 

going through what has been done already. The paramedic should describe 

MIST (Mechanism of injury; Injuries found and suspected; Signs - respiratory 

rate, O;'(-ygen saturation, pulse rate, blood pressure; Treatment given) (Hodgetts 

et al., 1997: IO). 

On a1Tival of trauma patient in the emergency department, the primary survey 

is initiated. During this assessment, life-threatening injuries are discovered and 

treated. The five steps in the primary survey comprise the ABCs, plus D and E 

- A , airway; B, breathing; C, circulation; D, disability (mini- neurological 

examination) and E, exposure (undress with temperature control). The 

objectives of this phase are to hunt out and treat any life threatening conditions. 

Each patient should be assessed in the same way, with tasks performed 

simultaneously by the team. It is vital that problems are anticipated and 

prepared for by A&E nurses, rather than reacted to. If the patient deteriorates at 

any stage, the nurse or team leader must reassess the patient beginning again 

with the airway. 

Airway with cervical spine: Airway is assessed for ineffective airway clearance 

and airway obstruction. The aim is to clear and secure airway and provide 

adequate oxygenation through proper positioning of the patient, clearing the 

oropharynx (Thelan et al., 1 998: 1054 ). The cervical spine should be 

immobilized as you check for the airway. AH victims of significant trauma will 

have a degree of hypoxia due to airway compromise, chest injmy, 
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hypoventilation from head injury or hypovolaemia. To improve oxygen 

delivery to hypoxic tissues, all victims of trauma should be given high 

concentrations of oxygen. It should be remembered that carbon dioxide kills 

slowly, but lack of oxygen kills quickly (Hodgetts et al.1997: 13 ). 

When you ask the patient and he 1s able to give a meaningful answer, you 

know: -

l . The brain is reasonably functional, 

2. There is an intact airway 

3. Ventilation is occurring, and 

4. Circulation is present (Hodgetts and Mackaway Jones, 1995). 

Breathing: The patient is also assessed for ineffective breathing patterns and 

impaired gas exchange . It is crucial to remember that an open, clear airway 

does not ensure adequate ventilation and gas exchange. Assessment includes 

chest wall integrity and respiratory rate, depth, and symmetry. Supplemental 

oxygen is used in all trauma patients . Lung auscultation is a process of listening 

to the chest with the aid of a stethoscope to sounds produced by movement of 

air or fluid in the lungs (Oxford concise medical dictionary, 1998: 56). A clear 

voice, quiet respirations and a normal mental state rules out significant 

obstruction . Life threatening conditions like airway obstruction, tension 

pneumothorax and cardiac tamponade can be identified through auscultation 

and requires urgent treatment (Hodgetts et al. , 1997: 27). Decreased breath 

sounds or alterations in chest wall integrity necessitate chest tube placement 

through the intercostal spaces . As a nurse, you have to Look, Listen, and Feel 

for the flow of air at the mouth to ensure that the breathing is adequate. 
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Early intubations protects the airway, provides a reliable route of supplying 

high concentration oxygen to limit brain damage, and to hyperventilate the 

patient to lower the partial pressure of carbon dioxide where appropriate 

(Hodgetts et al., 1997: 17; Argyle, 1996). The patient may later be connected to 

Mechanical ventilation in order to stabilise or treat ineffective breathing 

patterns , or both. 

Circulation: After effective airway clearance, breathing patterns, and gas 

exchange have been ensured, the nurse assesses for alterations in cardiac 

output, alterations in tissue perfusion, and fluid volume deficit. 

The aun 1s to stop bleeding, recogmze shock and treat shock. External 

exsanguinations are identified and controlled. Rapid assessment of the 

circulatory status includes the assessment of level of consciousness, skin 

colour, and pulse. Level of consciousness provides data on cerebral perfusion. 

Assessment of general "gestault", pulse rate, skin colour can provide 

information about the patient's circulatory volume. Ominous signs of 

hypovolaemia include ashen, gray, or white skin. Systemic blood pressure can 

rapidly be assessed by use of the 60-70-80 methods. If a carotid pulse is 

palpable, the minimal systolic pressure is estimated to be 60 mm Hg. A 

palpable femoral pulse can represent a systolic pressure of 70 mm Hg, and a 

palpable radial pulse can represent a systolic pressure of 80 mm Hg. If a pulse 

is not present, advanced cardiac life support (ACLS) protocols are instituted. 

Cardiac monitoring is initiated to assess for rhythm disturbances . Life 

threatening dysrrythmias are also treated according to ACLS protocols (Thelan 

et al , I 998 : I 054 _ 56). Check all peripheral pulses and mark them with a 

marker. 
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Disability: In this step, the nurse assesses the potential for injury by completing 

a brief neurological assessment to establish the patient's level of consciousness 

and pupillary size and reaction. The AVPU method describes the patient's level 

of consciousness : A, alert; V, responds to verbal stimuli; P, responds to painful 

stimuli; and U, unresponsive. 'Alertness' is used to determine patients' level of 

consciousness. Response to 'verbal stimuli' and 'painful stimuli' helps to 

determine the patients' ability to act on what he has heard or feels at a given 

time. It also helps to detennine the status of brain functions . Testing of eye 

reaction to 1 ight and assessing the character of the pupils is a vital component 

of the neurological examination by testing 3rd cranial nerve (motor nerve that 

controls the papilla1y response) . Unequal pupils and lateralising signs are likely 

to be caused by head injury with increased intracranial pressure (Van Carrapiett 

D. 2002 - on line; Walsh M. 2000). 

The Glasgow Coma Scale (GCS) is a numerical system used to estimate 

patient's level of consciousness after head injury. Each of the following are 

numerically graded: Eye opening (4), Motor response (6) and Verbal response 

(5) . The higher the score, the greater the level of consciousness: a score or 8 or 

less indicates severe head injury or deep coma (Oxford Concise Medical 

dictionary 1998: 273; Hinds and Watson, 1996). The score provides accurate 

data which gives a much more accurate clinical picture about the patient. 

The Revised Trauma Scale involves the use of simple and redefined numerical 

values which make it easier to use as a triage tool , particularly with 
' 

reevaluation and recalculation of the score as necessary component (Dolan & 

Holt, 2000). 
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Exposure: the final step in the primary survey is E, exposure. All clothing is 

removed to facilitate a thorough examination of body surfaces for the presence 

of injmy. After all clothing is removed, it is imperative to cover and protect the 

patient from becoming hypothermic. The exposed body of the trauma patient 

should be examined critically from head to toe in order not to miss any injuries. 

Where possible, two sets of critical eyes are better than one and by doing this 

the nu~·ses will become experienced in what to look for (Yates, 1999: 800). 

Inspect and palpate all extremities for defonnity, swelling, and skin mJunes . 

Log - roll the patient so that the back can be examined. 

Injury places the patient at risk of developing hypothermia. Even though this 

may minimize brain injury, hypothermia is detrimental to the coagulation 

system and can exacerbate blood loss. Furthennore, oxygen consumption is 

increased in the awake patient. Therefore, every effort must be made to 

conserve heat and prevent hypothermia. 

Judgement to immobilize cervical spine is often based on the mechanism of 

injury rather than the presence of symptoms and signs indicating spinal injury. 

Cervical immobilization is done because of the potential injury, not· absolute 

injury (Hodgetts et al., 1997: 15 ). 

2.4.2. Resuscitation Phase 

After the primary survey the resuscitation phase begins . Hypovolaemic shock is 

the most common type of shock that occurs in trauma patients . Haemorrhage 

must be identified and treated rapidly in order to sustain effective replacement 

of blood volume. Vigorous intravenous (IV) fluid replacement is initiated using 

a peripheral catheter ( 14 to 18 gauge) and not a central venous catheter. The 
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reason for this is that a short and thick catheter will do the job since the flow in 

a tube is inversely proportional to its length and directly proportional to its 

radius (Hodgetts et al., 1997:31). Effective fluid replacement helps reverse 

haemorrhagic shock and restores perfusion to vital organs (Yates, 1999: 821 ). 

Restoration of volume is accomplished through administration of crystalloid 

(lactated Ringer's solution), colloid (plasma or albumin), and/or blood 

produ~ts. During the initiation of IV lines, blood samples are drawn for tests to 

provide baseline data on the blood picture on which further management of the 

patient will be based. Over infosion of more than 2 litres of intravenous fluids 

before collecting blood samples may distort results and coagulation profile 

(Yates, 1999: 829). High - flow fluid wanners may be used to de1iver warmed 

IV solutions at rates greater than 1,000 ml/minute and they help keep the core 

temperature within normal range (Yates, 1999: 838). Fmther treatment is 

determined by the patient's response to bolus intravenous therapy, type­

specified blood or 0-negative blood may be administered. Transfusion of 

autologous salvaged blood (auto transfusion) may also be used to replace 

intra vascular volume and to provide oxygen-carrying capacity. 

It is recommended that gastric and urinary catheters should be inserted into the 

patient, unless contraindicated. Nasogastric tube is inserted to empty the 

stomach as well as a safety measure to protect the airway from being 

endangered especially if there is poly trauma and he is to undergo surgical 

procedures (Wilson & Sinclair, J 995 : 12). The urinary catheter helps to assess 

urine output (Hodgetts et al, 1997: 61 ). 

Adequacy of resuscitation is assessed by monitoring patients vital signs and 

temperature (which should be normal or near normal) especialJy when you 
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look at the trends over a period of time (Yates, J 999: 797). Trauma patients are 

prone to hypothermia and should be protected by regularly checking and 

recording temperature as well as keeping the patient warm. 

When fluid resuscitation is adequate, urine output will also be adequate; the 

average being about 50mls per hour in an adult (Hodgetts et al. , 1997: 61) 

Routine ABG was not commonly done due to operational problems with the 

machine that started at the beginning of the year. Otherwise, it is recommended 

that ABG be repeated regularly as acidosis is a sensitive indicator of the 

effectiveness of resuscitation (Yates, 1999: 795) 

2.4.3 Secondarv survev 

Secondary survey is a more complete evaluation of the patient and includes 

vital signs, obtaining history, head-to-toe examination and inspection of the 

back. Potential life threatening conditions that can be identified include 

hypot11ermia, pelvic fractures and spinal cord mJunes. Laboratory 

investigations may be requested, to help in the care of the patient. 

The secondary survey begins when primary survey is completed, resuscitation 

initiated , and the patient's ABCs reassessed . It is commonly emphasized that 

the attendant constantly reassesses the ABCs during resuscitation in a rapid, 

logical and reproductive order (Hodgetts et al. , 1997: 3) 

It also involves thorough examination of each body part and history taking 

from either the patient or people who have brought the patient in to the 

hospital. 
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History taking and recording should include events preceding the incident so 

that any symptoms so caused are related to the findings of the clinical 

examinations and the results of special investigations (Yates, 1999: 786-787). 

Complete history should be obtained from either patient or relatives so that 

chronic illnesses are ruled out since they may have some effect on patient's 

response to treatment (Thelan et al., 1998: 1054-60). 

The patient's pertinent past history can be assessed by use of the mnemonic 

AMPLE: Allergies, Medications, Past medical illness, Last meal, and Events 

unmediately preceding the incident/environment related to the injury. An 

'allergy ' is a disorder in which the body becomes hypersensitive to particular 

antigens (called aliergens) that provokes characteristic symptoms whenever 

they are inhaled, ingested, injected or otherwise contacted. This will result in 

histamine release from tissues and causes local or widespread symptoms. 

Allergic attack is an example of local anaphylaxis but much more serious, is 

anaphylactic shock resulting in respiratory and heart failure and sometimes 

death (Oxford Concise Medical Dictionary, 1998: 28). 

History on 'medication' is important as medication may cause drug 

mteractions that may fmiher body processes (PhannFacts for Nurses, l 995 : 

250) . 

'Past medical history' of the patient will help determine their impact on the 

current problem e.g. asthma, diabetes, cardiac disease (PharmFacts for Nurses, 

1995 : 147 _ 224 ). During history taking, time for 'last meal' must be elicited, 

otherwise, a11 trauma patients should be assumed to have a full stomach and 

therefore need to be protected from regurgitation that may cause airway 
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obstruction (Wilson & Sinclair, 1995: 13). History about 'events' is meant to 

determine the extent to which the events preceding the incident had an impact 

on the incident and the management of the patient. Most trauma patients had 

the smell of alcohol on them (from observation during data collection). The 

nurse may also ensure completion of special procedures, such as an 

electrocardiogram (ECG); radiographic studies ( chest, cervical spine, thorax, 

and Pt::lvis); and peritoneal lavage. Throughout this survey the nurse must 

continuously monitor the patient's vital signs and response to medical therapies 

because the body normally responds to trauma by releasing epinephrine, 

cortisol, and glucagon and the insufficient Jevel of insulin stimulates 

catabolism. The effects of the above can affect the vital signs reading and 

success of therapy (Hodgetts et al., 1997: 62). Emotional support is a situation 

111 which subject is made to believe that he is cared for and Joved. This caring 

relationship is the one created between two or more people in which mutual 

trust and attachment are expressed by helping one another meet their needs 

(Smeltzer, C.S. & Bare, B.C., 2000: 118). This is in line with the philosophy of 

care according to Watsons theory of human caring. 

Trauma patients are prone to shock, therefore, there is a need to continually 

monitor patients vital signs to assess efficiency of fluid resuscitation and 

control of haemorrhage and to ensure tissue perfusion is restored to vital organs 

(Yates, 1999: 821-843 ). While both intra vascular volume and oxygen canying 

capacity must be addressed, the former takes priority, because acute anaemia is 

better tolerated than hypovolaemia (Nolan & Parr, 1997). 
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Urine output is monitored frequently for quantity. An average adult should be 

able to pass at least 50mls per hour (at least 0.5ml per kilogram body weight). 

It is an indirect indicator of efficiency of fluid resuscitation (Yates, 1999: 821). 

Using the visual analogue, the patient was able to grade the degree of pain 

being experienced or perceived. Pain normally results in release of 

catech?lamines that cause peripheral and splanchnic vasoconstriction. Since 

hypovolaemia produces the same catecholamine response, pain will exacerbate 

th e physiological response to hypovolaemic shock (Hodgetts et al. , 1997: 62). 

The last part of the secondary survey is the provision of specific care to the 

Patient. Provision of specific care was related to specific injuries that had been 

identified. Since trauma is a 'surgical disease' the patient may undergo surge1y 

and later may be sent to High Dependency Unit (HDU) or Critical Care Unit 

(CCU) depending on the status (Thelan et al. , 1998: 1056). It should also be 

realised that despite intensive medical attention some lives may be Jost due to 

complications or inadequate resuscitation. The next part will discuss the 

common causes of death. 

i.s TRIMODAL DISTRIBUTION OF DEATHS 

Deaths from trauma show three peaks : immediate death, later death due to 

haernoirhage or direct organ compromise, and delayed death due to 

complications and organ failure . 

Death may occur within seconds of the inju1y, usually due to massive head 

injury, heart injury, or aortic injury. These deaths cannot be prevented. 
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A second peak in deaths begins an hour or two after the injury. Deaths 

occurTing in this second peak are usually due to subdural and epidural 

haematomas, haemo- or pneumothorax, organ rupture, or blood loss. These 

deaths are often preventable. This period is called the "golden hour" during 

Which prompt intervention can save a life. 

The third peak in deaths occurs many days after the injury, and is usually due 

to sepsis or multi-organ failure. Prompt treatment of shock and hypoxaemia 

during the "golden hour" can reduce these deaths (Argyle, I 996). 

l.6 PHILOSOPHY OF CARE 

In general practice, caring is considered to be an essential aspect nursing and 

the subject has attracted a lot of nurse practitioners' attention. According to 

Leininger ( 1996), care is the essence of nursing and the dominant, distinctive 

and unifying feature of nursing. She also goes on to acknowledge that caring is 

universal, varies among cultures in its expressions, processes and patterns. 

Miller ( 1995: 32) defines caring as "intentional action that conveys physical 

and emotional security and genuine connectedness with another person or 

group of people. Caring validates humanness of both the caregiver and the 

cared for. 

The above two definitions are in line with what Watson ( 1985) says about 

caring. She describes caring as grounded in a set of universal human values 

(kindness, concern and Jove of self and others). She goes on to state that caring 
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is the moral ideal of nursing; involving the will to care, the intent to care and 

the caring actions which form the "core of nursing. 

Watson developed the Theory of Human Caring between 1975-1979, while 

engaged in teaching at the University of Colorado. According to Watson 
, 

caring as science encompasses a humanitarian, human science orientation to 

human_ caring processes, phenomena, and experiences. Caring science includes 

arts and humanities as well as science. A caring science perspective is 

grounded in a relational ontology of being-in-relation, and a world view of unity 

and connectedness of all . Transpersonal Caring acknowledges unity of life and 

connections that move in concentric circles of caring - from individual, to 

other/s, to community, to world, to Planet Earth, to the universe. Caring science 

investigations embrace inqumes that are reflective, subjective and 

interpretative as well as objective-empirical; caring science inquiry includes 

ontological , philosophical, ethical, historical inquiry and studies . Watson's 

theory of human caring has received worldwide recognition by the nursing 

fraternity and other caring professions and has been a major force in redefining 

nursing as a 'caring - healing health model (Watson, 1997). 

The above perspectives of caring and more importantly that of Watson (1997) 

emphasise the need to be humane in caring for others. In emergency care 

settings, all patients are assumed to have a life threatening illness or condition 

irrespective of their initial chief complaint or reason for seeking care. Watson 's 

Perspective of caring is unique to emergency care and dictates how care is 

provided. Professional nurses in emergency care practice from this perspective, 

asking themselves what conditions the patient may have that will be life­

threatening based on the data gathered. Differential diagnoses reflect the this 
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Philosophy of care and are organized from the most life threatening to least life 

threatening and are eliminated as potential diagnoses in th.is same order. 

2
·7 NURSE TRIAGE IN THEORY AND IN PRACTICE 

The term "Nurse triage refers to the formal process of early assessment of 

Patients attending an A&E unit by a trained nurse, to ensure that patients 

receiv~ appropriate attention, in a suitable location , with the requisite degree of 

urgency ( George et al, 1993 :220-8). The process of triage has been attested and 

capable of improving the service offered by Accident & Emergency units 

(Rock and Pledge, 1991 :463-5). 
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TABLE 2.1: TRIAGE CATEGORIES 
r---

CATEGORY DEFINITION EMERGENCY EXAMPLES --EMERGENT Life threatening emergency - Airway obstruction, Cardiac 

involves the ABC's. arrest, chest pain with dyspnoea or 

The client may die without cyanosis, shock, coma, open chest 

interventions wounds, sudden vision loss and 

psychologically devastating 

conditions -URGENT Emergencies that requtre In traperi toneal haemorrhage, 

intervention within a few hours CVA, severe pam, sudden 

paralysis, persistent nausea, 

vomiting or diarrhoea -NON URGENT Not life threatening. Soft tissue mJunes, surface 

In terven ti ons may be delayed trauma, extremity fractures 

..__ beyond a few hours without circulatory compromise 

Adapted from Blythin p (1988) Tnage Documentation . Nursmg. 3:30, pp.32-

34. 

The above Triage system has also been used as a method of selectively 

deploying ambulance resources in United Kingdom with the aim of directing 

efforts to life threatening emergency cases using either the Advanced Medical 

Priority Dispatch system or the Criteria Based Dispatch system. Trained call 

takers to triage calls into Category A, B or C. According to recent experience in 

the United Kingdom, Category A patients normally receive a response within 8 

minutes while Category B patients get a response within 14 to 19 minutes . It 

Was also appreciated that the paramedic at the scene should be optimally 

trained and be able to practice in accordance with laid down guidelines 

reflecting the current best medical practice, the potential for gaining the best 

outcomes will be maximised (Carney C. J. , l 997). 
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2,8 CLIENTELE AND CLIENT SATISFACTION 

Under normal circumstances, the Accident & Emergency unit should only 

attend to emergencies, but several times people who do not need to be seen in 

A&E find themselves in the Units. The nurse should realize that the Accident 

& Emergency unit may be the only source of Health care, and that Emergency 

nurses_ may be the only contact the client has with the health care system. 

Nurses must be aware of such patients who frequently return to the emergency 

department. These clients may have special health needs, have exacerbations of 

chronic conditions, be victims of abuse, have no primazy care provider, or have 

little or no health insurance. 

Other research has shown that client's use emergency units because they 

perceive their symptoms as serious and that Emergency units are faster and 

more convenient than clinics. This point helps explain why more patients end 

up being seen in Accident & Emergency units (Fadale, 1990: 132-133). 

Research brings out the differences between care provided by Emergency 

Nurse Practitioners (ENP) with that provided by Doctors and nurses working 

together in a traditional Accident & Emergency. ENP 's are experienced nurses 

Who assume entire responsibility for patients with minor injuries in emergency 

settings. Patients reported satisfaction with the care from ENP 's because of the 

following : -

More likely to l1ave health education and first aid advice 

Being given written instructions to take home as well as whom to contact 

when in need 
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Advice following discharge 

Patients felt significantly less worried about their health than did patients 

seen in a traditional Accident & Emergency unit (Byrne, 2000: 83-92) 

The above study was only looking at patients response/assessment of care 

given .but in another study which dealt with personnel estimations of patient 

satisfaction and actual patient satisfaction, it was discovered that personnel's 

estimation of patient satisfaction was underrated, significantly lower than what 

the patients actually reported (Boudreaux et al , 2000: 107-112). 

These two studies leave room for us to rely more on the patients' perspective 

when it comes to estimation of patient satisfaction of Accident & Emergency 

care since health personnel tend to underestimate patient satisfaction. 

2.9 THE ROLE OF CONTINUING EDUCATION 

It is an integrated system for extending the education of health workers beyond 

basic programme, across his or her whole career. The training focuses on 

common field problems and training methods that are anchored in practical 

experience. 
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Provision of continuing education should be comprehensive in its coverage, 

based on survey needs i.e. relevant to the tasks of the health worker, throughout 

the workers career, coordinated, regular part of routine activities and include 

consumers (health workers) in planning and evaluation. 

Contin_uing education can be given through meetings with professional 

colleagues, onsite supervision and coaching, review of patient records, analysis 

of monthly reports etc and self study, using books, journals, correspondence 

courses, or self-assessment examinations as well as radio programmes and 

other mass media methods . Exchange visits among health workers from 

different facilities should also be encouraged. A process should be in place to 

ensure continuing competence since competence is attained tlu·ough education 

and practice. It should also be remembered that competence will only be 

lllaintained through commitment to life long learning and practice coupled with 

sufficient opportunities over time . 

Since nurses are accountable for acqmnng and maintaining the level of 

competence required for the provision of safe and quality care, competence to 

provide the service must precede assigning/accepting the responsibility to 

provide the service. O'Neil (1999: 13) stated his conviction the "certification 

and licensing of health professionals of the future must be tied to demonstration 

of continuing competence" and called for re-integration of nursing education 

and practice so that they keep themselves in line with changes in health care 

delivery and societal changes. 
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The American Nurses Association through an Expert Panel appointed in I 999 

formulated the following assumptions regarding continuing competence: -

• The purpose of ensuring continuing competence is the protection of the 

public and advancement of the profession through the professional 

development of nurses . 

• The public has the right to expect competence throughout the nurses' 

careers . 

• 

• 

• 

• 

• 

• 

Any process of competency assurance must be shaped and guided by the 

profession of nursing . 

Assurance of continuing competence is the shared responsibility of the 

profession, regulatory bodies, organizations, workplaces and individual 

nurses . 

Nurses are individually responsible for maintaining continuing 

competence. 

The employer's responsibility is to provide an environment conducive to 

competent practice. 

Competence is considered m the context of level of expertise, 

responsibility, and domains of practice. 

Continuing competence is definable, measurable and can be evaluated . 

In Zambia and the University Teaching Hospital in particular, continuing 

education is being offered in a fragmented manner e.g. since 1990 to date, 

Chainama Hills Hospital College Of Health Sciences has trained about 223 

nurses and clinical officers in Accident and Emergency management of patients 

while UTH surgery department has been running short courses on trauma 

management for both doctors and nurses. A few nurses have had the 
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0
PP0 rtunity to obtain qualifications in Accident and Emergency from outside 

th
e country, though actual figures of such trained nurses are difficult to get as 

Well as knowing how many of them are still practicing. 

The diagram below summarises learner/assessor ~elationship in the light of 

knowledge, skills and attitudes from the perspective of contiiming education for 

emergency nurses . 

TABLE 2.2: MODEL OF LEARNER/ASSESSOR RELATIONSHIP IN THE 

LIGHT OF KNOWLEDGE, SKILLS AND ATTITUDES 

LEARNER 

KNOWLEDGE SKILLS= ATTITUDES 

= Cognitive domain Psychomotor = Affective domain 

domain 

MENTOR/ 

ASSESSOR 

2-10 CONCEPTUAL FRAMEWORK 

Conceptual frameworks represent a Jess fonnal attempt at orgamzmg 

Phenomena and deals with abstractions tlrnt are assembled together by virtue of 

their relevance to a common problem. In fact many existing frameworks are 

used as the preliminary steps in the construction of more formal tl1eories (Polit 
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and Bungler, 1995 :97). For this study, the competence-based assessment was 
used. 

2.10.1 Competence-based assessment framework was used for the study 

and involved "the observation and measurement of a set of skills, for which the 

practitioner was accountable". The framework has been used in several studies 

as a means of determining the competence levels among professionals who are 

free to make professional judgement in the clinical context according to his or 

her understanding or reading of that situation. Assessment was thus based upon 

performance of pre-specified and agreed competencies, seen in the 'field ' 

setting. In this study, the researcher decided to use the framework because it 

allowed the professional nurses to be observed in a variety of contexts, and 

then generalizations about them was to be 'the outcome of a comparative study 

of performance-in-context and not of process of abstraction from the context 

(Bridges, Elliot and Klass, I 986:230; Fish and Twinn, I 997: 142 - I 63) The tool 

in th is case, was seen as a yardstick for measuring what the nurse valued as 

good practice. 

Furthennore, Competence-based assessment is an holistic approach to 

assessing professional nurses because it encompasses a repertoire of skills, 

abilities, capacities, and professional knowledge, personal attributes, 

personality and ability to work with other professionals. The creation of lists of 

competencies appears to offer measures of efficiency (Garland , 1994: 1-22). 

Competency assessment is always outcome oriented; the goal is to evaluate the 

performance for the effective application of knowledge and skills in the 

practice setting by addressing the psychomotor, cognitive and affective 
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domains. Competencies can be generic to clinical practice m any setting, 

specific to a clinical specialty, basic or advanced (Gurvis & Grey, 1995). 

Competence based assessments can also be defined as criterion-referenced 
' 

summative evaluation process that assesses the participant 's actual ability to 

meet a predetermined set of performance standards under controlled conditions 

and pr_otocols. Thus, the performance standards in competence-based system 

are those actions or responsibilities deemed to be critical for practice and 

quality care, rather than the steps in doing them (Lenburg, 1998 and 1999). 

In this study, competence skills were measured usmg the standardized 

Protocols of primary and secondary surveys. 

The limitation to this method of assessing competence is related to issues of 

nurses being observed and their understanding of what is seen as necessary 

competencies in their work place. There should be mutual understanding and 

respect between the nurses being observed and the observer for the success of 

this observation method. 

§..UMMARY 

Literature review looked at what emergencies are as well as competencies that 

are expected of attending nurses if life is to be saved. Different definitions or 

concepts of emergencies were analysed. The underlying factor is that "an 

emergency is any condition requiring medical attention". Thus emergencies 

call for care aimed at stabilizing, prevention of complications, and early 

recove1y. 
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The professional nurses' competence is mainly the performance of skills and 

techniques that also requires integration of knowledge, skills judgement and an 

array of characteristics that contribute to safe and ethical practice. 

Since the study was looking at 'job specific' competencies, the focus was on 

resusc~tation skills expected of nurses, namely primary and secondary survey. 

The nurses are also expected to participate in triage of patients being seen in 

the emergency department. 

Continuing education plays a major role in improving the knowledge of health 

workers beyond basic programme and across his or her whole career. 

The conceptual framework that was used is Competence-based assessment 

framework that involved the observation and measurement of skills, for which 

the professional nurse was accountable . The strengths and weaknesses of the 

framework were also highlighted. 

The next chapter will look at Research Methodology 
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CHAPTERJ 

RESEARCH METHODOLOGY 

LNTRODVCTION 
In thi 

s chapter, the research method, population, instruments and research 

Procedure used in this research project will be discussed. 

For the purpose of clarity, the research objectives are stated below: -

The objectives of this study were to: -

I. 

lJ . 

iii . 

IV 

Carryout a literature review on Accident and Emergency nursing 

Describe the personal profile of nurses working in the accident and 

emergency department 

Identify and adapt protocols used in the Accident and Emergency 

department) as part of the instrument construction; 

Measure professional nurses' competence in managing emergencies in 

relation to Protocols of Trauma care. 

3.2 RESEARCH DESIGN 

The study employed a quantitative descriptive design approach to explore and 

accurately identify "characteristics of individuals, situations or groups and 

frequency with which a particular phenomena occurs" (Polit and Hungler, 

I 995 :640) using a checklist through participant observation method . 

A descriptive design is aimed at exploring the dimensions of the phenomenon 

(in this study, the competence of registered nurses), the manner in which it is 

manifested, and otlier factors with which it is related (Bless and Higgson­

Smith, 2000 : 156). 
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3.3 POPULATION 

Population refers to the entire set of individuals ( or objects) having some 

common characteristics e.g. all Registered nurses (Polit and Huno-Jer 
0 ' 

1995 :649). The 53 professional nurses/registered nurses working in the 

Casualty department, University Teaching Hospital, during 2002 and 

participating in the provision of care and treatment to patients were the study 

population . 

3.4 SAMPLING AND SAMPLE 

The whole population, 53 in total , was earmarked for inclusion. 

As it would not be possible to have access to all within the time frame of data 

collection , on adopted form of probability sampling was used . The principle 

was to provide the opportunity for eve1yone of the 53 registered nurses to be 

included in the study. 

This "adopted form" of probability sampling was implemented still adhering to 

the definition as set by De Vos (1998 : 195-196). Probability sampling is "one 

in which each person in the population has the same known probability of 

beino- selected" for inclusion in the study using simple random sampling . 
0 

1 he method of implementation was as follows : 

All · 1 sLialty department al the time of data collect1'011 nurses workmg at t 1e ca ' 

were listed. As emergencies came in , they were ticked off from the Ii •t after 

being observed when tliey provided care for patients with poly trauma (injuries 

involving at least two body systems). Forty (40) respondents were observed at 
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the end of the 12-week period. The rest of the respondents were not included 

because they were either on leave or night duty or.on duty but with no patient 

to be observed during the period of data collection. 

The researcher used to spend time in emergency unit from morning till evening 

considering the fact that accidents tend to occur at peak hours like 06 - 08.00 

hours, 12 - 14.00 hours and 16 - 18.00 hours . 

Below is a tabular presentation of the sample for this study. 

TABLE 3.1 SUMMARY OF SAMPLE AND SAMPLING METHOD 

HOSPITAL 

University-­

Hospital, 

Zambia 

STUDY POPULATION STUDY SAMPLE 

PROFESSIONAL PROFESSIONAL 

NURSES NURSES 

Teaching 53 nurses attending to 53 Nurses- attending t~ 

Lusaka, patients in the Accident poly trauma patients in 

and & Emergency unit. A&E unit over a period 

of 12 weeks (40 nurses 

observed at the encl of I 2 

weeks) 

3.5 DEVELOPMENT OF RESEARCH IN TRUJ\IENT 

The researcher used a checklist as a research instrument. A chcckli t is ' a type 

of questionnaire consisting of a series of statements in which pa11icipants lo 

answer or rated according to their response or observed action' (de Vo , 1998 : 

89). 
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The inst - . 1 ument was developed m stages, namely: -

l . Development of a draft checklist 
2. 

3 

4, 

Meeting with tl1e experis 

Pre-testing of the checklist 

Implementing the final checklist 

J.s.1 
Phase 1: Development of a draft checklist 

Literature review was used to determine contents of tl1e checklist. The checklist 

forlllat b · d 
. c was ased on aspects of pnmary and secon ary survey protocols. This is 
111 line · I · · T N C C Wll 1 recommendations found m rauma urse ore ourse (TNCC) 

a
nd 

Advanced Trauma Life Support (ATLS). Items incorporated in 

const ructing the checklist as they are accepted in the United Kingdom, United 

S
t
ates of America as well as South Africa (see chapter 2 for literature review) 

(Resuscitation council, United Kingdom , 2000; American Heart Association , 
2000), 

J.s.2 
Phase 2: Meeting with the experts 

A Ill · · · · h 6 (3 · eet,ng was arranged for a group d1scuss1011 w1t nurses ward managers 

a
nd 

3 registered nurses) and the consultant incharge of the emergency unit after 
the d . fi · 1 a t was completed. The first meetrng was meant to present the draft 

before the group and Jiandouts covering aspects of Adn111cecl Trauma Life 

Supp t · d . ~I' / or mvolving primary and secon ary survey were given . 1e second 
111

ee1ing held a week later was used to scrutinise the draft at length and aJ1
0

\\,. 

for suggestions or amendments to make it applicable to our situation . The 

changes suggested were mainly in wording and flow of sequence. The group 
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discussion helped in enhancing content and face validity of the checklist, which 

Will be discussed later. 

The group adopted the final draft and it had two parts, namely: -

• 

• 

3.5.3 

Part A - Population profile - This part had variables about the 

participants (like experience and having attended a trauma course) that 

!night influence the quality of care rendered and 

Part B - 10 major categories of the competencies were stated as indicated 

on the checklist. 

Phase 3: Pre-testing of the checklist 

After going through the above two stages, the checklist was ready to be tested 
111 

a Pilot study. A pilot study is a small-scale version or trial run of the major 
st udy in order to assess the feasibility of the study (Brink, 2000: 60). 

3
.5.3.I Pre-testing of the checklist 

Pre-testing of the checklist was done in the casualty department at University 

Teaching Hospital , Lusaka, Zambia to test the feasibility of the checklist as 

Well as to obtain information for improving tl1e project as explained in Phase 3 

(Polit & Hung/er, J 995: 44). A pilot study is defo.1ed as the "process whereby 

the research design for a prospective survey is tested" (New dictiona1y of social 

Work; 1995: 45: Huysrnnen , 1993: 205) A research instrument should be te tee! 

111 order to ensure thc!l reliability and validity are upheld . 
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Testing for validity and reliability 

Validity 

A valid measuring instrument should be able to measure what it is supposed to 

Ineasure and yield scores whose differences reflect the true differences of the 

variable being measured (de Vos, 1998: 83). The term further refers to the 

dec:rree b h. h · · l 
b Y w 1cJ1 the instrument measures w at 1t 1s supposec to measure or the 

extent _to which the instrument reflects the abstract construct being examined. 

Presently, validity is considered as a single broad method of measurement 

evaluation known as construct validity (Berk, 1990; Rew, Stuppy, & Becker 
' 1988 

). Many equate the instrument with the rigorousness of the researcher. The 

assumption requires that as the researcher develops the instrument, the 

researcher also needs to develop the validity parameters. This calls on the 

researcher to uphold validity by assessing the data collection instrument in line 

With the research objectives for the study (Burns & Grove, 1997: 330-337). 

Face validity is concerned with "appearance and presentability" of an 

111strunie11t (de Vos, J 998: 84). 

Coment validity is concerned witl1 the "representativeness or sampling 

adequacy of the content of an instrument" (de Vos, 1999: 84). The items of the 

checklist were constructed to cover the known content represented in the 

literature as well as the input from nursing experts and colleagues . 

Opinions from colleagues who are experts in accident and emergency were 

Used to ensure face and content validity of the checklist as a data - collecting 
1nstru111ent as explained in phase 2 of development of instrument. 
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3.5.3 2 2 R 1· b'J' ' ' e la I tty 

Reliability refers to "the degree of consistency or accuracy with which an 
10st

nunent measures the attributes it is designed to measure" (Uys and Basson, 
1994 · 75) H 1· b ·1· · . h" b·1· . · · ence, re ia 1 1ty 1s synonymous w1t sta 1 Jty or consistency over 

time" (Mouton J, 1996: 11). The understanding of reliability is shared by Burns 

& Grove (1997: 327-330) by refeJTing to it as "the consistency, stability, 

accura.cy, and dependability with which the scale or instrument measures". This 

can also mean that an instrument that is consistently reliable _and dependable 

rnay not be valid unless it is also accurate. Reliability was developed in the 

context of various tests of ability at a time when extraneous variables received 

little t · . a tent1011 (Cormack, D . F. S. 1996: 18-19, 283 -284) . Smee then the 

understancling has been narrowed to key characteristics, namely: -

• Stability - measures the extent to which repeated administration of an 

instrument or measure gives the same results. A stable instrument of 

measurement remains consistent with repeated applications . 

• 

• 

Equivalence - focuses on comparing of two versions of the same paper­

and-pencil instrument or two observers measuring the same event to 

come up with inter-rater reliability, and 

Homogeneity - addresses the correlation of various items within the 

instrument to ensure uniformity. 

For this study reliability was ensured by, having two nurses c111d one consultant 

surgeon test the checklist on two patients. The findings were con istent from 

the three independent researchers under comparable conditions showing thnt 

there was stability in the checklist as a data-collecting tool (de Vos, 1998 : 84). 
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3.5.4 
Phase 4: Implementation of the final checklist 

Durin o- th . h II . d h d . b . 
b 1s p ase, the researcher actua y ca1T1e out t e !feet o servat1ons 011 

Participants using the checklist. The researcher conducted a structured 

inform d b · · ·t1 fi · e o servat10n m the Casualty department w1 1 pro ess10nal nurses who 

Were involved in the study. A follow up debriefing discussion was done with 
the Proc . 1 . . t1 . 1 ess1ona nurses workmg m 1e umt. 

3,6 
ETHICAL CONSfDERATJONS 

Written permission was sought from the Ministry of Health Research and ethics 

coininittee and University Teaching Hospital, Lusaka, Zambia (see appendix) . 

The nurses who where paii of tl1e study population were informed about the 

Purpose and nature of the study as well as how the results would be used. Prior 

to being observed, participants were verbaily asked as to whether they would 

accept to be observed or not, and all of them agreed. Confidentiality and 

anonymity was maintained by using serial numbers on checklists. Participants 

Were also informed 011 the potential dissemination of results. 

Although the study was meant to assess the registered nurses' competencies, 

the rights of the patients were also indirectly upheld by observing human 

rights. To help clarify tlie above points, the issue of human rights have been 

expanded to include the following: -

I. 

2. 

3 

4 

Right to self determination 

Right to privacy 

Right to anouymity and confidentiality 

Right to fair treatment, and 
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Right to protection from discomfort and harm (Burns & Grove, 1997: 

200-223). 

3
·
7 

lli:\.TA COLLECTION 

The researcher conducted a structured observation in the Casualty department 

With profi · · d · 1 d D ess10nal nurses who were mvolve m t 1e stu y. ata were collected 
by info d · · h . . b . . nne conscwus observat10n t1u·oug part1c1pant o servat10n by the 

researcher. This method of data collection allowed the researcher to observe 
direct/ . -

Y the performance of the professional nurse (Polit and Hungler, 
1995 -?69) " · bl 11 . ·~ and discover the extent of the pro em as we as serving as a feed 

back" (de Vos, 1998:393). 

The Performance of the professional nurses' where to be compared with the 

cliecl· l,·st · I · · d d l t · . d b ti A .d ' wit 1 items portraymg stan ar s prec e e1 mme y 1e cc, ent and 

Einergency personnel (Primary and secondary surveys) when attending to 
traun,a . . 

patients ill casualty for treatment. 

The · I f l · · 1 esearcher had to put the first four mont 1s o t 1e yea, Ill a basket from 

Which one month was chosen. The piece that was picked, indicated tbe month 
th

at marked beguming of the period for data collection. The chosen month was 

February and indicated the first month that was to mark the begi1111u1g of data 

co//ection, covering a period of 12 weeks. The researcher used this method 

because it fell in the time schedule for data collection . 

The researcher used to spend time in emergency unit from morning till evening 

considering the fact accidents occur in peak hour like 06 - 08.00 hour , J 2 _ 
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14.00 hours and 16 - 18.00 hours. A follow up debriefing discussion took place 

with the professional nurses working in the unit after data collection. 

3.8 DATA MANAGEMENT AND PROCESSING 

Data analyses included quantitative analysis (wh ich involves descriptive 

analysis) . Analysis is a method of organizing data in such a way that research 

questi~ns can be answered. Data processing was followed by synthesis, which 

involved "interpretation or explanation of the data" ( de Vos, 1998 :67) . This 

was done using Scientific Package for Social Sciences (SPSS). 

3.9 SUMMARY 

Research methodology was discussed in the chapter and covered research 

design and a quantitative descriptive design was applied in the study. Other 

terms discussed were population, sampling and sample selection, aspects 

related to development of research instnunent as well as strategies employed to 

ensure reliability and validity. Data collection and management including 

ethical considerations were discussed. 

The next chapter presents the analysis of data 
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CHAPTER4 

DATA ANALYSIS AND FINDINGS 

4·1 INTRODUCTION 

The study was aimed at determining the competence of registered nurses ' rn 

managing emergencies at a teaching hospital in Zambia . The researcher used a 

checkl,ist to obtain data from respondents through direct observation . The 

checklist had two parts, namely: -

1 Part A for Profile of the population 
2- Part B for the components of competencies that 

4.2 PART A: POPULATION PROFILE 

This part of the instrument consisted of the following items : 

• 

• 
• 

• 

lte111 I 

Rank; 

Years of experience; 

Trauma course attended, and 

Starting and finishing time 

RANK _ The rank was included to identify any possible 

correlation with the competency of care. The catego1y of nurses observed 

included Registered nurses and this implies that only one catego1y was used . 

The total number of participants that were observed during th e data-co llection 

period was 40 ( I 00 %). 

Item 2 . YEARS OF EXPERIENCE - Reg istered nurses years of 

experience were included to identify any possible correlation with th 

colllpetency of care. Participants ' years of experience were recorded in order to 
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ascertain the duration of years that the participants had spent working in the 

emergency unit. The years of experience ranged from 1 to 7 years, but for this 

study, it has been divided into two categories of 1-2 years and 3 - 8 years. The 

categories have been made so because literature considers any one who has less 

than 3 years experience in any speciality a novice ( see Figure 4. I) and the one 

Who has worked for 3 years and more as an expert (Lyon & Boland, 2002; 

Beath 1998: 1054-59). 

4.2.2.1 Item 4.2.1 Participants' years of experience 

FlGlJRE 4. I: PARTICIPANTS' YEARS OF EXPERIENCE (N == 40) 

Participants' years of experience 

120 -.--------------, 
100 

BO 
60 -+------------
40 --
20 

0 

1 -2 years 3 - 8 years total 

{,it~equeney/ 
~cen!_J 

It was found that 22 (55%) of the participants had 1-2 years of experience 

While the other 18 (45%) had 3-8 years. 
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Continued competence and other attending behaviours of the nurse tend to 

improve with time. A nurse who has served less than 3 years is considered as a 

novice . Expert nursing skills and competencies are commonly seen from 3rd 

Year of practice onwards. When continuing education are fully employed, 

coupled with worthwhile experience, one gets better with time as routine 

practice makes perfect (Lyon and Boland, 2002 : 155, 156). In this study a 

correla_tion between years of experience and competence in certain categories 

had been found. The correlations will be indicated when analyzing the 

catego,y in question . 

Item 3. TRAUMA COURSE ATTENDED - participants were also asked 

whether they had attended any trauma course to help improve their skills and 

knowledge. None of the 40 respondents had attended any trauma course. 

l:. vcn without undergoing any trauma course, the nurse may develop their skills 

111 two ways: -

l. \Vith time, confident knowing can replace ale11ness to own perfonnance 

and unconscious competence will follow (unconscious technical 

competence), or 

2 . As skills develop there is less need for thoughtful attention to all aspect 

of the situation; a foreground for deliberation and innovation can open 

up (con ·cious proficient practice) (Heath, 1998). 
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Item 4. STARTING AND FINISHJNG TIME 

Participants were timed from the time they prepared to attend to the patient up 

to the time they completed providing emergency care or handed over the 

Patient to the next area of care. The details have been analysed with the help of 

figure 4.2 . 

FIGUI{.E 4:2 DURATION OF TIME SPENT ON ATTENDING TO 

PATIENTS IN ACCIDENT AND EMERGENCY 

UNITS 

In practice, the patient should be attended to within the golden hour as the 

"ideal" time from injury to definitive treatment in the operating theatre. This 

must include the time to mobilize the emergency services, to treat the patient 

on the scene, to transport the patient to hospital and to resuscitate within the 

emergency department (Hodgetts et al., 1997:66, 67). 
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Most participants 27(67%) spent 31 - 60 minutes on each patient, followed by 
1
0(25%) for Jess than 30 minutes. This is in line with the golden hour principle. 

The golden hour principle states that the golden hour belongs to the patient as it 

takes into consideration the time it would take the trauma victim at the injury 

scene to be transported to the hospital for management and definitive care. The 

other 3(8%) managed to attend to patients in less than 30 minutes. 

£ART B: MEASURING OF COMPETENCIES 

This part comprised the major part of the checklist and it had IO categories and 
th

e analysis was done according to sequence of categories, inclusive of their 

subparts, namely: -

1. Management of patient in casualty/trauma unit 
2. Maintaining a clear and patent airway with protection of the spinal 

3. 

4. 

5 

G. 

7 

8. 

9 

10. 

column 

Maintaining normal and effective breathing 

Circulation - maintaining a good cardiac output and well perfused tissues 

through control of haemoIThage 

Continuously monitoring the patient's neurological status 

Expos ure of patient to examine all body parts 

Resuscitation phase 

Secondary survey 

Re-evaluation of patient 

Definitive care 
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All calculations were based on the "compiled" and "did not comply" 

responses. With the approval of the statistician, not applicable data (NA) 

was omitted, as it would have confounded the results. 

1. Management of patient in casualty/trauma unit 

Despite advances in medicine, trauma continues to be a principle cause of 

morbidity, and mortality. This created challenges responsibilities for nurses in 

emergency/casualty units . The nurse must be capable of managing different 

situations in casualty as this is in many circumstances the first contact that the 

patient has for medical care. Table 4.1 presents the detailed information from 

item 1.1-1.4. 

TABLE 4. I ivlANAGEMENT OF PATIENT IN CASUALTY/TRAUMA UNIT 

WERE THE 
FREQUENCY TOTAL 

FOLLOWING DONE? 
COMPLIED DID NOT N/A 

COMPLY 

F % F % F % 

Obtain history from the 18 (45%) 22 (55%) - 40 (l 00%) 

, __ !datives 01· oaramedics 
Prepare to perform a quick 10 (30.3%) 23 (69.7%) 7 40 (100%) 

primary survey 
,_-Washing of the hands 

-- C---- - -

_ - Donning gloves 
34 (85%) 6 (15%) - 40 {100%) 

- Greet the patient to 13 (34.2%) 25 (65.8%) 2 40 (100%) 

,_determine responsiveness 
-. If patient unresponsive, 3 (11 .5%) 23 (88.5%) 14 40 (100%) 

check for any medic 
~nedallions 

Ensm·e safety of the patient, 24 (64.9%) 13 (35 .1 I%) 3 40 (I 00%) 

_!!Urse and environment 
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Obtaining history from relatives or paramedics is necessruy part of 

treatment as it forms the database on which subsequent interventions and 

assessments of the patient will be based. It also reduces chances of 

duplication of efforts on what has been done (Hodgetts et al., 1997: 10). 

In spite of the fact that history taking is important, only 18 (45%) of the 

participants complied with it. 

1.2 Prepare to perform a quick primary survey 

• Hand washing is emphasized in practice as it helps to cleanse the hands 

of staff and helps minimize chances of transmitting microbes Oll to the 

next patieJ1t. Most participants (69. 7%) did not comply with hand 

washing . 

Donning gloves is part of universal precautions and l1elps protect the 

nurses from blood borne infections . Most participants' 34(85%) did put 

on gloves. When you compare the item with hand washing, it could be 

interpreted that the respondents might have had the view that if they put 

on gloves, then they do not have to wash their hands . 

Greeting the patient to determine responsiveness. It was found tbat 

23(88.5%) of the participants did not greet the patient. Greeting patient 

to determine responsiveness is a simple way of directly determining the 

status of the nervous system and indirectly the airway, ventilation and 

circulatory systems (Argyle, 1996). 

Medallions help in confirming any chronic illness the patient may have 

as they may have an impact on the treatment that may be given to the 

patient. According to Table 4.1, mo t participant 23(88.5%) did not 

check for medallions . 
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l.3 Safety 

Nurses should ensure safety of the self, JJatient and environment by wearing 

protective eyewear, apron and mask if splatter with blood or body fluids is 

Possible (Liverpool trauma hospital - Education hand book, 2002). The results 

showed that most participants 24(64.9%) did comply with this item. 

A positive correlation was found between years of experience and management 

of Patient in casualty/ tTauma unit. This implies that nurses with more years of 

experience are able to deliver a higher level of care with regard to thi aspect (p 

=== 0.041 < 0 .05). 

2- Maintaining ~1 clear and patent airway with protection of the spinal 
column 

The first aspect that needs attention in an emergency is to secure a clear and 

Pcltent airway for the patient. Airway and breathing are constantly evaluated 

for cun-ent as well as potential problems. Table 4 .2 revealed the findings from 

ite111 2.1 - 2.1 o 011 maintaining a clear and patent airway with protectio 11 of the 

spinal column. 
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TABLE 4.2 MAINTAINING A CLEAR AND PATENT AIRWAY WITH 
PROTECTION OF THE SPINAL COLUMN 

WERE THE FOLLOWING FREQUENCY TOT AL DONE? r.c~o~:;:-;:;:MP;:;-L--;:IE:;;D;:::--rD~ID~N~O:;:;:T;--~r,N:-;-/;-;:A-t~ :...:...:.-r=---~ 

COMPLY 

-~::-:-----:--- -=--~--,---,----l~F:-----f--;~o;.'...:o~+.~F- t-;:~o/i~o::--:-7"-f-:;---+-~~-_!_~_j 
Positioning of the patient i.e. 26 (76.5%) 8 (23.5%) 6 

F % 
40 (100%) 

head tilt, chin lift manouvre 
and jaw thrust 
Clear the oropharynx of 
blood, mucous and foreian 

J,odies 
0 

Don't move or extend the 
neck if the patient may be 
having a spinal injury 
Open the mouth and remove 
any liquid or foreinn material 

. 0 

with a rigid suction catheter 
Assist in the intubation of the 
patient by getting the right 
ETT i.e . the size of the 
patient's small finger 

~irrespective of age 
Apply cricoid pressure during 
111 tubation to prevent 

'-aspiration 
Keep a rigid cervical collar on 
the patient even if you are 
examining the neck, this is 
meant to stabilize the cervical 

~me 
Keep the patient in supine 

LPosition after intubation 
Administer 100% oxygen 

~cording to prioritv 
Monitor patient continuously 
onces/he is put on oxygen or 

18 (51.4%) 17 

7 (22.5%) 33 

]8 (51.4%) 17 

8 (47.1%) 9 

5 (35.7%) 9 

JO (43 .5%) 13 

9 (64.3%) 5 

19 (48 .7%) 20 

15 (38.5%) 24 

(48.6%) 5 

(77.5%) 

(48.6%) 5 

(52.9%) 23 

(64.3%) 26 

(56.5%) 17 

(35.7%) 26 

(51.3%) 1 

(61.5%) I 

40 

40 

40 

40 

40 

40 

40 

40 

40 

(100%) 

(I 00%) 

(100%) 

(100%) 

(100%) 

(100%) 

(100%) -

(I 00%) 

(l 00%) 

111tubated 

* Not applicable was indicated when the item was not applicable to the specific 

case that was observed. 
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Positioning of the patient 

Positioning of the patient was done by majority of participants (76.5%) 

because it is impo11ant to be kept clear and patent (Thelan et al. , J 998 : 

I 054) as it prevents obstruction of the airway. 

Clearing of oropharynx 

riearing the oropharynx reduces on the chances of airway obstruction 

as foreign bodies; blood clots or broken teeth are removed (Thelan et al. , 

1998: I 056). Most I 8 (51.4%) of participants complied with clearing the 

oropharynx. 

2.3 The neck should not be moved or extended 

• 

2.4 

• 

In relation to this , the cervical spine is usually protected or immobilized 

because of the potential injury, not absolute inju1y. Most participant 

33(77.5%) did not comply with this item putting the lives of patients in 

danger of further damage to the spinal column. According to Hodgettts 

et al (1997: 15) airway obstruction is an absolute problem: if untreated 

the patient will die. A rigid collar or neck stabiliser may be used until 

cervical injury has been ruled out. 

Opening of the mouth 

The findings revealed that I 8 (51.4%) participants did comply with this 

item while J 7 ( 48.6%) did not comply. Upper or lower airway 

obstruction may be caused by an increase in the amount or volume of 

secretions . If a patient has a mouth full of foreign material it must be 

removed prior to ventilation (Crosby & Lewallen 1997: l 64 ). 
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2-5 Intubation 

• Most participants 9(52.9%) did not comply rn assisting with 

intubations, resulting in prolonged resuscitation time. Assisting with 

intubations involves being actively involved in the procedure by having 

all necessary items available including tracheostomy tubes and 

laryngoscopes. After intubation the patient is kept in supine position 

(Grabber, 2002 - online). 

2.6 Apply cricoicl pressure (SeJJick's Manouvrc) 

• 

2.7 

• 

2.8 

• 

Applying cricoid pressure helps protect the airway, prevent regurgitation 

of gastric contents and help in visualization of the \'Ocal cords. In spite 

of the importance of this procedure 9 (64.3%) of the participants did not 

comply. 

Rigid cervical coJJar 

Rigid cervical collars, provide preliminary, partial support and should be 

npplied to eve,y patient who has a possible spinal injury only 10 ( 43.5%) 

of the participants complied with this aspect, the other 13 (56 .5%) did 

not comply. 

Supine position 

A supine position is when the body is lying face up. It wns found tlrnt 9 

(64.3%) complied while 35 (33 .7%) did not comply. It is important that 

the patient should be kept in the supine position after intubation . 



63 

2.9 Administer 100'1/o oxygen 

• 

2. IO 

• 

According to the findings 20 (50%) did not comply with this aspect. The 

trauma patient is very vulnerable to develop hypoxemia, especially due 

to possible hypovalemia and anemia. When oxygen is withheld it 

compromises this patient even further. 

.(Vlonitor the patient continuously 

It was found that 24 (6 I .5%) of the participants did not monitor the 

patient continuously. The patient with life threatening emergencies is 

unpredictable. Many stress reactions are initiated and the early 

identification of the systemic inflammatory response sy11drome (SIRS) 

might be missed. With administering oxygen, putting the patient at risk 

of remai11in¥' hypoxic . This calls for monitoring of patient continuously 

while on oxygen or intubated in order to determine patient response to 

therapy (Hodgetts et al., 1997: 13). 

A Positive correlation was found between years of experience and maintenance 

of a clear airway management of patient in casualty/ trauma unit. This implies 

that nurses with more years of experience are able to deliver a higher level of 

care with regard to this aspect (p = 0.025 <0 .05). 

3· Maintaininu normal and effective breathing 
I:> 

According to (Crosby & Lewallen 1997: 240) the nurse must always watch the 

Patient's airway for signs of trouble, in responsive as well as unresponsive 

Patients . The competency of registered nurses in this regard is indicated in 

table 4 .3. 
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TABLE 4.3 MAINTAINING NORMAL AND EFFECTIVE BREATHING 
-

WERE THE FOLLOWING 
FREQUENCY TOTAL 

DONE? COMPLIED DID NOT NIA 

COMPLY 

F % F % F % 

- (36%) 16 (64%) 15 40 (100%) 
Ensure that both sides of the 9 

_chest are ventilated by 
inspecting for adequate 

I-- mov.ement of the chest 17 40 (I 00%) 
Auscultate for breath sounds 4 (17.4%) 19 (82 .6%) 

and listen particularly in the 
ax ilia for ventilation of the 
periphery of the lungs and 

also over the epigastrium to 
ensure that the stomach is not 

(1 00%) -,_ ventilated - 3 40 
Count respirato1y rate, rhythm 28 (75 .7%) 12 (24.3%) 

'--- and depth 3 (50%) 34 40 (100%) 

If patient is not breath inn 3 (50%) ,,,, 

3.1 

• 

3.2 

• 

perform CPR 

Ventilation of the chest 
It was indicated that 9 (36%) of the participants complied with this item, 

while 16 (64%) did not comply. 

Ausculate - breath sounds 
Majority of participant's I 9 (82 .6%) did not ausculate patients' lungs to 

assess breath sounds. Assessing for adequacy of lung movements as not 

carried out by most participants 16 (64%) despite the fact that a trauma 

patient is prone to ineffective airway clearance and airway obstruction 

that can affect the adequacy of chest movements (Hodgetts et al J 997 : 

27). The calls for Jung ausculation , which is the process of "listening to 

the breath sounds using a stethoscope. Life threatening conditions like 
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airway obstruction, tension pneumothorax or cardiac tamponade can be 

identified through ausculation" (Hodgetts et al 1997: 27). 

Respiratory rate, rhythm & depth 

Most of the participants 28 (75.7%) complied with this item while 12 

(24.3%) did not comply. 

Cardiopulmonary resuscitation (CPR) 

When the patient did not breathe 3 (50%) did perform a CPR, while the 

other 3 (50%) did comply by doing a CPR. According to Sbaih 1994: 

140 & Toulson 2000: 232 cardiopulmonary resuscitation is needed for 

any of the following, no pulse, absence of respirations and detoriation in 

the level of consciousness . This is meant to provide blood and nutrients 

to vital centers, where possible, within 4 minutes after aJTest followed by 

intubations and positive pressure ventilation. 

4. Circulation - maintaining a good cardiac output and well perfused 

tissues throuah control of haemorrhage e, 

Bleeding can be external and obvious or internal and hidden . Either way is 

dangerous and if left uncontrolled cause death (Crosby & Lewallen J 997 · ' . . 

464 ) . The find in as for section is indicated in table 4.4 . 
0 



66 

TABLE 4.4 CIRCULATIONS - MAINTAINING A GOOD CARDIAC 
OUTPUT AND WELL PERFUSED TISSUES THROUGH 

CONTROL OF HAEMORRHAGE -
WERE THE FOLLOWING 

FREQUENCY TOTAL 

DONE? COMPLIED DID NOT NIA 

COMPLY 

'-
F 01i, F % F <¾, 

40 (100%) 
4· 1 Check and record the 

L patients ' 
" 1 · Pulse (femoral or carotid) 31 (79 .5%) 8 (20 .5%) 1 40 (I 00%) 

.__ 2- Blood pressure 36 (90%) 4 (10%) - 40 (100%) 

0 -
3 · Temperature 28 (70%) 12 (30%) - 40 (100%) 

4-2 Perform CPR, if pulse is 1 (100%) - - 39 40 {l 00%) 

absent 
4-3 Control any external 35 (87.5%) 5 (1 2.5%) - 40 {100%) 

haemorrhage by applying 
duect pressure over the 

~ 
wounds 

4 .4 Prevent further 24 (61.5%) 15 (38 .5%) 1 40 (100%) 

haemorrhage from 
fracture sites by adequate 
splinting/packing and 
gentle handling (minimize 

~ 
handling of fractured side) 

4.5 lnsert a peripheral line for 12 (35.3%) 22 (64.7%) 6 40 (100%) 

mtravenous infusion using 
a large bore needle (FG 14 

'--
to 18) 

4.6 Collect blood for grouping 5 (1 4 .7%) 29 (85.3%) 6 40 (100%) 

and cross match full , 
blood count, and urea and 

'-
electrolytes 

4-7 Replace blood (warmed) 10 (38.5%) 16 (61.5%) 14 40 (100%) 

:olume by peripheral 

'--
mtravenous line 

4.8 Do not over infuse clear 12 (50%) 12 (50%) 16 40 (100%) 

fluids (maximum 2L 
crystalloid or l L colloid 
e.g. ringers lactate and 
plasma, dextran or 

,__ haemacel 
4.9 Insert an indwelling 12 (36.4%) 21 (63.6%) 7 40 (I 00%) 

f----
urinary catheter 

4.10 Monitor urinary output: 3 (8.3%) 33 (9 1.7%) 4 40 (100%) 

0.5 -1.0ml/kg body 

'----
weight per hour 
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4.J 
Check and record the patients pulse, blood pressure and 

temperature 

• 

4.2 

• 

4.3 

• 

4.4 

• 

It was found that 31 (79.5%) participants did take the pulse and 8 

(20 .5%) did not. Most of the participants 36 (90%) did take and record 

the blood pressure and 4 (10%) did not. The temperature was checked 

and recorded by 28 (70%) but 12 (30%) did not. 

Perform a CPR when pulse was absent 

This item was relevant to only one care which did perform a CPR when 

the pulse was absent. 

Control external haemorrhage 

Most of the respondents 35 (87.5%) did control external haemorrhage, 

while 5 (12 .5%) did not. After ensuring an adequate airway, 

oxygenation and ventilation , the focus for resuscitation of the severely 

injured patient switches to stopping haemorrhage and restoring the 

circulation (Nolan 1999: 821 ). 

Prevent further haemorrhage from fracture site 

The findings revealed that 24 (61.5%) of the participants did comply 

with this skill, while 15 (38 .5%) did not comply. 
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Insertion of a peripheral line 

A prerequisite for resuscitation is the insertion of a peripheral line. The 

findings indicated that most of the participants 22 (64 . 7%) did not do it. 

When a peripheral line is in place it can be used for several purposes 

during emergencies . A possible reason for this finding could be the fact 

that most nurses did not master the skills of vein punctures and fear the 

1innecessa1y puncturing of veins that may be needed in subsequent 

cannulations. 

4.6 Collect blood 

• 

4.7 

• 

4.8 

• 

Blood samples are needed for different diagnostic tests during 

emergencies. Unfortunately, most participants 29 (85.3%) did not 

collect the necessary blood samples. The implications of delayed 

diagnosis to the absence of laborato1y results can be substantial (Argyle 

1996: 123). 

Replace harmed blood 

Trauma patients are prone to hypothermia. Therefore, warm fluids or 

blood should be administered to counteract the hypothermia and raise the 

body temperature. It was found that only IO (38 .5%) used wann fluids 

to replace the blood volume of injured patients. 

Over infusion 

Fifty percent 12 (50%) of the pa1iicipants did comply and the other 12 

(50%) did not comply with this item by .implication it meant that 

traumatized patients, were not monitored by all registered nurses for over 

infusion. 
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During trauma, chemical mediators are released as part of the immune 

response. This could lead to increased capillary penneability and 

pulmonary oedema, which is commonly known as ARDS . Over infusion 

should be prevented for this reason. 

Insert an indwelling urinary catheter, and monitoring of urinary 

output 

According to the findings in table 4.4 most participants 21 (63.6%) did not 

comply with insertion of urinary catheter. Majority of the pa1iicipants' 33 

(9
J .7%) did not monitor urinary output. Trauma patients' urine out put should 

be monitored carefully after insertion of a urina1y catl1eter, because the average 

output should be more than 50 mls per hour, which is a good indicator on the 

effectiveness of the resuscitation (Hodgetts et al., 1997: 6 l). 

5. Monitoring of neurological status of patient 

The neurological status of the patient determines the "quality of life" for the 

Patient after any successful resuscitation. Prevention and early recognition of 

seconda1y insults are therefore paramount. 
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TABLE 4.5 
CONTINUOUSLY MONITOR1NG NEUROLOGICAL STATUS OF THE 

PATIENT 

r--
WERE THE FOLLOWING 

FREQUENCY TOTAL 

DONE? COMPLIED DID NOT NIA 

COMPLY 

F % F % F % 

1---
5· 1 Carry out a brief 

neurological assessment in 
order to establish the 
patients' level of 
consciousness using the 

f--- A VPU method : -
~ 

A Alert 28 (75 .6%) 9 (24.4%) 3 40 100% 

V Responds to verbal 20 (5 5.3%) 17 (44.7%) 3 40 100% 

- stimuli 
p Responds to painful 15 (39.5%) 23 (60.5%) 2 40 100% 

'-- stimuli 
U - Unresponsive to I I (34.2%) 21 (65 .8%) 8 40 100% 

stimuli 
5·2 Assess dilatation of the 13 (35 .1 %) 24 (64.9%) 3 40 100% 

pupils to elicit 
compression of 3rd cranial 

...._ nerve 
5·3 Perform a neurological 32 (82.1 %) 7 (17.9%) 1 40 100% 

assessment using the : -

- Glasgow coma scale 40 (100%) 40 100% 

Revised trauma score -

5.1 

• 

Neurological assessment 

Neurological assessment of injured patients is very important, because it 

indicates the level of consciousness . Most participants ' respondents did 

not comply in checking for response to painful stimuli 23(60 .5%) and 

unresponsiveness to painful stimuli 21(65 .8%). Response to painful 

stimuli - determines persons' ability to react on what has felt as well as 

determining status of brain function . If the patient remains unresponsive, 

he or she is considered to be in coma. 
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Assess dilatation of the pupils 

Most participants 24(64.9%) did not comply with testing of eye for 3•·cJ 

cranial nerve. Routine testing of eyes for 3rd cranial nerve functioning 

provides a good indicator used to assess for signs of increasing 

intracranial pressure. 

Neurological assessment 

Most of the participants 32 (82 . I%) used the Glasgow coma scale, but 

· none of the participants used the revised trauma score to perform the 

neurological assessment. The revised trauma score is an instrument that 

JS used for triage purposes. With tlrn revised trauma score a 

"quantification rating" is obtained, which makes statistical analysis and 

comparisons possible. 

A Positive correlation was found between years of experience and monitoring 

of the neurological condition of the patient in casualty/ trauma unit. This 

onp1 · · bl d 1· · ies that nurses with more years of expenence are a e to e 1ver a higher 

level of care with regard to this aspect (p = 0.025<0.05). 

6. Exposure of patients in order to examine all body par·ts 

This activity is necessaiy to prevent undetected injuries and also for easy 

access for intravenous infusions and the seconda1y survey th at will follow th e 

primary survey. 
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TABLE 4.6 EXPOSURE OF PATIENT IN ORDER TO EXAMINE ALL 

BODY PARTS 
r---

WERE THE FOLLOWING 
FREQUENCY 

TOTAL 

DONE? COMPLIED oroNOT NIA 

COMPLY 

1---
F % F % F % 

6 1 Im bT · mo 1 1se the spinal 16 (48.5%) 17 (51.5%) 7 40 (100%) 

column during the entire 
resuscitation 

6·2 Perform CPR if the patient 1 (16 .7%) 5 (83.3%) 34 40 (100%) 

~ as lost consciousness 
6·3 All clothing removed to 33 (84 .6%) 6 (15.4%) 1 40 (I 00%) 

f: T aci itate a thorough 
examination of body 
Surfaces for the presence 

- ofinjury 
6.4 Protect patient from 25 (62.5%) 15 (37.5%) - 40 (100%) 

I 
I 

hypothermia I 

6.1 

• 

Protecting the spinal column 
Although patient's spinal column should be protected during 

resuscitation, only J 6( 48,5%) participants complied in protecting the 

spinal column during resuscitation. A cervical collar with rolled towels 

on each side of the head, and a tape across the forehead can be used to 

protect the spine. 

6.2 

• 

Perform CPR 
Five (83.3%) participants' did not comply with performance of CPR 

CPR is recommended to reverse effects of cardiopulmonary. 
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7. Resuscitation phase 
The primary survey should be completed within 2 minutes. After that it is 

necessary to correct any identified problems that might interfere with the 

mainte . . . . nance of a open airway, adequate breathing and optimum circulation. 

~ ER~ THE FOLLOWING 
FREQUENCY 

TOTAL 

DONE? COMPLIED DIDNOT NIA 

COMPLY 

r--- F % F % F '1/o 

7.1 Rea · ssessmg and arresting 32 (82 .1 %) 7 (I 7.9%) ] 40 (I 00%) 

TABLE 4.7 RESUSCITATION PHASE 

haemorrhage where 
possible 

7.2 Conf · 25 (67.6%) 12 (32.4%) 3 40 (100%) 

mue with restoration 
of volume by 
ad · · · mm,stenng crystalloids 

~olloids or blood products, 
3 Obt · · 5 (13.5%) 32 (86.5%) 3 40 (I 00%) 

· _ammg bloods samples 
~r mvestigations 

7 4 lns rt" 6 (24%) 19 (76%) 15 40 (I 00%) 

· e ion of gastric 
catheter (unless 

~ntraindicated) 
7.5 M · . onitor patten ts' response 

to resuscitation · -

l . Vital signs (including 

1--- temperature) 38 (95%) 2 (5%) - 40 (100%) 

~ Urinary output 19 (47.5%) 21 (52.5%) - 40 (100%) 

3. Arterial blood gases 2 (4%) 38 (96%) 40 (100%) 

7.1 

• 

Reassessing and arresting haemorrhage where possible 

The findings revealed that 32 (82.1 %) of the participants complied with 

this item, while 7 (I 7.9%) did not. This activity is to prevent any 

secondary bleeding that might compromise the patient. It is possible that 

a bleeding cascarde might be initiated at this stage, called disseminated 

intravascular coagulation (DIC), and reassessing is a continuous activity. 



7.2 

• 

7.3 

• 

74 

Continue with restoration of volume by administering crystalloids, 

colloids or blood products 

Most of the participants 25 (67.6%) complied with this item. 

Blood samples for investigation 

Few participants 5 (13.5%) complied in obtaining blood samples for 

Investigations which are necessary for baseline data as well as serving 

as a means of evaluating success of resuscitation efforts. 

7.4 
Insertion nasooastric tube 

• 

7.s 

• 

b 

Few participants 6 (24%) complied with the inser·tion of Nasogastric 

tube. The gastric catheter helps to deflate the bowel and acts as a safety 

measure in protecting the airway from bei.ng endangered if the patient 

has polytrauma (Wilson & Sinclair 1995: 12). From the table it can 

either be understood that participants' are not competent in the insertion 

of gastric catheter or that they leave it to the medical doctor to perform 

especially in the presence of facial injuries. 

Blood for arterial blood gases 

Only 2 (5%) participants obtained blood for arterial blood gases partly 

due to a nonfunctioning machine during the period of darn-collection . 

Serial blood gases should be taken routinely as they act as sign posts 011 

the road to resuscitation and should be performed on every evcrcly 

injured patient in the hospital and be repeated at regular intervals during 

the resuscitation (Advanced Life Support Group, 1993) 
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8. Secondary Survey 

The finding of the secondary survey is indicated in table 4.8. 

TABLE 4.8 SECONDARY SURVEY 

~ RE THE FOLLOWING 
FREQUENCY 

TOTAL 

DONE? COMPLIED oroNOT NIA 

COMPLY 

8 l R 

F '¾, F % F % 

8 
eassess patients' ABC 33 (82.5%) 7 (17.5%) - 40 (I 00%) 

.2 Exa · 8 
3 

mine each body part 25 (64.1 %) 14 (3 5.9%) I 40 (100% ) 

· Complete history taking 4 (10 .8%) 33 (89.2%) 3 40 (l 00%) 

from p t . . 8 
4 

. a tent or relatives 
· Patient ' d' - 10 (27%) 27 (73%) 3 40 (I 00%) 

( s me teal history 
AMPLE): _ 
~ allergies 

2· M ~ medications 8 (21.6%) 29 (78.4%) 3 40 (100%) 

3· p ~ past medical history 7 (18.9%) 30 (81 .1%) 3 40 (100%) 

~- L ~ last meal 8 (18.9%) 31 (81.1 %) 1 40 (100%) 

5· E ~ events preceding 31 (79.5%) 8 (20.5%) 1 40 (100% ) 

~ the incident 
.5 Com I · 15 (36 .8%) 24 (63.2%) 1 40 (100%) 

P etion of special 
procedures like 
radiography studies (chest 
ce · ' 

1
. rvical spine, thorax 
•mbs and pelvis) and' 

~ctrocardiogram (ECG) 
.6 Cont' 11 17 (43.6%) 22 (56.4%) 1 40 (100%) 

. mua Y monitor 
patients' vital signs and 
response to medical 

~rapies 
8.7 Prov·d . 4 (7.9%) 35 (92. I%) 1 40 (I 00%) 

1 e emot10nal support 
to the oatient and family 
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Reassess patients ABC 

Reassessment of the patients airways, breathing and circulation is vital 

and not all pa1iicipants 7 (17.5%) complied with this . It is possible that 

secondary insults may result based on a decreased le\'el of consciousness 

ULOC) that inl1ibits airway protection and breathing. There is also the 

Possibility that bleeding and hypovolemic shock might set in. 

Ex · anune each body part 

Mo st of the participants 25 (64.1 %) complied with this item . This 

activity, called the secondary survey, is a head to toe examination to 

ident'fy · · I · 1 any problem. By means of mspect1011 , pa patwn, auscultation 

and percussion the nurse assess all main body regions. 

8.J 
History 1· . I . 

• 
~ rom patient or re at1ves 

Most participants 33(89.2%) did not comply in obtaining the history. 

Tl· 11s is contrruy to TNCCI ATLS protocols , which emphasise that 

complete history must be obtained so that any symptoms so caused can 

be related with the findings of clinical examination and results from 

special investigations (American College of Surgeons, 1993; Yates, 1999: 

786 - 787). This will help rule out any chronic illnes es that may impact 

on the patient 's response to treatment (Thelan et al. , 1998 : 1054 - 1060). 

Patients medical l1istory 

The details peiiaining to the mnemonic AMPLE should be obta ined so 

that the careg ivers know about allergies, medications bein g u ed by 

Patient, past illnesses and time of last meal. Most p,u-ticipant ' did not 

comply in getting past medical history on allergies 27(73%), 



8.s 

• 

77 

medications 29(78.4%), past medical history 30(81.1) and time of last 

IlleaJ 8(81.1 %). Otherwise, all trauma patients should be assumed to 

have a full stomach and therefore, need to be protected from 

regurgitation that may cause airway obstruction (Pharmafacts for nurses 
' 

1995: 14 7 - 224 and 250; Wilson & Sinclair, 1995: 13). 

Special procedu.-es 

The findings revealed that most participants 24(63.2%) did not comply 

with completion of investigations ~rnd special procedures by the time 

th e patient was sent to the ward, and the receiving ward was expected to 

complete the investigations ( observation from data collection). 

8.6. 
Monitor patients vital signs 

• 

8.7 

• 

9. 

Most participants 22(56.4%) did not comply with monitoring patients' 

vital signs and response to medical therapies . It is recommended that 

vital signs should be monitored so as to evaluate the effectiveness of 

resuscitation. 

Provide emotional support 

Most participants 35(92.1 %) did not comply in providing support to 

the patients or relatives. Patients or relatives need to be supported 

emotionally for them to feel they are cared for (Smeltzer et al. , 2000). 

Rc-evalua tion of the patient 

Continuous reevaluation of the patient goes without saying. The findings in 

Table 4. 9 revealed that 36 (90%) of the participants did monitor vital signs, 32 
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(BO¾) did · . . 

0 
. not momtor urme output and 36 (97.4%) did not monitor adequacy 

f Pain relief 

1ABLE 4.9 REEVALUATION OF THE PATIENT 
~ 

RE THE FOLLOWING FREQUENCY 'TOTAL 
DONE? COMPLJED I DID NOT I NIA 

COMPLY 
'9J==--- F % F % F % · Contin I 

(90%) (10%) • uous Y monitor vital 36 4 - 40 (100%) signs 
9.2M_o . 
9 3 M nitor urine output 8 (20%) 32 (80%) - 40 (100%) 
· onitor adequacy of pain 1 (2.6%) 36 (97.4%) 2 40 (100%) relief 

I 

Most Part· . . . . 1c1pants 36(80%) did not comply with momtormg urine output. 
Urine . 

output should be monitored for quantity (not less than 0.5 mls per 
k' 

ilograinme body weight) and it is an indirect indicator of the efficiency of 
fluid . 

resuscitation (Yates, 1999: 821 ). 

As ind . d d 'd l . · icate , most participants 36(97.4%) 1 not comp Y m momtoring 
adeq . . 

Uacy of pain relief. Using visual analogues and questions, patients were 

able t · · ·11 0 grade the degree of pain. When there is trauma , pam w1 also be 

~x.perienced, and there is no excuse for leaving the patient in pain. Pain results 

In release of catecholamines that cause peripheral and splanchnic 

Vasoconstriction. Since hypovolaemia produces the same catecholamines 

response, pain will exacerbate the physiological response to hypovolaemic 

shock (Hodgetts et al., 1997: 62; Hodgetts & Mackaway-Jones, 1995). The 
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of potent analgesia is controversial and is best left to the ad · inmistr t· 

mg consultant. (Comment from a consultant surgeon). attend· 

10. Definitive care 

In a h . P ys10logi l · · I · I . . 

1 

ca sense, trauma JS not a swg e wsu t, 1t 1s a combination of 

1aemonha . 
tr ge, llssue, injury, pain and fear. Therefore, it is important that the 

aumatized . . .. · patient get def1D1t1ve care. 

TABLE4.IO 

Pro · 
vision o::,f:--:--- :-:-------------------.-------

spec;fic care FREQIJJ;NCY TOTAL 

DEFINITIVE CARE 

COMPLIED DID NOT 
coMPLY 

NIA 

F 

I 0. I Prov· . F 
the is ion of specific care to 6 
· patient after 

o1i1 F 
(15%) 34 

% 
(85%) 40 

identifi · , ication of the full 
extent of b ct· trauma supported 

y 1auno t" 
0 s 1c results 

MoS! participants 34(85%) did not comply with provision of definitive care to 

Patients Th. d . . . . · JS could be attributed to delayed results an wvest1gat1ons. Trauma 

IS CO . 
nsidered as a "surgical disease" as the patient may have to undergo surgery 

orb 
e ke t · · h d . ti · P ID surgical admission wards wluc are a 1acent to 1e trauma umt 

(lhe]a . . . net al. , J 998: ]056) before being sent to high dependency umt or cntical 

care l . tn1t de d . d. · pen mg on the con 1t10n. 
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4·4 SUMMARY Raw data was analyzed and 
This ch apter presented the analysis of the data. 

descriptive statistics of frequency distributions and cross 

on the IO categories of part B of the checklist as a whole or 
presented as 

tabulations 

singular. 

The 
µext chapter will address the conclusions, limitations and 

recommendations. 
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CHAPTERS 

£.QNCLUSIONS, LIMITATIONS AND RECOMMENDATIONS 

S.J IN 
----JBODVCTJON 

A.ccordin 
g to Burns & Grove ( 1997), research findings should lead to 

enJ1ance1 nent of knowledge of a discipline. In this study, the competence of the 
registered . . . 

nurses rn managing emergencies was mvest1gated. The study was 
llndertak . . . . . . 

en at the University Teach mg Hospital, rn Zambia from May 200 I to 
September 2002. 

The h 
c apter, will focus on the conclusions drawn from the study, limitations 

encounte . d . 1 e and suggested recommendations. 

s.2 PU 
--.::c..RPOSE OF THE STUDY 

A.s 111 . 
entioned in chapter J, the purpose of the study was to assess the 

coin pet . I 
ence of registered nurses in managing emergency cases t mt are brought 

to the · · h · H · I 

2a1nbia. 
casualty department at the Un1vers1ty Teac mg osp1ta , Lusaka , 

S.J 08 
--dECTIVES OF THE STUDY 

The ob. . 
~ect1ves of this study were to: -

1. 

2 
Carryout a literature review on Accident and Emergency nursing 

Describe the personal profile of nurses working in the accident and 

3 
emergency department 

Identify and adapt protocols used in the Accident and Emergency 

depaz·tment as part of the instrument development 
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Measure professional nurses' competence in managing emergencies rn 

relation to Protocols of Trauma care. 

Conclusi . . . 
ons were drawn m relat10n to the above ment10ned research objectives 

ao
d 

following the sequence of the objectives, the discussion will be given. 

5.3.J Ob jective one: Carry out literature review on accident and 
enier gency nursing. 

A.n exten · 1 · d · d · 1 · s1ve 1terature review was done an ass1ste rn s rnpmg and directinu 
the stud o 

Y- The literature review looked at what emergencies are as well as 

Con1pet . . "f 1·.c . enc1es that are expected of attending nurses 1 11e is to be saved. 

Differe d · · · · 1 d · nt efm1t10ns or concepts of emergencies were ana yse . The underlyrng 

factor is that "an emergency is any condition requfring medical attention". Thu 

einergencies call for care aimed at stabilizing, prevention of complications, and 

early recovery . 

The Professional nurses, competence is mainly the performance of skills and 

techn . · 1 d k ·11 . d iques that also requires integrat10n of know e ge, s ' I s JU gement and an 

array f 1 . I . 
c o characteristics that contribute to safe and et 11ca practice. 

Since the study was looking at 'job specific ' competencies , the focus was on 

resuscitation skills expected of nurses, namely Primary and Secondary survey. 

The , · · · · f t · t b · 1urses are also expected to part1c1pate m tTJage o pa 1en s erng seen in 

the en 
lergency department. 
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Continuin . 
g educat10n plays a major role in improving the knowledge of l1ealth 

Workers be . 
yond basic programmes and across his or her whole career. 

The cone . 
fr eptual framework that was used 1s Competence-based assessment 

ainework h . . . 
t at involved the observat10n and measurement of skills, for which 

the Profi · 
· ess,onal nurse was accountable. The strengths and weaknesses of the 

fra,new ·k 01 Were also highlighted. 

All other rel · I d d . I 1 · evant aspects looked at, have been me u e 111 tie 1terature review 
(see I 

c iapter 2) and its authors have been acknowledged in the reference 
section. 

Conclusion 

The co . . · . . . . . 
. nt,1but1ons gamed from the literature review were integrated 111 the 
11151-.. 

ll ll!ne t · · f h d Tl · · n construction and utilized 111 analysis o t e ata. 1e prmc1ples of 
the inst 

Tument were based on aspects of the conceptual framework. 

S.J.2 Ob 
jective two: Describe the personal profile of nurses 

Working in accident and emergency department. 

The sample consisted of 40 registered nurses who were obsen·ed us111 g 

Prob ab ·1 · . d fi 
c 1 1ty sampling method. Their years of expenence range Tom 1 to 

8Yea · · h ·1 1 · d ,.., 
c 

I s, With the majority being J _ 2 years (55%) w 1 e t 1e remarn er had ., -
8 

Years ( 45%) (Figure 4_ 1 ) . l\!Iajority of the nurses may be considered as 
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novices i . 
n view of the few years they had worked (1 - 2 years) according to 

Lyon & Boland, 2002: 155, 156). 

None of h . . . . 
t e respondents has had trammg m Accident and Emergency nursing· 

all ' 
of them had . fr k. . 1 . expenence om wor mg m t 1e urnt. 

Mo
st 

respondents attended to the patient within 31 - 60 minutes (67%), Jess 
than 30 . 

mmutes (25%) and the remainder for more than 60 minutes (8%) 
(Fig 

Ure 4 -2). This is in line with tl1e 'golden hour' within which the patient 

should be abI t · d .c: · · · 1 · h .c. tl t· f. · c e o receive e1rn1t1ve care wit 1rn an our 1rom 1e une o 1J1_Jury. 

Inforn · , . 1ation on the profile of respondents was used to determme coITe/ation . 
Ten v .· b . . 

a, ia les (111 this study they were ca/Jed categones) were tested but only 
lhree . . 

Were s1hrnificant and have been reported . Accordmg to de Vos (1998: 
227

), correlation is concerned with describing the degree of con-elation 

betwee11 (t ) · · · d ·tl · · wo variables (where pred1ct1011 1s concerne w1 1 estunatmg one 
VariabI · · 

e from knowledge of another) often called measures of assoc1at1on . This 

aspect will be discussed under the relevant categories in objective No. 4. 

Conclusion 

Most · · cl nurses working in the trauma urnt were novices, an the duration of time 

taken b . . .c. (680/ ) . . Y nurses in attending to pat1ent was sat1s1actory / o srnce 1t was 
\Viti . . 

Hn the golden hour (31 _ 60 minutes) . Under normal circumstances, the 

Patient should be able to receive adequate care within 60 minutes from time of 

tniury ·f d th I . t t · fi • 1 the trauma insult is to be reverse roug 1 111 erven ions ·om th e 

ll1edica/ personnel. 
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_ ponent of the personal profile, namely years of experience, correlated 
One com 

e of the ten categories, but as indicated, it will only be discussed under 
With th.re 

ob · ~ective no. 4. 

· Jective three: Identify and adapt protocols used in 
5.3.3 Ob" 

accident and emergency units. 

Throu o-l 1 · 
0 1 

1terature review, the prima1y and seconda1y survey protocol was 

identifi d p . . . .c . e • nma,y survey 1s an organised approach ,or the evaluation of 

airway b 1 · · I fi · I l .c , reat 11ng, circulation and neurolog1ca unct10n. t a so ,ocuses on the 

identific t. f · · · · d. hr · ' 1·c (E a 1011 o mJunes that pose unme iate t eat to patients 1,e mergency 

Nurse A . . · s ssociat10n, J 998: 230). Secondary survey 1s a more complete 

evaluat' f · I · b · · 11 · I IOn o the patient and includes vita signs, o tamu1g 1story, ,ead-to-toe 

examination and inspection of the back. Potential life threatening conditions 

that ca b · · 1 · f d · _ 'n e identified include hypothermia, pe v1c ractures an spmal cord 

111
iuri • · · d .c h l · · es . Laboratory mves11gatwns may be requeste ,or to e p m the care of 

the p t . . · · · d . l 3 a ient. After d,scusswn with others as ment1one m c ,apter under phase 

2 
of development of data collecting instrument, the instrument (checklist) was 

adopted after changing the flow of questions and part of the frame (See 

checkt · · 1st m the aru1exure. 
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Conclusion 

The pr t l . 0 oco s of pnmary and secondary survey helped in narrowing down the 
compet . 

encies that the researcher intended to measure. The protocols were 
reaJisti I . 

c as t 1ey refiected aspects that should be perfonned m order to stabilise 
or reve h rse t e effects of t:rauma on a patient. 

5.3.4 Ob· I ' Jective four: Measure professiona nurses competence in 

managing emergencies. 

After ext · 1 · · · I ·fi · f · ens1ve 1terature review, vanous c ass1 1cat10ns o competencies were 
fo 

lfl1ci. Core competencies and skills for accident and emergency nurses need to 
be n1 . . . . 

c1inta111ecl at h1crher levels srnce nurses are expected to respond and act 
0 ' 

swiftly to reverse the effects of trauma. For this reason, the researcher intends 

to use the scoring scale for measuring competencies according to the following: 

a. "Complied" and "did not comply" entries on the checklist which was 

later analysed using descriptive statistics . The not applicable category 

was left out during computation so as to refiect the true performance of 

respondents. 

Grading of performance on sub sections of the each category and 

subsequently classified according to the following grades : -

a) Good = 70 to 100% 

b) Satisfactory = 50 to 69.9% 

c) Unsatisfactory = less than 50% 
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The resear h . . 
c er expected nurses workmg m casualty/trauma unit to have 

Sp . 
ec1alist k 1 . . . . . . 

now edge m managmg patients either through formal trammg or job 
on trainin ( . 
b g expenence ). After literature review, the researcher assumes 70% to 
e an ind· . 

Icator of adequate and acceptable emergency nursmg competencies 

anct skills. This is similar with the study by Ellis (2002) in which she also used 
70<Y, 0 

as the lower limit of acceptable of competence for critical care nurses 
caring fo. . 

. 1 central venous and pulmonary catheters. The sat1sfacto1y group is 
borderlin . 

e and may need sharpemng so that they too can reach 70% and above. 
A knowle I . . . . . 

c ge and skill ( competencies) deficit can be a potential threat for the 
successfi 1 . . . 

u management of accident and emergency vzctuns at the hospital. 

Thisob· . 
~ect1ve was covered by part B of the checklist under the ten categories. 

Each c . . . 
ategory will be discussed separately and a conclus10n drawn. A final 

conc/u . . 
sion will be drawn at the end of the last category. The numbers for the 

categorie · b · (S Ann 1) s will be based on the instrument mun ermg. ee exure 

Recon . .· h 1inendations will only be made after all the catego11es ave been 

discuss d · 1 b d · d e and mdividual conclusions for each category iave een enve • 

Category I: Management of patient in casualty/trauma unit 

This category was presented and discussed with the help of Table 4.1. The 
11 llrse ' b 1 "GOOD" fi . s performance in this category, which had 6 su sets, was on Y 

1
°1 

donning gloves (SS¾) and "SATISFACTORY" for ensuring the safety of 

t le Patient 11u. cl . t (64 901) Nurses ' JJerformance on the rest of , 1se an env1ronmen . 10 · 
the · ·1 Ch 1 aspects w . .c. Tl .c.m· dings are partly sum ar to an et a ., 
2 

as unsat1s1actory. 1e 1J . 
Oo2: 157 163) h d h · h compliance in glove usage, disposal of - w o reporte a 1g 
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sharp 
s and hand 

washing as part of the universal precautions against blood 
borne . c . 

111.iectzons. 

Accordino-
0 to Cole et al. ( 1999), the aspects of care on which performance was 

llnsatisf: 
actory could lead to: -

• p . 
adure to obt · h · · · d 1 · · am istory could lead to omisswn or up icatwn of what has 

been done fi h · · · h b I· · fi · or t e patient as well as missmg t e ase me m onnation on 
'Which · . . . . 11nmed1ate and subsequent management of the cond1t10n rn which the 
Vic ti in . . 

, now a patient, 1s placed by events. 
• L 

ack of hand washing would promote transmission of microbes from either 
Staff t . . . . . . 0 patient or patient-to-patient with health personnel bemg the couners. 

As Part of universal precaution, hand washing is recommended for safe 

Practice f I 0 nurses and patients, even when nurses put on g aves. 
• Greeti1 l · h · 

ig tie patient and paying attention to the response 1s t e s1111plest way 

of asse · · · k h · · ssrng the level of consciousness and if responsive, eep 1111 mformed 
as to wh . th . . . 

at 1s being done for him. If e patient gives any meanrngful 

response, you are then assured that 1) the brain is reasonably functional , 2) 
th

ere is an intact airway, 3) ventilation is occurring, and 4) circulation is 

available (Argyle et al., 1996). 

• The Wearing of medallions though not very common should be checked to 
avoid . . . 

catastrophic results if ignored. 

Collclusion 

Aspects of care were unsatisfactorily done as the mean score for the category 
\Vas 4 5 o/r . 

0 because most participants did not comply on most aspects as seen 
fron1 t bJ . . . , 

a e 4. J. There was a positive relationship between participants years of 
exp . 

enence and management of patient in the casualty/trauma unit (p = 0.041 < 
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0.05). This . 1· d 
. Imp Ie that nurses who had worked longer in the unit are more 

likely to . 
render better care with regard to the management of patients in the 

casualty/trauma unit. 

Category 2: 
Maintaining a clear and patent airway with the 

protection of the spinal column 
This cat a 

· ecory was presented and discussed with the help of Table 4.2 . Nurse's 
Perfo 

nnance was "GOOD" on positioning of the patient (76.5%) and 
''S 

ATISF ACTOR Y" for clearing the oropharynx of secretions and foreign 

bodies (51 40/ ) . . . h . .d . 
· / o , suckrng out the secret10ns wit a ng1 suct1011 catheter 

(51 •4¾)- a d k · · . . .c. . b . 
, c n eepmg the patient in supme pos1t10n a1ter mtu at1on (64 .3%). 

Perfor 
inance on the rest of the aspects of care was "UNSATISFACTORY." 

The aspe t f · · .c. ld I c s o · care on which perfonnance was unsat1s1actory cou ead to : -

• lneffect· · · · · b t t. th ·11 d rve airway clearance resultmg m airway o s rue 10n at w1 re uce 

on th · · 11 1 b · e uptake of oxygen for use by body tissues especia y t 1e ram. 

• Failure to administer 100% oxygen according to priority and monitoring of 

the p · h · 11 · · at1ent response will be detrimental to t e patient as a trauma v1ct1ms 

are in need of oxygen as a result of either airway compromise, cl1est injury, 

head injury or hypovolaemia (Hodgetts et al. , 1997: 13 , 27; Hodgetts & 

Mackaway-Jones, 1995). 

A clear voice, quiet respiration 's and a nonnal mental state rules out significant 
0 bstr · 

uction (Argyle, 1996). 

1her d ' · f . d e Was a positive relationship between respon ent s yea1s o expenence an 
1113

intaining a clear and patent airway with protection of the spinal column (p = 
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0.025 <( 0.05) . . . 
like[ unplymg that nurses who had worked longer m the unit are more 

y to Prate t th . 
c e spmal column and ensure a clear and patent airway. 

Conclusion 
Pert; 

onnance f 
a O aspects of care under this category was unsatisfactory as most 
Spects of 

care were not carried out by most participants . The mean Perf0 . 1 lllance · 
· 1n catego1y two was 48%. 

Category 3: 
1his 

category 
Maintaining normal and effective breathing 

Was presented and discussed with the help of Table 4. The 
nurses, 

Performance was "GOOD" for counting respirato1y rate, rhythm and 
depth (75. 70/0), 

/ c and "SATISFACTORY" on ensuring that the lungs are Ve1 · 
ltl/ated . o . 

C and w, th adequate movement of the chest ( 641/o) and perform mg 
PR (50¾) "U 1 . 

b O 
· NSA TISF ACTOR Y" perfonnance was seen on auscu tat1on for 

reath 
sounds (17.4%). 

The as . 
Peets of care on which performance was unsatisfactory could lead to: -

• lneffe t" · · · h f:c. c 1ve airway clearance and airway obstruct10n t at can a 1ect the 
adequa . . d 

cy of chest movements due to either pam or trauma, an 
• ~A. 

•v
11ssin · · 1 ·k · b t · · g out of life threatening cond1t10ns 1 e airway o s ruction, tens10n 

Pneu b · d ·f ll1ot11orax and cardiac tamponade can e expenence I lung 

at,scultation is not properly done on the patient (Argyle et al. , 1996). 
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Conclusion 

Perf; 
onnance f 

Parf . 
0 

aspects of care was unsatisfactory under this category because 
ic1pants d. d 

Perf; . 1 not ensure normal and effective breathing. The mean 
01 l1lance · 

In category two was 45%. 

Cate gory 4: 
Maintaining a good cardiac output and well perfused 

1'h. · tissues through control of haernorahge 
IS C ategory 

Pe c was presented and discussed with the help of Table 4.4. Nurse 's 
r1onna 

Check · nee was "GOOD" on performing CPR for absence of pulse (100%) , 
ing and · 

(?0o/, recordmg blood pressure (90%) , pulse (79 .5%) and temperature 
o). Control f . . 

al o any external haemorrhage usmg drrect pressure (87.5%) was 
so "G 

Ooo." Performance on t1Je rest of the aspects of care was 
llnsaf c-

1s1acto1y. 

·rhe 
aspect f . • s O care on which perfonnance was unsat1sfacto1y could lead to : -

Worse · . 111.ng of the condition due to failure to reverse the effects of 

haemorr1 d · · · f · Jage shock and trauma by inadequate a mm1strat10n o mtravenous 
fluids . 

• or blood resulting in reduced tissue perfus10n to organs. 

M.onito · 
nng of the urinary output, which gives a good indicator on 

effecti . 
Veness resuscitation (Hodgetts et al. , 1997: 61) and 1f not done 

routinely, it will be difficult to evaluate tissue perfusion in the patient. 

Con I c Usion 

~e~ . . . 
Peets of care under this category were done rn a sa t1sfactory manner like 

' Patient b d · 0 servations and prevention of haemorrhage an measures aimed at 
resto · 

nng blood volume. The mean performance of the nurses was 56%. 
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Category 5· 
TJ . • Continuously monitoring patient's neurological status 

11s cate 

P 
c gory was presented and discussed with the help of Table 4.5. Nurses' 

erionn 
c a.nee was "GOOD" for neurological assessment using the Glascow 

0rna scale (82 1 o/ ) . a · /o and alertness of the patient (75.6%). Neurological 
ssessment . . 

. mvolvmg the checking for response to verbal stimuli (55.3%) was 
sat1sfa~to . 
N ry_ Performance on the rest of the aspects of care was unsatisfactory. 

one or the 
respondents used the Revised trauma score as part of the 

neuroio . 
gical assessment. 

T'he as ec . . 
p ts of care on which performance was unsatisfactory could lead to: -

• 
Deterioration of patients' condition due to failure to obtain vita/ base I ine 

data on brief neurological status, which will subsequently reduce the 

chances of identifying the cause of any subsequent change in conditions 

(Argyle et al., / 996). 

~~ . 
Was a positive relationship between respondent's years of experience and 

continua 1 . . . . ( -. us Y monitonng patients neurological status, p - 0.025<0.05), 
in1ply. 

in° th · 1 .t 1 .k 1 
0 at nurses who have worked longer rn t 1e urn are more 1 ' e y to 

continuo I . 
us Y monitor a patient's neurological status. 

Con I . c usion 
Pert; 

orrnance of aspects of care included in the neurological monitoring was 

satisfa . ·1 · 
cto1y except for revised trauma score, which was not ut1 1sed by 

Partici 46o/c 
Pants. The mean performance of tl1e nurses was 0

· 
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Category 6: Exposure of patient to examine all body parts 

This category was presented and discussed with the help of Table 4.6 . Nurses' 

performance was "GOOD" for exposure of patient to facilitate examination of 

body parts (84.6%) and "SATISFACTORY" for protecting patient from 

hypothermia (62 .5%). Performance on the immobilising of spinal column 

during_ entire resuscitation ( 48.5%) and performing of CPR for loss of 

consciousness (16.7%) was "UNSATISFACTORY." 

The aspects of care on which perfonnance was unsatisfacto1y could lead to : _ 

• Lack of cervical spine protection can contribute to worsening of the injury . 

Cervical protection is normally done because of the potential injury and not 

the absolute injury (Hodgetts et al., 1997: 15). 

• Failure to perform CPR within 3 minutes can result in loss of life. For any 

loss of consciousness in a trauma patient, it is recommended that CPR be 

started wh iJe you look for treatable causes ( Argyle et a I. , 1996 ). 

Conclusion 

Performance of aspects of care in this category was satisfactory except for 

cardiopulmonary resuscitation . The mean perfonnance of the nur e was 56%. 

Categol'y 7: Resuscitation pJrnse 

This categoiy was presented and discussed with the help of Table 4.7. Nurses ' 

performance was "GOOD" on monitoring of patients ' vital sign - (including 

ten,perature) in response to resuscitation (95%) and th e a pect of rea essing 

and arresting haemorrhage (82 . ] %). Efforts toward re · toration of blood 

volume by administering crystalloids, colloids or blood product (67 .6%) were 
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"SATISFACTORY." Performance on the rest of the aspects of care was 

"UNSATISFACTORY," but very low especially on obtaining blood samples 

for investigations (13 .5%) and arterial blood gases (4%). 

The aspects of care on which perfonnance was unsatisfactory could lead to: -

• Delayed evaluation of effectiveness of resuscitation 

Conclusions 

Performance on this category was satisfactory except for some procedures like 

collection of blood samples and insertion of gastric catheter that were part of 

the aspects of care. The mean performance of the nurses was 48%. 

Category 8: Secondary survev 

This category was presented and discussed with the help of Table 4.8. Nurses 

performance was "GOOD" for reassessing patient's Airway, Breathing and 

Circulation (82 .5%), and "SATISFACTORY" for examining each body part 

(64.1 %) and obtaining history about events preceding the incident (79.5%). 

Performance on the rest of the aspects of care was "UNSATISFACTORY" and 

t11e scores for obtaining complete history from patient or relatives (10 .8%) and 

provision of emotional support (7.9%). 

The aspects of care on which performance was unsatisfactory could lead to : -

• Failure to identify worsening of the patients' condition 
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Conclusions 

Performance on aspects related to this category was unsatisfactory, as most 

participants did not comply on most aspects. The mean performance of the 

nurses was 38%. 

Category 9: Reevaluation of the patient 

This category was presented and discussed with the help of Table 4.9. Nurse's 

performance was "GOOD" for continuously monitoring the vital signs (90%), 

while "UNSATISFACTORY" performance was for monitoring urine output 

(20%) and monitoring adequacy of pain relief (2.6%). 

The aspects of care on which perfonnance was unsatisfacto1y could lead to : _ 

• Participants would fail to detect any signs of deterioration or stability of 

condition. 

• Patients may develop acute renal failure if decreased urme output go 

undetected . 

• Cardiac dysrhythmias and respirato1y problems may ensure to pain. 

Conclusions 

Based on the findings from table 4.9, performance of aspects of care on this 

category was unsatisfactory on monitoring urine output and adequacy of pain 

relief The mean perfonmmce of the nurses was 38%. 

Category 10: Provision of definitive care 

This category was presented and discussed with the help of Table 4.10. Nurses' 

performance was unsatisfactory for provision of definitive care ( 15%). 
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The aspects of care on which performance was unsatisfactory could lead to : -

• Failure to provide comprehensive care to patient after being with the 

patient for some time resulting in delayed treatment. 

Conclusion 

Most participants 34(85%) did not comply in the provision of definitive care. 

This could be related to the absence of nursing diagnosis being compiled. 

Without a diagnosis , it is difficult to set outcome criteria and pro vide definiti ve 

care. 

Overall conclusion on all ten (10) categories 

Using statistical analysis on respondent 's performance (Table 5. l) using 70% 

as the lower limit for acceptable perfornrnnce, the competence of nurses is 

unsatisfactory as all of the RN's scored less than 40% in respecti ve categories . 

To reach a final conclusion on the competence of care, only good grndings, 

thus 70% and abo ve, were regarded as acceptable . Sati factory gradings were 

regarded as unacceptable. 
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TABLES. I SUMMARY OF SCORES FOR EACH CATEGORY OF CARE 

AT 70% AS ACCEPT ABLE LOWER LIMIT 
-

Aspect of care Acceptable Unacceptable Total 
~ (70+%) (<70%) 

1. Management in casualty/ 15 85 100 
- trauma unit 
2. Maintaining a clear airway 22.5 67.5 JOO 

with protection of the spinal 
column 

3. Ensuring normal and 32 .5 67 .5 100 
effective breathing 

4. Circulation - maintaining a 22 .5 77.5 100 
good cardiac output and 
well perfused tissues 
throurrh 

0 control of 
haemorrhage 

5. Neurological status of 22 .5 77 .5 100 
patient continuously 
monitored 

6. Expose patient to examine all 37.5 62 .5 100 
body parts 

7. Resuscitation phase 25 75 100 
8. Secondary survey 7.5 92 .5 100 
9. Reevaluation of patient 0.0 100 100 
I 0. Definitive care 15 85 100 

5.4 LIMJTATJONS OF THE STUDY 

In view of specification of the type of patient on whom the reg istered nur c was 

to be observed also contributed to the delay in completing the da ta co llect ion 
' 

on time. 



98 

The study covered a very small population of registered nurses making the 

issue of drawing generalizations difficult, although inferences may be made 

from the findings. 

5.5 RECOMMENDATIONS 

Recommendations for this study are based on the findings and conclusions. In 

princip_le the recommendations could be regarded as 

• Managerial nature 

• Educational nature 

and 

• Further research 

Managerial nature 

One of the findings was that the nurses with most experience perform 

better m three of the categories of competence. The one 

recommendation therefore is to allow nurses to consolidate their 

expertise in the trauma department, and if possible , not to rotate them. 

Incentives could be to reward them for example after each five (5) years 

of practice in the emergency department. 

The issue of mentors should be investigated. The mentors could be 

senior registered nurses to accompany nncl motivate newly qualified or 

newly placed registered nurses in the trauma department. 
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The institution should have a mechanism in place to ensure continuing 

competence of its nurses through periodic appraisals since competence is 

attained through education and practice. It should also be remembered 

that competence will only be maintained through commitment to life 

long learning and practice coupled with sufficient opportunities over 

time. 

The nursing council of Zambia should insist on proof of having attended 

some form of continuing education from nurses before being allowed to 

renew their practicing license. This will assure the public that the 

competence of nurses is acceptable . 

There is need for the institution to move towards re-integration of 

nursing education department with the nursing service provision so that 

there is interaction between the two areas in order to keep themselves 

abreast with health care delivery and societal expectations . 

The ministry of Health or individual institutions should encourage 

frequent exchange visits among health workers from different facilities. 

Continuing education 

There is urgent need to improve on the skills of nurse working Accident 

& Emergency unit through a fom1al programme since the nurse is often 

the first person to assess the patient, u ually without the benefit of .:i 

medicnl diagnosis . In order to help the nurse respond to problems 

concerning care, continuing education could be the answer. It should be 

comprehensive in its coverage, based on survey needs i.e . relevant to the 
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tasks of the health worker, throughout the workers career, coordinated 
' 

regular part of routine activities and include consumers (health workers) 

in planning and evaluation. 

Time and resources should be allocated by stake holders towards 

continuing education through meetings with professional col leagues, 

onsite supervision and coaching, review of patient records, analysis of 

monthly reports etc. nurses should be motivated to have interest 111 

personal development through self study, using books , journals, 

correspondence courses, or self-assessment examinations as well as other 

mass media methods . 

Further research 

There is need to carry out fu1iher research in other major towns with big 

hospitals in order to come up with a national perspective on the 

competence of Registered nurses in managing emergencies . 

5.6 fMPLJCATION TO THE HEALTH SYSTEM 

Since emergencies can occur anywhere such as community, emergency 

department and even nursrng units , they call for competent emergency 

intervention or care. 

It also implies that Emergency nursing requires a broad knowledge nnd skill 

base if safe and competent care is to be provided to clients with n variety of 

conditions. These include rapid and sound assessment skill , phy iologic 

responses, psychosocial behaviours cns1s intervention , communication 

techniques, triage, trauma care and the ability to offer care in uncontrolled or 
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unpredictable environment. It is therefore important that all nurses have basic 

knowledge and skills needed for rapid assessment, intervention and safe 

management of emergencies . Quick and competent emergency nursing care is 

the key to rapid stability, prevention of complications, and early recovery of 

patients coming through our hands . 

Lack o_f such knowledge and skills can spell doom to patients and their chances 

of survival will be slim. 

5.7 CONCLUSION 

The study sought to determine the competence of registered nurses in managing 

emergencies at a teaching hospital's Accident & Emergency unit. Although the 

11 urses' performance was good on some sub units of the categories, the overall 

competence of nurses has been unsatisfacto1y as was found with table 4.2 to 

4. 10. The mean performance score were below 50% except for Circulation and 

Exposure of patient. 

Using statistical analysis on participants' performance (Table 5. I) , using 70% 

as the lower limit for acceptable performance , the competence of nurses is 

unsatisfacto1y as all of the scored less than 40% in respecti ,·e categorie . 
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CHECKLIST OF COMPETENCES FOR NtJRSES WORKING IN CASUAL TY 
UNIT AT A TEACHil'l:G HOSPITAL IN ZAMBIA 

PART A 
SERIAL NO. 

DATE: . . . . . ..... .... . .. . . . . 

l. RANK· 
2 · YEARS OF EXPRERIENCE: 
3 · TRAUMA EXPERIENCE: 
4 · STARTING TIME: 
5 FlNSHING TIME: 

PART'B 
-
J_._ MANAGEMENT IN CASUAL TY/TRAUMA UNIT 

3 

To what extent did the RN carry out the initial aspects of trauma 

care: -

1.1 Obtain history from the relatives or paramedics 

1.2 Perform a quick primary survey 

l. Wash the hands 

2. Don gloves 

3. Greet the patient to determine responsiveness 

4. 
If patient unresponsive, check for any medic medallions 

1.3 Ensure safety of the patient, nurse and environment 

~ 

2- MAINT AlNING A CLEAR AND PATENT AlRWA Y WITH 
3 

~PROTECTION OF THE SPINAL COLUMN 
To what extent did the RN carry out the following aspects of care : -

2 .1 Positioning of the patient i.e. head tilt, chin lift manouvre and jaw 

thrust 
2-2 Clear the oropharynx of blood, mucous and foreign bodies 

2
-
3 

Don ' t move or extend the neck if the patient may be having a spinal 

injury 
2

.4 Open the mouth and remove any liquid or foreign material with a 

rigid suction catheter 
2

.s Assist in the intubation of the patient by getting the right ETT i.e. the 

size of the patient's small finger irrespective of age 

2·
6 

Apply cricoid pressure during intubation to prevent aspiration . . 

2
·
7 

Keep a rigid cervical collr on the patient even if you arc exan11ning 

the neck, this is meant to stabilize the cervical spine 

2-8 Keep the patient in supine position after intubation 

2-9 Administer 100% oxygen according to priority 

2· 10 Monitor patient continuously onces/he is put on oxygen or 

intubated 

2 

2 

I 

I 



3. MAINTAINING NORMAL AND EFFECTIVE BREATHING 
3 2 I 

To what extent did the RN carry out aspects of care aimed at 
promoting effective breathing patterns: -

3.1 Ensure that both sides of the chest are ventilated by inspecting for 

adequate movement of the chest 
3.2 Auscultate for breath sounds and listen particularly in the axilla for 

ventilation of the periphery of the lungs and also over the 
epigastrium to ensure that the stomach is not ventilated 

3.3 Count respiratory rate, rhythm and depth 
3.4 If patient is not breathing, perform CPR 

4. CIRCULATION - MAINT A.IN A GOOD CARDIAC OUTPUT AND 
3 2 1 

WELL PERFUSED TISSUES THROUGH CONTROL OF 

HAEMORRHAGE 
To what extent did the nurse carry out activities aimed to restore 

haemodynamic status: -

4.1 Check and record the patients' -

0 pulse (femoral or carotid) 

0 blood pressure 
o temperature 

4.2 Perform CPR, if pulse is absent 
4 .3 Control any external haemorrhage by applying direct pressure 

over 

the wounds 
4.4 Prevent further haemorrhage from fracture sites by adequate 

splinting/packing and gentle handling ( minimize handling of 

fractured side) 
4.5 Insert a peripheral line for intravenous infusion using a large bore 

needle (FG 14 to 18) 
4.6 Collect blood for grouping and cross match, full blood count, and 

urea and electrolytes 
4.7 Replace blood (warmed) volume by peripheral intravenous line 
4.8 Do not over infuse clear fluids (maximum 2L crystalloid or IL 

colloid e.g. ringers lactate and plasma, dextran or haemacel 

(Knottenbelt, 1994: 959) 
4.9 lnsert an indwelling urina1y catheter 
4.10 Monitor urinary output: 0.5-J .0ml/kg body weight per hour 

~ 
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---=-:...: ITO RED 
To _what extent did the RN carry out neurological check on the 

patient: _ 

5 · 1 Carry out a brief neuroloo-ical assessment in order to establish the 
. ~ 

patients' level of consciousness using the A VPU method: -

• A - alert 
• V - responds to verbal stimuli 
• P - responds to painful stimuli 
• .U - unresponsive to stimuli 

5·2 Assess dilatation of the pupils to elicit compression of3
rd 

cranial 

nerve 
5.3 Perfo 1 · · rm a neuro og1cal assessment us111g the : -

• Glascow coma scale 
• Revised trauma score 

r--~7;P~o::-::s=E- P_A_T_IE_N_T_T_O_E_X_A.NITNE ___ AL_L_B_O_D_Y_P_AR-:-:T-:S----+=-3 --t-=-2---i--;-l--1 

To what extent did the RN carry out a full examination of all body 

parts: -

6· 1 Immobilise the spinal column during the entire resuscitation 

~- 2 Perform CPR if the patient has lost consciousness . . 
·3 All clothing removed to facilitate a thorough exammation of body 

6 
Surfaces for the presence of injury 

.4 Protect patient from hypothermia 

--X
0
RE~s~u;-:::s-=c-1T_A_T_I_O_N_P_H_A __ SE--------------t--.:;-

3
--j-;

2
~-t,

1 
-, 

To what extent did the RN assist during this phase of care: -

; i Reassessing and arresting haemorrhage where .poss.rble . 
· Contmue with restoration of volume by admm1stenng c1ystallo1ds, 

7 
colloids or blood products 

7
·! Obtaining bloods samples for investigatio~s _ 

7
:
5 

lnser_tion of gastric catheter (unless contramd1cated) 
Moni_tor patients' response to resuscitation : -
1- vital signs (including temperature) 
2· urinary output 
3 arterial blood gases 
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~CONDARY SURVEY 
To what extent did the RN carry out aspects of secondary survey: -

: · 1 Reassess patients' ABC 

8
·2 Examine each body part 

8
·! Co'?plete history taking from patient or relatives 
· Patients' medical history (AMPLE): -

• A~ allergies 
• M ~medications 
• P ~ past medical history 
• .L ~ last meal 

8 5 
~ E ~ e_vents preceding the incident . 

· ompletion of special procedures like radiography studies ( chest, 
cervical spine, thorax limbs and pelvis) and electrocardiogram 
(ECG) ' 

8·6 Continually monitor patients' vital signs and response to medical 

therapies 
8·7 Provide emotional support to the patient and family 

~ ~EVALUATION OF PATIENT 
To what extent did the RN continuously evaluate the patient: -

; ~ Conbnuously monitor vital signs 

9
· Monitor urine output 

y.M.0 nitor adequacy of pain relief 
~EFINlTIVE CARE 

10 IP · · . ·d 'f · fthe full 
· rovision of specific care to the patient after t enti ication ° 

extent of trauma supported by diagnostic results 

K.Ey 
1 Not applicable 
2 Did not comply 
3. Complied fully 

3 2 I 

3 2 I 

2 1 3 -
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